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OVERVIEW:

THIS COURSE EQUIPS HOME HEALTH STAFF WITH THE SKILLS, TECHNIQUES, AND
STRATEGIES TO CARE DAILY FOR CLIENTS WITH, ALZHEIMER'S DISEASE OR RELATED
DEMENTIA. IT COMPARES ALZHEIMER'S/DISEASE TO OTHER TYPES OF DEMENTIA AND
TECHNIQUES FOR VERBAL AND NON-VERBAL COMMUNICATION, DISCUSSES SYMPTOMS
SEEN AT EACH STAGE OF DEMENTIA, RELATES TECHNIQUES INTENDED TO PROMOTE
INDEPENDENCE IN ACTIVITIES4OF DAILY LIVING, AND PROVIDES INFORMATION ABOUT
HOW TO WORK WITH FAMILY MEMBERS AND CAREGIVERS OF PEOPLE WITH DEMENTIA.

TARGET AUDIENCE

ALL THOSE REQUIRED,TOQ COMPLETE TRAINING IN ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS(FOR THE HOME HEALTH SETTING BY THE FLORIDA DEPARTMENT OF ELDER
AFFAIRS:

LEARNING OBJECTIVES

e IDENTIFY CRITICAL FEATURES AND SYMPTOMS OF DEMENTIA, INCLUDING COGNITIVE
DECLINE, BEHAVIORAL AND PSYCHOLOGICAL SYMPTOMS, AND FUNCTIONAL IMPAIRMENT.
-20 MINUTES

e UNDERSTAND THE KEY FEATURES OF ALZHEIMER'S DISEASE, INCLUDING THE ROLE OF
BETA-AMYLOID PLAQUES, NEUROFIBRILLARY TANGLES, PROGRESSIVE COGNITIVE
DECLINE, AND IMPAIRED ACTIVITIES OF DAILY LIVING. 20 MINUTES
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e DIFFERENTIATE BETWEEN ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD),
RECOGNIZING ADRD AS AN UMBRELLA TERM THAT ENCOMPASSES VARIOUS
NEURODEGENERATIVE DISORDERS WITH SHARED CLINICAL FEATURES AND DIVERSE
UNDERLYING ETIOLOGIES. -20 MINUTES

e IDENTIFY COMMUNICATION AND BEHAVIOR MANAGEMENT SKILLS FOR ASSISTING
PERSONS WITH DEMENTIA AND ADRD -20 MINUTES.

e IDENTIFY STRATEGIES FOR SUCCESS WITH ADLS FOR PERSONS WITH ADRDw20
MINUTES.

e IDENTIFY SKILLS FOR WORKING WITH FAMILIES AND CAREGIVERS)OF PERSONS WITH
ADRD -20 MINUTES.

PRE-TEST:

1. WHAT IS THE PRIMARY DIFFERENCE BETWEEN‘ALZHEIMER'S DISEASE AND DEMENTIA?
A) ALZHEIMER'S DISEASE IS A TYPE OF DEMENTIA. B), DEMENTIA IS A TYPE OF
ALZHEIMER'S DISEASE. C) BOTH TERMS REFER\TO THE SAME CONDITION. D) NONE OF
THE ABOVE.

2. WHAT PERCENTAGE OF PEOPLE WITH DEMENTIA IN THE UNITED STATES IS
ATTRIBUTED TO ALZHEIMER'S(DISEASE? A) 10-20% B) 60-80% c) 80-85% D)
100%

3. WHAT ARE NOT TWQ,HALLMARK PATHOLOGICAL FEATURES OF ALZHEIMER'S DISEASE?
A) PLAQUES AND4LESIONS B)'NEUROFIBRILLARY TANGLES AND PLAQUES C)
NEUROTRANSMITTER DYSFUNCTION AND INFLAMMATION D) CROHN'S DISEASE AND
ANEMIA.

4. WHICHWASSESSMENT TOOL IS COMMONLY USED TO EVALUATE COGNITIVE FUNCTION

IN INDIVIDUALS SUSPECTED OF HAVING ALZHEIMER'S DISEASE? A) BECK DEPRESSION
INVENTORY (BDI) B) MINI-MENTAL STATE EXAMINATION (MMSE) c) BOTH B AND D
(GDS) D) MONTREAL COGNITIVE ASSESSMENT (MOCA)

5. WHAT IS THE PRIMARY MECHANISM OF CHOLINESTERASE INHIBITORS' ACTION IN
TREATING ALZHEIMER'S DISEASE? A) BLOCKING NMDA RECEPTORS B) INHIBITING
ACETYLCHOLINESTERASE ACTIVITY C) ENHANCING DOPAMINE RELEASE D) DECREASING
BETA-AMYLOID PRODUCTION.



END OF PRE-TEST

THESE MULTIPLE-CHOICE QUESTIONS AIM TO ASSESS PARTICIPANTS' UNDERSTANDING
OF VARIOUS ASPECTS OF ALZHEIMER'S DISEASE AND DEMENTIA CARE BEFORE
UNDERTAKING THE COURSE.

PRE-TEST: ANSWERS

1. A) ALZHEIMER'S DISEASE IS A TYPE OF DEMENTIA.
2.B) 60-80%

3. D) CROHN'S DISEASE AND ANEMIA

4.Cc) BotTHB AND D

5. B) INHIBITING ACETYLCHOLINESTERASE ACTIVITY.

DEMENTIA IS A COMPLEX SYNDROME CHARACTERIZED BY A DECLINE IN COGNITIVE
FUNCTION THAT INTERFERES WITHWA PERSON'S ABILITY TO PERFORM EVERYDAY
ACTIVITIES. IT IS NOT A(SPECIFIC DISEASE, BUT A COLLECTION OF SYMPTOMS CAUSED
BY VARIOUS UNDERLYING CONDITIONS OR DISEASES AFFECTING THE BRAIN. DEMENTIA
IS PROGRESSIVE, MEANING,SYMPTOMS WORSEN OVER TIME AND EVENTUALLY LEAD TO
SIGNIFICANT IMPAIRMENT IN MEMORY, THINKING, BEHAVIOR, AND THE ABILITY TO
CARRY OUT DAILLY TASKS.

Key FEATURES OF DEMENTIA:

COGNITIVE/ DECLINE: DEMENTIA PRIMARILY AFFECTS COGNITIVE ABILITIES, INCLUDING
MEMORY, LANGUAGE, ATTENTION, PROBLEM-SOLVING, AND JUDGMENT. INDIVIDUALS
MAY HAVE TROUBLE REMEMBERING RECENT EVENTS, RECALLING INFORMATION, AND
UNDERSTANDING CONVERSATIONS. AS THE CONDITION PROGRESSES, COGNITIVE
DEFICITS BECOME MORE PRONOUNCED AND MAY INTERFERE WITH INDEPENDENT LIVING.
(AA ABOUT)



BEHAVIORAL AND PSYCHOLOGICAL SYMPTOMS: DEMENTIA CAN MANIFEST WITH A RANGE
OF BEHAVIORAL AND PSYCHOLOGICAL SYMPTOMS, INCLUDING AGITATION, AGGRESSION,
DEPRESSION, ANXIETY, HALLUCINATIONS, AND DELUSIONS. THESE SYMPTOMS CAN BE
DISTRESSING FOR BOTH INDIVIDUALS WITH DEMENTIA AND THEIR CAREGIVERS,
IMPACTING QUALITY OF LIFE AND SOCIAL INTERACTIONS. (ALZHEIMER'S SOCIETY)

FUNCTIONAL IMPAIRMENT: DEMENTIA IMPAIRS AN INDIVIDUAL'S ABILITY TO PEREORM
ACTIVITIES OF DAILY LIVING (ADLS), SUCH AS DRESSING, GROOMING, BATHING,
COOKING, AND MANAGING FINANCES. AS THE CONDITION ADVANCES, INDIVIDUALS MAY
REQUIRE INCREASING ASSISTANCE AND SUPERVISION TO COMPLETE BASIC TASKS,
EVENTUALLY BECOMING DEPENDENT ON OTHERS FOR CARE.

PROGRESSIVE NATURE: DEMENTIA IS PROGRESSIVE, MEANING, SYMPTOMS WORSEN
OVER TIME AS BRAIN FUNCTION DECLINES. THE RATE OF#PROGRESSION VARIES
DEPENDING ON THE UNDERLYING CAUSE OF DEMENTIA, INDIVIDUAL FACTORS, AND THE
EFFECTIVENESS OF TREATMENT AND INTERVENTIONS. EARLY DETECTION AND TIMELY
INTERVENTION CAN HELP SLOW THE PROGRESSIONYOF SYMPTOMS AND IMPROVE QUALITY
OF LIFE. (ALZHEIMER'S SOCIETY, STAGES)

CAUSES OF DEMENTIA:

THERE ARE MANY DIFFERENT CAUSES OF DEMENTIA, EACH WITH ITS UNIQUE
PATHOLOGICAL MECHANISMS { THE MOST‘COMMON CAUSE OF DEMENTIA IS ALZHEIMER'S
DISEASE, ACCOUNTING FOR,MOST CASES. OTHER CAUSES OF DEMENTIA INCLUDE
VASCULAR DEMENTIA, LEWY BODY, DEMENTIA, FRONTOTEMPORAL DEMENTIA, AND
PARKINSON'S DISEASE DEMENTIA.

ALSO, DEMENTIA DUE TO HUNTINGTON'S DISEASE AND DEMENTIA DUE TO
CREUTZFELDT-JAKOB DISEASE

DIAGNOSIS. AND ASSESSMENT:

DIAGNOSING DEMENTIA INVOLVES A COMPREHENSIVE ASSESSMENT OF COGNITIVE
FUNCTION, MEDICAL HISTORY, PHYSICAL EXAMINATION, LABORATORY TESTS, AND
NEUROIMAGING STUDIES. HEALTHCARE PROFESSIONALS USE STANDARDIZED
ASSESSMENT TOOLS, SUCH AS THE MINI-MENTAL STATE EXAMINATION (MMSE) AND
THE MONTREAL COGNITIVE ASSESSMENT (MOCA), TO EVALUATE COGNITIVE FUNCTION
AND SCREEN FOR DEMENTIA.



MANAGEMENT AND TREATMENT:

THE FOOD AND DRUG ADMINISTRATION HAS APPROVED TWO TYPES OF DRUGS FOR
TREATING ALZHEIMER'S DISEASE: CHOLINESTERASE INHIBITORS AND NAMENDA
(MEMANTINE IS THE GENERIC NAME). SEVERAL CLINICAL TRIALS HAVE TAKEN PLACE TO
DETERMINE THE EFFECTIVENESS OF CURRENT MEDICATIONS AND OTHER APPROACHES TO
TREATMENT, SUCH AS THE USE OF VITAMIN E, AND ATYPICAL ANTIPSYCHOTICS
(DOCTORS SHOULD ONLY CONSIDER PRESCRIBING ANTIPSYCHOTICS AS A FINAK"OPTION
SINCE THEY HAVE A WARNING THAT HIGHLIGHTS SOME SEVERE SIDE EFFECTS. ),
ESTROGEN, AND ANTI-INFLAMMATORY DRUGS. BOTH CURRENT TYPES OF DRUGS*TARGET
NEUROTRANSMITTERS. MEDICATIONS MUST BE TAKEN DAILY. IN MANY CASES, PEOPLE
MAY TAKE TWO TYPES OF DRUGS, OFTEN ARICEPT® OR ONE OFTHE OTHER
CHOLINESTERASE INHIBITORS, ALONG WITH NAMENDA. STILL)THE MEDRICINES SHOULD
BE MONITORED CAREFULLY FOR SIDE EFFECTS.

LEQEMBI AND KISUNLA ARE FDA-APPROVED ANTIBODIES THAT BIND TO THE AMYLOID
PROTEIN IN ALZHEIMER'S PLAQUES. THOSE PEAQUES ARE FORMED FROM NATURALLY
OCCURRING PROTEINS THAT BUILD UP INATHE.BRAIN AND CAUSE PROBLEMS.

KNOWLEDGE CHECK QUESTION:



MOTOR SYMPTOMS ARE RELATIVELY COMMON IN MANY TYPES OF DEMENTIA, WHICH CAN
LEAD TO PHYSICAL IMPAIRMENT.

A) TRUE
B) FALSE
ANSWER:
A) TRUE

ALZHEIMER'S DISEASE (AD):

ALZHEIMER'S DISEASE (AD) IS A PROGRESSIVE NEURODEGENERATIVE DISORDER
CHARACTERIZED BY COGNITIVE DECLINE, MEMORY. IMPAIRMENT, AND CHANGES IN
BEHAVIOR AND PERSONALITY. IT IS THE MOST COMMON QAUSE OF DEMENTIA,

ACCOUNTING FOR APPROXIMATELY 60-80% OF ALL"PEOPLE WITH DEMENTIA. AD
PRIMARILY AFFECTS OLDER ADULTS, ALTHOUGH EARLY-ONSET FORMS CAN OCCUR.

KEY FEATURES OF ALZHEIMER'S DISEASE:

1. BETA-AMYLOID PLAQUES: ONE HALLMARK OF ALZHEIMER'S DISEASE IS THE
ACCUMULATION OF ABNORMAIL,PROTEIN FRAGMENTS CALLED BETA-AMYLOID PLAQUES IN
THE BRAIN. THESE PEKAQUES FORM BETWEEN NERVE CELLS AND DISRUPT NEURONAL
COMMUNICATION,; LEARINGATO CELL DEATH AND COGNITIVE DECLINE.

2. NEUROFIBRILLARY TANGLES: ANOTHER CHARACTERISTIC FEATURE OF
ALZHEIMER'S DISEASE IS THE PRESENCE OF NEUROFIBRILLARY TANGLES, TWISTED
FIBERS'COMPQSED OF ABNORMAL TAU PROTEIN WITHIN NEURONS. THESE TANGLES
INTERFERE WITH TRANSPORTING ESSENTIAL NUTRIENTS AND SUBSTANCES WITHIN
NEURONS, .CONTRIBUTING TO THEIR DEGENERATION.

3. PROGRESSIVE COGNITIVE DECLINE: ALZHEIMER'S DISEASE TYPICALLY BEGINS
WITH SUBTLE MEMORY PROBLEMS AND DIFFICULTY WITH LANGUAGE AND SPATIAL
ORIENTATION. AS THE DISEASE PROGRESSES, COGNITIVE DEFICITS WORSEN, AFFECTING
VARIOUS THINKING, REASONING, AND PROBLEM-SOLVING ASPECTS. INDIVIDUALS MAY
ALSO EXPERIENCE CHANGES IN MOOD, BEHAVIOR, AND PERSONALITY.



4, IMPAIRED ACTIVITIES OF DAILY LIVING: AS ALZHEIMER'S DISEASE ADVANCES,
INDIVIDUALS MAY STRUGGLE TO PERFORM ACTIVITIES OF DAILY LIVING (ADLS), SUCH
AS DRESSING, BATHING, AND MANAGING FINANCES, INDEPENDENTLY. EVENTUALLY,
THEY MAY REQUIRE FULL-TIME CARE AND ASSISTANCE FROM CAREGIVERS. (ALZHEIMER'S
ASSOCIATION, ALZHEIMER'S DEMENTIA)

ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD):

ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) IS AN UMBRELLA'TERM USED
TO ENCOMPASS NOT ONLY ALZHEIMER'S DISEASE BUT ALSO OTHER TYPES OF DEMENTIA
THAT SHARE SIMILAR UNDERLYING PATHOLOGICAL MECHANISMS OR CLINICAL FEATURES.
THESE INCLUDE VASCULAR DEMENTIA, LEWY BODY DEMENTIA, FRONTOTEMPORAL
DEMENTIA, PARKINSON'S DISEASE DEMENTIA, AND OTHER LESS COMMON FORMS OF
DEMENTIA.

KEY FEATURES OF ALZHEIMER'S DISEASE AND RELATED DEMENTIAS:

1. HETEROGENEOUS ETIOLOGY: ADRD ENEOMPASSES A DIVERSE GROUP OF
NEURODEGENERATIVE DISORDERS, EACH WITH'ETS UNIQUE ETIOLOGY, CLINICAL
PRESENTATION, AND PATHOLOGICAL FEATURES. WHILE ALZHEIMER'S DISEASE IS THE
MOST COMMON SUBTYPE, VASCULAR DEMENTIA, LEWY BODY DEMENTIA, AND OTHER
TYPES OF DEMENTIA HAVE DISTINCT UNDERLYING CAUSES AND MECHANISMS.

2. SHARED CLINICAL FEATURES:*DESPITE THEIR DIFFERENCES, MANY FORMS OF
DEMENTIA SHARE STANDARD CRINICAL FEATURES, INCLUDING COGNITIVE DECLINE,
MEMORY IMPAIRMENT, BEHAVIORAL CHANGES, AND FUNCTIONAL IMPAIRMENT. THESE
OVERLAPPING SYMPTOMS CAN MAKE DIFFERENTIAL DIAGNOSIS CHALLENGING AND MAY
REQUIRE COMPREHENSIVE ASSESSMENT AND EVALUATION.

