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      Disclaimer

      
      
      The names, stories, characters, businesses, and events contained in this book are
         anecdotes and are used for illustrative purposes only to reflect situations common
         to all of us as we grow older. Identifying details have been changed, names are fictitious,
         and any resemblance to actual people, living or dead, is purely coincidental. This
         book does not provide medical recommendations, medical advice, diagnoses, or treatments,
         nor is it intended as a substitute for medical advice. Readers should consult their
         medical providers.
      

      
      
   
      Introduction

      
      
      Your brain is aging—that’s a reality. When the topic of brain health is raised among
         middle-aged and older adults, a flurry of questions tends to follow: What is normal
         brain aging? When do changes that seem to be age related become cause for concern?
         Are there early warning signs of cognitive impairment? Am I at risk for cognitive
         impairment? Am I exhibiting deficits that go beyond normal brain aging? If so, is
         there anything I can do to reverse them or slow the rate of decline? Is there anything
         I can do to maintain my brain health as I age? 
      

      
       We wrote this book to help you find the answers to these questions and more as we
         navigate the complex thicket that is the aging brain. We bring decades of experience
         in the fields of cognition, neurophysiology, and senior care as a leading neurocognitive
         expert, a house-call physician who is passionate about bringing high-quality medical
         care to his patients, and an expert eldercare consultant who helps connect older adults
         and those with special needs to the care resources they need. This book merges our
         expertise, practical experience, and peer-reviewed research to educate, dispel common
         myths, and quell anxiety about age-related brain changes.
      

      
       We start by explaining the underlying neurophysiology of the brain and how it affects
         brain health. We explore potential problems in brain health and how to differentiate
         these from normal brain aging. Then we identify the spectrum of cognitive challenges,
         including those that are reversible and those that are not, and describe risk factors
         for cognitive impairment (presenting scientifically validated ways to lower your risk).
         We also cover “next steps” for living with cognitive issues while prolonging and maximizing
         an independent lifestyle. Finally, we answer common caregiving questions, such as
         how to know when it’s time to make a change, how to find good care, and how to support
         both the caregivers and the people receiving care. 
      

      
       Maintaining brain health and dealing with cognitive impairment are serious issues.
         There are no easy answers. But it is our hope that reading this book will empower
         you to identify existing or potential problems and use a proactive approach to keep
         your brain as healthy as possible for as long as possible.
      

      
      
   
      Chapter 1

      Why Do We Care about Brain Health?

      
         
         
      

      
      Have you ever walked into a room and forgotten why you were there? Spent twenty minutes
         looking for your reading glasses, only to find them on the top of your head? Or have
         you started making lists so that you can remember things? Have you stared at the bottle
         of pills and not remembered if you already took them? Are you realizing that someone
         you are caring for appears to be slipping and may need a higher level of care than
         you are able to provide? Are you worried because you have a family history of dementia?
         Does that make you afraid every time you lose your keys?
      

      
      Losing your reading glasses might be a minor irritation to some, but it can be incredibly
         anxiety provoking to those who associate it with being destined to develop dementia.
         When confronted with this possibility, people tend to diverge into one of two mindsets;
         one camp is focused on acceptance of “aging gracefully,” and the other camp is determined
         to fight the aging process tooth and nail.
      

      
      We recommend a combination of the two. We all know that there are physiological, psychological,
         and brain-related changes that take place as we get older. The question becomes which
         changes are normal, which are reversible, which are inevitable, and which are preventable.
         We should work to accept the changes that are normal or inevitable. However, we should
         not take an entirely passive approach in assuming that we are powerless to prevent
         or address all cognitive changes. Those of us who are determined to fight the aging
         process should take comfort in the fact that there are many strategies and interventions
         available.
      

      
      The baby boomer generation and their parents are growing older and living longer.
         This phenomenon often is called the “silver tsunami.” Baby boomers are very different
         from the generations that came before them in that they are activists, consumer oriented,
         and generally not content to grow old gracefully. Witness the number and variety of
         advertisements on television and radio that cater to the active adult. Older adults
         are expected to be athletic, travel, maintain healthy sex lives, and keep having adventures
         long after retirement. Doing so depends not only on physical prowess but also on maintaining
         a healthy brain.
      

      
      Science is advancing at an astonishing rate. Consider the centenarians and what they
         have experienced over the course of their lifetimes. Remember that most of them grew
         up without electricity, cars, airplanes, or television sets. They learned to use these
         new technologies as they were developed. Think of the older adults who now use social
         media, smartphones, interactive personal emergency response systems, and so on. They
         and their brains have shown remarkable adaptability. Now picture the adaptive technology
         that’s been developed in the past decade. This includes voice-activated devices, dictation
         software, computerized exoskeletons that help paralyzed people move, motorized wheelchairs
         that are directed by eye movement or by blowing into a straw, and speech-generating
         devices used by children with autism. Brain science has experienced equally impressive
         growth. Even so, there still are many unsolved mysteries. For example, scientists
         continue to debate the causes of Alzheimer’s disease, and as of the writing of this
         book, there is no cure. However, scientists have identified ways to mitigate risk,
         subtly slow the progression of diseases of the brain, and manage the repercussions
         of brain diseases.
      

      
      The focus on brain health ushered in by the baby boomer generation is relatively new,
         but a surging industry already has cropped up in response to interest. Customers need
         to become educated consumers. There is a big difference between tools and treatments
         that are scientifically validated and those that are not. Consumers need to be able
         to differentiate between legitimate approaches that will reduce dementia risk and
         those that will do little more than lighten their wallets. Beware of false claims.
      

      
      Knowledge is power. Knowing which changes in cognition to expect with normal aging
         can bring you peace of mind. Being able to recognize warning signs that might indicate
         a problem and knowing what to do next can empower you to prepare an appropriate plan
         of action. And being familiar with scientifically validated strategies for preserving
         brain health can help you maintain your desired lifestyle as you age.
      

      
      So, don’t panic if you forgot where you parked your car.

      
      
   
      Chapter 2

      What Is Your Brain, and How Does It Work?

      
         
         
      

      
      You might say that the brain is the boss of the body. It is the command and control
         center of everything we do, when we are awake and when we are asleep. It is composed
         of many parts that work together, or separately, to control our thoughts, feelings,
         and behaviors. As our bodies age, our brains undergo transformations as well. Some
         changes are a part of the normal aging process, while others are caused by specific
         diseases. Both major and minor brain changes can have far-reaching consequences, affecting
         how we think, feel, and behave. To help you differentiate normal brain aging from
         changes that are cause for concern, we’ll start by describing how the human brain
         is structured and how it works. Because the brain is such a complex and dynamic organ,
         we would need to write a separate neuroanatomy textbook to explain it comprehensively.
         Instead, we’ll review the most important parts of the brain, focusing on those that
         play a major role in cognitive brain health, the so-called higher cortical structures.
         These are the structures that control memory, orientation (knowing who I am, knowing
         where I am, having a sense of time), concentration and attention, language, performance
         of learned skilled movements, and recognition of the familiar objects in the world
         around us. In other words, these are the structures that are responsible for making
         us distinctly human.
      

      
       One of the best ways to appreciate how the brain works is to understand the fundamental
         relationship between structure and function. Each brain structure controls a specific
         set of skills. When something goes wrong with one of the structures, it affects the
         corresponding function or skill performed by the body. We’ll go through the primary
         structures, part by part, exploring their contribution to things like cognition, behavior,
         and personality, as well as the impact of disease or structural damage to corresponding
         functions. 
      

      
      Brain Structure

      
      The brain is part of the larger central nervous system, which also includes the spinal
         cord. The two structures are physically connected, bathed in the same free-flowing
         fluid, and protected by the same barrier, called the blood-brain barrier. The entire
         human brain weighs about three pounds and houses billions of nerve cells. You might
         think of the human brain as the ultimate communication center. Its billions of nerve
         cells are constantly sending messages back and forth, relying on both electrical impulses
         and chemical signals for transmission.
      

      
       There are several different ways to describe how the brain is organized. The most
         common method used by neuroanatomists is to segregate the human brain into three broad
         regions: the forebrain, the midbrain, and the hindbrain. The primary forebrain structures
         are the cerebral cortex and the limbic system. The primary midbrain structures are
         the tectum and tegmentum. The primary hindbrain structures are the cerebellum, pons,
         and medulla. Each of these broad regions is responsible for different brain functions.
         We’re going to focus on the brain structures that are most involved in everyday cognitive
         health. These are the cerebral cortex and the nerve cells of the brain. 
      

      
      The Cerebral Cortex

      
      The biggest part of the brain is the cerebral cortex. It is generally considered the
         thinking part of the human brain, as it is responsible for reasoning, memory, language,
         and many other cognitive skills. It takes up approximately 85 percent of the brain’s
         weight and has the bumps and grooves that most people picture when asked to describe
         what the brain looks like. In evolutionary terms, the cerebral cortex is the most
         recent development, and its unique abilities separate humans and other mammals from
         other species. This is why the cerebral cortex also is referred to as the neocortex,
         or “new organ.” The neocortex consists of two hemispheres that are physically connected
         by a band of fibers, called the corpus callosum. The corpus callosum is a bridge that
         allows one side of the brain to communicate with the other. At the risk of generalizing
         too much, we can say that the left side of the brain is thought to be the center for
         analytical and logical reasoning, while the right side of the brain is considered
         to be the center for creativity and intuition. The popular terms left-brained people and right-brained people are based on this understanding. Artists often are described as right-brain dominant,
         while lawyers are often described as left-brain dominant.
      

      
       However, it is important to point out that the brain is very “plastic” and easily
         rewired. This means that functions generally associated with one hemisphere could
         be managed by the other hemisphere. For example, while language is commonly associated
         with the left hemisphere, language skills can be managed from the right half of the
         cortex. Many brain training programs and clinical brain rehabilitation services are
         based on the premise of brain plasticity. Clinicians and researchers use the term
         neuroplasticity to refer to this process. We’ll discuss neuroplasticity in greater detail later in
         this book.
      

      
       The cerebral cortex consists of four paired lobes: one set on the right hemisphere
         and one on the left hemisphere. Each lobe is responsible for specific functions.
      

      
      The Frontal Lobes

      
      The frontal lobes are located at the front part of the brain. If you place your hand
         on your forehead, you are almost touching the frontal lobes. They are the center for
         decision making, judgment, problem solving, attention, organization, and planning
         skills. These skills are referred to collectively as the executive functions. You might think about the executive functions as the chief executive officer of
         the brain. For those of you who are musically inclined, you can think of the executive
         functions as the conductor of the orchestra. Other important frontal lobe activities include working memory, some aspects of language,
         and regulation of emotional expression. Damage to the frontal lobes results in impaired
         abilities to perform some of these skills. Here is an example of a person who suffered
         an undiagnosed frontal lobe stroke that resulted in reduced organizational skills,
         impulsivity, poor emotional control, and poor social judgment.
      

      
         The Woman Who Forgot Her Sock. Mary worked for forty years as an executive assistant before retiring at age sixty-five.
         She was employed by several companies and had complex and varied responsibilities.
         Always well organized and timely, Mary was celebrated for her ability to keep the
         calendars for the executive officers, maintain the office files, and organize the
         annual company dinners and picnics.
      

      
         Therefore, it was very surprising to Mary’s family and friends when she arrived
         late to Thanksgiving dinner wearing a pair of shoes but only one sock. Mary’s daughter
         gently joked with her mother that she must have been in a hurry to get to dinner on
         time, given that she forgot a sock. Mary responded with uncharacteristic anger and
         refused, in the words of her daughter, to “let go of the situation.” Her friends and
         family also noticed that Mary ate more than usual and, at one point, reached over
         to her neighbor’s plate and scooped a spoonful of mashed potatoes into her mouth.
      

      
      The Temporal Lobes

      
      The temporal lobes are located behind your ears, which may explain why they are important
         in auditory perception and learning. They are critical for making memories. At the
         bottom of the temporal lobes is the limbic system. One of the central structures of
         the limbic system is the hippocampus. The hippocampus is highly involved in forming
         memories. Think of it as a librarian who files away your current experiences as memories
         for later retrieval. It also is one of the hallmark brain structures affected by Alzheimer’s
         disease, which helps explain why short-term memory loss is such a prominent feature
         of Alzheimer’s. Damage to the temporal lobes can result in many problems, but two
         are especially common: difficulty in making memories and learning new things, and
         disturbance in language comprehension. Here is an example of a person with early-stage
         Alzheimer’s disease.
      

      
         The Man Who Lost the Facts. Wayne always had a good memory. He was known to be especially good at remembering
         historical and geographical facts. For example, if you wanted to know the year Abraham
         Lincoln gave Ulysses S. Grant control of all the Union armies, you could simply ask
         Wayne. Couldn’t remember the name of the longest river in Europe? You called Wayne.
      

      
       Some years ago, Wayne began having trouble remembering facts that had always come
         easily to him. It started as a small problem that he attributed to fatigue or the
         fact that “I was just getting older.” One day, Wayne attended a lecture on World War
         I. The lecturer was a professor at the local college. Wayne knew him and the material
         very well. However, Wayne had difficulty making sense of what the professor was saying.
         He started to get confused and kept losing his train of thought. Eventually, Wayne
         left the lecture in an agitated state.
      

      
      The Parietal Lobes

      
      The parietal lobes are situated between the frontal and occipital lobes, above the
         temporal lobes. You can locate these lobes if you place your hand on the top of your
         head, toward the back. The parietal lobes help integrate information from our different
         senses. They receive and process sensory information from the body and skin and relay
         sensory information to other parts of the brain. Visuospatial information and visual
         perception are largely housed within these lobes. The ability to visually recognize
         familiar people or objects is a parietal lobe function. Damage to the parietal lobes
         can result in a number of unusual problems. Some of these include difficulty interpreting
         visual information, difficulty completing mathematical calculations, right-left confusion,
         not recognizing familiar objects, and diminished writing skills. Below is the story
         of a patient who suffered a traumatic brain injury to the parietal lobes.
      

      
         The Piano Teacher Who Could Not Recognize Music. Beatrice was, for many years, a piano instructor. She tutored and taught no fewer
         than a thousand children and adults how to play the piano and other instruments. Beatrice
         was in an automobile accident five years ago. She made remarkable progress in physical,
         occupational, and speech therapy. However, she was not able to recover all functions
         and, consequently, struggled when she tried to resume her teaching.
      

      
       Playing the piano also was very difficult for her, especially when her eyes were
         closed. She had the physical ability to use her hands, but she had trouble knowing
         where to place them. When she tried to give piano lessons, she often confused the
         right and left hand, which, in turn, confused her students. Sometimes she had trouble
         recognizing what once had been a familiar piece of sheet music. 
      

      
      The Occipital Lobes

      
      The occipital lobes are the visual processing center. The visual cortex is responsible
         for processing imagery from the retina. It also is the part of the brain where dreams
         originate. While we commonly think that our eyes are the organs responsible for sight,
         the same could be said for the occipital lobes. The eyes capture sensory input and
         send it to the occipital lobes, where we make sense of it. What happens if there is
         damage to our occipital lobes? The most dramatic result can be vision loss, partial
         or total. However, there are other possible symptoms of occipital lobe damage. Two
         interesting examples are visual hallucinations and the inability to identify colors.
         Here is a story in which a seventy-nine-year-old man sustained occipital lobe damage
         as a result of a fall. He hit the back of his head on a step outside his house.
      

      
         The Painter Who Could Not Identify Color. After he retired from his government job, Barry devoted much of his time to his passion—picture
         painting. Perhaps not quite accomplished enough to sell his paintings, Barry nonetheless
         loved to paint, and he frequently gave his work to family and friends, who appreciated
         it. One evening, Barry was carrying a trash bag full of old painting supplies down
         a short flight of steps to his garage. He did not realize that his grandson had left
         a baseball glove on the steps. Unfortunately, Barry tripped on the glove and fell
         backward, hitting the back of his head and sustaining a traumatic brain injury. 
      

      
       Fortunately, Barry’s general vision was fine. and for the most part, he recovered
         nicely. Soon after the accident, however, he began experiencing two strange sensory
         phenomena. One disturbed him, and one did not. The problem that truly vexed Barry
         was that he could no longer differentiate between colors. Imagine a painter who could
         not tell the difference between green and blue! The second sensory condition intrigued
         Barry. Six weeks after the accident, he began to experience visual hallucinations.
         At first, he was alarmed by these perceptual distortions. But once it was explained
         to him that they were a symptom of parietal lobe damage, and not an indicator of psychiatric
         illness, he began to enjoy them. In fact, these hallucinations became inspirations
         for his paintings!
      

      
      Brain Nerve Cells

      
      The brain is composed of billions of nerve cells. They fall into two distinct categories:
         neurons and glial cells. Neurons send and receive electrochemical signals throughout
         the brain, and glial cells support and protect the neurons. The workhorses of the
         central nervous system (the brain and spinal cord) are the neurons, but they could
         not function for long without the help of glial cells. In the cerebral cortex, glial
         cells far outnumber neurons. This is not the case in other parts of the brain, but
         in the neocortex, there are approximately sixty-one billion glial cells and a little
         over sixteen billion neurons. That is roughly a three-to-one ratio of glial cells
         for every neuron!
      

      
      Neurons

      
      Neurons are composed of a cell body, dendrites, and an axon. Picture a giraffe: its
         four legs would correspond to dendrites, its neck would correspond to the axon, and
         the trunk/torso would represent the cell body.
      

      
       Neurons work by transmitting electrical impulses from the beginning of the nerve
         cell (the dendrite) to the end of the nerve cell (the axon), where the electrical
         impulse is translated into a chemical signal. The chemical (neurotransmitter) that
         is created then travels across a very short gap called a synapse. Once the neurotransmitter
         has traveled across the synapse, it propagates an electrical signal on the short dendritic
         end of the next neuron, and the nerve impulse process continues in the fashion of
         falling dominoes. Imagine this process constantly repeating itself, within and between
         neurons throughout the neocortex.
      

      
       The neural cell body is the part of the nerve cell that is responsible for metabolism
         and, in a sense, keeping the cell alive. It helps push the electrical signal into
         the axon. The axon is the longest part of the nerve cell. The longest axons in the
         human body travel the distance from the base of the spinal cord to the big toe. The
         support of the glial cell is of paramount importance in laying down the myelin sheath
         that will give the axon its white color. You may be familiar with multiple sclerosis,
         which is a disease caused by a loss of the myelin coating of the axons of nerves within
         the brain. 
      

      
       Some axons can regenerate. Even when severely damaged, such as when a peripheral
         nerve is cut, these axons sometimes can regrow and become fully functional again.
         
      

      
       The synapse is the small gap between the axon of one nerve and the dendrite of another
         nerve. It is a neuromuscular junction where nerve impulses terminate in movement.
         Since the gap is too far for an electrical signal to jump, chemicals are released
         at the end of the axon and are received by the dendrite end of the next neuron in
         the chain. The chemical neurotransmitter signal is then translated into an electrical
         signal to continue the transmission of the signal from nerve to nerve. Scientists
         estimate that there are one hundred trillion synapses in the human body. This means
         that there are one thousand times more nerve connections in your brain than there
         are stars in our galaxy!
      

      
         Neurotransmitters are the chemicals that jump the small gap of the synapse. Examples
         include dopamine, acetylcholine, GABA, histamine, serotonin, nitric oxide, epinephrine,
         and many more. Most medications that exert an influence over the brain will work in
         some fashion to facilitate or hinder the actions of neurotransmitters. In other words,
         these medications can directly mimic neurotransmitters, or they can block or augment
         their functions.
      

      
      Glial Cells

      
      Glial cells, or glia, support and protect neurons. The neuroglia are the glue within
         our brains. They increase the number, efficiency, and speed of the electrical signals
         traveling between different nerve cells. Neuroglia do more than just help nerves talk
         to each other. They also form a defensive line around blood vessels, which serves
         as the protective blood-brain barrier, denying large substances, including some drugs
         and bacteria, access to the brain. Others stand ready to fight infections within the
         brain, multiplying quickly if an infection begins. It is the neuroglial cells that
         respond to significant damage to the brain and help form scars.
      

      
         Astrocytes are a type of cell found in the glia. The astrocyte’s projections make
         it look like a starfish with many, many legs. Astrocytes support the brain in numerous
         ways: by improving efficiency, stabilizing neural cellular function in times of crisis,
         regulating blood flow around the brain cells, and healing the damage done by strokes
         or infection. Astrocytes are spread evenly throughout the brain, and one astrocyte
         can connect to hundreds of different synapses. There are many functions of astrocytes,
         some of which are outside the scope of this book. We’ll highlight one here for its
         relevance to brain health: Astrocytes can protect our brains from cell death by storing
         glucose in the form of glycogen. This helps keep nerve cells alive if they are starved
         of energy (glucose) for a short period of time.
      

      
       When Albert Einstein died, his brain was taken at autopsy, without his family’s permission,
         for study. The story of how his brain was taken and studied, and how it even traveled
         cross-country inside a Tupperware container before being returned to Princeton, New
         Jersey, is fascinating and worth reading about in the book Driving Mr. Albert: A Trip across America with Einstein’s Brain by Michael Paterniti. When Einstein’s brain was examined, it was found that it had
         the same number of neurons as the average human brain. However, Einstein’s brain did
         have more astrocytes, which suggests that it was more efficient in propagating signals
         between the neurons in his brain. 
      

      
         Microglia are cells of our central nervous system that arise from bone marrow and
         are surmised to be responsible for immune defense. They are one component of the blood-brain
         barrier that helps prevent infection from traveling to the brain. These cells will
         “awaken” if an infection is detected. They then increase in number to fight against
         the infection. In cases where the infection is so overwhelming that the blood-brain
         barrier is compromised, microglia can be replenished by circulating immune cells from
         the bone marrow.
      

      
      Metabolism and Blood Flow

      
      Two nutrients needed for brain metabolism are glucose and oxygen. We know that high
         glucose levels in diabetic patients can cause systematic harm over a period of hours,
         days, months, or even years. However, low glucose levels will cause permanent brain
         damage in a matter of minutes. 
      

      
       Oxygen is the other metabolic requirement to prevent irreversible brain damage. Unlike
         glucose, which can be stored by astrocytes, oxygen is not stored in neural cells.
         Oxygen can only be delivered to the brain by the uninterrupted flow of blood. When
         blood flow to certain regions of the brain is diminished, astrocytes that are connected
         to the blood vessels generally respond to the crisis, but the help is generally minimal
         and short lived. Any part of the brain that fails to receive blood will be denied
         access to requisite glucose and oxygen, leading to nerve cell death within minutes.
         This is why the stroke protocols, now prevalent in our hospitals, have a time limit
         beyond which recovery is precluded. 
      

      
       The entire brain receives its blood through a vascular anatomical structure known
         as the Circle of Willis. We’ll take a look at strokes and their impact on brain health
         in a later chapter. At this point, keep in mind that there are well-known arteries
         supplying blood to the brain. Keeping those arteries healthy and open is a major goal
         of any brain health plan. 
      

      
       Next, we’ll discuss the aging brain—what is normal, and what is not.

      
      
   
      Chapter 3

      The Aging Brain

      
         
         
         What’s Normal, What’s Not

         
      

      
      
         For the gods alone there comes no old age, nay nor even death; but all other things
            are confounded by all-mastering time. . . .
         

         
         —Sophocles, Oedipus at Colonus, 607
         

         
      

      Time and the aging process spare no organ or bodily system. They affect the brain
         at every level, from structure to function, neuron to cognition. The good news is
         that, while no brain is spared entirely, the pace of brain aging can vary from person
         to person. Embracing brain-healthy behaviors and reducing harmful ones can delay,
         if not eliminate, many problems of memory and cognition. We’ll discuss strategies
         for maintaining brain health in later chapters. In the meantime, let’s explore what
         is normal in an aging brain.
      

      
       Most people do not know exactly what to expect from their brains as they age. They
         have a vague sense of the future and often are quite anxious about it. Certain questions
         are common: Will I develop dementia? Will I lose my independence? Will I have to live
         in a nursing home? Of course, the worry often stems from minor lapses in memory. Say
         we forget a person’s name, or we misplace a pair of glasses. We often begin to ask
         ourselves the following questions: Am I losing my memory? Does this mean I have Alzheimer’s
         disease?
      

      
       As you get older, you may walk into a room and forget why you did so. This shouldn’t
         necessarily be cause for concern. It is quite common, even normal, especially if you
         were preoccupied with a competing thought or behavior. Our brains are not wired to
         do more than one thing at a time, and we have a limited amount of mental energy to
         apply to each task. When we attempt to perform multiple tasks at the same time, we
         become less cognitively efficient and are more likely to forget or make an error.
         A good way to understand the limits of our attentional capacity is to consider the
         following scenario. Suppose that you are driving to the grocery store. As you are
         driving, your cell phone rings, and you take the call. The caller is your spouse,
         who asks what you want for dinner. You begin chatting about your day, and before you
         know it, you realize that you just drove past the exit for the grocery store. Sound
         familiar? When you forget why you walked into a room, first think about attentional
         capacity and cognitive efficiency, not dementia.
      

      
       As we age, there are many predictable physical changes that contribute to cognitive
         inefficiencies and memory errors. Did you know that brain volume shrinks by about
         seven cubic centimeters per year, starting at age sixty-five? If you live to be one
         hundred, you will have lost more than 20 percent of your brain volume.[1] Why does this happen? It’s mostly caused by the age-related death of brain cells.
         In some regions of the brain, we lose neurons to aging or disease. However, more can
         go wrong than just the loss of brain cells. An axon can lose its myelin sheath, contributing
         to irregularities in function. An axon that has lost its myelin coating will not be
         able to transmit electrical signals efficiently. The severity of multiple sclerosis,
         for example, correlates with the degree of loss of myelin sheath. Sensory loss, especially
         in hearing and vision, also negatively impacts the brain’s ability to function. 
      

      
      Cognitive Functions: Forgetfulness and Other Things You May Be Worried About

      
      I’ve noticed that my mom seems more forgetful, but she can remember the names of her
            favorite elementary school teacher and the dog she had as a child, so it can’t be
            dementia. . . . Can it?

      
         Before delving into the differences between normal forgetfulness and a true memory
         problem, it is important to understand the concept of cognition. At a basic level,
         cognition refers to thinking, but it is best understood in terms of its applications
         to a person’s everyday functioning. Cognition encompasses the mental skills and processes
         required to perform a range of tasks, from getting dressed in the morning to conducting
         an astrophysics experiment. It underlies every action you take beyond the most basic,
         automatic body processes—although anyone who has practiced meditation will tell you
         that even breathing sometimes can be influenced by thinking.
      

      
       The intersection of cognition and function becomes particularly important when dealing
         with cognitive impairment because the presence of cognitive impairment can signal
         vulnerabilities that put an individual at risk for falls, hospitalization, and a host
         of other adverse outcomes. For this reason, leaders in the field are beginning to
         regard cognition as a sixth “vital sign.”
      

      
       Odds are, everyone reading this has had his or her vital signs checked at a doctor’s
         appointment. The five traditional vital signs are body temperature, heart rate, respiratory
         rate, blood pressure, and pain. These variables are used to assess health, help identify
         necessary interventions, and track treatment progress. Cognition is no different;
         it can be used to assess the health of the brain, which is arguably the body’s most
         important organ, given that it controls the functioning of other critical organs,
         including the heart and lungs. 
      

      
       In many medical settings, you’ll frequently hear physicians ask patients to tell
         them the year, month, day, city, or state—often to the annoyance of patients for whom
         the questions seem elementary or repetitive. While the questions may seem basic and
         even irritating, the answers offer windows into a patient’s cognitive functioning,
         the same way a thermometer provides information about body temperature.
      

      
       Cognition is a multilayered amalgamation of skills, at the center of which is the
         cognitive task manager (CTM). If the brain is an orchestra, the CTM is the conductor
         responsible for the output of beautiful music. The CTM coordinates the three primary
         cognitive domains: verbal memory, executive functions, and attention. Verbal memory refers to memory for words or verbally presented stimuli. The term executive functions refers to higher-order cognitive skills, including abstract reasoning, judgment,
         problem solving, and planning. Attention refers to the ability to actively process certain stimuli over others. In isolation,
         each of these skills is relied upon for everyday functioning. As a whole, the functioning
         of the CTM is significantly predictive of home safety and successful independent living.
      

      
       For example, think of your morning breakfast routine. Suppose you plan to make an
         omelet and toast. You rely on the CTM and each of the three primary cognitive skills
         to carry out this plan. First, you need to remember the recipe you intend to use.
         This speaks to verbal memory. Second, you need to have a plan for the order in which
         ingredients should be combined and the timing of each step. You may want to cook the
         onions before you cook the eggs, and if you want to make the best use of your time,
         you may want to stick the bread in the toaster while the eggs are cooking. Developing
         this plan requires the use of executive functions. Lastly, you will need to rely on
         divided attention to ensure that the toast doesn’t burn while you are cooking the
         eggs. The CTM oversees and integrates these processes. Cooking breakfast is not rocket
         science, but even the most basic, seemingly automatic tasks rely on the CTM.
      

      
       Let’s delve deeper into the cognitive domains (memory, executive functions, attention)
         that compose the CTM. Verbal memory is only one of many overlapping types of memory.
         Memory can be categorized in numerous ways: by sensory input (verbal versus visual),
         by duration of retention (short term versus long term), by timing (retrospective versus
         prospective), by level of awareness (implicit versus explicit), by type of information
         (episodic versus semantic), and more. One of the most important types of memory, as
         it pertains to functional skills, is working memory. Like the skills encompassed by the CTM, working memory is a skill that serves as
         foundation for the successful performance of many everyday tasks. It is a technical
         term that refers to a specific process by which you mentally hold and manipulate information
         for a short period of time. In other words, working memory serves as the cognitive
         workspace on which you temporarily store information as you determine how you will
         use it; you may use it immediately or you may decide that you need to move it into
         your long-term memory stores. However, if you do not make that determination quickly
         enough, the workspace is cleared to make room for the next project, so to speak. Having
         a reduced or impaired working memory means that you may be limited in your ability
         to perform certain life tasks.
      

      
         Working memory is a necessary step in retaining information. It consists of two
         primary components—attentional capacity and task manipulation. Task manipulation refers
         to a specific mental strategy used to hold information in the cognitive workspace
         until you can use it. Those strategies may include the use of an acronym, writing
         information down on a piece of paper, typing it on a computer, or repeating it out
         loud. Here are some examples of everyday working memory:
      

      
      
         	
            
            Getting someone’s phone number and mentally rehearsing it until you can write it down
               or store it in your cell phone.
            

            
         

         
         	
            Visualizing and following the ensuing directions: “Make a right turn at the stop sign,
               go past the gas station, and the grocery store will be on your right.”
            

            
         

         
         	
            Making a mental math calculation. Suppose you want to buy bread, yogurt, and an apple
               at the grocery store, and you have a ten-dollar bill. Do you have enough money to
               make these purchases?
            

            
         

         
      

      
      In healthy adults, working memory typically lasts fifteen to thirty seconds. For individuals
         with memory impairment, that window is increasingly shortened, depending on level
         of impairment. Furthermore, studies show that the amount of information that can be
         processed at one time also is reduced in individuals with cognitive impairment. Therefore,
         in keeping with the phone number example, a person with normal cognition might be
         able to hold a ten-digit phone number in his head for thirty seconds until he is able
         to program it into his phone. A person with cognitive impairment only may have the
         attentional capacity to process the area code and may retain that information for
         only five seconds, instead of thirty.
      

      
       Executive functions require a person’s brain to recruit and integrate a wide variety
         of skills. If adequately done, one can successfully navigate and manipulate one’s
         environment. For example, being able to get money out of a bank, run errands, and
         find the way back home depends on the use of executive functions. Executive functioning
         requires the ability to plan, organize, reason, and solve problems in an adaptive
         and flexible manner. Attention is the ability to focus on what is important. It depends
         on intact, immediate memory recall. 
      

      
       So, all the elements of the CTM come into play when making breakfast.

      
      The Cognitive Continuum: Where Do You Fit?

      
      Now that we’ve discussed the cognitive task manager, the brain’s conductor, it’s important
         to understand that cognition is on a continuum, from normal functioning to the most
         severe case of dementia. Because there are important qualitative differences across
         levels of cognitive functioning, it can be useful to categorize cognition. At the
         highest level of cognitive functioning, referred to as normal cognition, memory, executive functions, and attention are intact and a person can function
         safely and independently. There may be normal forgetfulness, but there is no objective
         evidence of impairment. With aging, it is common to misplace your keys more frequently
         or to struggle to come up with the word that’s on the tip of your tongue. So, don’t
         worry, this is not necessarily a problem indicative of abnormal cognition.
      

      
       How do you know if what you’re experiencing is normal or not? The following are contrasting
         examples of normal and abnormal cognitive changes across the three primary domains.
         Again, the primary domains are memory, executive functions, and attention.
      

      
       With memory, it is normal to occasionally lose track of the day of the week, particularly
         after a change in routine (e.g., being on vacation). It is not normal to struggle
         to identify the month, year, or season. It is normal to forget the name of someone
         from your distant past, only to recall it fifteen minutes later. It is not normal
         to forget the name of or fail to recognize a person who should be familiar to you.
      

      
       With executive functions, it is normal to occasionally miss a button on your shirt
         so that your shirt becomes crooked. It is not normal to be unable to maintain hygienic
         standards for self-care, meaning: not wanting to or being able to bathe is not normal.
         It is normal to miscalculate the tip and leave a few more dollars than you intended.
         It is not normal to be unable to balance your checkbook if that is something that
         you used to be able to do.
      

      
       With attention, it is normal to occasionally miss your exit on the highway because
         of momentary lapses in attention. It is not normal to be unable to navigate to a familiar
         destination. It is normal to be unable to repeat back all six items from your spouse’s
         grocery list. It is not normal to be unable to repeat back three items from your spouse’s
         grocery list.
      

      
      Mild Cognitive Impairment

      
      When impairment exceeds what is expected with normal aging, it progresses to a level
         of cognitive functioning called mild cognitive impairment (MCI). MCI is a cognitive syndrome that may represent a predementia phase. It should
         not be confused with dementia, but individuals with MCI are at a heightened risk for
         developing dementia, particularly Alzheimer’s disease. Studies show that individuals
         with MCI are at least five times more likely to convert to Alzheimer’s disease per
         year than individuals with no cognitive problems. A person with MCI may not necessarily
         demonstrate general decline in ability to function, but the person could be unable
         to perform specific instrumental activities of daily living (IADLs). The IADLs include
         communicating (e.g., texting, using a telephone), shopping for groceries, preparing
         food for oneself, housekeeping, doing laundry, managing transportation (e.g., driving,
         calling a taxi), managing medications, and handling finances.
      

      
       With MCI there typically is one prominent cognitive problem, usually with memory,
         while other cognitive skills tend to be objectively normal. The three most common
         subtypes are amnestic MCI (aMCI), executive MCI (eMCI), and multidomain MCI (mMCI).
         In aMCI, deficits are concentrated in prospective memory, or the ability to make new
         memories and learn new things. In eMCI, deficits are concentrated in executive functions,
         such as judgment, planning, organization, and problem solving. Lastly, in mMCI there
         are multiple cognitive problems, but deficits are not severe enough to meet criteria
         for dementia. 
      

      
       In certain contexts, the word mild might be used to describe something that is not serious or dangerous. However, in
         the context of MCI, mild is far from harmless. MCI can have serious implications for independence and everyday
         function. Individuals with MCI are often able to manage many instrumental activities
         of daily living, including use of the telephone, laundry, housekeeping, and medication
         management. In most cases, however, traveling/transportation, shopping, handling finances,
         and complex cooking (meal preparation) pose a challenge. Given the probability of
         functional deficits on these tasks and the high conversion rate to dementia, individuals
         with MCI are at risk for adverse outcomes if they are living in a situation without
         an appropriate level of direct support.
      

      
       Are adverse outcomes inevitable? While the risks associated with MCI sound ominous,
         it should be noted that individuals with MCI also are best positioned to benefit from
         evidence-based cognitive exercises or brain rehabilitation programs designed to help
         preserve their current level of functioning and buffer against further decline. 
      

      
      Mild Dementia

      
      Moving down the cognitive continuum, more pronounced cognitive deficits with more
         pervasive functional dependence correspond to a classification of mild dementia. Individuals functioning in this range typically struggle with complex IADLs that
         involve multiple cognitive processes. These include handling finances, medication
         management, traveling/transportation, shopping, simple cooking, and more complicated
         meal preparation. Also, you may hear people with mild dementia tell the same story
         over and over again. Or they repeatedly lose personal items such as wallets or purses.
         Individuals with mild dementia tend to retain the ability to complete relatively simple
         IADLs, such as tracking current events and maintaining hobbies. Anxiety and depression
         are common in mild dementia because individuals suffering from it tend to have some
         degree of awareness that their cognitive health is declining, and they tend to grieve
         their loss of self. These individuals also tend to experience significant challenges
         to their quality of life as they lose autonomy.
      

      
       Depending on family support and economic resources, residential support may be required.
         While a move into a residential care setting is often an extremely difficult adjustment,
         many positive outcomes can come from making this transition. People with mild dementia
         might still be able to make new memories and friends. They can develop comforting
         routines as well. For example, individuals with mild dementia who move into this type
         of setting often come from an environment in which they had been socially isolated
         for most of the day, either because they lived alone, their friends were not nearby,
         or because they lived with adult children who had full-time jobs outside of the home.
         Moving into a nursing home or assisted living community that has a strong therapeutic
         recreation program provides greater opportunity for socialization and stimulating
         activity, which can be beneficial for both mood and brain health. 
      

      
      Moderate to Severe Dementia

      
      With moderate to severe dementia, there are generally pervasive deficits to IADLs and, depending on the level of impairment,
         some level of dependence on others to perform the basic activities of daily living
         (ADLs). ADLs include feeding, bathing, dressing, toileting, and transferring (e.g.,
         rising from a bed to sitting in a chair). Surprisingly, symptoms of anxiety and depression
         often are less common as dementia progresses. Instead, delusional thinking, perceptual
         disturbances, and loss of behavioral control become more prevalent, such as physical
         aggression, wandering, and disrobing. For example, people at this stage may leave
         their jackets on and instead take their pants off when they feel hot. The fact that
         they are in the middle of a crowded restaurant may no longer be a deterrent to disrobing.
         Another example: it could be ten o’clock in the morning, and people with moderate
         to severe dementia may repeatedly ask for supper to be served, even though they just
         finished breakfast—which they don’t remember eating. Individuals functioning in this
         range typically require significant residential support and complex care.
      

      
       Dorothy from The Wizard of Oz could have been speaking directly to the plight of older adults with her famous expression
         “There’s no place like home.” As with individuals with mild dementia, those with more
         severe impairment often have an extremely difficult time adjusting to life in a residential
         community. However, they too can benefit from certain features that are unique to
         the setting, including the increased opportunity for interaction with individuals
         who are functioning at a similar cognitive level and access to more basic forms of
         stimulation throughout the day.
      

      
       You should be aware that it is impossible to make a diagnosis of dementia based on
         limited information, even if there are dramatic warning signs. A diagnosis requires
         a comprehensive assessment of both the physical health and neuropsychological functioning
         of that individual. If you suspect that there might be a problem, you should talk
         to your doctor and ask for a referral for an evaluation. This is particularly important
         since we tend to underestimate our loved ones’ level of impairment and lack of insight.
         Family members of individuals with dementia often have unconscious biases rooted in
         a desire to preserve their loved one’s autonomy. This can cause them to overlook initial
         signs of decline and overestimate the importance of certain skills, such as retrospective
         memory. 
      

      
       Retrospective memory refers to the ability to recall facts from the remote past,
         such as the name of an elementary school teacher or a dog you had as a child. Retrospective
         memory is often intact in individuals with mild to moderate dementia. Prospective
         memory, the ability to make new memories and learn new things, is a much better indicator
         of the presence of dementia. That being said, while retrospective memory may not be
         emphasized during a cognitive assessment, it should not be undervalued. The fact that
         memories from early life often remain intact in individuals with more severe cognitive
         impairment means that these individuals still can retain a sense of identity and a
         way to continue to connect with loved ones. This can be powerful for cognitively impaired
         individuals and family members alike. 
      

      
       What can you do if there are memory concerns? In short, a comprehensive medical and
         neuropsychological evaluation is the best way to rule in or rule out dementia.
      

      
       As you will read in subsequent chapters, there are many proactive approaches to preserving
         brain health that give hope to patients and families struggling with situations that
         seem out of their control.
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      Chapter 4

      Warning Signs That Something Is Not Right

      
         
         
      

      
      The following story speaks to what can happen if dementia goes undiagnosed and unacknowledged
         by a person’s family: An older woman boarded a plan for Atlanta. She looked just like
         any other person getting ready for a flight. She was appropriately dressed, pleasant
         to other passengers, and carried a shopping bag. She sat in her assigned seat, with
         some direction from the flight attendant, took out a magazine, and began to read.
         Ten minutes into the flight, she began to grow anxious. She asked the woman sitting
         next to her how long the flight would be. Twenty minutes later, she became truly agitated.
         She repeatedly asked other passengers to tell her the destination of the jet and demanded
         to know where her children were. A short time later, she left her seat and started
         shouting, “Get me out, get me out!” The flight attendants tried to calm her, with
         little success. The remainder of the flight was a challenge for the woman, fellow
         passengers, and the flight crew alike. Eventually the plane landed, and the woman
         received the medical attention she required. After a comprehensive evaluation, it
         was determined that she had mild-stage dementia. Her family acknowledged that she
         was forgetful occasionally and sometimes repeated herself. However, up until the incident
         on the plane, they minimized the behavior. One daughter said, “We thought Mom was
         just getting a little old. Just normal aging.” 
      

      
       This is a dramatic story, and while unusual, it reflects that underestimation or
         failure of family and friends to identify signs of cognitive impairment in loved ones
         is commonplace. There are subtle and more apparent signs of cognitive impairment,
         each of which can go overlooked, depending on outcome. For example, if taking a frozen
         TV dinner out of the freezer and putting it in the microwave for fifty minutes, rather
         than five minutes, happens occasionally, it may or may not indicate a larger cognitive
         problem. On the other hand, leaving a burner on and potentially burning down the apartment
         is a major problem. 
      

      
       Clearly, you should not wait until a crisis happens to have someone evaluated for
         cognitive impairment. When should you seek professional advice, either for a loved
         one or for yourself? The Alzheimer’s Association has identified the following that
         should trigger action:[1]  
      

      
      
         	
            
            Memory loss that disrupts daily life

         

         
         	
            Challenges in planning or solving problems

         

         
         	
            Difficulty completing familiar tasks at home, at work, or at leisure

         

         
         	
            Confusion with time or place

         

         
         	
            Trouble understanding visual images and spatial relationships

         

         
         	
            New problems with words in speaking or writing

         

         
         	
            Misplacing things and losing the ability to retrace steps

         

         
         	
            Decreased or poor judgment

         

         
         	
            Withdrawal from work or social activities

         

         
         	
            Changes in mood and personality

         

      

      
      In the majority of dementia cases, cognitive decline starts years before a diagnosis
         of dementia is given. In the case of severe and disabling cerebrovascular accidents
         (CVAs), which are commonly called strokes, people typically have dramatic and abrupt
         cognitive declines. These events often, though not always, result in permanent cognitive
         changes. There also can be more gradual changes. In the majority of cases in which
         a person has a disease-causing cognitive disorder, cognitive impairment is incremental.
         Therefore, it is critical to recognize subtle changes—for example, shifts in personality,
         mood, and the ability to function in everyday life. 
      

      
      While not all people with mild cognitive impairment (MCI) develop dementia, a great
         deal of research shows that MCI may represent an early stage of progressive cognitive
         decline that eventually results in dementia. That being said, one should not think
         of MCI as a runaway train with dementia as its final destination. The central message
         of this book is that you can take immediate steps to mitigate risk for dementia. This
         applies to people across the cognitive continuum, including those who have MCI.
      

      
       Recognizing early warning signs of cognitive impairment is essential to protecting
         brain health. To better understand what these signs are, it is necessary to first
         understand the connection between cognitive skills and functional behaviors. As we
         noted previously, cognitive skills collectively refer to the brain’s ability to think and process information. They principally
         involve the domains of attention, memory, executive functions, language, and visuospatial
         processing. We generally see early warning signs of cognitive impairment not in the
         cognitive skills themselves but in the application of these skills to everyday living.
         We use the term functional behaviors to refer to basic activities of daily living (ADLs) and instrumental activities of
         daily living (IADLs). There is a firm link between cognition and function. With the
         exception of physical or motor impairment, our ability to perform ADLs and IADLs depends
         on our cognitive skills. Difficulty performing these everyday behaviors because of
         cognitive impairment is called cognitive-functional hardship (CFH).
      

      
       As a reminder, the core ADLs are bathing, dressing, toileting, transferring (such
         as moving in and out of bed), and feeding (getting food from a plate to mouth without
         assistance). These ADLs are “basic” in that while they are necessary for independent
         living, successful performance of these tasks places minimal demands on the brain.
         These behaviors tend to be more or less automatic.
      

      
       In contrast, IADLs involve a higher level of cognitive functioning and more complex
         problem-solving skills. Therefore, these behaviors are more vulnerable to cognitive
         impairment. As another reminder, the eight core IADLs include the ability to use the
         telephone or cell phone, go shopping, prepare food, do housekeeping, do laundry, navigate
         transportation, take medications, and handle personal finances. Early warning signs
         of cognitive impairment generally involve difficulty performing IADLs. Even so, many
         people overlook and underestimate the importance of these behaviors. This may be the
         result of a lack of knowledge, denial, or a combination of the two. We often hear
         statements like “I can drive to the grocery store because it is in my neighborhood”
         or “I don’t have to cook because I have a microwave.”
      