3. IMPAET ON INDIVIDUALS AND FAMILIES: ADRD HAS A SIGNIFICANT EFFECT ON
INDIVIDUALS, CAREGIVERS, AND FAMILIES, OFTEN REQUIRING SUBSTANTIAL SUPPORT
AND RESQURCES TO MANAGE. CAREGIVERS OF INDIVIDUALS WITH ADRD mAY
EXPERIENCE PHYSICAL, EMOTIONAL, AND FINANCIAL STRAIN, NECESSITATING ACCESS TO
RESPITE CARE, SUPPORT SERVICES, AND COMMUNITY RESOURCES.

ALZHEIMER'S DISEASE IS A SPECIFIC SUBTYPE OF DEMENTIA CHARACTERIZED BY
PROGRESSIVE COGNITIVE DECLINE AND MEMORY IMPAIRMENT, PRIMARILY CAUSED BY
THE ACCUMULATION OF BETA-AMYLOID PLAQUES AND NEUROFIBRILLARY TANGLES IN THE
BRAIN. ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) ENCOMPASS A



BROADER SPECTRUM OF NEURODEGENERATIVE DISORDERS WITH SHARED CLINICAL
FEATURES AND DIVERSE UNDERLYING ETIOLOGIES.

KNOWLEDGE CHECK QUESTION:

IMPAIRED MOTOR FUNCTION IS FREQUENTLY OBSERVED IN INDIVIDUALS WITH
ALZHEIMER'S DISEASE.

A) TRUE
B) FALSE
ANSWER:
A) TRUE

ADRD vs. NORMAL AGING

DISTINGUISHING BETWEEN ALZHEIMER'S, DISEASE AND RELATED DEMENTIAS (ADRD)
AND NORMAL AGING IS ESSENTIAL'FOR ACCURATE DIAGNOSIS, APPROPRIATE
MANAGEMENT, AND PRACTICAL SUPPORT. WHILE SOME DEGREE OF COGNITIVE DECLINE
IS CONSIDERED A NQRMAL PART OF AGING, THE MENTAL CHANGES ASSOCIATED WITH
ADRD GO BEYOND WHAT IS EXPECTED IN TYPICAL AGING. HERE'S HOW ADRD DIFFERS
FROM NORMAL AGINGWWITH EXAMPLES:

SEVERITY.AND, PROGRESSION OF COGNITIVE DECLINE:

NORMAL AGING: MILD COGNITIVE CHANGES, SUCH AS OCCASIONAL FORGETFULNESS OR
SLOWER-PROCESSING SPEED, MAY OCCUR WITH ADVANCING AGE. HOWEVER, THESE
CHANGES TYPICALLY DO NOT SIGNIFICANTLY IMPAIR DAILY FUNCTIONING OR
INDEPENDENCE.

ADRD: IN CONTRAST, ADRD INVOLVES PROGRESSIVE AND PERSISTENT COGNITIVE
DECLINE THAT INTERFERES WITH DAILY ACTIVITIES AND INDEPENDENCE. FOR EXAMPLE,
INDIVIDUALS WITH ADRD MAY NEED HELP REMEMBERING RECENT EVENTS, NAMES OF



FAMILIAR PEOPLE, OR NECESSARY APPOINTMENTS, WHICH CAN IMPACT THEIR ABILITY TO
MANAGE HOUSEHOLD TASKS OR FINANCES.

PERSISTENCE AND IMPACT ON DAILY FUNCTIONING:

NORMAL AGING: AGE-RELATED COGNITIVE CHANGES ARE OFTEN SUBTLE AND MAY
REMAIN STABLE OR IMPROVE WITH COMPENSATORY STRATEGIES, SUCH AS WRITING
LISTS OR USING MNEMONIC DEVICES.

ADRD: COGNITIVE DEFICITS IN ADRD PERSIST AND WORSEN OVER FIME,
SIGNIFICANTLY IMPACTING AN INDIVIDUAL'S ABILITY TO PERFORM ROUTINE TASKS. FOR
INSTANCE, INDIVIDUALS WITH ADRD MAY HAVE DIFFICULTY FOLLOWING.ARECIPE,
REMEMBERING HOW TO USE HOUSEHOLD APPLIANCES, OR NAVIGATING FAMILIAR ROUTES
OUTSIDE THE HOME.

BEHAVIORAL AND PSYCHOLOGICAL SYMPTOMS:

NORMAL AGING: WHILE SOME MOOD CHANGES MAY ' ©CCUR WITH AGING, SUCH AS
INCREASED IRRITABILITY OR OCCASIONAL.SADNESS, SIGNIFICANT BEHAVIORAL
DISTURBANCES ARE NOT TYPICAL IN NORMAL AGING.

ADRD: INDIVIDUALS WITH ADRD MAY EXPERIENCE A RANGE OF BEHAVIORAL AND
PSYCHOLOGICAL SYMPTOMS, INCLUDING AGITATION, AGGRESSION, DEPRESSION,
ANXIETY, HALLUCINATIONS, AND DELUSIONS. THESE SYMPTOMS CAN BE DISTRESSING
FOR THE INDIVIDUAL AND CHARLENGING FOR CAREGIVERS TO MANAGE.

FUNCTIONAL IMPAIRMENT AND INDEPENDENCE:

NORMAL AGING;: OLDER ADULTS MAY EXPERIENCE MILD DECLINES IN PHYSICAL
ABILITIESHOR SENSORY FUNCTIONS, SUCH AS REDUCED STRENGTH, FLEXIBILITY, OR
VISION. HOWEVER, THESE CHANGES DO NOT SIGNIFICANTLY IMPACT OVERALL
INDEPENDENCE OR QUALITY OF LIFE.

ADRD: ADRD 1S ASSOCIATED WITH PROGRESSIVE FUNCTIONAL IMPAIRMENT,
AFFECTING AN INDIVIDUAL'S ABILITY TO PERFORM ACTIVITIES OF DAILY LIVING (ADLS)
INDEPENDENTLY. FOR EXAMPLE, INDIVIDUALS WITH ADRD MAY REQUIRE ASSISTANCE
WITH PERSONAL CARE TASKS, MEAL PREPARATION, MEDICATION MANAGEMENT, AND
TRANSPORTATION.



CONSISTENCY WITH PERSONAL BASELINE:

NORMAL AGING: AGE-RELATED COGNITIVE CHANGES ARE GENERALLY CONSISTENT WITH
AN INDIVIDUAL'S BASELINE LEVEL OF FUNCTIONING AND MAY BE WITHIN THE EXPECTED
RANGE FOR THEIR AGE AND EDUCATION LEVEL.

ADRD: COGNITIVE DECLINE IN ADRD REPRESENTS A SIGNIFICANT DEPARTURE_FROM
AN INDIVIDUAL'S BASELINE COGNITIVE ABILITIES AND MAY BE ACCOMPANIED BY
NOTICEABLE CHANGES IN PERSONALITY, BEHAVIOR, AND SOCIAL FUNCTIONING:

WHILE SOME DEGREE OF COGNITIVE DECLINE IS CONSIDERED A NORMAL PART OF
AGING, THE MENTAL CHANGES ASSOCIATED WITH ALZHEIMER'S/DISEASE,AND RELATED
DEMENTIAS (ADRD) ARE MORE SEVERE, PROGRESSIVE, AND'IMPACTEUL ON DAILY
FUNCTIONING. DIFFERENTIATING BETWEEN ADRD AND NORMAL AGING REQUIRES
CAREFUL ASSESSMENT OF COGNITIVE SYMPTOMS' NATURE, SEVERITY, AND PERSISTENCE
AND CONSIDERATION OF OTHER FACTORS, SUCH AS BEHAVIORAL DISTURBANCES AND
FUNCTIONAL IMPAIRMENT.

CONDITIONS THAT MIMIC AD AND ADRD

IDENTIFYING CONDITIONS THAT, MAY. RESULT IN SYMPTOMS RESEMBLING ALZHEIMER'S
DISEASE AND RELATED DEMENTIAS (ADRD) IS CRUCIAL FOR ACCURATE DIAGNOSIS AND
APPROPRIATE MANAGEMENT. SEVERAL MEDICAL, PSYCHIATRIC, AND NEUROLOGICAL
CONDITIONS CAN PRESENT WITH COGNITIVE IMPAIRMENT, BEHAVIORAL CHANGES, AND
FUNCTIONAL DECLINE, WHICH MAY MIMIC ADRD. HERE ARE SOME OTHER CONDITIONS
TO CONSIDER. BE AWARE THAT NUMBERS 4-8 ARE REVERSIBLE TYPES OF DEMENTIA IF
CAUGHT EARLY AND\TREATED PROPERLY.

1. VASCURAR DEMENTIA:

VASCULAR/DEMENTIA RESULTS FROM IMPAIRED BLOOD FLOW TO THE BRAIN DUE TO
CONDITIONS SUCH AS STROKE, SMALL VESSEL DISEASE, OR TRANSIENT ISCHEMIC
ATTACKS (TIAS). SYMPTOMS MAY INCLUDE COGNITIVE DEFICITS, SUCH AS DIFFICULTY
WITH EXECUTIVE FUNCTION, ATTENTION, AND PROCESSING SPEED, AS WELL AS GAIT
DISTURBANCES, URINARY INCONTINENCE, AND MOOD CHANGES. IMAGING STUDIES,
SUCH AS MRI oR CT SCANS, MAY REVEAL EVIDENCE OF CEREBROVASCULAR
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DISEASE. UNLIKE OTHER TYPES OF DEMENTIA, VASCULAR DEMENTIA DOESN'T ALWAYS
HAVE A TYPICAL PROGRESSION — IT CAN OCCUR SUDDENLY OR START SLOWLY.

WITH VASCULAR DEMENTIA, THE CONDITION OFTEN CHANGES IN A "STEPWISE"
PATTERN. THIS MEANS THAT THERE ARE TIMES WHEN A PERSON FEELS OKAY,
BUT THEN THEY MIGHT SUDDENLY HAVE A DECLINE IN THEIR SYMPTOMS,
USUALLY AFTER EXPERIENCING A STROKE OR MINI-STROKES. THIS CAN REALLY
AFFECT THEIR EVERYDAY LIFE, MAKING IT TOUGH TO KEEP THINGS ORGANIZED,
PLAN THINGS OUT, AND MAKE CHOICES.

STILL, IT CAN ROUGHLY BE CLASSIFIED INTO:

EARLY STAGES. MAKING THE DIAGNOSIS MAY BE DIFFICULT BECAUSE SYMPTOMS ARE
MILD. HOWEVER, YOU'RE USUALLY AWARE THAT YOUR MEMORY,AND. MENTAL
CAPABILITIES ARE DIFFERENT FROM WHAT THEY ONCE WERE.

MIDDLE STAGES. THIS IS WHEN THE SYMPTOMS LISTED ABOVE BECOME MORE
NOTICEABLE.

LATE STAGES. THIS IS WHERE THERE‘ARE DRAMATIC CHANGES IN COGNITIVE AND
PHYSICAL SYMPTOMS. OFTEN, THIS STAGE, OCCURS AFTER A SEVERE EVENT, SUCH AS A
LARGE STROKE.

2. FRONTOTEMPORAL DEMENTIA (FTD):

FRONTOTEMPORAL DISORBERS (FTD), SOMETIMES CALLED FRONTOTEMPORAL
DEMENTIA, RESULT'"FROM DAMAGE TO NEURONS IN THE FRONTAL AND TEMPORAL LOBES
OF THE BRAIN. MANY POSSIBLE SYMPTOMS CAN RESULT, INCLUDING UNUSUAL
BEHAVIORS, EMOTIONAL PROBLEMS, TROUBLE COMMUNICATING, DIFFICULTY WITH
WORK,=OR DIFFICULTY WALKING. FTD IS RARE AND TENDS TO OCCUR AT A YOUNGER
AGE THAN OTHER FORMS OF DEMENTIA. ROUGHLY 60% OF PEOPLE WITH FTD ARE 45
TO'64.YEARS OLD.

FTD 1S PROGRESSIVE, MEANING SYMPTOMS GET WORSE OVER TIME. IN THE EARLY
STAGES, PEOPLE MAY HAVE JUST ONE SYMPTOM. AS THE DISEASE PROGRESSES, OTHER
SYMPTOMS APPEAR, AND MORE BRAIN PARTS ARE AFFECTED. IT IS DIFFICULT TO PREDICT
HOW LONG SOMEONE WITH FTD WILL LIVE. SOME PEOPLE LIVE MORE THAN TEN YEARS
AFTER DIAGNOSIS, WHILE OTHERS LIVE LESS THAN TWO YEARS AFTER DIAGNOSIS.
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THERE IS CURRENTLY NO CURE FOR FTD, AND NO TREATMENTS SLOW OR STOP THE
PROGRESSION OF THE DISEASE, BUT THERE ARE WAYS TO HELP MANAGE THE SYMPTOMS.

FTD CAN BE HARD TO DIAGNOSE BECAUSE THE SYMPTOMS ARE SIMILAR TO THOSE OF
OTHER CONDITIONS. FOR EXAMPLE, BVFTD IS SOMETIMES MISDIAGNOSED AS A MOOD
DISORDER, SUCH AS DEPRESSION. TO MAKE MATTERS MORE CONFUSING, A PERSON CAN
HAVE BOTH FTD AND ANOTHER TYPE OF DEMENTIA, SUCH AS ALZHEIMER'S DISEASE.
ALSO, BECAUSE THESE DISORDERS ARE RARE, PHYSICIANS MAY BE UNFAMILIAR"WITH
THE SIGNS AND SYMPTOMS.

TO HELP DIAGNOSE FRONTOTEMPORAL DEMENTIA, A DOCTOR MAY:
PERFORM AN EXAM AND ASK ABOUT SYMPTOMS

LOOK AT PERSONAL AND FAMILY MEDICAL HISTORY

USE LABORATORY TESTS TO HELP RULE OUT OTHER CONDITIONS
ORDER GENETIC TESTING

CONDUCT TESTS TO ASSESS MEMORY, THINKING}, LANGUAGE SKILLS, AND PHYSICAL
FUNCTIONING

ORDER IMAGING OF THE BRAIN

A PSYCHIATRIC EVALUATION CAN HELP DETERMINE IF DEPRESSION OR ANOTHER MENTAL
HEALTH CONDITIQN IS CAUSING OR CONTRIBUTING TO THE CONDITION. ONLY GENETIC
TESTS IN FAMILIAL CASES OR A BRAIN AUTOPSY AFTER A PERSON DIES CAN CONFIRM A
DIAGNOSIS ORETD.

3. LEwy-BODY. DEMENTIA (LBD):

LBD IS«CHARACTERIZED BY ABNORMAL PROTEIN AGGREGATES CALLED LEWY BODIES IN
THE BRAIN. SYMPTOMS MAY INCLUDE FLUCTUATIONS IN COGNITION, VISUAL
HALLUCINATIONS, PARKINSONISM (E.G., TREMORS, RIGIDITY, BRADYKINESIA), AND
RAPID EYE MOVEMENT (REM) SLEEP BEHAVIOR DISORDER.

REM SLEEP BEHAVIOR DISORDER (RBD) IS A TYPE OF SLEEP DISORDER WHERE
INDIVIDUALS UNCONSCIOUSLY PERFORM ACTIONS RELATED TO THEIR DREAMS
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WHILE ASLEEP. THESE MOVEMENTS CAN POSE A RISK OF INJURY TO BOTH THE
INDIVIDUAL AND THEIR BED PARTNER, ESPECIALLY IN INSTANCES OF VIOLENT
DREAM ENACTMENTS. CONSEQUENTLY, SEEKING TREATMENT FOR THIS
CONDITION IS OF UTMOST IMPORTANCE.

INDIVIDUALS WITH LBD MAY ALSO EXPERIENCE SENSITIVITY TO ANTIPSYCHOTIC
MEDICATIONS. AT THIS TIME, THE DIAGNOSIS OF DEMENTIA WITH LEWY BODIES IS
TYPICALLY ACHIEVED USING SKIN BIOPSIES AND TESTS OF CEREBROSPINAL
FLUID (CSF). DIAGNOSIS RELIES ON CLINICAL ASSESSMENT, IMAGING'STUDIES, AND
SPECIFIC DIAGNOSTIC CRITERIA.

4. NORMAL PRESSURE HYDROCEPHALUS (NPH):

NPH IS HYDROCEPHALUS CHARACTERIZED BY AN ABNORMAL CGEREBROSPINAL FLUID
(CSF) ACCUMULATION IN THE BRAIN'S VENTRICLES. SYMPTOMS MAY INCLUDE
COGNITIVE IMPAIRMENT, GAIT DISTURBANCES (I.E., MAGNETIC OR APRAXIC GAIT), AND
URINARY INCONTINENCE. DIAGNOSIS INVOLVES:

CLINICAL EVALUATION.
NEUROIMAGING (E.G., MRI, CT).
LUMBAR PUNCTURE WITH CSF DRAINAGE TO ASSESS FOR IMPROVEMENT IN SYMPTOMS.

NPH, WHICH USUALLY AFFECTS"OLDER PEOPLE, CAN SOMETIMES BE TREATED WITH A
SHUNT. HOWEVER, NOT EVERYONE WITH NPH WILL BENEFIT FROM SHUNT SURGERY. AS
THERE'S A RISK{©F'@OMPLICATIONS WITH SHUNT SURGERY, YOU'LL NEED TESTS TO
ASSESS WHETHER THE POTENTIAL BENEFITS OF SURGERY OUTWEIGH THE RISKS.

5. DEPRESSION AND ANXIETY DISORDERS:

MOOD,DISORDERS SUCH AS DEPRESSION AND ANXIETY CAN MANIFEST WITH COGNITIVE
SYMPTOMS THAT MAY MIMIC DEMENTIA, INCLUDING MEMORY PROBLEMS,
CONCENTRATION DIFFICULTIES, AND THEIR MENTAL AND PHYSICAL FUNCTIONS SLOW
DOWN. IT IS ESSENTIAL TO DIFFERENTIATE BETWEEN PRIMARY MOOD DISORDERS AND
COGNITIVE IMPAIRMENT DUE TO AN UNDERLYING NEURODEGENERATIVE CONDITION
THROUGH THOROUGH PSYCHIATRIC EVALUATION AND SCREENING.

6. THYROID DISORDERS:
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HYPOTHYROIDISM (UNDERACTIVE THYROID) CAN LEAD TO COGNITIVE IMPAIRMENT,
FATIGUE, DEPRESSION, AND MEMORY DIFFICULTIES, RESEMBLING SYMPTOMS OF
DEMENTIA. HYPERTHYROIDISM (OVERACTIVE THYROID) MAY ALSO CAUSE MENTAL
CHANGES, AGITATION, AND MOOD DISTURBANCES. EVALUATION OF THYROID FUNCTION
THROUGH BLOOD TESTS CAN AID IN DIAGNOSIS AND TREATMENT.

7. VITAMIN DEFICIENCIES:

VITAMINS SUCH AS B12, FOLATE, AND D DEFICIENCY CAN RESULT IN COGNITIVE
IMPAIRMENT, MOOD CHANGES, AND FATIGUE. B12 DEFICIENCY CAN MIMIC SYMPTOMS OF
DEMENTIA, INCLUDING MEMORY LOSS, CONFUSION, AND NEUROPATHY. LABORATORY
TESTS CAN HELP IDENTIFY VITAMIN DEFICIENCIES AND GUIDE SUPPLEMENTATION.

8. DELIRIUM:

DELIRIUM IS AN ACUTE CONFUSIONAL STATE CHARACTERIZED BY SUDDEN ONSET
COGNITIVE IMPAIRMENT, ATTENTION DEFICITS, DISORGANIZED THINKING, AND ALTERED
CONSCIOUSNESS. IT CAN BE TRIGGERED BY MARIOUSIMEDICAL CONDITIONS,
INFECTIONS, MEDICATIONS, OR METABOLIG DISTURBANCES. DIFFERENTIATING DELIRIUM
FROM DEMENTIA REQUIRES CAREFUL CEINICAL ASSESSMENT, INCLUDING EVALUATING
PRECIPITATING FACTORS AND REVERSIBLE CAUSES.

SEVERAL MEDICAL, PSYCHIATRIE, AND NEUROLOGICAL CONDITIONS CAN PRESENT WITH
SYMPTOMS RESEMBLING ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD).
DIFFERENTIAL DIAGNOSIS\REQUIRES THOROUGH CLINICAL EVALUATION, INCLUDING
COMPREHENSIVE HISTORY.-TAKING, PHYSICAL EXAMINATION, COGNITIVE ASSESSMENT,
LABORATORY TESTS, NEUROIMAGING, AND CONSIDERATION OF REVERSIBLE CAUSES.
COLLABORATION 'AMONG HEALTHCARE PROFESSIONALS, INCLUDING NEUROLOGISTS,
PSYCHIATRISTS,"GERIATRICIANS, AND NEUROPSYCHOLOGISTS, IS ESSENTIAL FOR
ACCURATE 'DIAGNOSIS AND APPROPRIATE MANAGEMENT.
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PossiBLE CAUSES OF AD

RESEARCH INTO THE CAUSES OF ALZHEIMER'S DISEASE AND RELATED DEMENTIAS
(ADRD) 1S ONGOING, WITH SCIENTISTS EXPLORING VARIOUS GENETIC,
ENVIRONMENTAL, AND LIFESTYLE FACTORS THAT MAY CONTRIBUTE TO THE DEVELOPMENT
AND PROGRESSION OF THESE CONDITIONS. WHILE THE EXACT ETIOLOGY OF.ADRD
REMAINS INCOMPLETELY UNDERSTOOD, SEVERAL KEY FACTORS HAVE BEEN'IDENTIFIED:

1. GENETIC FACTORS:

FAMILIAL ALZHEIMER'S DISEASE (FAD): A SMALL PERCENTAGE OF PEOPLE WITH
ALZHEIMER'S ARE FAMILIAL, RESULTING FROM INHERITED GENETIC MUTATIONS THAT
INCREASE THE RISK OF DEVELOPING THE DISEASE: MUTATIONS IN GENES SUCH AS APP,
PSEN1, AND PSEN2 HAVE BEEN IMPLICATED.IN EARLY-ONSET FAMILIAL ALZHEIMER'S
DISEASE (EOFAD), WHICH TYPICALLY MANIFESTS BEFORE AGE 65.

APOE GENE: THE APOLIPOPROTEIN E (APOE) GENE IS THE MOST POTENT GENETIC
RISK FACTOR FOR LATE-ONSET ALZHEIMER'S DISEASE (LOAD), THE MOST COMMON
FORM OF ALZHEIMER'S. VARIANTS OF THE APOE GENE, PARTICULARLY THE E4 ALLELE,
ARE ASSOCIATED WITH AN,INCREASED, RISK OF DEVELOPING ALZHEIMER'S AND MAY
INFLUENCE THE AGE OF ONSET®*AND DISEASE PROGRESSION.

2. AMYLOID BETA.AND\ TAU*PATHOLOGY:

A KEY FEATURE OF ALZHEIMER'S IS THE BUILDUP OF BETA-AMYLOID PLAQUES
AND TAU PROTEIN TANGLES IN THE BRAIN. BETA-AMYLOID PLAQUES FORM
BETWEEN NERVE CELLS, WHILE TAU TANGLES BUILD UP INSIDE THE NEURONS.
THIS MESSING UP HOW THE CELLS WORK CAN LEAD TO CELL DEATH AND
MEMORY LOSS.

THE LATEST GUIDELINES FOR DIAGNOSING ALZHEIMER'S DISEASE SAY THAT IF
SOMEONE HAS AMYLOID IN THEIR BRAIN, THEY ARE CONSIDERED TO HAVE
ALZHEIMER'S, EVEN IF THEY DON'T SHOW ANY SIGNS OF MEMORY PROBLEMS.
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SCIENTISTS ARE STILL TRYING TO FIGURE OUT EXACTLY HOW THESE AMYLOID
AND TAU PROBLEMS HAPPEN.

3. NEUROINFLAMMATION:

CHRONIC NEUROINFLAMMATION AND INFLAMMATORY PROCESSES MAY CONTRIBUTE TO
NEURONAL DAMAGE, SYNAPTIC DYSFUNCTION, AND NEURODEGENERATION,
EXACERBATING COGNITIVE DECLINE AND DISEASE PROGRESSION.

4. VASCULAR FACTORS:

HAVING DIABETES, HIGH CHOLESTEROL, AND SMOKING, ALONG WITH OTHER
HEALTH ISSUES, CAN RAISE THE RISK OF DEVELOPING ALZHEIMER'S DISEASE
(AD). ADDITIONALLY, PROBLEMS LIKE ATRIAL FIBRILLATION, HIGH BLOOD
PRESSURE, AND ANGINA ARE CONNECTED TO A QUICKER DECLINE IN PATIENTS
SUFFERING FROM AD.

5. ENVIRONMENTAL AND LIFESTYLE FACTORS:

ENVIRONMENTAL AND LIFESTYLE FACTORS MAY MODULATE THE RISK OF DEVELOPING
ADRD. FACTORS SUCH AS EDUCATION, COGNITIVE STIMULATION, PHYSICAL ACTIVITY,
SOCIAL ENGAGEMENT, AND A HEALTHY DIET MAY HAVE PROTECTIVE EFFECTS AGAINST
COGNITIVE DECLINE ANDsDEMENTIA. CONVERSELY, FACTORS SUCH AS SMOKING,
EXCESSIVE ALCOHOL_ .CONSUMPTION, POOR DIET, AND SEDENTARY LIFESTYLE MAY
INCREASE THE RISK OF DEVELOPING ADRD.

ALZHEIMER'!S,DISEASE AND RELATED DEMENTIAS (ADRD) ARE COMPLEX
MULTIFACTORIAL'DISORDERS RESULTING FROM INTERACTIONS BETWEEN GENETIC,
ENVIRONMENTAL, AND LIFESTYLE FACTORS. ADVANCES IN RESEARCH HAVE IMPROVED
OUR UNDERSTANDING OF THE UNDERLYING MECHANISMS CONTRIBUTING TO ADRD,
PROVIRING/INSIGHTS INTO POTENTIAL TARGETS FOR THERAPEUTIC INTERVENTION AND
STRATEGIES FOR RISK REDUCTION AND PREVENTION. HOWEVER, FURTHER RESEARCH IS
NEEDED TO ELUCIDATE THE PRECISE CAUSES AND MECHANISMS DRIVING ADRD AND TO
DEVELOP EFFECTIVE TREATMENTS AND INTERVENTIONS.

KEEP IN MIND THAT THESE SYMPTOMS DON’T ALWAYS APPEAR IN THE SAME
SEQUENCE. THE TIMING AND ORDER OF SYMPTOMS CAN CHANGE FROM ONE
PERSON TO ANOTHER.
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COMMUNICATION AND BEHAVIOR MANAGEMENT

ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) TYPICALLY PROGRESS
THROUGH DISTINCT STAGES, EACH CHARACTERIZED BY SPECIFIC COGNITIVE,
FUNCTIONAL, AND BEHAVIORAL CHANGES. WHILE THE PROGRESSION AND DURATION OF
EACH STAGE CAN VARY WIDELY AMONG INDIVIDUALS, UNDERSTANDING THE GENERAL
STAGES OF ADRD CAN PROVIDE INSIGHTS INTO THE COURSE OF THE DISEASE._AND
INFORM CARE PLANNING AND SUPPORT STRATEGIES.

ONE PROBLEM-SOLVING APPROACH COMMONLY USED IN DEMENTIA CARE IS FHE-ABC
MODEL, WHICH STANDS FOR ANTECEDENTS, BEHAVIORS, AND CONSEQUENCES. AN
ANTECEDENT COMES BEFORE A BEHAVIOR AND MAY TRIGGER THAT BEHAVIOR. A
BEHAVIOR IS ANYTHING INDIVIDUAL DOES. A CONSEQUENCE FOLLOWS,THE BEHAVIOR.
THIS MODEL, ALONG WITH OTHER GENERAL PROBLEM-SQIEVING APPROACHES, CAN BE
APPLIED TO EACH STAGE OF ADRD.

HERE'S AN IN-DEPTH DESCRIPTION ANDDEFINITION OF THE STAGES OF ADRD::
1. EARLY STAGE:

THE EARLY STAGE OF ADRD REFERS TO THE EARLIEST PHASE OF THE DISEASE, DURING
WHICH INDIVIDUALS‘MAY HAVE SUBTLE COGNITIVE CHANGES AND BRAIN PATHOLOGY
WITHOUT NOTICEABLE SYMPTOMS. BIOMARKER EVIDENCE, SUCH AS BETA-AMYLOID
DEPOSITION OR TAU PROTEIN ABNORMALITIES, MAY BE PRESENT IN IMAGING STUDIES OR
CEREBROSPINAINFLUID ANALYSIS, INDICATING THE PRESENCE OF ALZHEIMER'S
PATHOLOGY.. HOWEVER, COGNITIVE FUNCTION REMAINS RELATIVELY INTACT, AND
INDIVIDUALS CAN PERFORM DAILY ACTIVITIES WITHOUT SIGNIFICANT IMPAIRMENT.

2. MiLD COGNITIVE IMPAIRMENT (MCI) STAGE:

THE MILD COGNITIVE IMPAIRMENT (MCI) STAGE REPRESENTS A TRANSITIONAL PHASE
BETWEEN NORMAL AGING AND DEMENTIA, CHARACTERIZED BY NOTICEABLE MILD
COGNITIVE CHANGES THAT DO NOT SIGNIFICANTLY INTERFERE WITH DAILY
FUNCTIONING. INDIVIDUALS WITH MCI MAY EXPERIENCE MEMORY LAPSES, LANGUAGE
DIFFICULTIES, EXECUTIVE FUNCTION DEFICITS, OR OTHER COGNITIVE IMPAIRMENTS
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BEYOND WHAT IS EXPECTED FOR THEIR AGE AND EDUCATION LEVEL. WHILE SOME
INDIVIDUALS WITH MCI MAY PROGRESS TO DEMENTIA, OTHERS MAY REMAIN STABLE OR
EVEN REVERT TO NORMAL COGNITIVE FUNCTION OVER TIME.

3. MILD DEMENTIA STAGE:

THE MILD DEMENTIA STAGE MARKS THE ONSET OF CLINICALLY SIGNIFICANT COGNITIVE
DECLINE AND FUNCTIONAL IMPAIRMENT THAT INTERFERES WITH DAILY ACTIVITIES.
COMMON SYMPTOMS INCLUDE MEMORY LOSS, DIFFICULTY FINDING WORDS, \CHALLENGES
WITH PLANNING AND ORGANIZATION, AND MILD BEHAVIORAL CHANGES. INDIVIDWALS
MAY NEED HELP MANAGING FINANCES, FOLLOWING INSTRUCTIONS, OR REMEMBERING
RECENT EVENTS. WHILE THEY MAY STILL BE ABLE TO PERFORM_BASIC TASKS
INDEPENDENTLY, THEY MAY REQUIRE ASSISTANCE OR SUPPORT,WITH'MORE COMPLEX
ACTIVITIES.

4. MODERATE DEMENTIA STAGE:

THE MODERATE DEMENTIA STAGE IS CHARAGTERIZED)BY A MORE PRONOUNCED DECLINE
IN COGNITIVE FUNCTION, INDEPENDENCE#AND QUALITY OF LIFE. INDIVIDUALS MAY
EXPERIENCE WORSENING MEMORY LOSS, CONFUSION, DISORIENTATION, AND DIFFICULTY
RECOGNIZING FAMILIAR PEOPLE OR PLACES. ACTIVITIES OF DAILY LIVING (ADLS), SUCH
AS DRESSING, GROOMING, AND MEAL PREPARATION, BECOME INCREASINGLY
CHALLENGING, REQUIRING ASSISTANCE OR SUPERVISION FROM CAREGIVERS.
BEHAVIORAL SYMPTOMS SUCH AS AGITATION, AGGRESSION, OR WANDERING MAY ALSO
EMERGE DURING THIS STAGE.

5. SEVERE DEMENTIA STAGE:

THE SEVERE DEMENTIA STAGE REPRESENTS THE MOST ADVANCED AND DEBILITATING
PHASE OF ADRD, MARKED BY PROFOUND COGNITIVE AND FUNCTIONAL IMPAIRMENT.
INDIVIDUALS IN THIS STAGE MAY HAVE LITTLE TO NO AWARENESS OF THEIR
SURROUNDINGS, SIGNIFICANT MEMORY LOSS, AND SEVERE COMMUNICATION,
REASONING, AND JUDGMENT DEFICITS. THEY MAY REQUIRE EXTENSIVE ASSISTANCE
WITH ALL ASPECTS OF DAILY LIVING, INCLUDING PERSONAL CARE, EATING, AND
MOBILITY. BEHAVIORAL SYMPTOMS SUCH AS AGITATION, AGGRESSION, OR PSYCHOSIS
MAY PERSIST OR WORSEN, REQUIRING SPECIALIZED CARE AND SUPPORT.

6. END-STAGE DEMENTIA:
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THE END-STAGE DEMENTIA PHASE SIGNIFIES THE FINAL STAGE OF THE DISEASE,
CHARACTERIZED BY PROFOUND COGNITIVE AND PHYSICAL DECLINE, NEAR-TOTAL
DEPENDENCE ON OTHERS FOR CARE, AND A HIGH RISK OF MEDICAL COMPLICATIONS
SUCH AS INFECTIONS, ASPIRATION PNEUMONIA, OR PRESSURE ULCERS. INDIVIDUALS
MAY BE BEDRIDDEN, NONVERBAL, AND UNABLE TO RECOGNIZE OR INTERACT WITH THEIR
CAREGIVERS OR LOVED ONES. PALLIATIVE CARE AND SYMPTOM MANAGEMENT BECOME
PRIMARY CARE GOALS, FOCUSING ON MAXIMIZING COMFORT AND QUALITY OF LIFE.

ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) PROGRESS THROUGH
DISTINCT STAGES, FROM BEGINNING CHANGES IN BRAIN PATHOLOGY O SEVERE
COGNITIVE AND FUNCTIONAL IMPAIRMENT IN THE END-STAGE. UNDERSTANDING THE
STAGES OF ADRD CAN HELP HEALTHCARE PROFESSIONALS, CAREGIVERSpAND FAMILIES
ANTICIPATE AND PREPARE FOR THE EVOLVING NEEDS OF INDIVIDUALS™WITH DEMENTIA
AND IMPLEMENT APPROPRIATE CARE AND SUPPORT STRATEGIES TAILORED TO EACH
STAGE OF THE DISEASE.