      
       Here are some examples of early functional warning signs that are the result of early
         cognitive impairment:
      

      
      
         	
            
            Harry can answer the phone when it rings and dial well-known numbers, but he has occasional
               difficulty looking up or dialing new numbers.
            

         

         
         	
            Victoria can shop for a few grocery store items but has trouble managing a full shopping
               list.
            

         

         
         	
            Angelo can microwave a meal and make coffee, but he makes mistakes when trying to
               prepare a full meal.
            

         

         
         	
            Sarah can perform light housekeeping tasks, such as dish washing, but she occasionally
               has trouble maintaining an acceptable level of cleanliness in her home.
            

         

         
         	
            Meredith can rinse out socks and underwear but sometimes gets confused using the washing
               machine and dryer. 
            

         

         
         	
            Jerry can drive to familiar places but occasionally gets lost when driving to an unfamiliar
               place.
            

         

         
         	
            Carol sometimes forgets whether she took her medications. Lately, she has been questioning
               whether she took her morning pill and considering taking an extra one at night.
            

         

         
         	
            Sam can write a check without difficulty but is having trouble balancing his checkbook.

         

      

      
      Of course, anyone can make occasional errors when performing IADLs. True warning signs
         of functional problems are those that happen with more frequency. In assessing a patient
         for cognitive warning signs, clinicians try to determine what is called the frequency
         threshold or tipping point beyond which functional problems become calls to action.
         For example, one threshold could be the following: when a person who is concentrating
         and is not distracted makes errors in two or more IADLs over a one-month period, a
         cognitive assessment and a conversation with a health-care professional may be indicated.
      

      
       When patients are evaluated for possible cognitive impairment, clinicians will ask
         about the frequency of IADL difficulties. Here is a typical exchange:
      

      
         Patient: “I got lost the other day while I was driving to the new shopping mall.”
         

         
         Dr. M: “Has this happened before? That is, have you gotten lost driving to other new places?”
         

         
         Patient: “I think I got confused about a year ago when we were driving to New York.”
         

         
         Dr. M: “Okay, so am I correct in saying that you have gotten lost once or twice during
            the last year?”
         

         
         Patient: “Yes, that sounds right.”
         

      

      Based on the information provided in this exchange alone, the patient may have normal
         age-related concerns; there is nothing overt to suggest a true cognitive problem.
         If cognitive testing supported this opinion, then the clinician would conclude that
         the patient is likely cognitively intact. However, if the results of a cognitive test
         (e.g., BCAT, RBANS, Dementia Rating Scale, etc.) indicated cognitive impairment, then
         the clinician would conclude that underlying cognitive changes are likely contributing
         to the patient’s driving difficulties.
      

      
       It also is important to rule out the possible impact of noncognitive factors, especially
         poor mood, on IADL performance. When we are depressed or anxious about having possible
         cognitive deficits, our cognitive and functional performance is negatively affected.
         For example, studies show that when depressed patients are successfully treated, their
         cognitive performance improves. We use the term pseudodementia to refer to situations in which older people exhibit symptoms consistent with dementia,
         both cognitive and functional, but the cause is actually depression. In these situations,
         the cognitive and functional symptoms typically are reversible with depression treatment.
      

      
       In the IADL examples above, the difficulty experienced by each person is relatively
         mild and consistent with either MCI or mild dementia. For people with dementia, we
         would expect the frequency and severity of IADL deficits to increase. Here are corresponding
         examples of IADL errors more common to moderate-stage dementia:
      

      
      
         	
            
            Harry can answer the phone when it rings but gets confused when trying to make calls.

         

         
         	
            Victoria needs to be accompanied on shopping trips, as she is unable to manage even
               small purchases.
            

         

         
         	
            Angelo can microwave a meal but cannot maintain a healthy, well-balanced diet.

         

         
         	
            Sarah can perform light daily tasks such as dish washing but cannot maintain an acceptable
               level of cleanliness in her home.
            

         

         
         	
            Meredith can rinse out socks and underwear but cannot operate the washer or dryer.

         

         
         	
            Jerry frequently gets lost while driving and has several new dents in his car.

         

         
         	
            Carol can take her medications only if they are prepared and separated in a pillbox
               in advance.
            

         

         
         	
            Sam has difficulty writing checks and cannot accurately balance his checkbook.

         

      

      
      Deficits in ADLs and IADLs are like red lights at intersections. Rather than proceeding
         through the intersection when the light is red, you need to first stop and wait for
         the light to turn green. When functional impairments become a pattern, it is time
         to stop and assess before living life as usual. You may be wondering what constitutes
         a pattern. Think about it like this: one time is an event, twice may be a coincidence,
         but three times is a pattern. When patterns occur, formal assessments may be needed.
      

      
       There are numerous cognitive assessments, and they tend to fall into one of two broad
         categories: cognitive screening tools and formal   cognitive tests. Screening tools may be administered by health-care professionals, but there also
         are many self-assessments.
      

      
         Cognitive self-assessments typically are very brief online or paper-and-pencil
         screening tools that can be completed with or without the involvement of a health-care
         professional. They are intended to be used as a brief method for detecting possible
         indications of cognitive impairment but should not be used to confirm a diagnosis.
         As a group, self-assessments have advantages and disadvantages. The chief advantages
         are that they are brief, usually inexpensive, can be done in the privacy of one’s
         home, do not require a professional to administer or interpret the results, and are
         relatively easy to access. The chief disadvantage is that they tend to have relatively
         weak predictive validity, with unacceptably high error rates. This leads to false
         positives and false negatives. Therefore, you could take a self-assessment and obtain
         a score that indicates that you have dementia when, in fact, you do not. This is a
         horrific outcome. Imagine walking around falsely believing that you have a devastating,
         progressively debilitating condition. Conversely, you could obtain a score indicating
         normal cognition when, instead, you do have cognitive impairment. This is an equally
         poor outcome and defeats the purpose of the assessment. In an ideal world, cognitive
         assessments accurately identify cognitive problems that do exist, so that users can
         seek formal evaluations and recommendations.
      

      
       There are several self-assessment screens available to people with concerns about
         their memory and cognitive functioning. We recommend that you carefully choose one
         that has solid scientific validation rather than relying on a cursory online search.
         One screening tool with relatively good psychometric properties is myMemCheck. This
         online instrument was created by Mansbach Health Tools (Dr. Mansbach is a coauthor
         of this book) to identify possible cognitive concerns and indicate whether a more
         formal cognitive test is recommended.
      

      
       In contrast to screening tools, formal cognitive tests are used to establish a cognitive
         diagnosis when cognitive impairment is suspected. Formal cognitive tests are administered
         and interpreted either as stand-alone instruments or as part of a broader cognitive
         evaluation battery. Individual tests can be administered by a wide spectrum of health-care
         professionals, whereas test batteries are administered and interpreted by highly trained
         professionals in neuropsychology, geriatric psychology, or cognitive rehabilitation.
         The battery of tests often addresses attention span and memory, language and speech
         skills, reasoning, planning, and organizational skills.
      

      
       There are numerous cognitive tests with good empirical support that are available
         for professional use. We’ll highlight three of the most commonly used cognitive tests.
         One example of a single test used by a wide spectrum of health-care providers is the
         Brief Cognitive Assessment Tool (BCAT). This test was developed by Mansbach Health
         Tools. The BCAT can be administered in approximately fifteen minutes by health-care
         professionals or health-care technicians. It can be used to identify where a person
         is along the cognitive continuum, from normal cognition to MCI to dementia. It has
         the ability to predict ADL and IADL performance and has separate factor scores for
         memory and executive functions. The BCAT can be administered in a medical or clinical
         setting or as a telehealth “virtual visit.” Another example of a commonly used cognitive
         test is the Repeatable Battery for the Assessment of Neuropsychological Status (RBANS).
         It is a brief, individually administered test designed to evaluate neuropsychological
         status of adults and older adults. The RBANS has numerous subtests that measure attention,
         language, visuospatial/constructional abilities, and immediate and delayed memory.
         A third commonly administered cognitive test is the Wechsler Memory Scale (WMS). This
         is a neuropsychological test designed to measure different memory functions in people
         aged sixteen to ninety. The current version (WMS-IV) is made up of several subtests
         that measure visual memory, auditory memory, and working memory.
      

      
       To further clarify the differences between cognitive screening tools and cognitive
         tests, here are some examples: 
      

      
         Purpose: A cognitive screening tool will identify possible indications or warning signs; a
         cognitive test will diagnose or confirm cognitive impairment.
      

      
         Method: A cognitive screening tool is simple, brief, and accessible; a cognitive test is
         complex and takes longer to administer.
      

      
         Results: A cognitive screening tool indicates a possible problem needing confirmation via
         formal cognitive test; a cognitive test will confirm MCI or dementia.
      

      
         Administration: A cognitive screening tool can be administered by oneself, a professional, or an
         informant (a person who supplies accurate information when a cognitively impaired
         person cannot or is unwilling to do so). A cognitive test is administered by a professional
         or a technician.
      

      
         Cost: The cost of a cognitive screening tool is low; the cost of a cognitive test is typically
         moderate to high. 
      

      
       We want to leave you with an important caveat about cognitive screens and tests.
         There are many variables unrelated to cognition that can impact your score on a cognitive
         screen or test. You may be in pain when taking the test. Your medications may be affecting
         your ability to think and concentrate. You may be nervous. You may have vision or
         hearing challenges that prevent you from participating fully. Or you may not be fluent
         in the language in which the test is administered. Someone who is skilled in assessment
         will be able to pick up on these variables and integrate them into the report. Ultimately,
         the person administering the test may recommend a different instrument or repeated
         administration to obtain a more valid assessment.
      

      
       The bottom line: if you or your family or your friends think something is wrong or
         has changed for the worse, seek help. 
      

      
      
         
            1. Alzheimer’s Association, “10 Early Signs and Symptoms of Alzheimer’s,” accessed October
                  3, 2017, https://www.alz.org/10-signs-symptoms-alzheimers-dementia.asp.
               

            

         

      

   
      Chapter 5

      Delirium

      
         
         
      

      
      A couple, both in their late nineties, both with dementia, would lie in bed holding
         hands, their twin beds pushed together and separated by a few inches. They were old
         and frail but still obviously in love. Every few months, the wife would become agitated
         and hit her husband over the head with a phone. Suddenly delusional, she was convinced
         that her husband had caught a sexually transmitted disease (STD) from sleeping with
         one of their aides. After tracking the behaviors, a physician noticed that the delusions
         and agitation coincided with times when the woman had a urinary tract infection (UTI).
      

      
       UTIs are the most common cause of delirium in the elderly and often are associated
         with psychosis. The good news is that they usually are easy to treat, as was the case
         in this example. A few days after the wife started antibiotics, her delusional thinking
         would resolve, and she would behave in her normal loving manner toward her husband.
      

      
       The symptoms of delirium can resemble dementia, but these two conditions represent
         very different medical situations. Dementia is a syndrome in which patients experience
         gradual, progressive declines in mental abilities that play out over months or years.
         Delirium, on the other hand, is a quickly arising, acute medical condition, often
         referred to as a “change in mental status,” that causes confusion and requires immediate
         treatment. Left untreated, the underlying problem could become life threatening. The
         symptoms of delirium can include confusion, disorientation, fluctuations in attention
         and concentration, changes in behavior and mood, hallucinations and delusions, or
         other cognitive changes. People with dementia are more susceptible to delirium, with
         the acute condition causing the delirium compounding the underlying features of dementia.
         But if delirium is quickly recognized, and the underlying cause is treated, people
         generally return to their previous functional abilities. 
      

      
       What causes delirium? There are many conditions, including thyroid problems, alcohol
         withdrawal, medications, low sodium, vitamin deficiencies, infections, and even changes
         in living environments. In each case, the symptoms can mimic those of dementia. The
         diagnosis of delirium should be made after considering clinical history, observing
         behaviors, and performing cognitive assessments. The hallmark feature of delirium
         is how it plays out over time. The health-care professional should know (1) when the
         patient’s mental status began to change and for how long the patient has been exhibiting
         symptoms; (2) any recent illnesses; (3) whether the patient has used alcohol recently
         and if withdrawal might be a possibility; and (4) the patient’s medication usage patterns,
         with particular attention to recent changes, including the addition of over-the-counter
         and herbal products.
      

      
       Delirium doesn’t affect older people exclusively, although advanced age does increase
         the risk of heightened confusion from seemingly mild medical problems. Delirium can
         affect a younger person too. Consider the following example: A college student is
         traveling through the airport one holiday season while running a fever of 104 degrees.
         A pneumonia diagnosis is made the next morning, after he arrives safely at home. He
         later remarks, “Everybody looked very strange and colorful. I remember what it was
         like to not know where I was . . . I even had to concentrate to remember who I was.
         My brother had to lead me through the airport like a child. Without my brother, I
         would have ended up in the hospital that day.”
      

      
       Now, imagine a person with Alzheimer’s disease who, on a good day, is challenged
         by his environment and has difficulty recalling things he heard only one minute before.
         If this person develops pneumonia or a UTI, his mental status could be even more compromised,
         and if so, his cognition and behavior will be affected. Might this person hallucinate?
         Yes. Might this person behave in a strange or agitated manner? Yes. Could this person
         act anxious, strange, weak, restless, bizarre, violent, confused? Yes.
      

      
       Because delirium and dementia share many features, and given that people with dementia
         are more at risk for delirium, how do you differentiate delirium from dementia? An
         experienced professional will look at a host of factors, including the pattern of
         onset and clinical history. For non-health professionals, the best way to recognize
         delirium is to pay attention to how quickly a person becomes confused. As a general
         rule, if confusion progresses over a longer period of time—say, months or longer—it
         is more likely that the change is due to a progression of a baseline dementia. However,
         if behavioral changes develop over minutes, hours, or just a few days, then it is
         more probable that the confusion indicates delirium, regardless of age.
      

      
       So, what should you do if you suspect delirium? The most appropriate answer is to
         seek medical attention as soon as possible. The best way to help someone with delirium
         is to accurately diagnose its underlying cause and intervene quickly, if possible.
         Unfortunately, accurately diagnosing the cause of delirium is likely to be both difficult
         and time consuming. It is always easier if the physician knows the patient before
         the patient becomes confused, so having an established relationship with a primary
         care physician can be very helpful. But what can you do for yourself or a family member?
         Francis Bacon wrote, “Knowledge itself is power.” Learn. Arm yourself with knowledge
         and then use it to advocate for yourself or for a loved one. So, with that in mind,
         let’s look at some common causes of delirium, knowing that many of them are treatable.
         
      

      
      The Most Common Causes of Delirium

      
      Delirium can be the result of a single underlying cause or the result of multiple
         conditions. Here are some of the more common causes of delirium.
      

      
      Infections

      
      Infections occur when our bodies are invaded by bacteria, viruses, or parasites that
         normally are not present or are present in much smaller numbers. Although it is true
         that not all infections will cause confusion, it also is true that a person can become
         delirious from either a relatively simple (localized) infection or from a more complex
         systemic infection such as that which occurs with sepsis. It’s easy to understand
         how someone with a significant infection might have a wide variety of symptoms, including
         confusion. But it’s important to note that infections that are small and localized
         to one area can still cause delirium. UTIs, pneumonia, and skin infections are three
         of the most common infectious causes of delirium. The probability of delirium arising
         from an infection is increased by dehydration. This is one reason why medical experts
         “push fluids” in older people who have a history of frequent infections.
      

      
      Medications

      
      Certain medications or combinations of medications can cause delirium. Examples include:
         
      

      
      
         	
            
            Opiate medications used for pain

         

         
         	
            Medications used to induce sleep

         

         
         	
            Medications for mood disorders, such as those used to treat anxiety and depression

         

         
         	
            Many allergy medications, such as antihistamines

         

         
         	
            Medications for treating spasms or convulsions

         

         
         	
            Some antibiotics

         

      

      
      A concern over becoming confused does not mean that you should avoid taking these
         medications as prescribed. But rather, we encourage you to learn about the potential dangers of these medications and discuss them with your physician if confusion is
         a concern. Let’s take a closer look.
      

      
      Prescription Medications

      
      Confusion is a well-described and recognized side effect of many prescribed medications,
         including not just opiates and sedatives. Antipsychotics, muscle relaxants, and blood
         pressure medications can cause confusion as well. Anticholinergics—used for overactive
         bladder—frequently cause confusion and appear on many “watch lists.”
      

      
       Multiple medications can be implicated as a cause of confusion in a patient, and
         if someone is simultaneously on multiple medications capable of causing confusion,
         it can be very difficult to figure out which medication to discontinue. Often, we
         only can use the process of elimination, applying the simple process of trial and
         error: “Stop it and see what happens.” 
      

      
       Other classes of drugs capable of causing confusion and commonly implicated include
         antiseizure medications, drugs for Parkinson’s, and antidepressants. 
      

      
       Additionally, some antimalarial drugs can cause very strange and dangerous mental
         side effects, including suicidal and homicidal thoughts. Consider the story of a patient
         who became quite confused on a flight home from Asia while taking antimalarial prophylaxis.
         Mid-Pacific, he retrieved a plastic bag from the overhead bin and then placed it over
         his head. His goal was to asphyxiate himself to death. A quick-thinking flight attendant
         poked a hole in the bag and placed him under close observation for the remainder of
         the flight. Oddly enough, that wasn’t enough to get him taken to the hospital; at
         the airport, he then tried to step in front of a bus in front of a host of witnesses.
         An ambulance was called, and he quickly was admitted to the nearest hospital.
      

      
      Nonprescription Medications

      
      Antihistamines are a well-recognized OTC medication capable of altering someone’s
         mental state. Acetaminophen and aspirin can cause confusion in an overdose scenario.
         But one should be especially cautious of anything with “sleep aid” written on the
         bottle, because any medication capable of inducing sleep is a well-known cause of
         delirium.
      

      
       Also, be careful with St. John’s Wort when taken in combination with an antidepressant,
         because there can be an interaction between the two that creates an effect similar
         to “serotonin syndrome.” Symptoms include confusion, agitation, hyperthermia, excessive
         sweating, fast heart rate, and rigid muscles.
      

      
       The following situation illustrates this point: A patient who was suffering from
         temporary memory loss could not remember where she put her rings. She had a habit
         of taking them off before she went to bed but always kept them in the ring holder
         on the dresser in her bedroom. At first, she thought she was going crazy. Then, she
         started accusing people of stealing her “stuff.” The description of what was “stolen”
         would vary. One day, it was her rings. The next, it was “those shiny things.” After
         that it was “You know! You stole it!” Over the course of a week, she accused her kids, husband, and three home-health
         aides of theft of a variety of items. Her daughter eventually discovered the “stolen”
         rings in the bathroom medicine cabinet. When a physician reviewed the medications
         the woman had been taking, he expressed concern about a pain medication that recently
         had been prescribed by another doctor. Once the medication was discontinued, she returned
         to her old self and stopped panicking every morning when looking for her rings. The
         moral of the story: if there’s a sudden change in a person’s behavior, particularly
         if there’s a change in medication, tell the doctor immediately. 
      

      
      Drugs That Can Be Abused

      
      Alcohol is a big cause of delirium and should not require a detailed explanation.
         Also “needing no introduction” should be the idea that smoking or eating even small
         quantities of marijuana can change your mental status, while large doses can bring
         severe anxiety and overt confusion. Drugs like heroin, cocaine, ecstasy, “magic mushrooms,”
         and many others are designed to change the user’s mental status, so confusion is a
         natural side effect.
      

      
       Abruptly stopping a medication like valium can cause withdrawal, producing strikingly severe confusion, even resulting in fatality. Alcohol withdrawal
         can devolve into the “DTs” (delirium tremens), which include hallucinations and can
         be fatal as well. When it comes to antidepressants, most clinicians will try to avoid
         stopping an antidepressant abruptly due to potential confusion, among other unwanted
         withdrawal symptoms. 
      

      
       As an example, one resident of a nursing home dutifully took “notes” in the form
         of scribbles on napkins and newspaper clippings to report the brothel and drug cartel
         that he was sure was operating out of the facility. Before he moved into the facility,
         he had been living at home alone and had been self-medicating with alcohol. Once he
         was fully sober, the brothel and drug cartel disappeared, and the “players” returned
         to their normal jobs of physical therapists, nurses, and aides. 
      

      
      Poisons

      
      Carbon monoxide is a very important poison to keep in mind when it comes to confusion,
         as it is relatively common when temperatures drop and people turn on the heat in their
         homes. It’s not just central heat that may bring risk. Building a fire or using a
         space heater also increases the risk of carbon monoxide poisoning. Patients with memory
         impairment have been known to mistakenly leave their cars running in the garage and,
         in doing so, expose themselves to unsafe amounts of the gas. Having a carbon monoxide
         detector is advised. In general, the following is a good rule of thumb: if an entire
         house has come down with the same illness at the exact same time, carbon monoxide
         poisoning should be considered. 
      

      
      Metabolic Derangements

      
      Here’s a different example of a man who became overtly confused while flying. After
         he began to exhibit strange behavior and signs of disorientation, his landing was
         prioritized, and the plane was met by an ambulance. The ambulance took him promptly
         to the emergency room, where his CO2 (carbon dioxide) level was found to be more than
         twice the upper limits of normal, necessitating a breathing tube (intubation). How
         he got that way is intriguing. 
      

      
       An ex-smoker with chronic obstructive pulmonary disease (COPD), he had been flying
         with a supplemental oxygen device because he required a small amount of oxygen to
         live. At some point during the flight, he started to appear confused and disoriented.
         Someone seated in his row decided to turn up his oxygen, thinking this would help.
         Unfortunately, this actually exacerbated the problem. Remember, we breathe in to amass
         oxygen and breathe out to dispel carbon dioxide. By turning up the oxygen on this
         man’s tank, the Good Samaritan was “telling” the man’s brain that there was reason
         for him to slow down and breathe less—“Plenty of oxygen here. Take it easy.” 
      

      
       When his in-breaths decreased, so did his out-breaths. Since he was not breathing
         out as much, he was retaining the carbon dioxide in his body instead of blowing it
         out into the cabin air. Consequently, he developed CO2 narcosis, which can leave a
         person “out of it” and completely unresponsive. 
      

      
      Hypoxia

      
      Low oxygen levels are a logical cause of confusion. If a low oxygen level is responsible
         for confusion, it is usually preceded by respiratory distress. And if a patient is
         confused because of a lack of oxygen, when you turn up the oxygen the patient’s confusion
         should improve. The previous CO2 narcosis example is an exception. The general rule
         is that you are pretty safe turning up the flow on an oxygen tank, assuming it is
         attached to a nasal cannula, on just about everybody except a patient with a history
         of COPD, like the gentleman in the previous story. That being said, there are other
         metabolic causes of confusion, including hormone deficiencies, low sodium, and the
         confusion of diabetic ketoacidosis, which are best managed in the intensive care unit.
      