KNOWLEDGE CHECK QUESTION:

WHICH STAGE OF ALZHEIMER'S DISEASE/AND RELATED DEMENTIAS (ADRD) 1s
CHARACTERIZED BY MILD COGNITIVE CHANGES THAT MAY OR MAY NOT PROGRESS TO
DEMENTIA?

A) Beginning STAGE B) MILD*COGNITIVE IMPAIRMENT (MCI) STAGE C) MILD
DEMENTIA STAGE D) MOBERATE DEMENTIA STAGE

ANSWER: B) MILD COGNITIVE IMPAIRMENT (MCI) STAGE

COMMUNICATING WITH PEopPLE WITH ADRD

BEHAVIORAL SYMPTOMS ARE COMMON IN ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS (ADRD) AND CAN VARY DEPENDING ON THE STAGE OF THE DISEASE.
UNDERSTANDING THESE BEHAVIORS IS CRUCIAL FOR CAREGIVERS, HEALTHCARE
PROFESSIONALS, AND FAMILY MEMBERS TO PROVIDE APPROPRIATE SUPPORT AND
INTERVENTIONS. HERE'S AN IN-DEPTH EXPLORATION OF COMMON BEHAVIORS
ASSOCIATED WITH EACH STAGE OF ADRD:
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1. BEGINNING STAGE:

IN THE BEGINNING STAGE, INDIVIDUALS MAY NOT EXHIBIT NOTICEABLE BEHAVIORAL
CHANGES DUE TO THE ABSENCE OF SIGNIFICANT COGNITIVE IMPAIRMENT. HOWEVER,
THEY MAY EXPERIENCE SUBTLE MOOD CHANGES, SUCH AS INCREASED IRRITABILITY,
ANXIETY, OR APATHY, AS EARLY PATHOLOGICAL CHANGES OCCUR IN THE BRAIN. WHILE
THESE SYMPTOMS MAY NOT BE READILY APPARENT TO OTHERS, THEY MAY AFFECI.IHE
INDIVIDUAL'S EMOTIONAL WELL-BEING AND SOCIAL FUNCTIONING.

2. MILD COGNITIVE IMPAIRMENT (MCI) STAGE:

IN THE MILD COGNITIVE IMPAIRMENT (MCI) STAGE, INDIVIDUALS MAY EXHIBIT MILD
BEHAVIORAL CHANGES AS COGNITIVE DEFICITS BECOME MORE APPARENT. COMMON
BEHAVIORS INCLUDE:

ANXIETY: INDIVIDUALS MAY EXPERIENCE HEIGHTENED ANXIETY OR WORRY ABOUT
MEMORY PROBLEMS OR FUTURE DECLINE. THEY MAY BECOME MORE CAUTIOUS OR
HESITANT IN SOCIAL SITUATIONS OR WHEN FACED WITH NEW TASKS.

DEPRESSION: SYMPTOMS OF DEPRESSION, SUCH AS SADNESS, LOSS OF INTEREST, OR
DECREASED MOTIVATION, MAY EMERGE"AS INDIVIDUALS GRAPPLE WITH COGNITIVE
CHANGES AND UNCERTAINTY ABOUT THE FUTURE.

SocCIAL WITHDRAWAL: INDIVIDUALS MAY BEGIN TO WITHDRAW FROM SOCIAL
ACTIVITIES OR ENGAGEMENTS APREFERRING TO AVOID SITUATIONS THAT HIGHLIGHT
THEIR COGNITIVE DIRFICGULTIES OR CAUSE STRESS OR DISCOMFORT.

3. MILD DEMENTIA STAGE:

IN THE MILD DEMENTIA STAGE, BEHAVIORAL SYMPTOMS BECOME MORE PRONOUNCED AS
COGNITIVE,DECLINE WORSENS. COMMON BEHAVIORS INCLUDE:

REPETITIVE BEHAVIORS: INDIVIDUALS MAY ENGAGE IN REPETITIVE ACTIONS OR
ROUTINES, SUCH AS PACING, HANDWRITING, OR ASKING THE SAME QUESTIONS
REPEATEDLY. THESE BEHAVIORS MAY SERVE AS COPING MECHANISMS OR ATTEMPTS TO
MAINTAIN CONTROL OR FAMILIARITY.

DIFFICULTY WITH ACTIVITIES OF DAILY LIVING (ADLS): AS COGNITIVE IMPAIRMENTS
PROGRESS, INDIVIDUALS MAY EXHIBIT FRUSTRATION, AGITATION, OR RESISTANCE WHEN
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ATTEMPTING TO PERFORM TASKS SUCH AS DRESSING, GROOMING, OR MEAL
PREPARATION. THEY MAY NEED HELP WITH SEQUENCING OR REMEMBERING THE STEPS
INVOLVED IN THESE ACTIVITIES.

WANDERING: SOME INDIVIDUALS MAY EXHIBIT WANDERING BEHAVIOR, WHERE THEY
AIMLESSLY ROAM OR WANDER IN SEARCH OF FAMILIAR PEOPLE OR PLACES. WANDERING
CAN POSE SAFETY RISKS AND MAY REQUIRE INTERVENTIONS SUCH AS ENVIRONMENTAL
MODIFICATIONS OR CAREGIVER SUPERVISION.

4. MODERATE DEMENTIA STAGE:

IN THE MODERATE DEMENTIA STAGE, BEHAVIORAL SYMPTOMS BECOME MORE
CHALLENGING TO MANAGE AS COGNITIVE AND FUNCTIONAL IMPAIRMENT, WORSENS.
COMMON BEHAVIORS INCLUDE:

AGITATION AND AGGRESSION: INDIVIDUALS MAY DISPLAY AGILTATION, RESTLESSNESS,
OR AGGRESSION IN RESPONSE TO CONFUSION, FRUSTRATION, OR ENVIRONMENTAL
STRESSORS. AGGRESSIVE BEHAVIORS MAY INGLUDE VERBAL OUTBURSTS, PHYSICAL
AGGRESSION, OR RESISTANCE TO CARE.

SUNDOWNING: SUNDOWNING REFERS TOINCREASED AGITATION, CONFUSION, OR
BEHAVIORAL DISTURBANCES IN THE LATE AETERNOON OR EVENING. INDIVIDUALS MAY
BECOME MORE RESTLESS, AGITATED, OR‘DISORIENTED DURING THESE TIMES, LEADING
TO SLEEP DISTURBANCES OR NIGHTTIME WANDERING.

HALLUCINATIONS AND 'DELUSIONS: SOME INDIVIDUALS MAY EXPERIENCE
HALLUCINATIONS (PERCEIVING THINGS THAT ARE NOT PRESENT) OR DELUSIONS (FALSE
BELIEFS) AS_COGNITIVE. IMPAIRMENT PROGRESSES. THESE SYMPTOMS CAN BE
DISTRESSING FOR THE INDIVIDUAL AND MAY REQUIRE CAREFUL MANAGEMENT AND
CAREGIVERy,REASSURANCE.

5./SEVERE DEMENTIA STAGE:

IN THE SEVERE DEMENTIA STAGE, BEHAVIORAL SYMPTOMS MAY BECOME MORE
PRONOUNCED, AND INDIVIDUALS MAY HAVE DIFFICULTY COMMUNICATING THEIR NEEDS
OR EMOTIONS. COMMON BEHAVIORS INCLUDE:

NONVERBAL COMMUNICATION: INDIVIDUALS MAY RELY MORE ON NONVERBAL CUES,
SUCH AS FACIAL EXPRESSIONS, GESTURES, OR VOCALIZATIONS, TO EXPRESS THEIR
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EMOTIONS, NEEDS, OR DISCOMFORT. CAREGIVERS MUST BE ATTUNED TO THESE CUES
AND RESPOND WITH EMPATHY AND UNDERSTANDING.

APATHY: APATHY, OR A LACK OF INTEREST OR MOTIVATION, MAY BECOME MORE
PROMINENT AS COGNITIVE AND PHYSICAL DECLINE PROGRESSES. INDIVIDUALS MAY
APPEAR DISENGAGED, INDIFFERENT, OR UNRESPONSIVE TO THEIR SURROUNDINGS OR
INTERACTIONS.

INCONTINENCE: AS COGNITIVE AND PHYSICAL ABILITIES DECLINE, INDIVIDUALS MAY
EXPERIENCE INCONTINENCE (LOSS OF BLADDER OR BOWEL CONTROL )4 LEADING=FO
EMBARRASSMENT, FRUSTRATION, OR DISCOMFORT. CAREGIVERS MUST PROVIDE
SENSITIVE AND DIGNIFIED CARE WHILE ADDRESSING TOILETING NEEDS.

6. END-STAGE DEMENTIA:

IN THE END-STAGE DEMENTIA PHASE, INDIVIDUALS MAY.BE NONVERBAL, IMMOBILE, AND
PROFOUNDLY DEPENDENT ON OTHERS FOR CARE."COMMON BEHAVIORS INCLUDE:

Loss oF COMMUNICATION: INDIVIDUALS.MAY LOSE THE ABILITY TO COMMUNICATE
VERBALLY OR UNDERSTAND LANGUAGE4 RELYING SOLELY ON NONVERBAL CUES OR
VOCALIZATIONS TO EXPRESS THEIR NEEDS OR EMOTIONS. CAREGIVERS MUST BE
PATIENT, ATTENTIVE, AND RESPONSIVE TOTHESE CUES.

PHYSICAL RESTLESSNESS(OR AGITATION: SOME INDIVIDUALS MAY EXHIBIT PHYSICAL
RESTLESSNESS, FIDGETING, OR,AGITATION AS THEY STRUGGLE WITH DISCOMFORT,
PAIN, OR SENSORY DISTURBANCES. CAREGIVERS MUST ADDRESS UNDERLYING
DISCOMFORT WHIRE PROVIDING COMFORT AND REASSURANCE.

STRUGGLES WITH DOING EVERYDAY TASKS, NOT BEING ABLE TO EXPRESS
ONESELF WITHOUT WORDS, INCONTINENCE ISSUES, AND LOSING THE ABILITY TO
COMMUNICATE ARE NOT BEHAVIORS THAT COME FROM THE DISEASE.

THROUGHOUT THE DIFFERENT STAGES OF ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS (ADRD), PEOPLE OFTEN SHOW VARIOUS BEHAVIORAL SYMPTOMS
THAT CAN RANGE FROM MILD TO SEVERE. FOR CAREGIVERS, HEALTHCARE
PROFESSIONALS, AND FAMILY MEMBERS TO UNDERSTAND THESE BEHAVIORS
AND WHAT MIGHT BE CAUSING THEM. THIS UNDERSTANDING ALLOWS THEM TO
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PROVIDE CARING AND PERSONALIZED SUPPORT THAT FITS THE INDIVIDUAL’S
NEEDS AND PREFERENCES. TO EFFECTIVELY HANDLE THESE BEHAVIORAL
SYMPTOMS, IT’S ESSENTIAL TO TAKE A WELL-ROUNDED APPROACH THAT
CONSIDERS PHYSICAL, EMOTIONAL, AND ENVIRONMENTAL FACTORS WHILE ALSO
ENSURING THAT INDIVIDUALS WITH DEMENTIA MAINTAIN THEIR DIGNITY,
INDEPENDENCE, AND QUALITY OF LIFE.

MANAGING CHALLENGING BEHAVIORS ASSOCIATED WITH ALZHEIMER'S DISEASE AND
RELATED DEMENTIAS (ADRD) REQUIRES A SYSTEMATIC APPROACH THAT"ADDRESSES
THE UNDERLYING CAUSES AND TRIGGERS WHILE PROMOTING SAFETY,; COMEORT, AND
WELL-BEING FOR THE INDIVIDUAL.

COMMUNICATING WITH PERSONS WITH ADRD

ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) CAN/ PROFOUNDLY AFFECT
COMMUNICATION SKILLS DUE TO PROGRESSIVE COGNITIVE,DECLINE, LANGUAGE
IMPAIRMENTS, AND CHANGES IN BEHAVIOR AND SOGIAL INTERACTION. COMMUNICATION
DIFFICULTIES ARE COMMON IN INDIVIDUALS WITH"ADRD AND CAN SIGNIFICANTLY
IMPACT THEIR ABILITY TO EXPRESS THOUGHTS AND EMOTIONS, UNDERSTAND AND
PROCESS INFORMATION, AND ENGAGE IN MEANINGFUL INTERACTIONS WITH OTHERS.
HERE'S AN IN-DEPTH EXPLORATIQN OF HOW ADRD AFFECTS COMMUNICATION SKILLS:

1. LANGUAGE IMPAIRMENTS:

e ADRD CAN IMPAIR VARIOUS ASPECTS OF LANGUAGE, INCLUDING
COMPREHENSION, EXPRESSION, AND FLUENCY. INDIVIDUALS MAY HAVE
DIFFICULTY UNDERSTANDING SPOKEN OR WRITTEN LANGUAGE, FOLLOWING
CONVERSATIONS, OR INTERPRETING NONVERBAL CUES SUCH AS FACIAL
EXPRESSIONS AND GESTURES. THEY MAY ALSO NEED HELP FINDING THE RIGHT
WORDS,, FORMING COHERENT SENTENCES, OR MAINTAINING A CONVERSATION,
LEADING TO FRUSTRATION AND COMMUNICATION BREAKDOWNS. FAMILY
MEMBERS OFTEN REPORT THEIR LOVED ONES WITH DEMENTIA SOMETIMES LIVE IN
THE PAST, EVEN REVERTING TO FIRST LANGUAGES. THIS IS BECAUSE MEMORY IS
NOT JUST ONE PROCESS IN THE BRAIN BUT A COLLECTION OF DIFFERENT
SYSTEMS.

2. WORD-FINDING DIFFICULTIES:
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INDIVIDUALS WITH ADRD MAY EXPERIENCE WORD-FINDING DIFFICULTIES, ALSO KNOWN
AS ANOMIA, WHERE THEY STRUGGLE TO RECALL SPECIFIC WORDS OR NAMES. THIS CAN
MANIFEST AS PAUSES OR HESITATIONS IN SPEECH, USE OF VAGUE LANGUAGE (E.G.,
"THING" OR "IT"), OR AMBIGUITY (DESCRIBING AN OBJECT RATHER THAN NAMING IT).
WORD-FINDING DIFFICULTIES CAN HINDER COMMUNICATION AND LEAD TO FRUSTRATION
FOR THE INDIVIDUAL WITH ADRD AND THEIR COMMUNICATION PARTNERS.

3. DISORGANIZED SPEECH:

e ADRD CAN RESULT IN DISORGANIZED SPEECH PATTERNS, TANGENTIAL 'OR
IRRELEVANT RESPONSES, REPETITIVE PHRASES OR STORIES, OR INCOHERENT
SPEECH. INDIVIDUALS MAY LOSE TRACK OF THE TOPIC OF CONVERSATION, JUMP
FROM ONE TOPIC TO ANOTHER (PERSEVERATION), OR EXHIBITSEEHOLALIA
(REPEATING WORDS OR PHRASES SPOKEN BY OTHERS)u DISORGANIZED SPEECH
CAN MAKE COMMUNICATION CHALLENGING AND REQUIRE PATIENCE AND
UNDERSTANDING FROM COMMUNICATION PARTNERS.

4. REDUCED SocIAL COMMUNICATION:

e As ADRD PROGRESSES, INDIVIDUALS MAY'BECOME LESS ENGAGED IN SOCIAL
INTERACTIONS AND MORE WITHDRAWN OR APATHETIC. THEY MAY LOSE INTEREST
IN INITIATING OR PARTICIPATING IN'€CONVERSATIONS, SOCIAL ACTIVITIES, OR
RECREATIONAL PURSUITSyTHEY PREVIOUSLY ENJOYED. SOCIAL WITHDRAWAL CAN
CONTRIBUTE TO FEELINGS OF TSOLATION, LONELINESS, AND DEPRESSION,
FURTHER IMPACTING COMMUNICATION SKILLS AND OVERALL QUALITY OF LIFE.

5. IMPAIRED NONVERBAL COMMUNICATION:

e ADRD CANAFFECT NONVERBAL COMMUNICATION SKILLS, INCLUDING FACIAL
EXPRESSIONS, BODY LANGUAGE, AND TONE OF VOICE. INDIVIDUALS MAY HAVE
DIFRICULTY INTERPRETING SOCIAL CUES OR CONVEYING THEIR EMOTIONS
EFFECTIVELY THROUGH NONVERBAL MEANS. THEY MAY EXHIBIT REDUCED EYE
CONTACT, FACIAL EXPRESSION, AND BODY POSTURE, MAKING IT CHALLENGING
FOR OTHERS TO GAUGE THEIR EMOTIONAL STATE OR INTENTIONS.

6. BEHAVIORAL AND EMOTIONAL CHANGES:

e BEHAVIORAL AND EMOTIONAL CHANGES ASSOCIATED WITH ADRD, SUCH AS
AGITATION, ANXIETY, OR DEPRESSION, CAN ALSO INFLUENCE COMMUNICATION.
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INDIVIDUALS MAY BECOME MORE IRRITABLE, AGITATED, OR DEFENSIVE IN
RESPONSE TO FRUSTRATION OR CONFUSION, LEADING TO COMMUNICATION
BARRIERS AND CONFLICTS WITH OTHERS. UNDERSTANDING AND ADDRESSING
UNDERLYING EMOTIONAL NEEDS AND TRIGGERS ARE ESSENTIAL FOR EFFECTIVE
COMMUNICATION.

7. CAREGIVER COMMUNICATION CHALLENGES:

e TRY TO BE AT EYE LEVEL WITH THEM RATHER THAN STANDING OVER THEM. BE AS
CLOSE TO THE PERSON AS IS COMFORTABLE FOR YOU BOTH TOMEAR EACH-OTHER
AND MAKE EYE CONTACT AS YOU WOULD WITH ANYONE. CAREGIVERS QF
INDIVIDUALS WITH ADRD MAY FACE UNIQUE COMMUNIGATION CHALLENGES,
INCLUDING ADAPTING COMMUNICATION STRATEGIES TO\MEET"THE EVOLVING
NEEDS AND ABILITIES OF THE PERSON WITH DEMENTIA;, MANAGING
COMMUNICATION BREAKDOWNS AND CHALLENGING BEHAVIORS, AND
MAINTAINING EMPATHY AND PATIENCE IN COMMUNICATION INTERACTIONS.
TRAINING IN COMMUNICATION TECHNIQUES)AND STRATEGIES CAN HELP
CAREGIVERS ENHANCE COMMUNICATION®SKILLS . AND PROMOTE MEANINGFUL
CONNECTIONS WITH INDIVIDUALSsWITH ADRD.

ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) CAN PROFOUNDLY IMPACT
COMMUNICATION SKILLS, AFFECTING LANGUAGE COMPREHENSION, EXPRESSION, SOCIAL
INTERACTION, AND NONVERBAL'GOMMUNICATION. UNDERSTANDING THE SPECIFIC
COMMUNICATION DIFFICULTIES ASSOCIATED WITH ADRD AND IMPLEMENTING
APPROPRIATE COMMUNICATION STRATEGIES CAN IMPROVE COMMUNICATION OUTCOMES
AND ENHANCE THE QUALTEY OF LIFE FOR INDIVIDUALS LIVING WITH DEMENTIA AND
THEIR CAREGIVERS:

VERBAL COMMUNICATION WITH SOMEONE WHO HAS ALZHEIMER'S DISEASE AND RELATED
DEMENTIA (ADRD) REQUIRES PATIENCE, EMPATHY, AND ADAPTABILITY TO THE
INDIVIDUAL'S CHANGING NEEDS AND ABILITIES. HERE ARE IN-DEPTH STRATEGIES AND
GUIDELINES FOR EFFECTIVE VERBAL COMMUNICATION :

1. SIMPLIFY LANGUAGE:

e USE SIMPLE, STRAIGHTFORWARD LANGUAGE AND SHORT SENTENCES TO CONVEY
MESSAGES. AVOID COMPLEX OR ABSTRACT CONCEPTS THAT MAY BE DIFFICULT
FOR THE INDIVIDUAL TO UNDERSTAND.
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e EXAMPLE: INSTEAD OF SAYING, "WOULD YOU LIKE TO GO FOR A WALK IN
THE PARK LATER?" SAY, "LET'S GO FOR A WALK OUTSIDE."

2. SPEAK SLOWLY AND CLEARLY:

e SPEAK SLOWLY AND STEADILY, GIVING THE PERSON WITH ADRD TIME TO

PROCESS INFORMATION AND RESPOND. USE A CALM AND REASSURING TONE OF
VOICE.

e EXAMPLE: "GOOD MORNING, JANE. HOW ARE YOU FEELING TODAY.2"

3. USE REPETITION AND REINFORCEMENT:

e REPEAT IMPORTANT INFORMATION OR INSTRUCTIONS,AS NEEDED, USING
CONSISTENT LANGUAGE AND CUES. REPETITION'CAN HELP REINFORCE
UNDERSTANDING AND MEMORY RETENTION.

e EXAMPLE: "WE'RE GOING TO HAVE LUNCH NOW. LET'S GO TO THE DINING
ROOM FOR LUNCH."

4. OFFER CHOICES:

e PROVIDE SIMPLE CHOIGES WHENEYER POSSIBLE TO EMPOWER THE INDIVIDUAL

AND PROMOTE AUTONOMY. LIMIT CHOICES TO TWO OR THREE OPTIONS TO AVOID
OVERWHELMING THEM.

o ExaMPLE: "WOULD YOU LIKE TEA OR COFFEE FOR BREAKFAST?"
5. VALIDATE'FEELINGS AND EMOTIONS:
o ACKNOWLEDGE THE PERSON'S FEELINGS AND EMOTIONS WITH EMPATHY AND
VALIDATION, EVEN IF YOU CANNOT ADDRESS THEIR SPECIFIC CONCERNS. SHOW

UNDERSTANDING AND SUPPORT.

e EXAMPLE: "I UNDERSTAND THAT YOU'RE FEELING FRUSTRATED. LET'S SEE
HOW WE CAN HELP."

6. USE VISUAL AIDS AND GESTURES:
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e SUPPLEMENT VERBAL COMMUNICATION WITH VISUAL AIDS, GESTURES, AND
DEMONSTRATIONS TO ENHANCE UNDERSTANDING AND CLARITY. USE GESTURES
SUCH AS POINTING OR NODDING TO REINFORCE MESSAGES.

e EXAMPLE: POINTING TO A PICTURE OF A BATHROOM TO INDICATE IT'S TIME
FOR PERSONAL CARE.

7. BE PATIENT AND ALLOW TIME TO RESPOND:

e GIVE THE INDIVIDUAL WITH ADRD AMPLE TIME TO PROCESS INFORMATION*AND
RESPOND. AVOID RUSHING OR INTERRUPTING THEM DURING CONVERSATIONS.

e EXAMPLE: AFTER ASKING A QUESTION, WAIT PATIENTLY.FOR THE PERSON
TO RESPOND, EVEN IF IT TAKES A FEW MOMENTS.

8. AvoID CORRECTING OR ARGUING:

o« DO NOT CORRECT THE PERSON'S FACTUAL ERRORS)OR CHALLENGE THEIR
PERCEPTIONS. INSTEAD, FOCUS ON.MAINTAINING A POSITIVE AND SUPPORTIVE
COMMUNICATION ENVIRONMENT4

e EXAMPLE: IF THE PERSON INSISTS ON A FALSE MEMORY, REDIRECT THE
CONVERSATIONGO A DIFFERENT TOPIC RATHER THAN ARGUING ABOUT THE
ACCURACY OF THEIR RECOLLECTION.

9. UsE POSITIVE REINFORCEMENT:

e PROVIDEPOSITIVE REINFORCEMENT, PRAISE, AND ENCOURAGEMENT FOR THEIR
EFFORTS,IN'.COMMUNICATION. FOCUS ON ACKNOWLEDGING THEIR
CONTRIBUTIONS AND MAINTAINING A SENSE OF DIGNITY AND SELF-WORTH.

o EXAMPLE: "THANK YOU FOR SHARING YOUR THOUGHTS WITH ME. I
APPRECIATE YOUR INPUT."

10. ADAPT COMMUNICATION TO INDIVIDUAL PREFERENCES:

e PAY ATTENTION TO THE INDIVIDUAL'S COMMUNICATION PREFERENCES, SUCH AS
PREFERRED TOPICS OF CONVERSATION, COMMUNICATION STYLE, AND SENSORY
PREFERENCES. ADAPT YOUR COMMUNICATION APPROACH ACCORDINGLY.
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EXAMPLE: IF THE PERSON ENJOYS REMINISCING ABOUT PAST EXPERIENCES, ENGAGE
THEM IN STORYTELLING OR REMINISCENCE ACTIVITIES.

EFFECTIVE VERBAL COMMUNICATION WITH SOMEONE WHO HAS ALZHEIMER'S DISEASE
AND RELATED DEMENTIA (ADRD) REQUIRES PATIENCE, EMPATHY, AND FLEXIBILITY. BY
SIMPLIFYING LANGUAGE, SPEAKING SLOWLY AND, USING REPETITION AND
REINFORCEMENT, AND ADAPTING COMMUNICATION STRATEGIES TO THE INDIVIDUAL'S
NEEDS AND PREFERENCES, YOU CAN ENHANCE UNDERSTANDING, PROMOTE ENGAGEMENT,
AND MAINTAIN MEANINGFUL CONNECTIONS WITH THE PERSON LIVING WITH DEMENTIA.
(ALZHEIMER'S SOCIETY, COMMUNICATION)

KNOWLEDGE CHECK QUESTION:

WHICH OF THE FOLLOWING IS NOT A STRATEGY FOR EFFECTLVE MERBAL
COMMUNICATION WITH INDIVIDUALS WITH ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS (ADRD)?

A) SPEAKING SLOWLY AND CLEARLY B) CORRECTING FACTUAL ERRORS C) USING
REPETITION AND REINFORCEMENT D) OFEERING)\CHOICES

ANSWER: D) OFFERING CHOICES
NONVERBAL COMMUNICATION

NONVERBAL COMMUNICATIONYS VITAL IN CONNECTING INDIVIDUALS WITH ALZHEIMER'S
DISEASE AND RELATEDWREMENTIAS (ADRD), AS VERBAL COMMUNICATION ABILITIES
MAY DECLINE OVER TIME. NONVERBAL CUES SUCH AS FACIAL EXPRESSIONS, GESTURES,
BODY LANGUAGE, AND*TONE OF VOICE CAN EFFECTIVELY CONVEY EMOTIONS,
INTENTIONS, AND MESSAGES. HERE ARE STRATEGIES AND GUIDELINES FOR USING
NONVERBAL COMMUNICATION WITH PERSONS WHO HAVE ADRD, ALONG WITH
EXAMPLES

1. MAINTAIN EYE CONTACT AND FACIAL EXPRESSIONS:

e [ESTABLISH AND MAINTAIN EYE CONTACT TO CONVEY ATTENTIVENESS, WARMTH,
AND CONNECTION. USE FACIAL EXPRESSIONS THAT REFLECT EMPATHY, KINDNESS,
AND UNDERSTANDING.
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e EXAMPLE: SMILE WARMLY WHEN GREETING THE PERSON WITH ADRD TO
CONVEY FRIENDLINESS AND APPROACHABILITY.

2. USe GENTLE TouCH AND PHYSICAL CONTACT:

o OFFER GENTLE TOUCH (SHOULD ONLY BE DONE ACCORDING TO PROFESSIONAL
AND ETHICAL STANDARDS IN CONJUNCTION WITH CULTURAL, PERSONAL AND
RELIGIOUS NORMS OF THE PERSON WITH DEMENTIA) OR PHYSICAL CONTACT,
SUCH AS HOLDING HANDS OR GIVING A REASSURING PAT ON THE SHOULBER, /TO
CONVEY COMFORT, SUPPORT, AND REASSURANCE.

e EXAMPLE: HOLD THE PERSON'S HAND WHILE GUIDING THEM.TO A SEAT TO
PROVIDE STABILITY AND REASSURANCE.

3. PAY ATTENTION TO BODY LANGUAGE:

o PLEASE PAY CLOSE ATTENTION TO THE PERSON'S BODY LANGUAGE AND GESTURES
TO UNDERSTAND THEIR FEELINGS, NEEDS, AND. PREFERENCES. ADAPT YOUR
COMMUNICATION APPROACH BASED,ON THEIR NONVERBAL CUES.

e EXAMPLE: IF THE PERSON'APPEARS TENSE, USE SOOTHING GESTURES
SUCH AS GENTLY RUBBING THEIR BACK TO PROVIDE COMFORT.

4. Use VISUAL CUES AND.DEMONSTRATIONS:

e SUPPLEMENT VERBAL COMMUNICATION WITH VISUAL CUES, DEMONSTRATIONS,
AND OBJEGTS TO ENHANCE UNDERSTANDING AND CLARITY. USE GESTURES SUCH
AS POINTING OR,NODDING TO REINFORCE MESSAGES.

o EXAMPLE: SHOW THE PERSON A PICTURE OF A MEAL TO INDICATE IT'S TIME
FOR DINNER OR DEMONSTRATE HOW TO USE A TOOTHBRUSH DURING ORAL
CARE.

5. CREATE A CALM AND SUPPORTIVE ENVIRONMENT:

o CREATE A CALM, SUPPORTIVE ENVIRONMENT FREE FROM DISTRACTIONS, NOISE,
AND EXCESSIVE STIMULATION. MAINTAIN A RELAXED POSTURE AND DEMEANOR TO
HELP THE PERSON FEEL AT EASE.
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e EXAMPLE: SIT BESIDE THE PERSON IN A QUIET AREA WITH SOFT LIGHTING
DURING CONVERSATION TO MINIMIZE DISTRACTIONS AND PROMOTE
FOCUSED INTERACTION.

6. RESPECT PERSONAL SPACE AND BOUNDARIES:

e RESPECT THE PERSON'S PERSONAL SPACE AND BOUNDARIES BY MAINTAINING AN
APPROPRIATE DISTANCE AND AVOIDING INVASIVE OR INTRUSIVE GESTURES. BE
MINDFUL OF THEIR COMFORT LEVEL AND PREFERENCES.

e EXAMPLE: APPROACH THE PERSON SLOWLY AND RESPECTFULLY, ALLOWING
THEM SPACE TO INITIATE OR DECLINE PHYSICAL CONTACT.

7. MIRROR AND REFLECT EMOTIONS:

e MIRROR THE PERSON'S EMOTIONS AND EXPRESSIONS TQ VALIDATE THEIR
FEELINGS AND ESTABLISH RAPPORT. REFLECT THEIR EMOTIONS WITH EMPATHY
AND UNDERSTANDING TO CONVEY SOLIDARITY>JAND*SUPPORT.

e EXAMPLE: IF THE PERSON APPEARS SAD OR UPSET, ADOPT A GENTLE AND
EMPATHETIC EXPRESSIONTTO MIRROR THEIR EMOTIONS AND CONVEY
UNDERSTANDING.

8. USE NONVERBAL PROMPTS AND'CUES:

e USE NONVERBAL PROMPTS AND CUES TO GUIDE THE PERSON'S BEHAVIOR AND
ACTIONS. &JSE GESTURES, FACIAL EXPRESSIONS, OR PHYSICAL CUES TO INDICATE
TASKS OR ACTIVITIES.

e EXAMPLE: POINT TO A CHAIR TO ENCOURAGE THE PERSON TO SIT DOWN
OR GESTURE TOWARD A PLATE TO PROMPT THEM TO BEGIN EATING.

9. BE PATIENT AND ATTENTIVE:

e BE PATIENT, ATTENTIVE, AND RESPONSIVE TO THE PERSON'S NONVERBAL
SIGNALS AND CUES. GIVE THEM TIME TO EXPRESS THEMSELVES, RESPOND, AND
VALIDATE THEIR COMMUNICATION EFFORTS WITH POSITIVE REINFORCEMENT.
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e EXAMPLE: MAINTAIN A CALM AND ATTENTIVE DEMEANOR WHILE LISTENING
TO THE PERSON, NODDING, AND MAKING EYE CONTACT TO SHOW
UNDERSTANDING AND SUPPORT.

10. ADAPT COMMUNICATION TO INDIVIDUAL PREFERENCES:

o ADAPT YOUR NONVERBAL COMMUNICATION APPROACH TO THE INDIVIDUAL'S
PREFERENCES, SENSORY NEEDS, AND CULTURAL BACKGROUND. RESPECFTHEIR
UNIQUE COMMUNICATION STYLE AND ADJUST YOUR GESTURES AND EXPRESSIONS
ACCORDINGLY.

NONVERBAL COMMUNICATION STRATEGIES ARE ESSENTIAL FOR.CONNECTING WITH
INDIVIDUALS WITH ALZHEIMER'S DISEASE AND RELATED DEMENTIAS:(ADRD),
ENHANCING UNDERSTANDING, AND FOSTERING MEANINGFUIRINTERACTIONS. BY USING
NONVERBAL CUES SUCH AS EYE CONTACT, FACIAL EXPRESSIONS, GESTURES, AND TOUCH
YOU CAN CONVEY EMPATHY, SUPPORT, AND CONNECTION; ENRICHING THE QUALITY OF
COMMUNICATION AND PROMOTING A SENSE OF WELL-BEING FOR THE PERSON LIVING
WITH DEMENTIA. (ALZHEIMER'S ASSOCIATI@ON;»COMMUNICATION)

NONVERBAL COMMUNICATION CUES PLAY A CRUCIAL ROLE IN CONVEYING EMOTIONS,
NEEDS, AND INTENTIONS FOR INDIVIDUALS WITH ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS (ADRD), SIGNIFICANTLY AS VERBAL COMMUNICATION ABILITIES DECLINE.
UNDERSTANDING AND INTERPRETING THESE NONVERBAL CUES ARE ESSENTIAL FOR
CAREGIVERS, HEALTHCAREWROFESSTONALS, AND FAMILY MEMBERS TO COMMUNICATE
AND PROVIDE APPROPRIATE SUPPORT AND CARE EFFECTIVELY. HERE ARE SOME FAMILIAR
NONVERBAL COMMUNICATION CUES SEEN IN ADRD:

1. FACIAL EXPRESSIONS:

e EMOTIONAL EXPRESSION: INDIVIDUALS MAY USE FACIAL EXPRESSIONS TO
CONVEY HAPPINESS, SADNESS, ANGER, OR CONFUSION. FOR EXAMPLE, A SMILE
MAY INDICATE HAPPINESS OR CONTENTMENT, WHILE FURROWED BROWS MAY
SIGNAL FRUSTRATION OR DISCOMFORT.

e PAIN OR DISCOMFORT: FACIAL GRIMACING, WINCING, OR A FURROWED BROW
MAY INDICATE PAIN OR DISCOMFORT, ESPECIALLY IN INDIVIDUALS WHO HAVE
DIFFICULTY VERBALIZING THEIR FEELINGS.