      
      Electrolyte Imbalance

      
      Our bodies use electrolytes to propagate electrical signals in cells of the heart
         and brain. Our muscles need electrolytes to generate electrical impulses too. Confusion,
         weakness, muscle spasms, and even cardiac problems can arise from low or high sodium,
         potassium, calcium, magnesium, or phosphate levels. This is why blood work is so necessary
         in working up a patient with an altered mental status (AMS).
      

      
      Endocrine System Imbalance

      
      A low blood sugar or glucose level resulting from oversaturation of insulin or oral
         diabetic medication is a frequent and well-understood cause of confusion that can
         even mimic the effects of a stroke. This is why paramedics will routinely check a
         confused patient’s glucose level. Patients with low blood sugar can quickly develop
         a wide variety of stroke-like symptoms, such as aphasia, facial drooping, or even
         asymmetrical neurological defects. One side of the body could become temporarily paralyzed,
         while the other side remains functional. Fortunately, once the patient is given glucose,
         the stroke-like symptoms will instantaneously resolve. Diabetic ketoacidosis (DKA)
         can occur if a diabetic patient’s glucose level becomes too high, and he or she is
         not properly treated. Patients with DKA often present with confusion and are usually
         very ill. Treatment is very complicated and must be managed in a hospital setting—usually
         in the ICU. Problems with other hormonal glands, such as over- or underactive thyroids
         and abnormalities with the adrenal and pituitary glands, can cause confusion as well.
         Again, these problems cannot be diagnosed without blood work.
      

      
      Vitamin Deficiencies

      
      Several B vitamin deficiencies can cause confusion:

      
         Thiamine (B-1), which can cause permanent dementia. This is why alcoholics and homeless patients
         are given a “yellow bag” with IV vitamins while being worked up for whatever brought
         them to the hospital.
      

      
         Niacin (B-3), which causes pellagra, leading to what is taught to medical students as the three Ds: dermatitis, diarrhea, and dementia. Pellagra can occur because of improper nutrition,
         a reduced dietary intake, alcohol abuse, or the use of certain medications like isoniazid,
         which is used to treat TB.
      

      
         Folate (B-9), which can cause neural tube defects. Most of us are familiar with this phenomena
         in the context of pregnancy and prevention of possible birth defects. Deficiencies
         of this vitamin can cause adults and children to experience diarrhea, depression,
         confusion, anemia, and glossitis (a painfully swollen tongue). 
      

      
         Cyanocobalamin (B-12), which is known to cause anemia. However, neurological changes also can occur, including
         a shuffling gait, confusion, and a slowing of the mental processes.
      

      
      Gastrointestinal Causes of Confusion

      
      Constipation, especially fecal impaction, can cause confusion in the elderly, particularly
         in patients already suffering from a dementing illness. Constipation should be considered
         in any delirium workup. If there is fever, focal abdominal pain, or a high white blood
         cell count on blood work, infectious causes such as diverticulitis also should be
         considered.
      

      
      Urological Causes of Confusion

      
      Men and women can become overtly confused if their bladders are unable to empty because
         of urinary retention. Urinary retention can even lead to kidney failure. Kidney failure
         can be either acute (sudden) or chronic; both modes of onset can cause a person to
         be confused. Patients beginning dialysis might develop something called dialysis disequilibrium
         syndrome, which is likely caused by swelling in the brain (cerebral edema). This complication
         has become less frequent over time, as dialysis centers become more experienced. 
      

      
      Dehydration

      
      Dehydration can arise from a multitude of medical conditions, including infections,
         swallowing difficulty, cognitive impairment, and a host of medications. It is interesting
         to note that dehydration can be both a cause and an effect of cognitive impairment.
         Signs of dehydration may include excessive thirst, dark urine, confusion, fatigue,
         excessive sleepiness, irritability, and dizziness. It’s important to see your doctor
         if you or your loved one has prolonged vomiting or diarrhea, bloody or dark stools,
         or any change in mental condition. 
      

      
       If you or your loved one is elderly, you should see your doctor sooner rather than
         later when signs of dehydration become apparent. Older people often are more susceptible
         to dehydration than younger people. A reduction in the thirst sensation and changes
         in water-sodium balance within the body naturally occur as people age. Also, older
         adults are more likely to have various chronic illnesses and use numerous medications.
         Therefore, it is even more important to have older adults evaluated quickly if any
         degree of confusion develops.
      

      
       You can lower the risk of dehydration by increasing fluid intake, as long as other
         medical conditions don’t preclude it, or by increasing the consumption of foods that
         are high in water. It’s often easiest to encourage people to drink small amounts of
         water throughout the day. Also, if the person does not have dietary, chewing, or swallowing
         restrictions, then fruit, sorbet, or ice pops can be a good addition.
      

      
      Lack of Sleep

      
      The effects of not getting enough sleep are more than unpleasant. Consider the following
         anecdote:
      

      
      * * *

      
      A few years ago, a woman was heading a team that was writing two multi-hundred-page
         grant applications, consulting with multiple older adult clients, and operating on
         deadline for book edits. She was working around the clock, sleeping in ninety-minute
         shifts, guzzling much too much caffeine, and eating junk food instead of regular,
         nutritious meals. This went on for about three weeks. One evening during the third
         week, she drove one-half mile to a convenience store to get another giant bottle of
         Diet Coke and decided to buy a lottery ticket. Before she bought the new ticket, she
         decided to check the lottery ticket that was in her pocket. To her dismay, the scanner
         wouldn’t read the ticket. She asked the clerk for help, and he gave her a strange
         look, offering the following explanation: “They haven’t held the drawing yet, ma’am.
         You just bought the ticket this morning when you bought your first soda. The drawing
         isn’t until tonight.” The woman was shocked. Although the clerk’s memory was clear,
         she had no recollection of going to the store earlier that day. She paid for her items
         and tried to make a swift exit. However, to make matters worse, a delivery truck was
         blocking the parking lot entrance, requiring her to use the other exit. That meant
         that she had to turn right instead of left.
      

      
       Even though she was a half mile from home and had driven or walked to that store
         hundreds of times, she couldn’t find her way. Fortunately, she had her cell phone
         with her and was able to use its navigation system. She tapped the “home” icon and
         followed the directions. After arriving home, she was disoriented and scared, but
         grateful. She did the only reasonable thing: she climbed the stairs to her condo,
         crawled into bed without even changing into pajamas, and promptly fell asleep—for
         ten hours. The next morning, the bright light of day revealed an unsettling scene.
         There were piles of grant application papers littering the living room floor. One
         computer was turned on with multiple windows open to grant documents. Another computer
         was turned on with multiple windows open to book chapters. There were scraps of paper
         with book notes strewn about the house, a sink full of dirty dishes, a dishwasher
         full of clean dishes, and dozens of empty Diet Coke bottles perched on desks and tables.
         It looked like the house had been ransacked. Fortunately, the memory lapses and poor
         judgment were reversible with sleep.
      

       

      * * *

      
      So what’s the correlation between sleep and cognitive impairment? As the body sleeps,
         the brain performs certain housekeeping tasks. During deep, or “slow-wave,” sleep,
         the neural pathways between the hippocampus and the neocortex are reactivated. It
         is thought that this process further consolidates memories, cementing them in place.
         This second consolidation phase increases the likelihood that memories will be recalled
         hours or years later. This may explain why it is hard to recall information the day
         after a very poor night of sleep. Fitful sleep or an insufficient amount of sleep
         prevents the body from going into the slow-wave stage in which reactivation occurs.
      

      
       There is ambiguity surrounding what constitutes the right amount of sleep. It may
         vary from person to person. For more detailed information on this topic, turn to chapter
         9, “Lowering Your Risk for Cognitive Decline and Dementia.” One thing is certain—sleep
         plays a vital role in maintaining positive physical and psychological health. 
      

      
      Changes in the Environment

      
      Simply being admitted to a hospital can cause confusion independent of any other recognizable
         causes. A sudden change in residential environment easily can overload our sensory
         systems, often at times when we are most vulnerable. If you think about the lights,
         beeps, loud voices, and utter lack of privacy experienced in this type of environment,
         it might seem miraculous that anyone can avoid becoming confused during a hospital
         stay.
      

      
       Other environmental changes, such as leaving a familiar house, can bring confusion
         as well. Imagine that your elderly parent visits your home and becomes confused as
         to where things are. You might find your mom wandering around the kitchen, looking
         for a cup of coffee, expecting to find the mug in the place where she stores mugs
         in her kitchen. If an elderly person has a baseline dementia, then the cumulative
         effect of these many “small confusions” can eventually add up to agitation, profound
         confusion, and the clinical picture that is delirium.
      

      
      Psychiatric Disorders

      
      The psychiatric causes of delirium include depression with psychosis, obsessive-compulsive
         disorder (OCD), bipolar disease, and schizophrenia. This is not an exhaustive list,
         but it is important to consider psychiatric history when exploring underlying causes
         of delirium, as the presentation of many psychiatric diseases can include confusion.
      

      
      Summary of Delirium

      
      People with delirium often behave strangely, and they do so in an infinite variety
         of ways. The bottom line is that you should pay attention to deviations from what
         you have come to think of as normal behavior in your loved one. Be sure to notice
         if the confusion develops gradually or is of a sudden onset. Look for patterns. Make
         sure to frankly and effectively communicate with your loved one’s medical professional.
         When someone is confused, it is not the time to keep your loved one’s aberrant behavior
         a secret or to worry about perceived stigma. 
      

      
      
   
      Chapter 6

      Sudden Confusion

      
         
         
         A Case Example of Delirium

         
      

      
      One of the biggest warning signs of possible cognitive impairment—and one of the hardest
         to define—is confusion. For example, family members often call doctors and say things
         like “Mom just doesn’t seem right,” without being specific about what they mean. Even
         professional care providers often call doctors without details. Confusion can be caused
         by any number of things, including pain medications, urinary tract infections, or
         seemingly unimportant issues. Consider the following story a doctor told us about
         his patient that illustrates the elusive and complex nature of confusion:
      

       

      * * *

      
      It was one of those calls I never want to receive at the end of a busy day. My physician
         assistant was on the line. “The nursing home says James is confused again. You’re
         going to have to see him again. You can stop by on your way home.”
      

      
       “But I just saw him a couple of days ago,” I reasoned with my physician assistant.
         “He was fine then; we all had a big conversation about the wedding.”
      

      
       It was frustrating. It was July, and I had promised James and his family that I would
         do my best to get James to his daughter’s wedding. The wedding was two months away.
      

      
       When I first met James, he was lying in a hospital bed, writhing in pain. An eighty-year-old
         man, he had a catheter in his bladder. He was confused and miserable, and he already
         had been at the nursing home for a week. A week earlier, in anticipation of a short
         rehab stay, he had been transferred from the hospital to the nursing home after having
         a procedure done to cement closed an unstable fracture of his sacrum—sustained after
         falling backward.
      

      
       An imaging study done in the hospital had detected the fracture, but it also showed
         a very enlarged prostate and fluid collecting in his pelvis, suggesting that he also
         had damaged his prostate during the fall. A few days after James had been transferred
         to the nursing home, an ultrasound of his bladder had revealed more than a liter of
         urine trapped behind his swollen prostate. A catheter had been placed and had drained
         the urine from his bladder but, unfortunately, he then developed his first of many
         urinary infections.
      

      
         James was discharged from the hospital on an antibiotic for a urinary tract infection,
         but no culture had been done. We continued the antibiotic. At the same time, we dealt
         with several other significant medical problems. We treated his constipation, reduced
         the dose of his pain medication, and stopped several other drugs. He eventually “woke
         up” and became lucid.
      

      
       The second time I saw him was the first time we “met.” He was awake, alert, and able
         to communicate with me throughout the entire visit. He was so intelligent, and he
         told his story without much help. He had been widowed for several years. He had a
         PhD and had been retired for years, following a long career in academics. He talked
         about his children, and when he spoke of his daughter’s impending nuptials, his joy
         and pride were evident for all to see. However, worry was etched on his face too.
         We spoke frankly about the medical challenges he faced. Years earlier, he had been
         diagnosed with Parkinson’s disease. Just before his ill-fated fall, he had seen his
         neurologist, and at that time he did not need his Parkinson’s medications adjusted.
      

      
       One year earlier he had had a comprehensive neuropsychological assessment that showed
         some global decline. Nonspecific dementia was diagnosed. The report had stated, “His
         above average premorbid functioning has likely buffered the impact of his cognitive
         decline.” I decided to continue the memory enhancers. After that, James told me what
         he most wanted.
      

      
       He wanted to get to his daughter’s wedding. He was determined to work with the therapists
         and get stronger. He talked about walking his daughter down the aisle, and I am pretty
         sure I heard him say, “Nothing else matters.”
      

      
       While still taking the antibiotics, he became confused again. The catheter remained
         in his bladder, and it was draining normally. He had developed an intestinal infection
         known as C. diff. colitis, but with proper treatment his mental function improved
         as his physical symptoms resolved. He was able to resume physical therapy.
      

      
       But within two days of stopping the antibiotics for his UTI, he became confused again,
         and a disturbing clinical pattern emerged. On antibiotics, he was himself. Off antibiotics,
         he was confused. A urine culture was positive, and with treatment aimed at that particular
         bacteria, his mind returned—again. 
      

      
       For the two weeks he was on his second course of antibiotics, he progressed with
         physical therapy. When the two-week course concluded, the nursing home called to report
         that he was “not as active as usual.” When I saw him this time, he was not his usual
         self, but he was not as confused as before. I was pleased that the nursing home staff
         had been diligent in picking up on his clinical change so quickly. Yet another bacterium
         had grown. I prescribed a different antibiotic. Once again, while taking his third
         antibiotic for a third bacterium that had been found in his urine, James appeared
         and acted like James. 
      

      
       During our next visit, while he was still taking his third course of antibiotics
         (with two infections having been culture proven), I was thrilled to see that he was
         alert, oriented, and participating in physical therapy. We talked about his daughter’s
         wedding. I felt good about how things were progressing, and the visit ended on an
         upbeat note.
      

      
       The positive tone was short-lived, however. Two days later brought the day I mentioned
         earlier, when my physician assistant sent me to see James on my way home. When I saw
         him, I doubted for the first time that he would make it to his daughter’s wedding.
         I couldn’t believe how quickly he had declined in just a few days, and he still was
         taking the antibiotic! I found him in the dining room. At first, I didn’t recognize
         him because he was slumped over in a wheelchair and being fed by an aide because he
         no longer could feed himself. He wasn’t just acting differently, he looked like a
         completely different person. I watched in horror as he picked up a sandwich and stuck
         it in his eye. My heart sank.
      

      
       But this time, he wasn’t confused because of an infection. He was confused because
         his catheter had just been removed, and unfortunately, he had reaccumulated a lot
         of urine in his bladder. The medical term for this is urinary retention, and it is on the list of conditions that can cause a reversible confusion (delirium)
         in the elderly. We replaced the catheter and I spoke with the urologist, increased
         the dose of medications for his prostate, and even added another medication to try
         to shrink his prostate.
      

      
       Two days later, feeling pensive, I returned to the nursing home, and this time, I
         stopped by the nurses’ station first. “How’s James?” I asked.
      

      
       “Oh, he’s fine,” the nurse said, a smile radiating across her face. “He’s eating
         now. Look!”
      

      
       Her smile was reassuring, and I eagerly turned around. This time, I saw James calmly
         eating lunch at a table, feeding himself. But he wasn’t just eating by himself, he
         was looking like himself too. I will never forget what he said when he saw me approach.
         Sometimes I think it would be easier if I could forget what he said to me, but most
         days I take solace in the memory. Remembering his greeting to me can, on a bad day,
         steel my resolve in the fight for my patients’ minds.
      

      
       “My doctor! There’s my savior,” he said. “Come over and have a seat.” I did, and
         we talked about his daughter’s wedding.
      

      
       James was to become overtly confused just one more time that summer. It was two weeks
         after replacing the catheter and a week after the third antibiotic had finished. He
         had grown a very strange and unusual bacteria named Alcaligenes xylocopids. So, in August and with just a month to go before the wedding, I started him on his
         fourth antibiotic. It worked—well, they had all “worked” so far—but this time, after
         the antibiotic stopped, he did not become confused again from a proven urine source.
         We would never again grow large numbers of bacteria from his urine. And just as fortunate,
         the medications for his prostate worked such that when the catheter was removed, it
         didn’t need to be put back.
      

      
       You know what happened next? Well, he walked his daughter down the aisle on the day
         of her wedding.
      

      
       When he returned home after his daughter’s wedding, he continued to do well enough
         that he was discharged home from the nursing home within a month. He came for medical
         appointments to my office for problems as they arose. He continued with home-based
         physical and occupational therapy for a short period of time, and his strength improved.
         He had clinical challenges to face during that time, but the period of recurrent delirium
         had seemed to pass. And so, with his fiancée, he planned his own second wedding and
         remarried.
      

      
       So, this man had enjoyed two weddings within a year’s time, and one of them was his
         own. This was quite a success story, given that he had appeared to have “lost his
         mind” so many times and in such a dramatic fashion. Looking back, I believe that his
         overt confusion was certainly affected by an underlying dementia, but I believe to
         this day that his confusion our first summer together was more from delirium than
         his dementia. He simply could not handle the physiologic demands of those infectious
         or noninfectious insults, and with each attack he “lost his mind”—only to find it
         again when the stress on his body was reduced. But there was foreshadowing in this
         story. 
      

      
       Tragically, in the spring of James’s second marriage, his dementia and Parkinson’s
         disease took center stage. He began to fall frequently and was evaluated in the hospital
         emergency room on more than one occasion. He developed sialorrhea (excessive salivation,
         a frequent complication of Parkinson’s). Perhaps even more disturbing, he began to
         see people and things that were not there. He spoke calmly and frankly about his visual
         hallucinations, saying, “It is like a play that is being performed.”
      

      
       Within months, James’s speech became garbled and he developed hypotension (low blood
         pressure), probably from nerve cell loss in his brain, and autonomic dysfunction.
         A year’s time found him with such a disturbance of his gait that his wife had to strap
         him temporarily to a chair—twice—to prevent another fall and trip to the emergency
         room. Almost a year after he married, I saw him for the last time in his home.
      

      
       At that visit, we discussed his falls, and I observed him “freezing” on more than
         one occasion. (Interestingly, he never really had the classic tremor of Parkinson’s
         disease.) His mind had slipped quite a lot. Some of the comments he made included:
         “Do you see that child?” when no child was present and “I feel like everything is
         turned around.” We began to seek help from a clinic specializing in movement disorders
         including Parkinson’s.
      

      
       Shortly after that visit in his home, he aspirated food into his lungs, as he had
         lost the ability to safely swallow, and he developed pneumonia. After a prolonged
         hospital stay, he was returned to the same nursing home where I had first met him.
         It was just over five hundred days after he had stood upright and walked out of that
         nursing home. Now we all morosely watched as he was wheeled back in.
      

      
       Another year passed following James’s return, and with it came an almost uncountable
         number of clinical challenges. He did not immediately lose what was “left of his mind,”
         but his mental acuity continued to steadily lessen, and his voice dwindled to a whisper.
         When it was clear to all that it was time to involve hospice, I sat at James’s bedside
         with his wife and daughter. We all agreed that it was time to let him go peacefully,
         and despite the sadness of the moment, there was a peace in the decision to ease his
         suffering and let nature now take its course. But what I will never forget is that
         while we talked, his granddaughter, a toddler, played at his feet.
      

      
       With his wife and his family close by, James died peacefully a month later. According
         to his and his family’s wishes, an autopsy was performed. (Brain autopsy is the only
         definitive way to know what type of dementia a person suffered from, since brain imaging,
         functional or not, can only impart a limited amount of information while a person
         is still alive.)
      

      
       Regarding James’s autopsy report: The examination of the external features of his
         brain excluded Alzheimer’s disease and vascular dementia. But the autopsy proved that
         he had Parkinson’s disease as it demonstrated a lack of dopamine pigment in the substantia
         nigra.
      

      
       In an autopsy, an internal evaluation also is done on a cellular and tissue level,
         and this is where we get our stains. James’s autopsy noted the presence of scattered
         Lewy bodies. The final anatomical diagnosis was “diffuse Lewy body disease.” But that
         is not the same as Lewy body dementia. It is my opinion that he had both Parkinson’s disease
         and Parkinson’s disease dementia, but that he did not have Lewy body dementia. 
      

      
       While he was alive, other than the hallucinations, James did not demonstrate clinical
         disease consistent with Lewy body dementia, but he did suffer clinical disease consistent
         with Parkinson’s disease. He even had an appropriate physical response to the dopamine
         agonists (L-dopa) he used over the last eight years of his life. I think he must have
         either developed dementia following the multiple bouts of delirium, or his delirium
         was exacerbating his early, but imminent, dementia. Probably both, but either way,
         his autopsy proved that he had Parkinson’s disease, while the presence of Lewy bodies
         on autopsy went a long way toward explaining why he was hallucinating before he died.
      

      
       What can we learn from James’s story? I learned, again, that confusion can have multiple
         etiologies. In James’s case, for example, the causes were prostate infections caused
         by different bacteria, Parkinson’s disease, and dementia, with Lewy bodies added to
         the mix. The ups and downs of his case were a significant challenge for James, for
         me and my medical team, and especially for his family and new wife. James’s story
         speaks to the complexity of accurately diagnosing the causes of confusion and treating
         them. 
      

      
         I learned from James not to accept sudden confusion as normal just because my patient
         is old. He had an effect on me that I know I will never forget. I hear his voice often,
         thanking me for my work, and I now know that I will never escape it.
      

      
      
   
      Chapter 7

      Defining the Dementing Diseases

      
         
         
      

      
      Next, we move on from delirium to dementia, from the reversible to the irreversible.
         Dementia is a clinical syndrome characterized by a decline in memory, executive functions,
         language, and other cognitive skills that affect a person’s ability to adequately
         perform everyday activities. The scope of possible negative consequences of dementia
         due to impaired performance on these everyday tasks is wide. Affected tasks include
         medications management, finances, transportation, food preparation, and housekeeping
         (IADLs), as well as more basic skills, such as bathing, dressing, toileting, eating,
         and transferring (ADLs).
      

      
       There are myriad diseases that can result in the development of the clinical syndrome
         of dementia, many of which we’ll highlight in this chapter. The umbrella term dementia, resulting from any number of diseases, is highly prevalent today, and rates are
         expected to rise through 2050, barring dramatic developments in disease mitigation
         and/or treatment. That being said, developing dementia is not inevitable, and you
         should bear in mind that there are a number of steps that you can take to mitigate
         your risk. We’ll highlight these steps in later chapters.
      

      
       Remember, dementia does not develop independently of the choices you make on a day-to-day
         basis over the course of a lifetime. Your choices regarding disease prevention and
         wellness affect your likelihood of developing a dementing illness. When you leave
         the house each day and move through the world, how you breathe, think, worry, love,
         eat, drink, move your body, and so on has a lasting impact on your future. It is the
         sum of the choices you make, combined with your genetic makeup, that determines whether
         you will develop dementia.
      

      
       The onset usually is slow. Patients and their families, friends, and caregivers often
         have difficulty pinpointing the exact onset, because the appearance of dementia is
         usually gradual and insidious enough to inspire denial in even the most aware and
         insightful. By the time the patient has stopped driving or managing finances, the
         disease has often been present for years.
      

      
       A diagnosis of dementia requires a thorough, multidimensional assessment, usually
         with a combination of neuroimaging, a neuropsychological evaluation of cognition,
         and a physical exam to rule out other potential medical problems that could cause
         confusion (e.g., delirium). Although dementia can be difficult to diagnose, it can
         be even harder to accept, for patients and families alike. People with dementia may
         have difficulty with one or more of the following:
      

      
      
         	
            
            Retaining new information (e.g., remembering events)

            
         

         
         	
            Handling complex tasks (e.g., balancing a checkbook)

            
         

         
         	
            Reasoning (e.g., analyzing the costs and benefits of two different options)

            
         

         
         	
            Spatial ability and orientation (e.g., finding your way around familiar places)

            
         

         
         	
            Language (e.g., being able to find the right word to communicate your intended message)

            
         

         
         	
            Behavior (e.g., delusions, hallucinations, agitation)

            
         

         
      

      
      Dementia is divided into types based on the underlying disease contributing to the
         dementing process. The following are some types of dementia:[1]

      
      
         	
            
            Alzheimer’s disease (~65 percent of patients)

            
         

         
         	
            Vascular dementia (~20 percent)

            
         

         
         	
            Frontotemporal dementia (~8 percent)

            
         

         
         	
            Lewy body dementia (~5 percent)

            
         

         
         	
            Wernicke-Korsakoff syndrome

            
         

         
         	
            Mixed dementia (any two dementing illnesses, such as Alzheimer’s disease and vascular
               dementia, manifesting at the same time) 
            

            
         

         
         	
            Chronic traumatic encephalopathy

            
         

         
         	
            Parkinson’s disease and dementia

            
         

         
      

      
      More than 90 percent of dementing illnesses are due to one of four of the most common
         types of dementia: Alzheimer’s disease (AD), vascular dementia (VD), frontotemporal
         dementia (FTD), and Lewy body dementia (LBD). Most unusual cases of dementia either
         are characterized as subtypes of more common dementing illnesses, or they can be found
         under a category familiar to medical students: “Other.” This is where rare diseases
         of any type are classified; dementia is no exception. If you or a loved one develops
         one of these rarer diseases, it can be a big challenge to get an accurate diagnosis.
         
      

      
      Alzheimer’s Disease

      
      Many of us, unfortunately, have personal experience with family members or friends
         who have had Alzheimer’s disease. If so, you might relate to this physician’s experience
         with his father: 
      

      
       

      * * *

      
      When I was young I used to love going to the airport to pick up my dad and watch as
         people milled about the gate and waited for their loved ones. When the plane arrived,
         everyone would gather a short distance from the passenger boarding bridge door and
         form a semicircle hoping to spot a friend, a wife, a child, or a husband just as he
         or she emerged. The joy was always palpable, entertaining, and uplifting.
      

      
       A few years ago, after my father had been diagnosed with Alzheimer’s disease, I went
         to the airport to pick him up. The anticipation of my childhood trips to the airport
         had been replaced by frustration as I stood in a barely moving security line, repeatedly
         checking my watch. Weeks earlier, it had been decided that my family would “Dad sit,”
         giving my mother a chance to travel and unwind. My father would be flown to me, and
         I would meet him at the gate so he wouldn’t get lost. Wading through security, I thought
         back to my father’s last visit.
      

      
       He liked sushi, and we had been waiting on a take-out order when he had to go to
         the bathroom. The sign to the bathroom was prominently posted, and when he asked me
         where the bathroom was, I referred him to the sign. He walked around the corner and
         disappeared. The food came, and I paid the bill. Hungry, I decided to go and check
         on him. I walked into the bathroom, but he wasn’t there. Confused and concerned, I
         began my search. I looked for the exits and found that there were a few ways to leave
         the “back way.” I was just about to step outside when a door opened, and a sushi chef
         walked my father out of the kitchen and into the hallway.
      

      
       Once I finally made it through security and to his gate, to my dismay I found that
         the plane had arrived early, and all the passengers had disembarked. My dad was not
         there. Panicked and ready to notify security to get help, I ran back the way I had
         just come. Luckily, I spotted him walking out of a bathroom and approached him. He
         gave me a nonchalant greeting and handed me his carry-on bag, completely unconcerned
         by the scare he just had given me. Not the welcome I had envisaged, but more than
         good enough.
      

      
       When I ask myself how far back in time I would have to go to see my father before
         he had Alzheimer’s, I’m not sure of the answer. It was a gradual thing. I had first
         heard about it when talking with my mother on the phone. But denial was my refuge
         in the early years of his battle. His disease unfolded over a decade’s time, until
         his death. And over those years, each time he departed from me, I said goodbye to
         a different man than the one who had visited before.
      

      
       

      * * *

      
      Today, approximately 5.3 million people suffer from Alzheimer’s disease. In terms
         of course, visuospatial skills tend to deteriorate earlier than vocabulary and motor
         function, which are not usually affected until later in the disease process. Since
         individuals with Alzheimer’s disease suffer from memory loss and other cognitive deficits,
         they frequently lack insight into the severity of their disease. This leads to issues
         with driving safety, among other things. A person usually will have a normal neurological
         examination early in the disease but will develop muscular weakness later. They often
         die when the muscles used to swallow no longer function. Patients with Alzheimer’s
         disease also have an increased risk of seizures.
      

      
       Alzheimer’s disease is conceptualized as being composed of a number of stages. The
         first stage typically is not associated with any measurable cognitive decline. In
         later stages of disease progression, behavioral symptoms often manifest with agitation.
         Patients with Alzheimer’s disease can suffer delusions, but hallucinations are not
         considered to be a classic sign of Alzheimer’s and would be considered fairly unusual.
         Later, we’ll see how this clinical picture can be contrasted with other types of dementia.
         A patient with Alzheimer’s disease can be treated with memory enhancers (e.g., Aricept
         or Namenda), but research on their effectiveness is mixed. Furthermore, these medications
         are used to help improve a patient’s memory, not to slow disease progression. Again,
         as of now there is no known treatment or cure for Alzheimer’s disease.
      

      
       There is much discussion among scientists and health-care professionals about the
         presence of plaques and tangles, specifically beta-amyloid and tau, in people with
         Alzheimer’s disease. Beta-amyloid, painted as the villain in most Alzheimer’s stories,
         is found in the cortex of up to 30 percent of normal adults.[2] It is important to note, however, that beta-amyloid also can be seen on brain imaging
         results of older adults who do not have Alzheimer’s disease. With normal aging, there
         can be a small number of neurofibrillary tangles and senile plaques present. It may
         be the case that beta-amyloid is an early insult that sets into motion other changes
         that lead a brain down the path to the horrible destination that is Alzheimer’s disease;
         in some cases, beta-amyloid may be present for decades before someone becomes demented.
      

      
       People with Alzheimer’s can be lost in time. In the absence of something familiar
         to orient them or resonate with them, it can be shocking how lost people can become.
         Physicians who treat patients with Alzheimer’s have witnessed many tragic cases of
         patients who have regressed to childhood and have begun to speak with certainty about
         long-dead parents, as if the parents were still alive and about to come home at any
         minute. Here’s one physician’s story that illustrates this situation:
      

      
       

      * * *

      
      Not long ago I visited the home of a patient who was suffering from Alzheimer’s disease.
         I was standing in her bedroom when something caught my eye. It was spring, and outside
         her bedroom window her azaleas were in full bloom. I had no idea that there were so
         many different colors possible. They were breathtaking. When I first met her, she
         told me she had planted them when she was still a young woman. She was very proud
         of them, and rightfully so.
      

      
       Beside her in the bed lay another patient of mine, her husband of more than fifty
         years, who was slowly dying with the assistance of hospice. The woman spoke to me
         as if she were a child again, explaining matter-of-factly that her father would be
         back soon, so she really needed to get back home to meet him. She looked more anxious
         than confused, and I felt sorry for her—cast adrift in time as she was.
      

      
       Hoping to ease her mental angst, I sought to help her resonate with the familiar.
         I stepped aside from the window and pointed. “Who planted those azaleas?” I asked.
      

      
       “I did,” she slowly responded, her face still capable of expression, understanding
         dawning.
      

      
       “Who is that man in the bed next to you?” I inquired.

      
       She turned, looked, and stared for a very long moment. “Why, it’s my husband, I don’t
         know what I was thinking.”
      

      
       Her angst gone for the moment, I finished the visit. Eventually, that spring passed,
         her husband died, and her disease advanced.
      

      
       By then her “onion” had been peeled back to almost nothing. She required total care
         for all her physical needs. But she did live to see one more spring. I saw her a few
         months before her death. She was propped up on many pillows and lying in her bed.
         Emaciated, her face devoid of understanding, she blankly stared out of her bedroom
         window at her azaleas in full bloom, unknowing, but without angst.
      

      
      Vascular Dementia

      
      There’s a clear correlation between cardiovascular disease and dementia. Prevention,
         maintaining a heart-healthy lifestyle, and early identification of cardiac disease
         are critical for mitigating your risk for vascular dementia and other insults to the
         brain. One question commonly asked of family members of patients recently diagnosed
         with dementia is “How far back in time would we have to go to meet him or her before
         the dementing processes began?” With vascular dementia, the question can be easy to
         answer. You commonly hear a variation of the following: “Two years ago she was a different
         woman. . . .” “She was never the same after she came home from the hospital.” Consider
         the following story of a woman with vascular dementia:
      

      
       

      * * *

      
      A woman in her eighties was talking with her physician. Her son was present. Years
         ago, the woman had suffered a catastrophic hemorrhagic stroke when an aneurysm bled
         into her right frontal lobe. The neurosurgeon had clipped the aneurysm to stop the
         bleeding, but it had been such a large bleed that most of her right frontal lobe was
         damaged irreparably. Given that the frontal lobe helps us filter what we say, the
         interpersonal and relational fallout of her stroke was significant. “Everything you
         say is just lies,” the woman accused her son. “Why do you lie so much?” This hurt
         her son, even though he understood that it was a direct result of her brain damage.
         The woman then said, without flinching, “They should throw that plate at your penis.
         It would hurt.” The disdain she felt for her son was etched on her face for all to
         see. 
      

      
       The son later explained to the physician that his wife would not be joining the consultation
         because of how his mother now acted whenever his wife was in the room. Hearing the
         discussion from another room, the son’s wife said, “She gets a big kick out of making
         me feel bad. I don’t eat with her anymore because I detest her.” The son winced.
      

      
       “The belligerent talk and paranoia are worse at night,” the son said. He went on
         to say that sometimes his mother mistook him for her deceased husband, and even more
         concerning, she had begun to hallucinate. She saw cats outside her windows that no
         one else could see, and each night she would feed the imaginary cats real food. During
         the day she would even talk about the cats, referring to them as hers and making plans for how to feed them as evening approached. Hallucinations had given
         rise to delusions, and her delusional beliefs were feeding an obsession.
      

      
       Vascular dementia can vary widely from person to person because the clinical presentation
         depends on the part of the person’s brain that was affected by the stroke. Even when
         the same part is affected, there are always individual differences in presentation.
         Consider the following example, which also describes a patient with frontal lobe stroke:
      

      
       

      * * *

      
         A seventy-year-old man’s mind had changed dramatically in just a few weeks’ time.
         Two months earlier he had been hospitalized for congestive heart failure (CHF). At
         discharge, he refused the placement of an internal defibrillator to prevent his sudden
         death. He did, however, agree to skilled home care with nursing and physical therapy.
         At that time, he had received a diagnosis of mild cognitive impairment, and the defibrillator
         was not placed.
      

      
       He was doing well with physical therapy, right up until he died. (According to the
         nurse’s notes, he was “dead” for three minutes.) The nurse began CPR, and after three
         minutes, his pulse returned, and he spontaneously began to breathe again. Paramedics
         took him to the hospital, where the focus of treatment was on his heart, not his brain.
         Not long after he returned home, his caregivers noticed that he had become “a different
         man.” His caregivers had never heard him use foul language before, but now he cursed
         incessantly. The kind gentleman they had known had been replaced by a hypersexual
         man who made sexually explicit and inappropriate comments every few minutes. He giggled
         a lot, and sometimes he would quickly alternate from giggling to crying and back to
         giggling again. He would sing incoherently. When speaking, he often made no sense.
         All this behavior was new. He also was clearly disoriented as to time. An army man,
         he thought that his doctor and he had served together in Vietnam, even though his
         doctor had been an infant during the Vietnam War. 
      

      
       The man’s physical therapist entered for a visit and confirmed the dramatic change
         in this patient and added that it had become much harder, if not impossible, for the
         man to participate in physical therapy. It was his inability to follow instructions
         and his lack of motivation that had a lot to do with his being discharged. Earlier,
         he had been eager about therapy—now he didn’t care. The therapist also volunteered,
         “He’s a completely different man now.”
      

      
       Hearing this, the patient looked and pointed at the therapist as he said, “That’s
         okay, because you have the smallest dick in here.” He kept his finger pointed at the
         therapist as he turned his head to his doctor and continued, in a matter-of-fact tone,
         “My dick is bigger than his dick.” The physician asked him if he thought it was okay
         to speak like that in the presence of mixed company. “Sure, why not?” the man responded,
         contrary to how he would have responded at any other point in his life.
      

      
       The MRI that had been taken a few days earlier revealed that he had recently had
         a stroke in the right frontal lobe of his brain, resulting in vascular dementia. 
      

      
       

      * * *

      
      As in the above case, vascular dementia frequently presents after a stroke, but it
         is not always true that a clear cerebral event predates the development of vascular
         dementia. Often, a clinician might notice other signs of vascular disease to help
         make this diagnosis. Keep in mind that vascular dementia can develop suddenly following
         an obvious large stroke or it can develop silently through small “silent” brain infarctions.
         This type of dementia frequently coexists with Alzheimer’s disease, as they share
         most of the same risk factors. 
      

      
      Lewy Body Dementia

      
      Lewy body dementia is a grave disease in its own right, but the presence of Lewy bodies
         does not necessarily mean that a person has Lewy body dementia. Many scientists consider
         Lewy body dementia and Parkinson’s disease to fall on a spectrum because there is
         a demonstrable presence of Lewy bodies in both diseases. However, there are clinical
         and practical differences in the way the diseases manifest and progress. An example
         of a patient with Lewy body dementia is Ronaldo.
      

      
       

      * * *

      
       There is a picture of Ronaldo outside of his room in a local memory community. In
         the photo he is looking into his wife’s face with a loving expression he no longer
         possesses. Their connection in the photo is palpable. Today, despite the gulf his
         dementia has placed between them, she keeps the connection alive.
      

      
       When asked how far back in time a person would have to travel to meet Ronaldo before
         there was any worry that he had dementia, she answered, “Eight years.” This is his
         story.
      

      
      Ronaldo used to be a brilliant man. He spoke several languages, and he always worked.
         It was eight years ago when he was no longer able to stay employed or find work. His
         personality was changing, and he had begun to act strangely. Doctors were seen, and
         four years after he started to slip mentally, a CT scan of his head was done. He was
         told, in error, that he had Alzheimer’s disease.
      

      
       One year after the CT scan was done, Ronaldo moved overseas with his wife and his
         daughter’s family for a couple of years. During this time his behavior became even
         stranger. By the time he moved back to the United States, his behavioral abnormalities
         were progressing to include the physical. He would pace endlessly about the house
         in a circle and then terminate the circle by jumping up and down in place until he
         exhausted himself.
      

      
       He was even projecting himself into shows on his television. “I don’t want to be
         on American Idol,” he once said while it was playing. He even projected himself into cartoons. At
         this time, he and his wife lived in a house with their daughter’s family, which included
         his granddaughter. Eventually Ronaldo’s behavior escalated into crisis.
      

      
       The spark was ignited quite innocently by his granddaughter’s cries. The cries must
         have unnerved him because he stood before his granddaughter in such a way that his
         own daughter grabbed her child and rushed away. As Ronaldo’s daughter ran from him,
         her husband stepped in front of Ronaldo, and then things escalated further.
      

      
       Ronaldo’s wife called emergency services and asked for an ambulance to take Ronaldo
         to the hospital. In the chaos, a door opened and out the door ran Ronaldo, his son-in-law
         keeping pace behind. Almost immediately after this two-person tandem started down
         the street, the police arrived and gave chase. Eventually, Ronaldo was handcuffed
         and brought to the hospital.
      

      
       In the emergency room, he lay flat on a hospital gurney, handcuffed to the bed rails.
         His wife recounted: “He is lying there in that bed when suddenly he looks up at me
         and says, ‘Where am I? What happened?’ He looks at his handcuffs, and then he looks
         back at me and says, ‘What did I do?’”
      

      
       She continued: “He then looks again at his handcuffs and looks right at the police
         officer sitting at the foot of the bed and says to him, ‘I’m so sorry, what did I
         do?’ Then he looks at me one more time and says, ‘I’m sorry.’ And that was the last
         time my husband spoke to me! Because that man”—she said, turning slightly to point toward
         Ronaldo—“that man is not my husband!”
      

      
       From the emergency room, Ronaldo was admitted to a psychiatric hospital, and after
         one month, he was transferred to a memory community. Within another month, the titration
         of multiple medications failed and emergency services had to be called, and again,
         he was admitted to a psychiatric hospital. After Ronaldo’s second discharge from his
         second psychiatric hospital, his wife said that she was desperate for his behavior
         to be controlled and wished to have him somewhere safe.
      

      
       After a few months, a neurologist examined Ronaldo in the memory community. Atypical
         Alzheimer’s disease with Parkinsonism was considered possible but less likely. Frontotemporal
         dementia was believed unlikely given his lack of foul language, lack of sexual disinhibition,
         and somewhat preserved gentle demeanor. He was noted to have prominent complex hallucinations,
         difficulty judging distances, confusion between reality and TV, and intermittent periods
         of lucidity. The report advised that this was most consistent with Lewy body dementia.
      

      
       Early in his disease, Ronaldo conversed with his hallucinations in many languages,
         including Italian, Portuguese, and English, as he endlessly paced around the community,
         barely stopping at all.
      

      
       Eventually, he had a seizure and was sent to the emergency room where his hallucinations
         led the ER doctors to give him a dose of an antipsychotic. He did not react well to
         the medication, which left him very subdued and “locked” into one position for two
         days, drooling and unable to move his body at all. This type of reaction to an antipsychotic
         medication is virtually diagnostic of Lewy body dementia and separates it from all
         other types of dementia. In fact, when the neurologist was made aware of this reaction,
         the response was, “Well, that pretty much proves Lewy body dementia for him.”
      

      
       Ronaldo’s disease has progressed. For example, he has started speaking mostly gibberish
         to his hallucinations, having lost several languages that he formerly knew. As in
         other dementias, there is no known cure for Lewy body dementia. What makes the biggest
         difference in dealing with Ronaldo’s behaviors is that he is surrounded now by people
         who know him and react to his behaviors creatively. The staff in his memory care community
         and his family work to recognize his triggers and try to respond in a proactive manner.
         He is mostly redirected effectively, when he can be, and is given space when he can’t
         be redirected—such as when he lies on the floor and kicks repeatedly against things.
      

      
       

      * * *

      
      As illustrated by Ronaldo’s story, fluctuating cognition and visual hallucinations
         are a hallmark of this Lewy body dementia. Signs and symptoms can be consistent with
         Parkinson’s disease, such as tremors, a shuffling gait, and falls. One distinguishing
         feature is the profound sensitivity to certain medications, including antipsychotics
         like Haldol.
      

      
       Visual hallucinations occur in two-thirds of patients with Lewy body dementia, but
         they are very rare in patients with Alzheimer’s disease. In fact, visual hallucinations
         in dementia have an 83 percent positive predictive value for Lewy body.[3] REM sleep behavior disorder is another strange but intriguing manifestation. A person
         with a healthy brain will not move very much during REM sleep, but a person with Lewy
         body dementia might kick, punch, or thrash about the bed, much to the consternation
         of his or her partner. 
      

      
       As previously noted, Lewy body dementia can look a lot like Parkinson’s disease.
         Imaging studies are not usually very helpful in making the diagnosis, even with identification
         of Lewy bodies. Lewy bodies are found in Parkinson’s disease, Lewy body dementia,
         supranuclear palsy, Parkinson’s disease with dementia, and multiple system atrophy.
         Their presence on autopsy is always considered pathologically significant.
      

      
      Parkinson’s Disease Dementia

      
      Parkinson’s disease is a neurodegenerative disease resulting in the loss of dopamine-producing
         cells in a region of the brain called the substantia nigra. To have a diagnosis of
         Parkinson’s disease a patient needs to have a tremor, rigidity, or bradykinesia (slow
         movement). A clinical response to the medication L-dopa also is strongly supportive
         of the diagnosis. Atypical Parkinson’s disease can be a challenge to diagnose and
         manage, but it can be helpful to know that there is a wide variety of clinical presentations
         possible with Parkinson’s disease. Parkinson’s disease often evolves into Parkinson’s
         disease dementia, as cognitive dysfunction is common in many patients with Parkinson’s
         disease. Parkinson’s disease and Parkinson’s disease dementia both require regular
         dosing of dopamine to account for the loss of dopamine-producing cells. Both also
         have the potential to leave a person dependent on others for personal care.
      

      
       Here is an example of a patient whose Parkinson’s disease evolved into Parkinson’s
         disease dementia. Never one to exercise, Susan was nonetheless dismayed when she found
         that she was starting to tire very easily when doing her grocery shopping. Her friend
         pointed out that she was barely picking up her feet when walking. This gradually got
         worse until eventually she was just shuffling along, dragging the soles of her shoes
         across the floor. Then one day her bagel got stuck in the toaster. She shoved a metal
         fork into the plugged-in toaster to remove the bagel and ended up zapping herself.
         Gradually her difficulty with shopping became even more serious. In addition to the
         fatigue, she twice left her handbag in a store and had to retrace her steps to retrieve
         it. Scared by what amounted to errors in judgment, lapses in memory, and extreme exhaustion,
         she went to the doctor. She was diagnosed with Parkinson’s disease dementia.
      

      
       Of note, Parkinson’s disease is not a risk factor for Alzheimer’s disease per se,
         but it can coexist with Alzheimer’s disease. It also is important to note that although
         a resting tremor is a classic feature of Parkinson’s disease, a tremor alone is not
         necessarily indicative of that disease. The degree to which a patient can control
         the tremor can help clarify. For example, if a patient is able to steady his hand
         when his attention is drawn to the tremor, this is often indicative of Parkinson’s
         disease. However, if the tremor worsens when the patient’s attention is drawn to it,
         then the tremor is likely to be benign and not from Parkinson’s disease.
      