2. GESTURES:

31



POINTING: INDIVIDUALS MAY USE POINTING GESTURES TO INDICATE OBJECTS OR
DIRECTIONS, SUCH AS POINTING TO A CUP WHEN THIRSTY OR GESTURING
TOWARD A DOOR, INDICATING A DESIRE TO LEAVE.

REACHING OUT: REACHING OUT WITH A HAND OR ARM MAY INDICATE A DESIRE
FOR ASSISTANCE OR A NEED FOR COMFORT OR SUPPORT.

WAVING: WAVING MAY BE A GREETING OR FAREWELL GESTURE, EXPRESSING
ACKNOWLEDGMENT OR CONNECTION WITH OTHERS.

3. BoDY LANGUAGE:

POSTURE: CHANGES IN POSTURE, SUCH AS SLUMPING{OR LEANING FORWARD,
MAY REFLECT COMFORT, DISCOMFORT, OR AGITATION. INDIVIDUALS MAY LEAN
AWAY FROM SOURCES OF DISCOMFORT OR LEAN/TOWARD CAREGIVERS OR LOVED
ONES FOR SUPPORT.

RESTLESSNESS: PACING, FIDGETING,,OR REPETITIVE MOVEMENTS MAY INDICATE
RESTLESSNESS OR AGITATION, POSSIBLY,IN RESPONSE TO ENVIRONMENTAL
STRESSORS OR UNMET NEEDS.

AGGRESSION: AGGRESSIVE BODY LANGUAGE, SUCH AS CLENCHED FISTS, TENSED
MUSCLES, OR PHYSICAL'POSTURING, MAY PRECEDE AGGRESSIVE BEHAVIORS SUCH
AS HITTING, PUSHING, OR GRABBING.

4. EYE CONTACT:

ENGAGEMENT :*DIRECT EYE CONTACT MAY INDICATE ENGAGEMENT,
ATTENTIMENESS, OR CONNECTION WITH OTHERS. INDIVIDUALS MAY USE EYE
CONTACT TO ESTABLISH RAPPORT, EXPRESS INTEREST, OR SEEK REASSURANCE.

AVOIDANCE: AVOIDING EYE CONTACT OR LOOKING AWAY MAY INDICATE
DISCOMFORT, ANXIETY, OR DISENGAGEMENT. INDIVIDUALS MAY AVOID EYE
CONTACT WHEN FEELING OVERWHELMED OR WHEN EXPERIENCING SENSORY
OVERLOAD.

5. VOCALIZATIONS:
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e TONE OF VOICE: CHANGES IN TONE OF VOICE, SUCH AS VOLUME, PITCH, OR
INTONATION, MAY CONVEY EMOTIONS OR NEEDS. A RAISED VOICE MAY INDICATE
AGITATION OR FRUSTRATION, WHILE A SOFT, SOOTHING VOICE MAY CONVEY
COMFORT OR REASSURANCE.

e VOCALIZATIONS: NONVERBAL VOCALIZATIONS, SUCH AS SIGHING, GROANING,
OR HUMMING, MAY EXPRESS EMOTIONS OR PHYSICAL SENSATIONS WHEN-V/ERBAL
COMMUNICATION IS LIMITED OR DIFFICULT.

6. PHYSICAL CONTACT:

e TOUCH: PHYSICAL CONTACT, SUCH AS HOLDING HANDS #PATTING,THE SHOULDER,
OR OFFERING A COMFORTING HUG, MAY CONVEY WARMTH, REASSURANCE, OR
SUPPORT. TOUCH CAN BE A POWERFUL FORM OF NONVERBAL COMMUNICATION,
PROMOTING FEELINGS OF CONNECTION AND SECURITY.

e PERSONAL SPACE: REACTIONS TO PERSONAL SPACE MAY VARY, WITH SOME
INDIVIDUALS PREFERRING CLOSE PHYSICAL PROXIMITY WHILE OTHERS MAY FEEL
UNCOMFORTABLE WITH INTRUSIVE.OR PROLONGED CONTACT.

7. ENVIRONMENTAL RESPONSES:

e ENVIRONMENTAL SENSITIVITY: REACTIONS TO ENVIRONMENTAL STIMULI, SUCH
AS NOISE, LIGHTING, OR. TEMPERATURE CHANGES, MAY MANIFEST THROUGH
NONVERBAL CUES. INDIVIDUALS MAY COVER THEIR EARS IN RESPONSE TO LOUD
NOISES OR SEEKWOUT QUIET, DIMLY LIT SPACES FOR COMFORT.

NONVERBAL COMMUNIGATION CUES ARE VITAL FOR UNDERSTANDING INDIVIDUALS'
EMOTIONS, NEEDRS, AND INTENTIONS WITH ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS (ADRD) WHEN VERBAL COMMUNICATION ABILITIES ARE COMPROMISED.
CAREGIVERS, HEALTHCARE PROFESSIONALS, AND FAMILY MEMBERS SHOULD BE
ATTENTIVE TO THESE CUES, INTERPRET THEM IN CONTEXT, AND RESPOND WITH
EMPATHY, SENSITIVITY, AND UNDERSTANDING TO PROMOTE EFFECTIVE COMMUNICATION
AND ENHANCE THE QUALITY OF LIFE FOR INDIVIDUALS LIVING WITH DEMENTIA.

KNOWLEDGE CHECK QUESTION:

WHICH OF THE FOLLOWING IS NOT A COMMON NONVERBAL COMMUNICATION CUE SEEN
IN ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD)?
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A) POINTING B) RESTLESSNESS C) CORRECTING FACTUAL ERRORS D) FACIAL
EXPRESSIONS

ANSWER: C) CORRECTING FACTUAL ERRORS
ACTIVITIES OF DAILY LIVING

ASSISTING INDIVIDUALS WITH ALZHEIMER'S DISEASE AND RELATED DEMENTIAS
(ADRD) wiTH ACTIVITIES OF DAILY LIVING (ADLS) REQUIRES PATIENCE,
COMPASSION, AND ADAPTABILITY TO MEET THEIR CHANGING NEEDS AND ABILITIES'AT
DIFFERENT STAGES OF THE DISEASE. HERE'S AN IN-DEPTH EXPLORATION OF STRATEGIES
FOR SUCCESS IN ASSISTING WITH ADLS FOR PERSONS WITH BEGINNING, MIDDLE, AND
LATE STAGES OF ADRD, ALONG WITH EXAMPLES:

1. BEGINNING STAGE OF ADRD:

OVERVIEW: IN THE BEGINNING STAGE OF ADRD,INDIVIDUALS MAY HAVE MILD
COGNITIVE IMPAIRMENT AND MAY REQUIRE MINIMAL'ASSISTANCE WITH ADLS. THE
FOCUS IS ON PROMOTING INDEPENDENCE.AND MAINTAINING ROUTINES WHILE
PROVIDING SUPPORT AS NEEDED.

STRATEGIES:

¢ PROMOTE INDEPENDENGCE: ENCOURAGE THE INDIVIDUAL TO CONTINUE
PERFORMING ADLS INDEPENDENTLY TO THE BEST OF THEIR ABILITY. PROVIDE
VERBAL CUES; PROMPTS, OR REMINDERS TO COMPLETE TASKS SUCCESSFULLY.

e SIMPLIFY TASKS: BREAK DOWN ADLS INTO SMALLER, MANAGEABLE STEPS AND
PROVIDE,CLEAR, STEP-BY-STEP INSTRUCTIONS TO FACILITATE UNDERSTANDING
AND, SUCCESS—FOR EXAMPLE, LABEL CLOTHING DRAWERS WITH PICTURES OR
WORDS'TO HELP THE INDIVIDUAL SELECT APPROPRIATE ATTIRE.

o, USE'ASSISTIVE DEVICES: INTRODUCE ASSISTIVE DEVICES OR ADAPTIVE
EQUIPMENT TO HELP COMPENSATE FOR COGNITIVE OR PHYSICAL IMPAIRMENTS.
FOR EXAMPLE, A PILL ORGANIZER OR MEDICATION REMINDER DEVICE CAN BE
USED TO MANAGE MEDICATION.

e ESTABLISH ROUTINES: ESTABLISH CONSISTENT DAILY ROUTINES FOR ADLS,
SUCH AS BATHING, DRESSING, GROOMING, AND MEALTIME, TO PROVIDE
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STRUCTURE AND PREDICTABILITY. CONSISTENCY CAN HELP REDUCE ANXIETY AND
CONFUSION FOR THE INDIVIDUAL.

e PROVIDE POSITIVE REINFORCEMENT: OFFER PRAISE, ENCOURAGEMENT, AND
POSITIVE REINFORCEMENT FOR INDIVIDUAL COMPLETING ADLS INDEPENDENTLY.
CELEBRATE SMALL SUCCESSES AND ACHIEVEMENTS TO BOOST SELF-ESTEEM AND
MOTIVATION.

EXAMPLE:

e ASSISTANCE WITH DRESSING: LAY OUT CLOTHING OPTIONS IN ADVANCE AND
PROVIDE SIMPLE CHOICES TO PROMOTE INDEPENDENCE. OFFER VERBAL PROMPTS
OR DEMONSTRATIONS AS NEEDED, SUCH AS "NOW PUT YOUR-ARM THROUGH THE
SLEEVE" OR "BUTTON THE TOP BUTTON FIRST."

JUST LIKE ANY OTHER ROUTINE TASKS, GETTING DRESSED AND GROOMING THEMSELVES
FREQUENTLY REQUIRES EXTRA TIME FOR INDIVIDUALS WITH DEMENTIA. THE CAREGIVER
MUST EVALUATE THE INDIVIDUAL IN THEIR CARE, EXHIBIT PATIENCE, AND REFRAIN FROM
HELPING WHEN IT IS NOT REQUIRED. CAREGIVERS NEED TO EQUIP THEMSELVES TO
PROMOTE INDEPENDENCE AS MUCH AS(THEY/CAN, CONSIDERING THE LEVEL OF
DEMENTIA, CO-EXISTING CONDITIONS, AND FACTORS LIKE VISUAL CHANGES, BALANCE,
AND STRENGTH, AS WELL AS THE TIME OF DAY.

A PERSON IN THE EARLY STAGES OF DEMENTIA MAY NOT REQUIRE ASSISTANCE GETTING
DRESSED AND MAINTAINING PERSONAL HYGIENE. THESE ARE ROUTINES AND BEHAVIORS
THAT AN INDIVIDUAL'HAS, CULTIVATED AND ENGAGED IN THROUGHOUT THEIR LIFETIME.
MOTOR CONTRQL=RELATED BRAIN REGIONS ARE USUALLY NOT IMPACTED IN THE INITIAL
PHASES OF DEMENTIA. A CAREGIVER MIGHT HAVE TO LAY OUT SOMEONE'S CLOTHES OR
GIVE SUGGESTIONS, BUT TYPICALLY, A PERSON WITH MILD DEMENTIA CAN DECIDE ON
THEIR OUTRIT AND MANAGE GROOMING INDEPENDENTLY. A CAREGIVER MIGHT
RECOMMEND USING AN ELECTRIC SHAVER, SETTING OUT GROOMING SUPPLIES, OR
OFFERING GADGETS TO HELP WITH DRESSING AND GROOMING. AT THIS POINT, THE
CAREGIVER SHOULD ASSIST WHEN NECESSARY AND SUPPORT INDEPENDENCE THROUGH
ENCOURAGEMENT.

IN THE INTERMEDIATE PHASE, A CAREGIVER MAY NEED TO HELP WITH SPECIFIC TASKS
RELATED TO DRESSING AND GROOMING BASED ON AN INDIVIDUAL'S PHYSICAL ABILITIES.
FOR EXAMPLE, SITTING IN A CHAIR WITH GOOD BACK SUPPORT ALLOWS ONE TO LIFT
THEIR KNEE TO THE CHEST EFFORTLESSLY.

35



BATHING

Helping a person with Alzheimer's take a bath or shower can be tough. But with
some good planning, you can make it a smoother experience for both of you. If
they are nervous about bathing, it's a good idea to follow their regular habits,
like bathing in the morning or right before they go to sleep.

SAFETY
Keeping a person with Alzheimer's safe while they bathe is important. Here are
some things to keep in mind:

- Don’t leave someone confused or frail alone in the tub or shower.

- Make sure to check the water temperature before they step in.

- A hand-held showerhead can make bathing easier.

- Use a rubber bathmat and safety bars to help prevent slips in the tub.

- A strong shower chair can help them stay safe and avoid falls if they feel
unsteady. You can buy these chairs at drugstores or medical supply shops.

BEFORE THE BATH

Here’s what to do before taking a bath or shower:

- Keep it simple and say, "It's time for a bath now," without arguing.

- Be gentle and let the person know what will happen next, one step at a time.
- Make sure the water is at a comfortable temperature.

- Skip the bath oil since it can slippery the tub and cause urinary tract infections.

DRESSING

Individuals with Alzheimer's disease may require extra time to get dressed.
They can find it challenging to select their clothing and might wear items
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unsuitable for the season or that don’t match. Sometimes, they might forget to
wear a particular piece of clothing. It's best to let them dress independently for
as long as possible.

Here are some tips to help with dressing:

- Lay out the clothes in the order they should be put on, like starting with
underwear, then pants, a shirt, and a sweater.

- Hand them one item at a time or give clear, step-by-step instructions.

- To limit their choices, put some clothes away in another room and keep just
one or two outfits in the closet or dresser.

- If needed, lock the closet.

- If they like to wear the same clothes daily, consider buying three or four
identical sets.

- Use Velcro® tape or large zipper pulls instead of shoelaces, buttons, or
buckles to make it easier for them to dress.

GROOMING

Feeling good about how we look can lift our spirits. For people with Alzheimer's
disease, helping them with things like brushing their teeth, shaving, putting on
makeup, and getting dressed can help them feel more like their true selves.

Mouth Care

Here are some tips to assist someone with Alzheimer's in caring for their mouth
and teeth:

* Demonstrate how to brush their teeth, take it step by step, and let them do as
much as possible.

* Brush your teeth together.

* Assist them in cleaning their dentures if they wear them.
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» Schedule regular visits to the dentist. Some dentists focus on treating
Alzheimer's patients, so ask how often they should be seen.

INCONTINENCE AND USING THE TOILET

A PERSON WITH DEMENTIA IS AT A HIGHER RISK OF HAVING ACCIDENTS,
DEALING WITH INCONTINENCE, OR HAVING TROUBLE USING THE TOILET
COMPARED TO SOMEONE THEIR AGE WITHOUT DEMENTIA. IN SOME CASES,
INCONTINENCE OCCURS BECAUSE THE COMMUNICATION BETWEEN THE BRAIN
AND THE BLADDER OR BOWEL ISN'T FUNCTIONING CORRECTLY. THEY MAY NOT
EVEN NOTICE WHEN THEY NEED TO GO OR THAT THEY CAN'T CONTROL IT.
OTHER FACTORS CONTRIBUTING TO THIS INCLUDE:

- NOT BEING ABLE TO REACT FAST ENOUGH WHEN THEY NEED TO USE THE
BATHROOM.

- NOT ATTEMPTING TO FIND THE BATHROOM COULD BE BECAUSE THEY FEEL
DOWN, LACK MOTIVATION, OR ARE DISTRACTED BY SOMETHING ELSE.

- FEELING EMBARRASSED AFTER AN ACCIDENT, WHICH MIGHT LEAD THEM TO
HIDE WET OR SOILED CLOTHES IN A DRAWER FOR LATER, BUT THEN THEY
FORGET ABOUT THEM.

EATING

Individuals with Alzheimer's often begin to lose interest in eating. This can start
in the early stages of the illness and can get worse as it progresses. If you want
to support someone with late-stage Alzheimer's in eating well, here are some
tips for meal preparation:

- Offer them small servings of food at a time.

- Describe the food to them while they eat to keep their attention.
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- Provide high-calorie, nutritious options like protein shakes or meals made with
healthy fats.

If they still need more calories, talking to their doctor about dietary supplements
Is a good idea. - Ask the doctor if a multivitamin could be beneficial, whether in
the form of a tablet, powder, or liquid that adds essential nutrients to their diet.
Caring for someone with Alzheimer's can be tiring, so planning meals ahead of
time can help. Remember that they might not always be hungry when you want
to serve food, and they may feel like eating more at different times.

KNOWLEDGE CHECK QUESTION:

WHAT IS A CRUCIAL STRATEGY FOR ASSISTING INDIVIDUALS WITH)ALZHEIMER'S
DISEASE AND RELATED DEMENTIAS (ADRD) IN THE MIDDLE STAGE WHEN PERFORMING
ACTIVITIES OF DAILY LIVING (ADLS)?