      
      Frontotemporal Dementia (Pick’s Disease)

      
      As we are learning, there is no one “typical” case of dementia. Presentation varies
         not only by underlying dementing disease but also by person. Consider the following
         example of a patient with frontotemporal dementia (FTD), also known as Pick’s disease:
      

      
       

      * * *

      
      Timothy was almost fifty when he lost his job and turned to the bottle. He drank every
         day and began to behave in odd, sometimes offensive, ways. His drinking was so habitual
         that his strange and new behaviors were mostly blamed on the alcohol. A few months
         after becoming unemployed, his family convinced him to stop drinking. They were surprised
         when his behavior did not improve. A doctor’s appointment was made. It later came
         out that it was actually several years before he lost his job that he had begun to
         say and do things that were out of character. He had started to tell racist jokes
         and make bizarrely inappropriate and strange remarks. In just a handful of years,
         he and his wife had lost most of their friends.
      

      
       His eating habits changed, he gained weight, and, as his memory waned, he started
         to forget important information. Then a few months after losing his job, he wrecked
         his car. Although no one, including himself, was hurt, his family decided that his
         driving privileges should be revoked. Given his young age, a detailed workup was done.
      

      
       The first test ordered was a CAT scan of his brain. It showed “mild cerebral volume
         loss preferentially involving the frontal lobes.” After that an MRI was done. “Shrinkage
         in the frontal and temporal lobes” was noted. A neurologist ordered a PET scan, which
         demonstrated profound loss of function in his frontal and temporal lobes. A diagnosis
         of frontotemporal lobe dementia was given.
      

      
       A physician made a home visit to see Timothy to help establish a plan that, ideally,
         would involve keeping him in the home. The diagnosis already had been established
         prior to the home visit. Since an illness like Pick’s disease usually qualifies someone
         for early Social Security and Medicare benefits, there were legal and medical documents
         to fill out and sign. As the physician reviewed Timothy’s medical records and spoke
         with his wife, Timothy, unwrapping a piece of hard candy, walked up to the kitchen
         table and sat down.
      

      
       “Uh-huh, uh-huh, nice of you to come, see you later,” he said. And then standing
         up as soon as he had sat down, he walked past the table and stepped out into his backyard.
         The physician and Timothy’s wife watched him light a cigarette.
      

      
       “He was not the man I married,” she said, responding to the physician’s question
         about why Timothy had lost his job. As the two planned, filled out paperwork, and
         discussed disease course, Timothy walked back inside, stepped into the kitchen, opened
         the candy jar, and took out another piece of hard candy. Unwrapping this piece of
         candy, he approached the table and sat down. “Uh-huh, uh-huh, nice of you to come,
         see you later.” And up he stood. Outside he went. It was the cigarette, the kitchen,
         the candy, the chair, again, and again, and again.
      

      
       Timothy’s family and physician managed to keep Timothy at home for about a year.
         His family hired people to watch him when they weren’t at home, but as Timothy’s disease
         progressed, his “loops” grew faster and tighter, and he did not appear capable of
         showing any patience at all. Unresponsive to medications, his agitation increased,
         and at one point the police had to be called. Sadly, Timothy eventually had to be
         moved out of his house and into a memory care community.
      

      
       

      * * *

      
      Frontotemporal dementia usually will have frontal and temporal lobe atrophy as a hallmark
         on brain imaging. Atrophy of the frontal and temporal lobes is an imaging abnormality
         that can be seen by CT, MRI, or PET scan. PET scans also show decreased function of
         the frontal and temporal lobes. Patients with FTD tend to be younger, often in their
         late fourth decade of life. They also tend to exhibit very poor judgment, socially
         inappropriate behavior, and very poor executive functions. There are three common
         and distinct presentations:
      

      
      
         	
            
            Behavioral variant FTD (bv FTD)—50 percent of FTD cases[4]

            
         

         
         	
            Primary progressive aphasia (PPA)—nonfluent variant

            
         

         
         	
            Primary progressive aphasia (PPA)—semantic variant

            
         

         
      

      
      Behavioral variant frontotemporal dementia is the most common subtype and is responsible
         for about half of the cases of FTD. The hallmark of this subtype is a change in personality
         and behavior. Symptoms include disinhibition, apathy, loss of empathy, a compulsive
         change in diet, and compulsive behaviors. Patients with primary progressive aphasia
         present with a type of language impairment. In the nonfluent variety of frontotemporal
         dementia, patients have difficulty making sounds with their mouth. In the semantic
         variant, patients will be able to form sounds but will lose the ability to comprehend
         single words.
      

      
      Wernicke-Korsakoff Syndrome

      
      Alcohol is its own independent risk factor for dementia, with more than half of chronic
         alcohol abusers suffering a measurable cognitive deficit on neuropsychological testing.
         Structurally, there is evidence that chronic alcohol abuse is associated with degeneration
         of several different anatomical areas, but nutritional deficiencies also generally
         play a role. Researchers have been unable to prove that alcohol works alone on causing
         nerve degeneration. Prominent symptoms of Wernicke-Korsakoff syndrome include mental
         confusion, loss of muscle coordination, problems with vision, short-term memory impairment,
         apathy, and paucity of speech. As the disease progresses, anger, agitation, hallucinations,
         and confabulation are also common.[5]

      
      Mixed Dementia

      
      Often, people have more than one type of dementia. There are multiple interrelated
         causes, some of which are modifiable, some of which are not. This is often called
         mixed dementia or dementia-other. Mixed dementia has a higher incidence of depression
         than Alzheimer’s disease.
      

      
      Chronic Traumatic Encephalopathy

      
      A patient sustaining multiple concussions can develop what is called chronic traumatic
         encephalopathy (CTE), which can lead to cognitive impairment, personality changes,
         depression, behavior changes, and even suicidal or homicidal thoughts. Patients sometimes
         also exhibit Parkinsonism, a term used to refer to a condition that mimics the features of Parkinson’s disease,
         including abnormalities of speech and gait. With repeated concussions, the brain is
         damaged. Tau protein and neurofibrillary tangles can develop in the brains of CTE
         patients, but they collect in a different pattern than what is seen in other dementias.
         One big difference is that the neurofibrillary tangles observed in patients with CTE
         are seen in the superficial cortical layers on the periphery of the brain, as opposed
         to within deeper structures as seen with other dementias that also involve tau. These
         differences help to separate CTE from the other dementing illnesses on autopsy.
      

      
      Behavioral and Psychological Symptoms of Dementia

      
      Once delirium has resolved, the reversible causes of cognitive impairment have been
         eliminated or reduced, and a person still exhibits signs of confusion, one should
         explore the possibility of irreversible cognitive impairment or dementia. When most
         people who are not caregivers or medical professionals think about dementia, they
         immediately focus on memory deficits and other cognitive problems. However, as caregivers
         of people with dementia know all too well, there are numerous other symptoms of dementia
         that are noncognitive but have an equally profound impact on quality of life. Collectively,
         these neuropsychiatric symptoms are called the behavioral and psychological symptoms
         of dementia (BPSDs). Approximately 90 percent of people with dementia exhibit or will
         exhibit one or more of the symptoms outlined below.[6]

      
       Researchers and clinicians classify the BPSDs in various ways. We find it useful
         to think about them in terms of four clusters of symptoms. From a caregiving perspective,
         it is helpful to recognize that these symptoms often are outside of the person’s control.
         Think of them as reactions to situations in which a person feels overwhelmed, over-
         or understimulated, frightened, fatigued, physically uncomfortable (cold or hot),
         or in pain, but lacks a nuanced or sophisticated way to communicate these feelings.
         From this perspective, it is easier to understand BPSDs as forms of communication
         about how a person is coping, rather than problems to be managed. The four clusters
         are as follows:
      

      
         Disturbances in conduct. These include physical aggression, such as hitting, biting, pinching, scratching,
         spitting, and kicking, and verbal aggression, such as shouting, repeated calling out,
         and making threatening statements. Inappropriate sexual behavior also is quite common.
         This can include unwanted touching or grabbing, exposing genitals, public masturbation,
         use of sexually charged language, or unnecessary requests for genital care. 
      

      
         Disturbances in thought and perception. These principally include delusions and hallucinations. Delusions are false thoughts
         that a person strongly holds despite evidence to the contrary. These often involve
         suspiciousness or paranoia (“She stole my money!”), fear of abandonment (“Don’t leave
         me . . . I know you’re going to leave me.”), and misidentification. Misidentification
         typically involves not recognizing a familiar person, such as a spouse or family member
         (“You’re not my wife, you’re an imposter.”), or believing that the place in which
         one is residing is not one’s home (“Stop saying I live here. This is not my house!”).
         Hallucinations are perceptual distortions that involve the senses. Unlike many traditional
         psychiatric disorders, such as schizophrenia, hallucinations in dementia often involve
         visual distortions. People with dementia who have visual hallucinations often become
         convinced that they see well-formed animals or people who, in fact, are not there.
      

      
         Disturbances in mood.  These include depressed mood, apathy (loss of interest or motivation), sadness,
         elevated mood, and anxiety.
      

      
         Disturbances in movement and speech. These typically are either motor retardation (slow movements) or motor hyperactivity
         (increased motor movements or rapid speech).
      

      
       The burden of BPSDs on both those who have dementia and their caregivers is substantial.
         Family caregivers of people with dementia are far more likely to have depression and
         anxiety disorders than non-caregivers of the same age. Studies report depression rates
         for dementia caregivers to be 30–40 percent, compared with 5–17 percent for non-caregivers
         of similar ages. The prevalence of anxiety disorders among dementia caregivers is
         approximately 44 percent, a figure substantially higher than the prevalence rate in
         non-caregiver peers.[7]

      
      Pharmaceutical Interventions in Dementia

      
      As we have discussed in earlier chapters, as of the writing of this book, there is
         no cure for Alzheimer’s disease. Furthermore, research on the effectiveness of memory
         enhancers is mixed. While there are a few medications commonly prescribed for people
         with dementia, there is a heavy emphasis on the use of non-pharmacological interventions
         to treat problematic behaviors. This is because the medicines used to treat symptoms
         and behaviors commonly associated with dementia have less than optimal effectiveness,
         and many have significant negative side effects, including the possibility of medication-induced
         delirium. 
      

      
       Below are the most common categories of pharmaceutical interventions for dementia:

      
      Memory Enhancers

      
      
         	
            
            Cholinesterase inhibitors (e.g., Aricept, Exelon, Razadyne)

            
         

         
         	
            NDMA receptor antagonists (e.g., Namenda)

            
         

         
      

      
      Antidepressants

      
      
         	
            
            Selective serotonin reuptake inhibitors (SSRIs) (e.g., Trazodone, Prozac, Celexa,
               Effexor, Cymbalta, Lexapro, Zoloft, Paxil)
            

            
         

         
         	
            Monoamine oxidase inhibitors (MAOIs) (e.g., Zelapar)

            
         

         
         	
            Tricyclic antidepressants (TCAs) (e.g., Elavil)

            
         

         
         	
            Aminoketene class of drugs (e.g., Wellbutrin)

            
         

         
      

      
      Anxiolytics/Hypnotics

      
      
         	
            
            Benzodiazepines (e.g., Valium, Ativan, Xanax, Klonopin, Restoril)

            
         

         
         	
            Hypnotics (e.g., Ambien)

            
         

         
      

      
      Mood Stabilizers

      
      Gabapentin, Depakote, Lithium, Tegretol, and Lamictal

      
      Antipsychotics

      
      Zyprexa, Seroquel, Risperdal, Geodon, Abilify, and Haldol

      
       

      It is important to remember that different dementias may respond differently to different
         classes of drugs. Furthermore, each individual is unique and may respond differently
         to specific medications. We have a long way to go, but the newest science is exploring
         genetic tests to match the patient with the drug that best fits his or her dementia
         and/or mental health needs.
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      Chapter 8

      Other Insults to the Brain

      
         
         
      

      
      In addition to dementing diseases, other medical conditions can negatively affect
         brain health, and the effects often mimic symptoms of dementia. We’ll refer to these
         as “insults to the brain.”
      

      
      Atrial Fibrillation

      
      Atrial fibrillation is a heart rhythm irregularity that often is associated with a
         host of health problems. However, not all heart rhythm irregularities are created
         equal. There are regularly irregular rhythms (think of a strange, but regularly repeating, rhythm in a song), and there are irregularly irregular rhythms (think of a confused jazz musician). The effects of atrial fibrillation on the brain
         are twofold: First, syncope (fainting) can result because atrial fibrillation affects
         circulation, negatively impacting cerebral blood flow (CBF). Second, atrial fibrillation
         also can cause strokes. Clots form in the heart because of the chaotic beating and,
         once formed, can travel to the brain where they become lodged, causing a stroke.
      

      
         The risk of a stroke for someone with atrial fibrillation is well known to be significant;
         current estimates suggest the risk may be as high as 5 percent per year in patients
         who are untreated by blood thinners.[1] These are not always major cerebrovascular events. “Silent” cerebral ischemia also
         is a risk. This refers to strokes that escape patients’ awareness but are found subsequently
         on brain imaging (CT or MRI). While the effects of so-called silent strokes may be
         less overt, they are major risk factors for future strokes, which can lead to progressive
         brain damage.
      

      
      More about Syncope

      
      Syncope is a temporary loss of consciousness caused by suboptimal cerebral blood flow.
         Below are the most common causes of syncope:
      

      
      
         	
            
            Sepsis (life-threatening infections in the blood that can precipitate a drop in blood
               pressure, which can result in a temporary disruption in the flow of blood to the brain)
            

            
         

         
         	
            Neurologic causes (e.g., seizures, strokes)

            
         

         
         	
            Anaphylaxis/autonomic (e.g., a bee sting in a severely allergic patient or autonomic
               problems in the elderly, vasovagal included)
            

            
         

         
         	
            Cardiac causes (i.e., pump failure, from heart attacks to abnormal heart rhythms)

            
         

         
         	
            Hypovolemia (dehydration, which leads to a reduction in blood pressure, which results
               in a reduction in the flow of blood into the brain)
            

            
         

         
      

      
      Most syncope occurs when the brain requires an increased flow of blood, but the heart
         cannot keep up with demand. Most of the time syncope is not an emergency, but it can
         be a sign of a heart attack or rhythmic disturbance in the heart. For example, the
         new rhythm may not be pumping the blood effectively, so the CBF drops to a point that
         cannot support consciousness.
      

      
      Brain Tumor/Subdural Hematoma

      
      Mass effect is a term that can be used to refer to an insult to brain health caused by a brain
         tumor or subdural hematoma. Tumors can be either benign or malignant, but both can
         cause confusion by virtue of a “mass” pressing onto a person’s brain, thereby reducing
         function. Subdural hematomas most often occur as a result of falls with head trauma
         and may require surgical correction, even in those with dementia.
      

      
      Concussion

      
      A mild traumatic brain injury is well defined and occurs as a result of a head injury
         from contact and/or acceleration-deceleration forces. The Glasgow Coma Scale stages
         the severity of the injury based on the patient’s scores on three different abilities:
         eye opening, verbal response, and motor response. A perfect score is 15, with the
         lowest possible score being 3. For the concussion to be diagnosed as mild, the Glasgow
         Coma Scale score needs to fall between 13 and 15. Moderate traumatic brain injury
         is defined by a Glasgow Coma Scale score of 9 to 12. It is thought that even if mild
         head trauma can avoid causing immediate bleeding of a large blood vessel, inflammatory
         changes still can result in damage to long axons. And if the brain suffers another
         injury before the healing process has finished, a chronic process can unfold.
      

      
      Depression

      
      Depression sometimes is referred to as pseudodementia because its symptoms can mimic those of dementia, including diminished concentration,
         slowed thought processes, reduced decision-making capabilities, and social withdrawal.
         Depression should be diagnosed and treated for a number of reasons. First, and perhaps
         most importantly, treating depression can alleviate suffering. Second, it can help
         isolate the depressive symptoms from those of dementia and rule out the possibility
         of delirium. Lastly, depression and social isolation are risk factors for dementia,
         meaning there is a possible link between depression, especially chronic depressive
         episodes, and the development of dementia. Therefore, treating depression might reduce
         the risk of dementia in the older adult years. 
      

      
       In addition to identifying and treating depression, one also should identify and
         treat anxiety. We suggest screening for depression and anxiety beginning at age fifty.
         We base this suggestion on the growing arc of cognitive and mood problems associated
         with aging, and the importance of early mitigation strategies.
      

      
      Hypertensive Encephalopathy

      
      Hypertensive encephalopathy refers to a clinical emergency resulting from very high
         blood pressure (180/120). It is characterized by confusion, headaches, and vomiting.
         Once the patient’s blood pressure is lowered, the symptoms should abate, but this
         condition is initially difficult to differentiate from a stroke, because patients
         with strokes usually present to the hospital with very high blood pressure.
      

      
      Normal Pressure Hydrocephalus

      
      Normal pressure hydrocephalus (NPH) is another condition with effects that can mimic
         the symptoms of dementia. Patients experiencing NPH present with the classic triad
         of gait disturbance, decline in cognition, and urinary incontinence. The diagnosis
         is made based on the presence of the above symptoms and brain imaging that demonstrates
         significant swelling of the ventricles in the brain.
      

      
       The increased collection of cerebrospinal fluid (CSF) exerts excessive pressure on
         the ventricles of the brain. This pressure then pushes against the white matter tracts
         adjacent to the ventricles. The white matter of the brain is composed of axons coated
         with protective myelin sheaths. White matter tracts are responsible for conducting
         nerve signals up and down the spinal cord. Of note, damage to these tracts can result
         in impaired movement, which may account for the gait abnormalities observed with NPH.
         If identified early enough, and if a shunt is placed to reduce the pressure inside
         the patient’s ventricles, the symptoms may resolve.
      

      
       As with the dementing illnesses, understanding of brain insults is deepened through
         clinical examples. This story exemplifies the clinical presentation of NPH: John was
         a brilliant man, quiet, soft spoken, and analytical. The child of an alcoholic, he
         had never had an alcoholic beverage in his life. Then one day he started staggering
         around as if he were drunk. To make matters worse, he started urinating on houseplants
         and forgot how to get to his office, even though his commute had been the same for
         about thirty-five years. After a serious fall in his living room, he was transported
         by ambulance to the emergency room where it was discovered that he had normal pressure
         hydrocephalus. A shunt was placed in his brain to relieve the pressure, and his symptoms
         were greatly reduced. 
      

      
      Seizures

      
      A seizure is a sudden surge of electrical activity in the brain that can affect a
         person’s behavior for a short period of time. The overlap between seizures and dementia
         is considerable. Seizures do not cause dementia, but people with Alzheimer’s disease
         are up to ten times more likely to have a seizure than those without Alzheimer’s disease.
         Between 10 and 20 percent of patients with Alzheimer’s disease have had a seizure.[2] However, it is worth noting that for the majority of patients with both dementia
         and seizures, it is most often a stroke, not Alzheimer’s disease, that causes the
         seizures. Given the potential for abnormal sensations and loss of consciousness, seizures
         can confuse a patient, and it can take a few hours for the confusion of a grand mal
         seizure to resolve. The smaller seizures (focal or absence) do not typically cause delirium, and any loss of awareness should last for no more
         than ten to twenty seconds. 
      

      
      Strokes

      
      The very second someone has a stroke the clock starts ticking, counting up to three
         hours, after which the damage will be irreversible. So, if you think someone is having
         a stroke, 911 is the only option based on the reality of time alone. Don’t dare give
         the person an aspirin, because this could cause or exacerbate the bleeding into the
         brain.
      

      
       Stroke patients arriving at the emergency room should have a CT scan of their heads
         almost immediately upon arrival. The CT scan will show if there is any brain hemorrhaging
         or bleeding into the brain. If bleeding is present, a neurosurgeon should be consulted,
         and surgical options will be discussed. Note: The three-hour window referred to above
         does not apply to this type of stroke because you cannot give “clot busters” to someone
         with brain hemorrhaging. This type of stroke accounts for 15 percent of all strokes.[3]

      
       If, however, the patient is having an ischemic stroke, which accounts for the remaining 85 percent of strokes, then the treating
         doctor should review the risks and benefits of giving thrombolytics (clot-busting
         drugs). Because so-called clot busters could cause catastrophic bleeding as a side
         effect, there are many contraindications to receiving that type of medication, including
         recent heart surgery. In an ideal world, patients can be given the clot buster, but
         if the risks of bleeding are too great, then they will have to be managed conservatively.
      

      
       There are two types of ischemic strokes:

      
         Embolic stroke. This type of stroke occurs when a thrombus (a stationary blood clot along the wall
         of a blood vessel) develops outside of the brain. These tend to be the larger of the
         two types of strokes. An embolic stroke frequently points to an unknown, preexisting
         cardiovascular problem, such as atrial fibrillation or the presence of plaques in
         a narrowed carotid (neck) artery.
      

      
         Thrombotic stroke. This type of stroke occurs when a thrombus develops within the blood vessels inside
         of the brain. These strokes tend to be smaller than embolic strokes.
      

      
       Most hospital neurologists will order a definitive MRI during the subacute phase
         of the stroke (after forty-eight hours), which is why most stroke patients will have
         an MRI just before leaving the hospital. This is the best time to assess the extent
         of damage. Doing so can help establish prognosis, as well as a cogent treatment plan
         for recovery. 
      

      
       TIA. The term TIA, which stands for transient ischemic attack, is sometimes referred to as a ministroke,
         which is a misnomer in many ways. Don’t be fooled; this is not a “baby stroke.” It
         is a stroke. TIAs are to the brain what angina is to the heart in that they can predict
         a more permanent problem “coming around the corner.” They are like the check engine
         light in your car. If you don’t go to the mechanic to have your car serviced upon
         noticing the light, you might break down in a very bad spot. Similarly, if you don’t
         go to the doctor after experiencing a TIA, you could be missing out on the opportunity
         to begin preventive treatments that could offset the risk of having a more catastrophic
         stroke in the future.
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      Chapter 9

      Lowering Your Risk for Cognitive Decline and Dementia

      
         
         
      

      
      I visited my mother at the nursing home. Her memory has gotten so bad. I barely recognize
            her. She used to be so smart and aware. Now she doesn’t even recognize me. Is this
            going to happen to me?

      
         This observation and the fear that accompanies it are common for loved ones of
         patients struggling with dementia. Dementia is cruel and debilitating, and the idea
         of developing it is truly terrifying. American adults list being diagnosed with dementia,
         specifically Alzheimer’s disease, as one of their biggest fears—ahead of being diagnosed
         with cancer, according to some studies. It is easy to understand why. The idea of
         losing your memory, independence, and identity is a worst-case scenario. With other
         diseases, your body may be compromised, but you can take comfort in the fact that
         your mind is preserved; with dementia, your mind and body may be compromised, to varying degrees. Furthermore, most people have witnessed
         the devastating toll that dementia can take on a person. Worldwide, nearly 10 million
         new cases of dementia are diagnosed each year. These patients and their loved ones
         soon will know all too well how heartbreaking it can be to experience dementia, in
         a firsthand capacity or vicariously through their loved one. Naturally, the loved
         ones will be very anxious about their own risk.[1]

      
         What is my risk of developing dementia? This is one of the most frequent and troubling questions asked of health-care providers
         treating geriatric patients. The anxiety on the part of the patients and their families
         is understandably palpable, though not necessarily warranted in all cases. Worries
         about the development of dementia are far more common than the actual incidence of
         dementia. That being said, knowing the actual incidence and prevalence of dementia
         is not always comforting to people, particularly when a confirmation bias comes into
         play. The term confirmation bias refers to the psychological process by which people tend to search for new evidence
         to confirm existing beliefs or theories. In other words, if you are worried about
         having dementia, you may begin to feel as if there is something wrong with your cognition,
         even if there is not. Normal forgetfulness may begin to feel like an ominous sign
         or evidence of dementia.
      

      
       In fact, forgetfulness is a normal part of aging. It would be unusual if you did
         not forget things from time to time. This includes things like not being able to remember
         the name of someone you just met at a party, where you parked your car, or where you
         put your glasses. In most cases, these are normal occurrences, not evidence of dementia.
         Forgetfulness is best understood as the result of poor attention, sometimes called
         inattention, rather than poor memory. Most of the time, forgetting the name of someone
         you just met is not the result of an inability to make new memories but, rather, the
         result of a failure to successfully complete the necessary memory sequence in order
         to encode the information. You have to attend and focus before you can successfully
         make a memory. Imagine that your ability to attend and focus can be titrated up and
         down by using an external dial to achieve the desired level of attention. To make
         a new memory, first you must turn up your attention dial. If you are not devoting
         sufficient attention to the subject matter, you will not encode the memory, and then
         the information will not be available when you attempt to recall it later.
      

      
       In contrast, the true memory problems associated with dementia are not caused by
         simple inattention or failing to turn up your attention dial. Instead, they are the
         result of an inability to make new memories. As humans, we only can pay attention
         to a limited number of things at a time. If we concentrate on one thing, it is at
         the expense of another. To make a new memory, such as where you parked your car, you
         must fix your attention on the car’s location when you park. You need to concentrate on the present moment. If you are thinking about something
         that happened in the past or something that will happen in the future, like the last
         song that played on the radio or what you plan to make for dinner, you may not have
         assigned enough attention to the location of your parking spot. This may explain why
         you can’t locate your car when you finish shopping.
      

      
       Anxiety about dementia can be a self-fulfilling prophecy of sorts; while it does
         not cause dementia, it can make forgetfulness or memory performance worse. Consider
         the following example: 
      

      
      * * *

      
      Mary’s father was diagnosed with dementia five years ago. She and her sister subsequently
         moved him into the memory care program at a local assisted living community. Mary
         struggled with the change and had trouble coping with the memory and behavior problems
         of fellow residents who often made disruptive noises and wandered into her father’s
         room when she came to visit. Shortly after moving her father into the community, she
         began to worry about her own ability to remember. She became hypersensitive about
         her occasional forgetfulness and perceived it to be getting worse. She frequently
         went on the internet to research dementia indications and joined a chat room for people
         who have early-onset Alzheimer’s disease. Soon she became convinced that she had the
         disease. 
      

      
       Mary’s situation demonstrates two important features of anxiety-induced memory problems.
         First, she became hypersensitive to her own forgetfulness and began to look for examples of memory problems to confirm
         her self-diagnosis. This contributed to the second common feature of anxiety-induced memory problems:
         her anxiety became self-perpetuating. Her observation of her own memory problems fueled her anxiety, causing increased
         forgetfulness, leading to heightened anxiety, and so forth. Mary’s anxiety and conviction
         that she had dementia persisted despite the fact that memory problems caused by anxiety
         are far more common than early-onset Alzheimer’s disease. 
      

      
       

      * * *

      
      My mother has dementia, am I more at risk? Dementia is a complex syndrome caused by a number of different underlying diseases,
         the most common of which is Alzheimer’s disease. Approximately 25 percent of all people
         in the United States aged fifty-five years and older have a family history of dementia.[2] Perhaps this explains why health-care professionals treating geriatric patients frequently
         field questions about genetic risk factors.
      

      
         First, here is the bad news. Family history is indeed a significant risk factor
         for dementia. In very general terms, people aged fifty-five years and older have a
         10 percent risk of developing dementia before age eighty-five. A history of dementia
         in a first-degree biological relative, such as a parent or sibling, doubles this risk
         for certain populations. For example, studies show that Caucasians with a first-degree
         biological relative who has or had dementia have a 20–25 percent risk of developing
         dementia by age eighty-five. This suggests that, for Caucasians, having an immediate
         family member with dementia increases risk by a factor of 2× to 2.5×. What if you
         are not Caucasian? Ethnicity does seem to moderate the level of risk. The relationship
         between family history and dementia risk for ethnic minorities is less clear, but
         the risk may be as high as 40 percent for African Americans.
      

      
         Now, here is the good news. While family members of people with dementia have reason
         for alarm, there are immediate, proactive steps that can be taken to lower the risk.
         In this chapter we discuss a number of steps you can take to lower your risk, whether
         you have a first-degree biological relative with dementia or not. We’ll present this
         information in two parts. First, we’ll describe a program that experts consider to
         be a core method. Next, we’ll describe more peripheral steps that you can take to
         help improve your brain health. While these core and peripheral steps may not prevent
         dementia, there is scientific evidence to suggest that they may mitigate the level
         of risk and/or delay the onset of dementia. The bottom line is that if you take personal
         responsibility for your brain health, you have a good chance of lowering your risk.
         
      

      
      Common Misconceptions: Separating Fact from Fiction

      
      Before delving into how you can lower your dementia risk, we’ll spend some time addressing
         some common misconceptions. Separating fact from fiction is indeed important, as misconceptions
         about dementia risk and ineffective mitigation activities represent barriers to brain
         health. 
      

      
      Misconception #1

      
      It is all genetic. There is nothing I can do to prevent or stop dementia.

      
       There are many factors that influence the onset and progression of diseases that
         cause dementia. Take Alzheimer’s disease as an example. Specific genes make it more
         likely for a person to develop Alzheimer’s disease, but genes are not the only factor.
         There are different forms of Alzheimer’s disease, the most common of which usually
         has an onset after age sixty-five (late-onset Alzheimer’s disease). The gene most
         commonly associated with late-onset Alzheimer’s disease is called apolipoprotein E
         (APOE), but not everyone who has the APOE gene develops Alzheimer’s disease. Lifestyle
         habits, other medical conditions, and environmental factors also play a role in the
         development of Alzheimer’s disease.
      

      
      Misconception #2

      
      Crossword puzzles, word searches, word scrambles, online brain training, and similar
            “brain games” will lower my risk for dementia.

      
         A billion-dollar brain training industry has evolved out of the widespread panic
         over dementia risk, with many companies making extreme claims about the effectiveness
         of their products. We advise that you exercise caution and skepticism when evaluating
         these claims. 
      

      
       First, many of these companies attempt to tie their products to science. They make
         statements about their products being “based on science.” Keep in mind that being
         “based on science” is a very vague claim, and cited studies may be only tangentially
         related to the advertised product. Ask yourself the following question: Is this product
         based on science or is it validated by science? Claims that a product is “validated by science” indicate that the specific
         product was evaluated using rigorous scientific methods. Products that are validated
         by science are far more likely to mitigate dementia risk than those that are simply
         based on science.
      

      
       Second, simply completing a brain game or brain training session may be insufficient
         to mitigate dementia risk. Not all brain exercise is created equal. We recommend that
         activities that we call cognitive exercises meet the following criteria:
      

      
      
         	
            
            The exercises should be at least moderately difficult.

            
         

         
         	
            They should be progressively challenging.

            
         

         
         	
            They should be novel.

            
         

         
         	
            They should be practiced frequently.

            
         

         
      

      
      These criteria align with how the brain actually works. To really understand how the
         brain can improve at tasks, we should begin with the idea that the brain has the ability
         to change. Through the right kinds of activities and exercises, the brain can modify
         its structure, protect itself against diseases that cause dementia, and improve cognitive
         functioning. This phenomenon is called neuroplasticity. Neuro refers to neurons, or the approximately one hundred billion nerve cells that comprise
         much of our brain and central nervous system. Plasticity implies that neurons are changeable or modifiable. More specifically, through carefully
         prescribed cognitive exercises, we can encourage neurons to work together more efficiently
         or “rewire themselves” to perform specific tasks. 
      

      
       We have learned through decades of research that neuroplasticity is most likely to
         occur during certain conditions. To better understand these conditions, think about
         physical exercise as an analogy. Suppose you want to build muscle mass. If you are
         in fairly good physical condition, lifting two-pound weights is not likely to build
         muscle mass. They are simply too light. On the other hand, trying to lift five-hundred-pound
         weights would not work because the weights would be too heavy to move. The best approach
         would be to find weights that you are able to move for more than one repetition that
         also challenge your muscles to work hard. Cognitive exercises operate similarly. Doing
         exercises that are too easy will not force neurons to rewire, and trying to do exercises
         that are too challenging will lead to failure.
      

      
       The second criterion is that cognitive exercises should be progressively challenging.
         As we master exercises, they become increasingly easy to do. By introducing progressively
         difficult exercises, we can maintain the degree of challenge. Once again, consider
         our analogy of building muscle mass by lifting weights. Once we get stronger, we require
         heavier weights to continue building mass. 
      

      
       The third criterion is that cognitive exercises should be novel. Neuroplasticity
         requires the use of novel or unusual methods. Humans tend to be creatures of habit.
         We tend to drive to and from work the same way every day. We walk through the grocery
         aisles in the same order, week after week. We even tend to get dressed in the same
         sequence each morning. What if, instead of doing these things, we took a different
         route to work, reversed our grocery shopping patterns, or changed up how we get dressed
         in the morning? These are examples of novel approaches. In reference to cognitive
         exercises, it is important to vary what you do and to introduce different kinds of
         exercise. We’ll describe this in more detail when we discuss specific working memory
         exercises and brain rehabilitation modules.
      

      
       Finally, the fourth criterion is that cognitive exercises should be performed frequently.
         While it is unclear exactly how many times we should engage in cognitive exercises
         each week, it appears that we should aim for at least five sessions.
      

      
      Misconception #3

      
      Daily brain training or cognitive exercise is the best way to protect my brain against
            dementia.

      
       Despite the claims of companies that create brain training programs and brain game
         products, cognitive exercise alone is unlikely to adequately protect your brain against
         dementia; a holistic approach is more likely to be effective. Dementia is associated
         with a number of metabolic processes, which suggests that the maintenance of good
         physical health is necessary for the maintenance of good brain health. Furthermore,
         diseases such as diabetes and hypertension are risk factors for dementia; practicing
         habits to prevent or control these problems is an important way to protect your brain.
         One way to accomplish this is through routine physical exercise. Research has provided
         strong evidence that physical exercise may attenuate cognitive impairment and reduce
         dementia. Moreover, many studies investigating the relative benefits of cognitive
         and physical exercise for brain health show that physical exercise may be even more
         protective of brain health than cognitive exercise. Clearly, the best approach is
         to engage in both physical and cognitive exercise. 
      

      
      Misconception #4

      
      Memory medications are the best method for treating memory loss and preventing dementia.

      
         Unfortunately, as of the writing of this book, we have no medications that can
         cure Alzheimer’s disease and/or related dementias. The evidence for the effectiveness
         of “memory enhancers” is not impressive, and as a general rule, we recommend that
         in addition to considering medication, you clearly understand the importance of nonpharmacological
         interventions and make educated decisions about what is best for you and your loved
         ones. Nonpharmacological interventions include physical exercise, cognitive exercises
         validated by science, and a healthy diet. An added advantage of these approaches is
         that there are no medication-related side effects.
      

      
      Some Misconceptions about Supplements and Substances

      
      As you have learned, pharmacological interventions for dementia often are lacking
         in empirical support. Similarly, over-the-counter “cures” leave much to be desired
         in terms of validation. Below are some misconceptions about supplements and substances
         that consumers think will mitigate their risk for Alzheimer’s disease.
      

      
         Coconut oil prevents Alzheimer’s. As of 2017, there have been no studies published in peer-reviewed journals, a vitally
         important method of validating claims, about the efficacy of coconut oil in preventing
         Alzheimer’s disease. This immediately draws suspicion to claims that coconut oil cures
         Alzheimer’s disease. Also, coconut oil is extremely high in saturated fat and can
         be detrimental to the cardiovascular system.
      

      
         Coral calcium prevents Alzheimer’s. Many people take calcium supplements such as calcium carbonate to improve bone health.
         Coral calcium supposedly comes from the former living organisms that make up coral
         reefs and is touted by some as preventing Alzheimer’s. The Federal Trade Commission
         (FTC) and the Food and Drug Administration (FDA) have filed formal complaints against
         companies making these claims. The agencies state that they are not aware of any reliable
         scientific evidence supporting these exaggerated health claims, and invalidated claims
         such as these are unlawful.
      

      
         Ginkgo biloba  prevents Alzheimer’s. Ginkgo biloba is a plant extract containing several compounds that may have both
         antioxidant and anti-inflammatory properties. It has been used in traditional Chinese
         medicine for centuries and currently is being used in Europe to “alleviate” cognitive
         symptoms. However, results of the Ginkgo Evaluation and Memory (GEM) Study, a large
         Phase 3 clinical trial conducted by several branches of the National Institutes of
         Health, showed that ginkgo was no better than a placebo in preventing or delaying
         the onset of Alzheimer’s disease.
      

      
         Moss extract prevents Alzheimer’s. While it is true that some moss extracts have similar properties to cholinesterase
         inhibitors, which are active ingredients of traditional Alzheimer’s drugs, the Alzheimer’s
         Disease Cooperative Study found that the moss extract was no more effective than the
         placebo.
      

      
         Seaweed prevents Alzheimer’s. Much has been said about the benefits of taurine and other amino acids often found
         in seaweed. To date, however, studies have not been able to prove the effectiveness
         of taurine for the prevention of Alzheimer’s disease.
      

      
      What Can You Do to Reduce Your Risk of Developing Dementia?
      

      
      There is a growing body of research devoted to the investigation of possible methods
         for lowering dementia risk, especially for people who are first-degree biological
         relatives of people with dementia. One program that appears to have great promise
         is ENRICH. It was developed by researchers at the BCAT Research Center in Maryland.
         It is a public health initiative designed to increase awareness of brain health and
         lower the incidence and prevalence of dementia. (Dr. Mansbach founded the BCAT Research
         Center and is a coauthor of this book.) The program offers multiple options for cognitive
         assessment through virtual visits or self-assessment and specific working memory exercises
         that are designed for people who have different levels of cognitive functioning. 
      

      
       ENRICH is an acronym representing six key modifiable behaviors (listed below) that
         are associated with dementia risk. This program has two components. The first is purely
         educational, introducing and providing background information on the six modifiable
         behaviors. The second component is action-oriented; participants are encouraged to
         use a free calculator to compute their current “risk score,” which indicates where
         they fall on a risk continuum, from lower to moderate to higher. The calculator takes
         into account participants’ current habits and should be interpreted as general feedback
         on how their habits align with empirically established standards for brain-healthy
         behavior. It should be noted that the calculator is not a diagnostic tool. A brief
         confidential report is generated, and participants are encouraged to share this report
         with their health-care professionals or family members. 
      

      
       Of course, there are more than six behaviors that are associated with mitigation
         of dementia risk. However, these particular behaviors were chosen based on scientific
         literature and expert medical opinion. The principles of economy and utility also
         guided program development. With respect to economy, research shows a relationship
         between compliance and demand. As health-care practitioners know, it is difficult
         for people to comply with more than a handful of healthy behaviors. For this reason,
         the program focuses on just six brain-healthy behaviors. To maximize economy and prevent
         redundancy, behaviors that were highly correlated to other brain-healthy behaviors
         were not included. For example, although diet is important to brain health, it was
         not included in this program because diet is highly correlated with the brain-healthy
         behaviors already included in the program. With respect to utility, only behaviors
         with the most impressive scientific support were included. 
      

      
       The six brain-healthy habits of ENRICH are as follows:

      
      
         	
            
            Exercise daily (physical aerobic activity)
            

            
         

         
         	
            No smoking (it is never too late to stop)
            

            
         

         
         	
            Routinely add cognitive stimulation that is challenging (make it progressive)
            

            
         

         
         	
            Improve mood (fight and treat depression)
            

            
         

         
         	
            Control hypertension and heart rate (comply with heart medications) 
            

            
         

         
         	
            Healthy weight and body fats (focus on healthy rather than skinny)
            

            
         

         
      

      
      Exercise Daily

      
      There is a growing and convincing body of research supporting the potential benefits
         of routine physical exercise for improving brain health and lowering dementia risk.
         These studies suggest that regular aerobic exercise may be neuroprotective, buffering
         against the development of neurodegenerative disorders like Alzheimer’s disease. Fortunately,
         the potential benefits of physical exercise apply to people across the life span,
         including those in midlife and older adulthood who may not be athletes or routine
         exercisers. 
      

      
         How does physical exercise possibly lower dementia risk? To understand this, we must review two key associations. First, there is a well-established
         link between physical exercise and cardiovascular health. The more we routinely exercise,
         the better our cardiovascular health. This is partly because physical exercise increases
         the flow of blood and oxygen to the brain. Having enough oxygen in the brain is critical
         not only to brain function but also to the function of the body as a whole. Second,
         there is an equally well-established link between cardiovascular health and dementia.
         The better our cardiovascular health, the less likely we are to develop dementia.
         Therefore, the more we routinely exercise, the less likely we are to develop dementia.
         Simply put, exercise results in improved cardiovascular health, which protects brain
         cells, making them more resistant to diseases such as Alzheimer’s disease and strokes.
         
      

      
         How much do I need to exercise to improve my brain health? The available evidence suggests that a routine physical exercise program should look
         something like this: at least five exercise sessions per week of at least moderate
         intensity, with each session lasting between thirty and sixty minutes. The type of
         exercise can vary from person to person and from day to day. It should take into account
         individual preferences in order to maximize the likelihood of program adherence. For
         example, if you enjoy dancing, attending aerobic dance classes might be a good option.
         If you prefer to exercise outside or dislike gyms, hiking might be a better option.
         Of course, it is a good idea to check with your physician before engaging in an exercise
         program so that you can maximize its benefits and avoid possible health problems.
      

      
      No Smoking

      
      There is a strong link between habitual smoking and developing dementia in older adulthood.
         According to the World Health Organization (WHO) and Alzheimer’s Disease International
         (ADI), smokers have a 45 percent higher risk of developing dementia than nonsmokers. In fact, studies estimate that 14 percent
         of Alzheimer’s disease cases worldwide may be attributable to smoking.[3]

      
         How is smoking linked to dementia? The answer to this question is a bit complicated. However, the concept can be best
         understood through two associations. First, smoking is linked to cardiovascular disease.
         Examples include cerebrovascular disease, coronary heart disease, and strokes. Second,
         cardiovascular disease often plays a critical role in the development of dementia.
         Smoking also accelerates atherosclerosis, which causes a narrowing of blood vessels
         in the heart and brain. One major consequence of this is that brain cells are deprived
         of the oxygen they need to function, eventually leading to dementia. 
      

      
       Most longtime, habitual smokers are at least vaguely aware of the negative health
         consequences of the habit. However, it is common for them to express doubt that, after
         decades of smoking, cessation could reduce their risk. In fact, older adult smokers
         are given less encouragement, fewer resources, and less guidance to help them stop
         than younger smokers. The good news is that smoking cessation can lower risk, even
         after decades of daily smoking. The take-away is that the best time to stop is now. 
      

      
      Routinely Add Cognitive Stimulation That Is Challenging

      
      Just as the body requires routine exercise to maximize health, the brain requires
         routine cognitive stimulation to maximize health. What is cognitive stimulation? In
         general terms, it refers to a mental activity that challenges you to think in novel
         ways. While the activity should be challenging, it need not be intimidating. When
         starting a cognitive exercise program, it is important to know that getting the correct
         answers or successfully completing all the exercises is not important. This is one
         of those times when the benefit comes from doing it, not necessarily from doing it correctly. As you develop and pursue a personalized
         program, keep these tips in mind:
      

      
         Don’t let the perfect be the enemy of the good. The goal of cognitive exercises is to improve brain health and protect your brain
         from dementia, not achieve 100 percent accuracy.
      

      
         If you become frustrated with a very difficult exercise, move on to an easier one. Frustration indicates that you may not be ready for that specific level of difficulty.
         Work your way forward, but be careful not to skip ahead to something that is prohibitively
         difficult. 
      

      
         Cognitive exercises should be challenging, but they can be fun too.  People are more likely to sustain exercise when they see progress and enjoy the
         challenge. Choose exercises that you enjoy.
      

      
       It is important to remember that not all cognitive exercises are created equal! Moreover,
         what qualifies as truly helpful depends not only on the type and quality of the exercise
         but also on the cognitive skills of the participant. It is important to exercise frequently
         and to choose cognitive exercises that are at least moderately difficult, novel, and
         progressively challenging. However, difficulty level is highly dependent on the person
         who is doing the exercises. The following scenario exemplifies this point:
      

      
       

      * * *

      
      First, we have Mary, who has mild cognitive impairment (MCI). Mary is given an exercise
         appropriate for her level of cognitive functioning. She has true memory challenges,
         but she is capable of making new memories and can benefit from a fairly challenging
         exercise. Next, we have David, who is given an exercise appropriate for his level
         of cognitive functioning, which is more impaired than Mary’s. David has moderate-stage
         dementia. For him to benefit from cognitive exercises, they must be less challenging
         than Mary’s. Let’s compare the exercises.
      

      
       One of Mary’s cognitive exercises for Monday is as follows: Say your phone number out loud. Try to picture each digit as you say it. Next, say
            your phone number backward, starting with the last digit. Focus on seeing each number
            as you work your way back to the first digit of the phone number.  
      

      
       One of David’s cognitive exercises for Monday is as follows: Say the numbers five and eight out loud. Now close your eyes. Try to picture the numbers
            in your head. With your eyes closed, say the numbers backward.

      
         As you can see, Mary is asked to complete an exercise that requires fairly intact
         attentional processes. For her, the exercise is moderately difficult but attainable.
         David’s cognitive status is much more impaired than Mary’s. If he tried to complete
         Mary’s exercise, he would likely become frustrated quickly and stop. Similarly, if
         Mary tried to complete David’s exercise, she would likely become bored quickly and
         stop. For this reason, it is important to seek out moderately difficult exercises,
         with the understanding that level of difficulty is subjective.
      