A) PROVIDING TOTAL CARE WITHOUT INVOLVING THE'INDIVIDUAL

B) USING VERBAL PROMPTS AND VISUAL CUES'TO GUIDE THE INDIVIDUAL THROUGH
TASKS

C) LIMITING CHOICES AND OPPORTUNITIES FOR AUTONOMY
D) AVOIDING MODIFICATION OF THE PHYSICAL ENVIRONMENT

ANSWER: B) USINGWERBAL PROMPTS AND VISUAL CUES TO GUIDE THE INDIVIDUAL
THROUGH TASKS

WORKING WITH FAMILIES AND CAREGIVERS

FAMILY MEMBERS OF INDIVIDUALS WITH ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS (ADRD) OFTEN EXPERIENCE A RANGE OF ISSUES AND CONCERNS
THROUGHOUT THE PROGRESSION OF THE DISEASE, FROM THE EARLY STAGES TO THE
LATE STAGES. UNDERSTANDING AND ADDRESSING THESE CONCERNS ARE ESSENTIAL FOR
PROVIDING COMPREHENSIVE SUPPORT AND ASSISTANCE TO THE PERSON WITH ADRD
AND THEIR FAMILY MEMBERS. HERE'S AN IN-DEPTH EXPLORATION OF THE ISSUES AND
CONCERNS FACED BY FAMILY MEMBERS AT EACH STAGE OF ADRD:
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1. EARLY STAGE OF ADRD:

CONCERNS:

UNCERTAINTY AND ANXIETY: FAMILY MEMBERS MAY EXPERIENCE UNCERTAINTY
AND ANXIETY ABOUT THE FUTURE AS THEY OBSERVE THE EARLY SIGNS AND
SYMPTOMS OF COGNITIVE DECLINE IN THEIR LOVED ONES. THEY MAY WQORRY
ABOUT THE PROGRESSION OF THE DISEASE AND ITS IMPACT ON THEIR FAMILY
DYNAMICS, RELATIONSHIPS, AND DAILY ROUTINES.

ROLE REVERSAL: FAMILY MEMBERS MAY FACE CHALLENGES ADJUSTING TO THE
CHANGING ROLES AND RESPONSIBILITIES WITHIN THE FAMILY ASSIHEY TAKE ON
CAREGIVING DUTIES AND SUPPORT THEIR LOVED ONES WITH APRD. THIS SHIFT
IN ROLES MAY LEAD TO FEELINGS OF STRESS, OVERWHELM;, OR GUILT.

NAVIGATING HEALTHCARE: FAMILY MEMBERS MAY, ENCOUNTER DIFFICULTIES
NAVIGATING THE HEALTHCARE SYSTEM AND)ACCESSING APPROPRIATE RESOURCES
AND SUPPORT SERVICES FOR THEIR LQVED ONES WITH ADRD. THEY MAY FEEL
OVERWHELMED BY THE COMPLEXITIES OF\MEDICAL APPOINTMENTS, TREATMENT
OPTIONS, AND CARE PLANNING4

SUPPORT STRATEGIES:
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EDUCATION AND INFORMATION: PROVIDE FAMILY MEMBERS WITH EDUCATION
AND INFORMATION ABOUT ADRD, INCLUDING THE EARLY SIGNS AND SYMPTOMS,
DISEASE PROGRESSION, AND AVAILABLE SUPPORT SERVICES. EMPOWER THEM
WITH KNOWLEDGE AND RESOURCES TO BETTER UNDERSTAND AND COPE WITH THE
CHALLENGES\THEY MAY ENCOUNTER. PLANNING FOR THE END OF LIFE,
INCLUDING ADVANCED DIRECTIVES, IS SOMETHING THAT SHOULD HAPPEN
BEFORE A PERSON WITH DEMENTIA GETS TO THE LATER STAGES OF THEIR
ILLNESS.

OPEN COMMUNICATION: ENCOURAGE OPEN AND HONEST COMMUNICATION
WITHIN THE FAMILY ABOUT THE DIAGNOSIS, PROGNOSIS, AND CAREGIVING
RESPONSIBILITIES. CREATE A SUPPORTIVE ENVIRONMENT WHERE FAMILY
MEMBERS FEEL COMFORTABLE EXPRESSING THEIR CONCERNS, EMOTIONS, AND
NEEDS.



RESPITE AND SELF-CARE: OFFER RESPITE CARE AND SUPPORT SERVICES TO GIVE
FAMILY MEMBERS REST, RELAXATION, AND SELF-CARE OPPORTUNITIES. PLEASE
ENCOURAGE THEM TO PRIORITIZE THEIR WELL-BEING AND SEEK SUPPORT FROM
FRIENDS, FAMILY, OR SUPPORT GROUPS. (NATIONAL INSTITUTE ON AGING,
2021)

2. MIDDLE STAGE OF ADRD:

CONCERNS:

INCREASED CARE NEEDS: FAMILY MEMBERS MAY FACE ESCALATING CARE NEEDS
AND CHALLENGES AS THEIR LOVED ONE'S COGNITIVE AND FUNCTIONAL ABILITIES
DECLINE IN THE MIDDLE STAGE OF ADRD. THEY MAY NEED/HELP.PROVIDING
HANDS-ON ASSISTANCE WITH ACTIVITIES OF DAILY*EIVING, (ADLS) SUCH AS
BATHING, DRESSING, GROOMING, AND MEAL PREPARATION.

BEHAVIORAL CHANGES: FAMILY MEMBERS'MAY ENCOUNTER BEHAVIORAL
CHANGES SUCH AS AGITATION, AGGRESSION, WANDERING, OR SLEEP
DISTURBANCES IN THEIR LOVED ONES WITH ADRD. THESE BEHAVIORS CAN BE
DISTRESSING AND CHALLENGING TO MANAGE, LEADING TO FEELINGS OF
FRUSTRATION, EXHAUSTION, OR"HELPLESSNESS.

SOCIAL ISOLATION: FAMILY MEMBERS MAY EXPERIENCE SOCIAL ISOLATION AND
WITHDRAWAL AS THEY DEVOTE INCREASING TIME AND ENERGY TO CAREGIVING

RESPONSIBILITIES.  THEY,MAY NEED HELP MAINTAINING SOCIAL CONNECTIONS,

HOBBIES, OR INTERESTS OUTSIDE THEIR CAREGIVING ROLE.

SUPPORT STRATEGIES:
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PRACTICAL ASSISTANCE: OFFER PRACTICAL ASSISTANCE AND SUPPORT TO HELP
EAMILY MEMBERS MANAGE THE DAILY CHALLENGES OF CAREGIVING, SUCH AS
PROVIDING RESPITE CARE, ARRANGING HOME HEALTH SERVICES, OR ASSISTING
WITH HOUSEHOLD TASKS.

BEHAVIOR MANAGEMENT: PROVIDE FAMILY MEMBERS WITH STRATEGIES AND
TECHNIQUES FOR MANAGING CHALLENGING BEHAVIORS ASSOCIATED WITH
ADRD, SUCH AS REDIRECTION, VALIDATION, OR ENVIRONMENTAL
MODIFICATIONS. OFFER TRAINING OR EDUCATION ON EFFECTIVE COMMUNICATION
TECHNIQUES AND BEHAVIOR MANAGEMENT STRATEGIES.



EMOTIONAL SUPPORT: OFFER EMOTIONAL SUPPORT AND VALIDATION TO FAMILY
MEMBERS AS THEY NAVIGATE CAREGIVING'S COMPLEX EMOTIONS AND
STRESSORS. PLEASE ENCOURAGE THEM TO EXPRESS THEIR FEELINGS, SEEK PEER
OR GROUP SUPPORT, AND PRACTICE SELF-COMPASSION AND SELF-CARE.

3. LATE STAGE OoF ADRD:

CONCERNS:

PALLIATIVE CARE NEEDS: FAMILY MEMBERS MAY FACE DIFFICULT DECISIONS
REGARDING END-OF-LIFE CARE AND PALLIATIVE CARE FOR THEIR LOVED ONE WITH
ADRD IN THE LATE STAGE OF THE DISEASE. THEY MAY GRAPPLEMWITH ISSUES
SUCH AS ADVANCE CARE PLANNING, SYMPTOM MANAGEMENT ,sAND. QUALITY OF
LIFE CONSIDERATIONS.

GRIEF AND LOSS: FAMILY MEMBERS MAY EXPERIENCE PROFOUND GRIEF AND
ANTICIPATORY GRIEF AS THEY WITNESS THE,PROGRESSIVE DECLINE OF THEIR
LOVED ONE WITH ADRD. THEY MAY MOURN THE LOSS OF THEIR RELATIONSHIP,
SHARED MEMORIES, AND PLANS, LEADING TO FEELINGS OF SADNESS, GRIEF, AND
EMOTIONAL DISTRESS.

CAREGIVER BURNOUT: FAMILY MEMBERS MAY EXPERIENCE CAREGIVER BURNOUT
AND EXHAUSTION AS THEY PROVIDE INTENSIVE, ROUND-THE-CLOCK CARE FOR
THEIR LOVED ONE WITH ADRD. THEY MAY STRUGGLE TO MEET THEIR NEEDS FOR
REST, RELAXATION, ANDySELF-CARE WHILE BALANCING THE DEMANDS OF
CAREGIVING.

SUPPORT STRATEGIES:
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END-OF-LIFE PLANNING: OFFER GUIDANCE AND SUPPORT TO FAMILY MEMBERS
AS THEY'NAVIGATE END-OF-LIFE PLANNING AND DECISION-MAKING FOR THEIR
LOVED ONE WITH ADRD. FACILITATE DISCUSSIONS ABOUT ADVANCE
DIRECTIVES, HOSPICE CARE, AND PALLIATIVE CARE OPTIONS, ENSURING THE
INDIVIDUAL'S WISHES AND PREFERENCES ARE RESPECTED.

GRIEF COUNSELING: PROVIDE GRIEF COUNSELING AND BEREAVEMENT SUPPORT
TO FAMILY MEMBERS AS THEY PROCESS THEIR FEELINGS OF LOSS AND GRIEF.
OFFER COMPASSIONATE LISTENING, VALIDATION, AND COPING STRATEGIES TO



HELP THEM NAVIGATE THE GRIEVING PROCESS AND FIND MEANING AND HEALING
IN THEIR EXPERIENCES.

e RESPITE AND SUPPORT SERVICES: ENSURE FAMILY MEMBERS HAVE ACCESS TO
RESPITE CARE AND SUPPORT SERVICES TO ALLEVIATE CAREGIVER BURDEN AND
PREVENT BURNOUT. CONNECT THEM WITH COMMUNITY RESOURCES, SUPPORT
GROUPS, OR COUNSELING SERVICES TO HELP THEM COPE WITH CAREGIVING'S
EMOTIONAL AND PRACTICAL CHALLENGES.

FIVE STAGES OF GRIEF KNOWN AS THE KUBLER-ROSS MODEL

DENIAL

FEELING NUMB IS A NORMAL REACTION RIGHT AFTER SOMEONE HAS PASSED AWAY. AT
FIRST, SOME PEOPLE ACT LIKE NOTHING HAS CHANGED. EVEN THOUGH WE KNOW IN OUR
MINDS THAT SOMEONE HAS DIED, IT CAN BE HARD TO ACCEPT THAT THEY WON’T BE BACK.
IT’S COMMON TO THINK YOU CAN STILL FEEL THEIR PRESENCE, HEAR THEIR VOICE OR
EVEN SEE THEM AROUND.

ANGER

FEELING ANGRY IS A NORMAL RESPONSE, ESPECIALLY AFTER A LOSS. DEATH CAN FEEL
UNFAIR, MAINLY IF YOU THINK SOMEONE LEFT TOO SOON OR IF YOU HAD PLANS WITH
THEM. IT’S ALSO EXPECTED TO BE MAD AT THE PERSON WHO HAS DIED OR EVEN AT
YOURSELF FOR THINGS YOU DID OR DIDN’T DO BEFORE THEY PASSED AWAY.

BARGAINING

WHEN WE’RE IN PAIN, IT CAN BE HARD TO ACCEPT THAT WE CAN’T CHANGE WHAT
HAPPENED. BARGAINING IS WHEN WE START MAKING DEALS WITH OURSELVES OR EVEN
WITH GOD. WE HOPE THAT IF WE ACT A CERTAIN WAY, WE FEEL BETTER. IT’S COMMON
TO KEEP THINKING ABOUT PAST EVENTS AND ASKING WHAT-IF QUESTIONS, WISHING WE
COULD GO BACK AND CHANGE THINGS.

DEPRESSION
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WHEN WE THINK ABOUT GRIEF, SADNESS, AND LONGING USUALLY COME TO MIND. THIS
PAIN CAN BE INTENSE AND HIT US IN WAVES FOR MONTHS OR EVEN YEARS. SOMETIMES,
LIFE CAN FEEL LIKE IT HAS NO PURPOSE, WHICH CAN BE SCARY.

ACCEPTANCE

GRIEF OFTEN COMES IN SOLID WAVES, AND IT CAN FEEL LIKE NOTHING WILL EVER BE OKAY
AGAIN. BUT SLOWLY, MOST PEOPLE REALIZE THAT THE PAIN LESSENS, AND THEY CAN
START TO ACCEPT WHAT HAS HAPPENED. WE MIGHT NOT COMPLETELY RECOVER FROM
THE LOSS OF SOMEONE SPECIAL, BUT WE CAN LEARN TO CONTINUE OUR LIVES WHILE
HOLDING ONTO THE MEMORIES OF THOSE WE'VE LOST.

FAMILY MEMBERS OF INDIVIDUALS WITH ALZHEIMER'S DISEASE AND RELATED
DEMENTIAS (ADRD) FACE A MYRIAD OF ISSUES AND CONCERNS THROUGHOUT THE
PROGRESSION OF THE DISEASE, FROM THE EARLY STAGES,TO THE LATE STAGES. BY
RECOGNIZING THESE CHALLENGES AND PROVIDING)COMPREHENSIVE SUPPORT AND
ASSISTANCE TAILORED TO EACH STAGE OF ADRD;,CAREGIVERS, HEALTHCARE
PROFESSIONALS, AND SUPPORT PROVIDERS'CAN'HELP ALLEVIATE CAREGIVER BURDEN,
PROMOTE FAMILY WELL-BEING, AND ENHANCE,;THE QUALITY OF LIFE FOR THE PERSON
WITH ADRD AND THEIR FAMILY MEMBERS.

THE GRIEF PROCESS FOR FAMILYAMEMBERS OF INDIVIDUALS WITH ALZHEIMER'S DISEASE
AND RELATED DEMENTIAS (ADRD) IS COMPLEX AND MULTIFACETED, CHARACTERIZED BY
A SERIES OF MULTIPLE ONGOING'LOSSES THAT ACCUMULATE THROUGHOUT THE
PROGRESSION OF THE DISEASE. THESE LOSSES ENCOMPASS THE PHYSICAL AND
COGNITIVE DECLINEWOF THE INDIVIDUAL WITH ADRD AND THE GRADUAL EROSION OF
SHARED MEM@RIES, RELATIONSHIPS, ROLES, AND FUTURE. UNDERSTANDING THE GRIEF
PROCESS. AND\TS'"RELATIONSHIP TO THE LOSSES ASSOCIATED WITH ADRD 1S
ESSENTIAL FOR PROVIDING COMPASSIONATE SUPPORT AND ASSISTANCE TO FAMILY
MEMBERS_AS THEY NAVIGATE THE CHALLENGES OF CAREGIVING AND BEREAVEMENT.
HERE"S.AN/JIN-DEPTH EXPLORATION OF THE GRIEF PROCESS AND ITS RELEVANCE TO THE
LOSSES ASSOCIATED WITH ADRD, ALONG WITH EXAMPLES::

1. ANTICIPATORY GRIEF:

e DEFINITION: ANTICIPATORY GRIEF REFERS TO THE GRIEF AND MOURNING THAT
OCCURS BEFORE THE ACTUAL DEATH OF A LOVED ONE, AS FAMILY MEMBERS
ANTICIPATE AND PREPARE FOR THE LOSS. IN THE CONTEXT OF ADRD,

44



ANTICIPATORY GRIEF BEGINS EARLY IN THE DISEASE PROCESS AS FAMILY
MEMBERS CONFRONT THE PROGRESSIVE DECLINE AND EVENTUAL LOSS OF THEIR
LOVED ONE'S COGNITIVE AND FUNCTIONAL ABILITIES.

EXAMPLES: FAMILY MEMBERS MAY EXPERIENCE ANTICIPATORY GRIEF AS THEY
WITNESS THE GRADUAL CHANGES IN THEIR LOVED ONE'S PERSONALITY,
BEHAVIOR, AND COGNITIVE FUNCTION. THEY MAY MOURN THE LOSS OF SHARED
MEMORIES, MEANINGFUL CONVERSATIONS, AND CHERISHED ACTIVITIES/AS THEIR
LOVED ONE'S ABILITIES DECLINE. ANTICIPATORY GRIEF MAY MANIFEST AS
FEELINGS OF SADNESS, ANXIETY, GUILT, OR HELPLESSNESS AS FAMILKY MEMBERS
GRAPPLE WITH THE UNCERTAINTY OF THE FUTURE AND THE IMPENDING/LOSS OF
THEIR RELATIONSHIP WITH THEIR LOVED ONE.

2. AMBIGUOUS LOSS:

DEFINITION: AMBIGUOUS LOSS REFERS TO THE EXPERIENCE OF GRIEF AND
MOURNING WHEN A LOVED ONE IS PHYSICALLY PRESENT BUT PSYCHOLOGICALLY
ABSENT DUE TO CONDITIONS SUCH ASIREMENTIA. IN THE CONTEXT OF ADRD,
FAMILY MEMBERS MAY EXPERIENCEsAMBIGUOUS LOSS AS THEY NAVIGATE THE
PARADOX OF CARING FOR A LOVED ONE WHO IS PHYSICALLY PRESENT BUT
INCREASINGLY DISCONNECTED OR'UNRECOGNIZABLE DUE TO COGNITIVE DECLINE.

EXAMPLES: FAMILY MEMBERS MAY'EXPERIENCE CONFLICTING EMOTIONS AS THEY
CARE FOR THEIR LOVED ONE WITH ADRD, OSCILLATING BETWEEN MOMENTS OF
CONNECTION AND MOMENTS OF ESTRANGEMENT. THEY MAY MOURN THE LOSS OF
THE PERSON THEYAONCE KNEW WHILE SIMULTANEOUSLY GRIEVING THE ONGOING
CHANGES'AND. CHALLENGES OF CAREGIVING. AMBIGUOUS LOSS MAY MANIFEST AS
FEELINGS OF GRIEF, CONFUSION, GUILT, OR FRUSTRATION AS FAMILY MEMBERS
STRUGGLENO RECONCILE THE PAST WITH THE PRESENT AND REDEFINE THEIR
RELATIONSHIP WITH THEIR LOVED ONES.

3. SECONDARY LOSSES:
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DEFINITION: SECONDARY LOSSES REFER TO THE ADDITIONAL LOSSES THAT
OCCUR BECAUSE OF A LOVED ONE'S PRIMARY LOSS, SUCH AS CHANGES IN ROLES,
RELATIONSHIPS, ROUTINES, AND FUTURE PLANS. IN THE CONTEXT OF ADRD,
FAMILY MEMBERS MAY EXPERIENCE A MULTITUDE OF SECONDARY LOSSES AS THEY
ADAPT TO THE EVOLVING NEEDS AND CHALLENGES OF CAREGIVING AND
BEREAVEMENT.



EXAMPLES: FAMILY MEMBERS MAY EXPERIENCE SECONDARY LOSSES SUCH AS THE
LOSS OF INDEPENDENCE, FREEDOM, AND AUTONOMY AS THEY ASSUME
CAREGIVING RESPONSIBILITIES FOR THEIR LOVED ONE WITH ADRD. THEY MAY
MOURN THE LOSS OF THEIR PRE-EXISTING ROLES AND IDENTITIES AS SPOUSES,
CHILDREN, OR SIBLINGS, AS CAREGIVING BECOMES THEIR PRIMARY FOCUS AND
PRIORITY. SECONDARY LOSSES MAY ALSO INCLUDE CHANGES IN FAMILY
DYNAMICS, SOCIAL CONNECTIONS, AND FINANCIAL STABILITY AS CAREGIVING
DEMANDS INCREASE AND RESOURCES BECOME STRAINED.

4. CUMULATIVE GRIEF:

DEFINITION: CUMULATIVE GRIEF REFERS TO THE CUMULATIVE ANDs€OMPOUNDING
NATURE OF GRIEF AND LOSS OVER TIME AS FAMILY MEMBERS"NAVIGATE THE
ONGOING CHALLENGES AND STRESSORS ASSOCIATED'WITH,ADRD. IN THE
CONTEXT OF ADRD, FAMILY MEMBERS MAY EXPERIENCE CUMULATIVE GRIEF AS
THEY CONFRONT THE PROGRESSIVE DECLINE AND'EVENTUAL LOSS OF THEIR
LOVED ONE, ALONG WITH THE MULTIPLE LOSSES AND TRANSITIONS THAT
ACCOMPANY THE CAREGIVING JOURNEY.

EXAMPLES: FAMILY MEMBERS MAY EXPERIENCE CUMULATIVE GRIEF AS THEY
WITNESS THE INCREMENTAL DECLINE OF THEIR LOVED ONE'S COGNITIVE AND
FUNCTIONAL ABILITIES, ACCOMPANIED BY THE LOSS OF SHARED MEMORIES,
ROLES, AND RELATIONSHIRS. THEY MAY MOURN EACH NEW MILESTONE OF
DECLINE, FROM THEW.0SS OF INDEPENDENCE IN ACTIVITIES OF DAILY LIVING
(ADLS) TO THE LOSS OFWERBAL COMMUNICATION AND RECOGNITION OF LOVED
ONES. CUMULATIVE,GRIEF MAY MANIFEST AS FEELINGS OF SADNESS, ANGER,
FRUSTRATION,, EXHAUSTION, OR NUMBNESS AS FAMILY MEMBERS GRAPPLE WITH
THE QNGOING CHALLENGES AND UNCERTAINTIES OF CAREGIVING AND
BEREAVEMENT.

5. COMPLICATED GRIEF:
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DEFINITION: COMPLICATED GRIEF REFERS TO A PROLONGED, INTENSE, OR
DEBILITATING FORM OF GRIEF THAT PERSISTS OVER AN EXTENDED PERIOD AND
INTERFERES WITH DAILY FUNCTIONING AND WELL-BEING. IN THE CONTEXT OF
ADRD, FAMILY MEMBERS MAY BE AT INCREASED RISK OF COMPLICATED GRIEF
DUE TO THE PROLONGED AND UNPREDICTABLE NATURE OF THE DISEASE, AS WELL
AS THE CUMULATIVE IMPACT OF MULTIPLE LOSSES AND STRESSORS.



e EXAMPLES: FAMILY MEMBERS MAY EXPERIENCE COMPLICATED GRIEF AS THEY
STRUGGLE TO COME TO TERMS WITH THE PROGRESSIVE DECLINE AND EVENTUAL
LOSS OF THEIR LOVED ONE WITH ADRD. THEY MAY FEEL OVERWHELMED BY THE
DEMANDS OF CAREGIVING, THE EMOTIONAL TOLL OF WITNESSING THEIR LOVED
ONE'S DECLINE, AND THE ONGOING CHALLENGES OF NAVIGATING THE
HEALTHCARE SYSTEM AND ACCESSING SUPPORT SERVICES. COMPLICATED GRIEF
MAY MANIFEST AS FEELINGS OF INTENSE SADNESS, GUILT, ANGER, OR DESRAIR,
ACCOMPANIED BY SYMPTOMS SUCH AS INSOMNIA, APPETITE CHANGES, SOCIAL
WITHDRAWAL, OR DIFFICULTY CONCENTRATING.

THE GRIEF PROCESS FOR FAMILY MEMBERS OF INDIVIDUALS WITH ALZHEIMER'S DISEASE
AND RELATED DEMENTIAS (ADRD) 1S COMPLEX AND MULTIFACETED, CHARACTERIZED BY
A SERIES OF MULTIPLE ONGOING LOSSES THAT ACCUMULATE THROQUGHOUT THE
PROGRESSION OF THE DISEASE. BY RECOGNIZING THE VARIOUS FORMS OF GRIEF
ASSOCIATED WITH ADRD, INCLUDING ANTICIPATORY GRIEF, AMBIGUOUS LOSS,
SECONDARY LOSSES, CUMULATIVE GRIEF, AND COMPLICATED GRIEF, CAREGIVERS,
HEALTHCARE PROFESSIONALS, AND SUPPORT PROVIDERS CAN OFFER COMPASSIONATE
SUPPORT AND ASSISTANCE TO FAMILY MEMBERS"AS,THEY NAVIGATE THE CHALLENGES OF
CAREGIVING AND BEREAVEMENT.

ENCOURAGING FAMILY MEMBERS' INVOLVEMENT IN THE CARE OF THEIR LOVED ONES
WITH ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) IS ESSENTIAL FOR
PROVIDING COMPREHENSIVE SUPPORT AND ENHANCING THE WELL-BEING OF BOTH
INDIVIDUALS WITH ADRD AND THEIR CAREGIVERS. FAMILY INVOLVEMENT CAN PROVIDE
EMOTIONAL SUPPORT, PRACTICAL ASSISTANCE, AND CONTINUITY OF CARE WHILE
FOSTERING A SENSE OF CONNECTION AND SHARED RESPONSIBILITY AMONG FAMILY
MEMBERS. HERE'S AN, IN-DEPTH EXPLORATION OF STRATEGIES FOR ENCOURAGING
FAMILY MEMBERS"INVOLVEMENT IN THEIR LOVED ONE'S CARE, ALONG WITH EXAMPLES:

1. EDUCATION AND INFORMATION SHARING:

o W STRATEGY: PROVIDE EDUCATION AND INFORMATION TO FAMILY MEMBERS ABOUT
ADRD, INCLUDING THE SYMPTOMS, PROGRESSION, AND MANAGEMENT OF THE
DISEASE, AS WELL AS AVAILABLE RESOURCES AND SUPPORT SERVICES.

e EXAMPLE: OFFER EDUCATIONAL WORKSHOPS, SEMINARS, OR SUPPORT GROUPS
FOR FAMILY MEMBERS TO LEARN MORE ABOUT ADRD AND CAREGIVING
STRATEGIES. PROVIDE WRITTEN MATERIALS, ONLINE RESOURCES, OR
EDUCATIONAL VIDEOS TO SUPPLEMENT LEARNING AND REINFORCE KEY CONCEPTS.
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2. OPEN COMMUNICATION AND COLLABORATION:

STRATEGY: FOSTER OPEN COMMUNICATION AND COLLABORATION AMONG FAMILY
MEMBERS, HEALTHCARE PROFESSIONALS, AND CARE PROVIDERS TO COORDINATE
CARE, SHARE INFORMATION, AND ADDRESS CONCERNS EFFECTIVELY.

EXAMPLE: ESTABLISH REGULAR FAMILY MEETINGS OR CARE CONFERENCES TO
DISCUSS THE INDIVIDUAL'S NEEDS, TREATMENT GOALS, AND CARE PLANSs: USE
COMMUNICATION TOOLS SUCH AS PHONE CALLS, EMAILS, OR SHARED CALENDARS
TO KEEP FAMILY MEMBERS INFORMED AND INVOLVED IN DECISION-MAKING~

3. INDIVIDUALIZED CARE PLANNING:

STRATEGY: INVOLVE FAMILY MEMBERS IN DEVELOPING INDIVIDUALIZED CARE
PLANS THAT ADDRESS THE INDIVIDUAL'S UNIQUE NEEDS, PREFERENCES, AND
GOALS WITH ADRD.

ExAMPLE: CONDUCT COMPREHENSIVE,ASSESSMENTS OF THE INDIVIDUAL'S
PHYSICAL, COGNITIVE, EMOTIONAL;»AND\SOCIAL NEEDS, INVOLVING FAMILY
MEMBERS IN THE ASSESSMENT PROCESS TO)GATHER VALUABLE INSIGHTS AND
PERSPECTIVES. COLLABORATIVELY/DEVELOP CARE PLANS THAT OUTLINE SPECIFIC
INTERVENTIONS, GOALS, AND STRATEGIES TAILORED TO THE INDIVIDUAL'S NEEDS
AND PREFERENCES.

4. TASK DELEGATION AND SHARED RESPONSIBILITIES:

STRATEGY4,DELEGATE CAREGIVING TASKS AND RESPONSIBILITIES AMONG FAMILY
MEMBERS 'BASED,ON THEIR STRENGTHS, AVAILABILITY, AND PREFERENCES, WHILE
PROMOTING A SENSE OF SHARED RESPONSIBILITY AND TEAMWORK.

EXAMPLE: CREATE A CAREGIVING SCHEDULE OR CALENDAR THAT OUTLINES
SPECIFIC TASKS AND RESPONSIBILITIES FOR EACH FAMILY MEMBER, SUCH AS
MEDICATION MANAGEMENT, MEAL PREPARATION, TRANSPORTATION, OR
COMPANIONSHIP. ROTATE CAREGIVING DUTIES TO DISTRIBUTE THE WORKLOAD
EVENLY AND PREVENT CAREGIVER BURNOUT.

5. RESPITE AND SUPPORT SERVICES:
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e STRATEGY: ENCOURAGE FAMILY MEMBERS TO UTILIZE RESPITE CARE AND
SUPPORT SERVICES TO ALLEVIATE CAREGIVER BURDEN, PREVENT BURNOUT, AND
PROMOTE SELF-CARE AND WELL-BEING.

e EXAMPLE: PROVIDE INFORMATION AND RESOURCES ABOUT RESPITE CARE
OPTIONS, SUCH AS ADULT DAY PROGRAMS, IN-HOME RESPITE SERVICES, OR
SHORT-TERM RESIDENTIAL CARE FACILITIES. OFFER TO COORDINATE RESRITE
CARE ARRANGEMENTS OR PROVIDE FINANCIAL ASSISTANCE TO MAKE RESPITE
SERVICES MORE ACCESSIBLE TO FAMILY MEMBERS.

6. EMOTIONAL SUPPORT AND COUNSELING:

e STRATEGY: OFFER EMOTIONAL SUPPORT AND COUNSELING TO:FAMILY MEMBERS
TO HELP THEM COPE WITH THE CHALLENGES, STRESSORS, AND EMOTIONAL
IMPACT OF CAREGIVING AND BEREAVEMENT.

e EXAMPLE: PROVIDE ACCESS TO INDIVIDUAL OR FAMILY COUNSELING SERVICES,
SUPPORT GROUPS, OR PEER MENTORING,PROGRAMS FOR FAMILY MEMBERS TO
CONNECT WITH OTHERS EXPERIENGING SIMILAR CHALLENGES. OFFER
COMPASSIONATE LISTENING, VALIDATION, AND EMPATHY TO ACKNOWLEDGE THE
EMOTIONAL TOLL OF CAREGIVING'AND PROMOTE EMOTIONAL WELL-BEING.

7. RECOGNITION AND APPRECIATION :

e STRATEGY: ACKNOWLEDGE AND APPRECIATE THE CONTRIBUTIONS AND
SACRIFICES OF FAMILY MEMBERS INVOLVED IN CARING FOR THEIR LOVED ONE
WITH ADRD, RECOGNIZING THEIR EFFORTS AND COMMITMENT.

e EXAMPLE: EXPRESS GRATITUDE AND APPRECIATION TO FAMILY MEMBERS
THROUGH WORDS OF THANKS, GESTURES OF KINDNESS, OR SMALL TOKENS OF
APPRECTATION. CELEBRATE MILESTONES, ACHIEVEMENTS, AND MOMENTS OF
CONNECTION TO REINFORCE THE IMPORTANCE OF FAMILY INVOLVEMENT AND
COELABORATION.

ENCOURAGING FAMILY MEMBERS' INVOLVEMENT IN THE CARE OF THEIR LOVED ONE WITH
ALZHEIMER'S DISEASE AND RELATED DEMENTIAS (ADRD) REQUIRES A MULTIFACETED
APPROACH THAT PROMOTES EDUCATION, COMMUNICATION, COLLABORATION,
INDIVIDUALIZED CARE PLANNING, TASK DELEGATION, RESPITE, AND SUPPORT SERVICES,
EMOTIONAL SUPPORT, AND RECOGNITION AND APPRECIATION. BY IMPLEMENTING THESE
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STRATEGIES AND FOSTERING A SUPPORTIVE AND INCLUSIVE CAREGIVING ENVIRONMENT,
CAREGIVERS, HEALTHCARE PROFESSIONALS, AND SUPPORT PROVIDERS CAN EMPOWER
FAMILY MEMBERS TO ACTIVELY PARTICIPATE IN THEIR LOVED ONE'S CARE, ENHANCE THE
QUALITY OF CARE PROVIDED, AND PROMOTE THE WELL-BEING OF BOTH THE INDIVIDUAL
WITH ADRD AND THEIR CAREGIVERS.

KNOWLEDGE CHECK QUESTION: WHAT IS A CRUCIAL STRATEGY FOR ENCOURAGING
FAMILY MEMBERS' INVOLVEMENT IN THE CARE OF THEIR LOVED ONE WITH ALZHEIMER'S
DISEASE AND RELATED DEMENTIAS (ADRD)?

A) PROVIDING RESPITE CARE WITHOUT INVOLVING FAMILY MEMBERS
B) KEEPING FAMILY MEMBERS UNINFORMED ABOUT THE PROGRESSION,OF THE DISEASE

C) FOSTER OPEN COMMUNICATION AND COLLABORATION AMONG FAMILY MEMBERS,
HEALTHCARE PROFESSIONALS, AND CARE PROVIDERS

D) DISCOURAGING EMOTIONAL SUPPORT AND.COUNSELING FOR FAMILY MEMBERS

ANSWER: C) FOSTER OPEN COMMUNICATION AND'COLLABORATION AMONG FAMILY
MEMBERS, HEALTHCARE PROFESSIONALS,/AND CARE PROVIDERS
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