      
      Improve Your Mood

      
      Depression is debilitating enough when considered in isolation; to think that it also
         could be a risk factor for dementia makes it even more devastating. For many years,
         the evidence linking depression to dementia was ambiguous at best. However, more recent
         analysis indicates that chronic depressive episodes, especially in circumstances in
         which no treatment is sought, may indeed be a risk factor for dementia. It is important
         to remember that, as with smoking cessation, treatment of depressive episodes may
         reduce dementia risk. The form of treatment does not matter as long as it results
         in improved mood status. The right treatment is truly the treatment that works for
         you, whether that means medication, talk therapy, a combination of the two, or another
         kind of intervention altogether. 
      

      
       How depression increases the risk of dementia is not clear. There are at least four
         possible explanations. First, depression is associated with understimulation. When
         people are depressed, they tend to withdraw from activities and social engagement.
         Think of a car that sits in a garage for several weeks without being started. If you
         try to drive it after letting it sit for an extended period of time, it may not start.
         The inactivity is bad for the battery. Similarly, isolation and inactivity are bad
         for the brain. An isolated, inactive brain has fewer opportunities for stimulation.
         Chronic understimulation may undermine the development of neuroprotective brain structures,
         thereby paving the way for dementia. Second, some forms of depression may be an early
         stage, or prodrome, of dementia. Third, depression may bring forward or “kick-start” dementia. A final
         explanation is that depression may damage the hippocampus through a glucocorticoid
         cascade.
      

      
      Control Hypertension and Heart Rate

      
      High blood pressure, also called hypertension, is a common medical condition associated
         with age. Approximately 65 percent of Americans aged sixty or older have hypertension.
         However, the risk of developing hypertension is higher for African Americans, those
         who are overweight, those who rarely exercise, those who consume excessive amounts
         of alcohol, those who experience chronic stress, and those who have a family history
         of hypertension.[4]

      
       How does chronic high blood pressure increase your risk for dementia? Over many years,
         high blood pressure damages the health of arteries. Arteries carry blood and oxygen
         from the heart to other parts of the body, including the brain. Without an adequate
         supply of this oxygenated blood, brain cells become damaged and can die. Normally,
         arteries are strong and flexible. However, chronic high blood pressure can damage
         the artery walls, making them thick and stiff. When this happens, blood flow can be
         restricted or blocked. In extreme cases, the artery walls can rupture. 
      

      
       In addition to blood pressure, heart rate is another important variable to monitor,
         as an abnormal heart rate can signal a heightened risk for dementia. Normal resting
         heart rates of sixty to eighty beats per minute ensure that the brain receives an
         adequate supply of blood and oxygen. A heart rate that is too low, as with bradycardia,
         may result in memory loss or forgetfulness over time. An irregular and rapid heart
         rate, as with atrial fibrillation, may increase your risk of having a stroke, which
         can lead to vascular dementia.
      

      
       Now the good news. Proper management of hypertension and cardiac arrhythmias begins
         with a diagnosis. If you are middle aged or have any risk factors for hypertension
         or cardiovascular issues, visit your doctor and discuss your risks. If your blood
         pressure is elevated, there are a number of steps you can take to keep it in a healthier
         range. These include healthy life habits and medications. Arrhythmias can be managed
         in similar ways, though surgery and other medical procedures sometimes are required.
      

      
      Healthy Weight and Body Fats

      
      Maintaining a healthy weight, especially during midlife, is important for lowering
         your risk of dementia. While there are a host of mental and physical health problems
         associated with being significantly underweight, we primarily address the cognitive
         problems that are associated with being chronically overweight since there appears
         to be a link between obesity and the development of dementia in the older adult years.
         People are generally considered to be obese when their weight is significantly higher
         than what is determined to be healthy for their height. An easy way to assess whether
         your weight falls within the range deemed healthy for your height is to calculate
         your body mass index (BMI). BMI is computed by taking your weight in kilograms and
         dividing it by the square of your height in meters. Remember that there is no such
         thing as a universal “perfect weight.” A number of variables affect weight, and height
         is just one of those variables. Ethnicity, age, gender, pregnancy, muscle-to-fat ratio,
         and a host of other variables also play a role. While BMI is somewhat limited in that
         it only takes height into account, it still is a useful guideline that can be used
         as a starting point to determine whether you might be at risk for weight-related health
         problems. 
      

      
       How is obesity a risk factor for dementia? An important factor in the relationship
         between obesity and dementia is type 2 diabetes. Obesity can cause type 2 diabetes,
         and type 2 diabetes, in turn, is a risk factor for dementia. In fact, between 80 and
         90 percent of individuals who have type 2 diabetes also are obese.[5] How does obesity cause type 2 diabetes? Obesity interferes with the body’s ability
         to metabolize sugar or glucose, which is an important source of fuel. Eventually,
         the body resists the effects of insulin, the hormone that regulates the movement of
         sugar into cells. In other words, the body stops producing enough insulin to maintain
         normal glucose levels. When this occurs, an individual is said to have type 2 diabetes.
         It is important to note that not all overweight people will develop type 2 diabetes,
         and not all people who have type 2 diabetes are overweight.
      

      
       Now for the good news! Maintaining a routine of regular, moderately strenuous physical
         exercise, along with a healthy diet, can reduce excess weight. Moreover, individuals
         who have type 2 diabetes can mitigate their risk of developing dementia by maintaining
         healthy blood sugar levels and ensuring that blood pressure and cholesterol levels
         stay in a healthy range. 
      

      
      What Else Can You Do?

      
      In addition to the brain-healthy behaviors noted above, people often have questions
         about other possible brain-healthy behaviors, many of which are trumpeted in slick
         advertising campaigns. It can be challenging to separate the flash from the substance.
         Let’s turn our attention to some of these behaviors to help identify those that have
         scientific merit. It would be impossible to address all the potential brain-healthy
         behaviors, so we’ll focus on those that are most frequently referenced, including
         diets, specific foods, wine, caffeine consumption, meditation, and sleep.
      

      
      Diets and Specific Foods

      
      Can Specific Diets Promote Brain Health?

      
      Dementia is a syndrome with multiple causes. Genetics play a role, but so do behavioral
         and environmental factors. This is especially the case for late-onset Alzheimer’s
         disease, the most common form of Alzheimer’s disease. What we eat may play a large
         role in whether we develop dementia. From a dietary perspective, subtracting unhealthy
         foods may be as important as adding healthy ones. Quite a lot of research has investigated
         the possible link between diet and dementia. The two diets that have received the
         most attention are the ketogenic diet, sometimes referred to as keto, and the Mediterranean diet. The ketogenic diet emphasizes the consumption of foods
         that are low in carbohydrates and high in fats. The theory behind such diets is that
         a strict reduction in carbohydrate intake, with a compensatory increase in consumption
         of high-fat foods, creates a metabolic state called ketosis. Ketosis is associated
         with reductions in blood sugar and insulin levels and, theoretically, results in improved
         brain function. The jury is still out as to whether ketogenic diets actually reduce
         dementia risk, and there is currently no consensus among researchers as to whether
         they are neuroprotective. 
      

      
       There is more empirical evidence to suggest that Mediterranean diets are brain healthy.
         These diets are based on foods common to countries surrounding the Mediterranean Sea.
         There are numerous variations, but most are based on these core foods: vegetables,
         fruits, nuts, seeds, legumes, potatoes, whole grains, herbs and spices, fish and other
         seafood, and extra virgin olive oil. Under this diet, dairy, eggs, and poultry are
         eaten only occasionally, and red meat very rarely. Sugar-sweetened beverages, added
         sugars, processed meats, refined grains, refined oils, and other highly processed
         foods are avoided.
      

      
       An updated version of the Mediterranean diet, developed to combat dementia, is called
         MIND, which is an acronym for Mediterranean Intervention for Neurodegenerative Delay.
         This diet was developed by Dr. Martha Clare Morris, a nutritional epidemiologist,
         and her colleagues at Rush University. MIND is a hybrid of the basic Mediterranean
         diet and DASH, which is an acronym for Dietary Approaches to Stop Hypertension. DASH
         was developed as a heart-healthy eating approach, emphasizing foods that reduce and
         prevent high blood pressure. The DASH diet encourages the consumption of foods that
         are rich in potassium, calcium, and magnesium and the reduction of sodium intake.
         Examples of DASH-approved foods are whole grains, fruits, vegetables, and low-fat
         dairy products. The DASH diet is low in saturated fat, cholesterol, and total fat.
      

      
       The MIND diet, which integrates the basic Mediterranean diet with DASH, makes intuitive
         sense, since both approaches are heart healthy and may lower the risk for diseases
         that are associated with dementia, such as diabetes and cardiovascular disease. The
         MIND diet emphasizes the inclusion of ten brain-healthy foods and limits the consumption
         of five other foods. The basic guidelines are listed below. However, it is important
         to remember that a one-size-fits-all approach is not recommended. You should make
         changes based on your own unique health status and nutritional needs. 
      

      
       The following are MIND diet–approved foods:

      
      
         	
            
            Beans 

            
         

         
         	
            Berries 

            
         

         
         	
            Fish 

            
         

         
         	
            Green leafy vegetables 

            
         

         
         	
            Nuts 

            
         

         
         	
            Olive oil 

            
         

         
         	
            Other vegetables 

            
         

         
         	
            Poultry 

            
         

         
         	
            Whole grains 

            
         

         
         	
            Wine (emphasis on red wine, moderate use)

            
         

         
      

      
      Foods that should be limited under the MIND diet are: 

      
      
         	
            
            Butter and stick margarine

            
         

         
         	
            Cheese 

            
         

         
         	
            Fried or fast food (less than once per week)

            
         

         
         	
            Pastries and sweets (rarely eat)

            
         

         
         	
            Red meats

            
         

         
      

      
      While the potential benefits may make it worthwhile, creating and committing to a
         brain-healthy diet can be challenging. Successfully maintaining a healthy diet is
         further complicated by the influence of deceptive marketing on food selection. Many
         foods are marketed as beneficial for memory and cognition. However, advertising can
         be deceptive; claims may not be wrong per se, but some are not entirely correct either.
         Just because a product belongs to a healthy food group does not make it a health food.
         Take yogurt as an example. There is evidence that yogurt, which tends to be rich in
         probiotics, can be healthy for you. However, not all yogurts are the same, and many
         contain higher levels of sodium and processed sugars than you need. A comparison of
         plain Greek yogurt and strawberry-flavored yogurt serves as a good example. If you
         examine the nutritional value among yogurts sold in typical grocery stores across
         the United States, you will find that plain Greek yogurt contains an average of five
         grams of sugar and fifty-three milligrams of sodium. The strawberry-flavored yogurt
         contains an average of eighteen grams of sugar and ninety-five milligrams of sodium.
         That is approximately 3.5 times more sugar and nearly twice as much sodium, yet both
         products are labeled “yogurt” and, therefore, are considered healthy. This should
         serve as a reminder that when you shop for healthy foods, you must examine the labels
         carefully.
      

      
       Once you make your food selections, pay attention to the actual portions that you
         eat and drink. You can indeed have too much of a good thing. This is particularly
         true with nuts. Many nuts are brain healthy, but they often are calorically dense.
         Almonds contain approximately 160 calories per ounce, while macadamia nuts contain
         approximately two hundred calories per ounce. While the US Food and Drug Administration
         recommends eating 1.5 ounces of nuts per day, people often eat two or three times
         this amount. Eating four ounces of macadamia nuts a day adds eight hundred calories
         to your daily intake, which would result in a two-pound weight gain over the course
         of a week. 
      

      
       One final note about food selection as it pertains to brain-healthy eating when dining
         outside of the home: At home, you can better control portions, as well as the use
         of sodium, sugar, and saturated fats. We tend to eat what is on our plates. Restaurants
         tend to serve large portions, and even when the portions are reasonable, they tend
         to offer multiple courses (bread, appetizers, entrees, desserts, etc.). Studies show
         that the average entree contains 674 calories, while appetizers typically contain
         even more calories, averaging 813. You could easily consume more than fifteen hundred
         calories during one restaurant meal, while simultaneously exceeding your daily doses
         of sodium, sugar, and fat! We suggest that, when enjoying a meal at a restaurant,
         you make careful choices about what you order and if the portions are large, remove
         some of the food from your plate.
      

      
      Do Specific Foods Promote Brain Health?

      
      One food that has received a lot of attention for its potential brain-healthy properties
         is blueberries. Blueberries contain anthocyanins and other polyphenolic compounds that have positive antioxidant and anti-inflammatory
         effects. Moreover, anthocyanins likely improve metabolic function and have lipid-lowering
         effects. Polyphenol compounds are found in a number of fruits and vegetables; adequate
         consumption of these compounds has been associated with lowered risk of neurodegenerative
         disorders. Also, studies have reported improvement of cognitive performance in older
         adults who consume regular amounts of fruits and vegetables, inclusive of blueberries.
         In fact, some studies have identified anthocyanins in the hippocampus and specific
         cortical areas following blueberry consumption.
      

      
       While this is encouraging news, a few words of caution are in order, so that you
         can put blueberry consumption in context. Based on the available research, we can
         say that consumption of blueberries and other fruits and vegetables can contribute
         to positive physical, mental, and cognitive health. However, consumption of anthocyanin-rich
         foods like blueberries is more likely to be effective as a preventive strategy than
         as an actual treatment for memory impairment. Even as a preventive measure, it is
         unclear how many blueberries one should eat to realize a positive effect. 
      

      
      Wine and Caffeine Consumption

      
      Can Wine Promote Brain Health?

      
      “A glass of wine a day keeps the doctor away” has not made it into the cultural zeitgeist
         quite yet. However, if you search the internet for information regarding the neuroprotective
         properties of wine, you will discover hundreds, if not thousands, of sources promoting
         wine as a brain-healthy beverage. Of course, the question of just how brain healthy
         wine might be is not so simple to answer. One must differentiate between types of
         wine and, more importantly, weigh the potential benefits of certain alcoholic beverages
         against the potential negative consequences of alcohol overuse, which we refer to
         as alcohol dependence or abuse. 
      

      
       Alcohol-related disorders are a significant problem. It is estimated that more than
         fifteen million American adults have an alcohol disorder.[6] Therefore, how much alcohol you consume is at least as important as what type of alcohol you drink. For
         people who are at moderate to high risk for alcohol dependency, the potential costs
         of wine consumption outweigh the benefits. In this situation, focus on the healthy
         behaviors previously discussed in this chapter as your pathway toward brain health.
         More than moderate use of alcohol is problematic for most people. Alcohol in large
         quantities acts as a neurotoxin that can damage brain cells. Overuse of alcohol also
         can lead to diseases of the liver and pancreas, heart failure, hypertension, certain
         types of cancer, stroke, weight gain, and obesity. 
      

      
       There are a number of studies suggesting a reduced risk of dementia with wine consumption.
         The potential positive effect of red wine is particularly promising, while the evidence
         for white wine is far less impressive. How might red wine lower your risk for dementia?
         One possible mechanism is through improved cardiovascular health. We have discussed
         the link between cardiovascular health and dementia. Poor cardiovascular health is
         a risk factor for dementia; conversely, positive cardiovascular health is associated
         with good brain health. Red wine appears to have cardiovascular benefits. One reason
         for this is that red wine contains antioxidants, called polyphenols. Polyphenols may help protect the lining of blood vessels, reduce low-density lipoprotein
         (LDL) cholesterol, reduce blot clot risk, and lower inflammatory responses. A polyphenol
         that may be particularly important is resveratrol, which is found in grape skins. Since red wine is fermented with grape skins for
         a longer time than white wine is, red wine contains more resveratrol. It should be
         pointed out that polyphenols like resveratrol are present in a number of other foods,
         especially berries. 
      

      
       In drinking red wine, keep in mind that more wine does not mean more brain health
         benefits. The scientific evidence suggests that one to two glasses (five to ten ounces)
         of red wine daily may offer the best balance between benefit and risk. Experts often
         recommend one glass for women and up to two glasses for men. Of course, each person
         is unique, and these suggested amounts are just general guidelines. It is always best
         to consult with a health-care provider who knows your individual health variables
         if you have specific questions about your own drinking habits.
      

      
      Can Caffeine Promote Brain Health?

      
      Caffeine is a central nervous system stimulant that also is an essential ingredient
         in many foods and drinks. It is well known for its short-term stimulating effects
         on central nervous system functions that can result in improved attention, memory,
         and motor performance. In recent years, researchers have begun to investigate whether
         routine consumption of caffeine, especially in the form of coffee, may have long-term
         neuroprotective effects. Coffee is consumed by more than 60 percent of US adults;[7] therefore, the potential benefits could be significant for many people. 
      

      
       As of the writing of this book, a majority of studies support the hypothesis that
         coffee can protect against the cognitive decline associated with dementia. Most of
         these studies report that daily consumption of three to five cups of coffee during
         midlife is protective against the development of dementia, perhaps lowering risk as
         much as 65 percent. The research investigating the protective effects of caffeinated
         tea is less supportive. It is unclear the ingredients or mechanisms by which coffee
         conveys neuroprotective properties, but there are a few possible explanations. One
         possibility is that the caffeine in coffee blocks inflammatory responses that would
         otherwise threaten neuronal health. A second explanation is that caffeine, which is
         an adenosine receptor antagonist, blocks receptors that might contribute to the buildup
         of toxic proteins, like tau. A third explanation is that caffeine in coffee may lower
         the risk for type 2 diabetes, perhaps by increasing insulin sensitivity, and consequently
         lowers dementia risk. Finally, coffee may increase antioxidant capacity, reducing
         dementia risk by reducing oxidation on chemicals in the brain.
      

      
       While the research regarding the benefits of coffee is promising, it should be pointed
         out that coffee can be harmful for many people, especially at high levels. In large
         amounts, coffee can result in insomnia, nervousness, restlessness, irritability, an
         upset stomach, and a rapid or irregular heartbeat.
      

      
      Meditation and Sleep

      
      Can Meditation Promote Brain Health?

      
      Recently, meditation has attracted a lot of attention as a potential brain-healthy
         behavior. In the past, it was dismissed as a pseudoscience. However, it is getting
         increasingly difficult to ignore the growing body of empirical support for the benefits
         of meditation. Meditation is broadly defined as a contemplative practice with a goal
         of achieving a heightened state of calmness, awareness, and well-being. How you achieve
         that state depends on the type of meditation, and there are many different types.
         Some practices involve a technique of focusing on a mantra with a goal of maintaining
         one’s attention and concentration. Other types involve the cultivation of mindfulness,
         which has become a major buzzword in the field of health and wellness. It refers to
         the ability to focus on the present moment, without judgment or action, accepting
         internal or external stimuli as they emerge. Simply put, it is the cultivation of
         a state of acceptance and awareness that allows you to be more present and nonreactive
         in your everyday life. Proponents of mindfulness differentiate it from concentration
         or mantra-based meditations in that the focus is not on the content of the thoughts
         or emotions that arise but rather on the process of consciousness itself. 
      

      
       Yet another frequently researched practice is transcendental meditation (TM), which
         combines aspects of the preceding techniques. TM is similar to concentration-based
         meditations in that a mantra is used. However, the goal is not to heighten attention
         or concentration on the mantra. The mantra is a made-up word, deliberately chosen
         to have as few associations and elicit as little thought based on its meaning as possible.
         Instead, the mantra is used as a vehicle to transcend word-based thought and achieve
         a state of “pure consciousness” in which thoughts are free of content. As with mindfulness,
         the focus is not on the content of the thoughts that arise but on the process of consciousness.
         Given that meditation is a mental, rather than physical, practice, these descriptions
         are necessarily abstract. Unfortunately, they also can be difficult to grasp, which
         may be a barrier to the widespread adoption and practice of meditation. This may be
         particularly true for individuals with a baseline level of cognitive impairment.
      

      
       If so, this is a shame because there is some promising research demonstrating the
         benefits of meditation. These benefits are particularly relevant to aging populations.
         Regular practice has been shown to significantly impact both the structure and function
         of the brain. For example, studies show that eight weeks of mindfulness-based stress
         reduction (MBSR) leads to increased cortical thickness in the hippocampus, a part
         of the limbic system of the brain that plays an important role in learning and memory.[8]   Furthermore, there is evidence that long-term meditation practice helps preserve
         the brain’s volume of gray matter, the tissue that contains neurons.[9]   While there still is a natural degeneration process that comes with aging, meditation
         seems to slow this process. With regard to cognitive function, studies have shown
         improved cognitive performance after only a week of meditation practice. There is
         evidence that the following cognitive skills are positively impacted by meditation:
         cognitive flexibility, memory, verbal fluency, attentional shift, and speed of processing.[10]  
      

      
      It is less clear how meditation works with regard to preservation of brain health. One theory is that
         meditation cultivates a state of relaxation, which has been shown to reduce the stress
         hormone cortisol. This reduces risk of hypertension, which is a major risk factor
         for Alzheimer’s disease and vascular dementia. Another theory is that meditation,
         specifically mindfulness meditation, improves the brain’s defense against chronic
         inflammation that is caused by protracted activation of the immune system in response
         to stress. Studies show that the practice of mindfulness-based techniques translates
         to benefits outside of meditation practice; practitioners learn to adopt a calmer,
         less reactive approach to their everyday lives, which helps them adapt to stress without
         experiencing chronic brain inflammation.[11]   It is unclear whether the same is true for TM or other kinds of meditation.
      

      
      There still are many uncertainties surrounding the construct, practice, and empirical
         investigation of meditation. Many studies are flawed due to poor methodology. Furthermore,
         there is a question of “allegiance effect,” meaning that researchers often have connections
         to institutions that propagate a specific brand of meditation, which can lead to bias,
         unconscious or otherwise. We can’t draw firm conclusions on the effectiveness of meditation
         practices for maintenance of brain health based on the available evidence. However,
         we can take a stance of guarded optimism with regard to the potential benefits of
         meditation, specifically mindfulness meditation, as a strategy for mitigating risk
         and slowing the progression of dementia.
      

      
       Perhaps the most encouraging finding from the available research is the demonstrated
         feasibility of meditation interventions for use with older adults. It is especially
         viable as a technique for use with those in early or intermediate stages of dementia.
         Dropout rates are mostly low, and compliance rates are generally high.[12]   Therefore, while meditation may be based on abstract, esoteric concepts, this does
         not seem to stand in the way of engagement, at least for those who do not have severe
         cognitive impairment. With more rigorous empirical investigation, mindfulness meditation
         may be included as one of the hallmark nonpharmacological approaches for prevention
         of dementia and perseveration of brain health, but for now, the jury is still deliberating.
         Stay tuned.
      

      
      Can Sleep Promote Brain Health?

      
      It is common knowledge that sleep is positively correlated to cognitive performance.
         Students often are discouraged from pulling all-nighters and instead are urged to
         get eight hours of sleep to maximize performance on an important exam. This is because,
         while the body is at rest, the brain is hard at work, and the brain activity that
         occurs during sleep helps optimize cognitive functioning. It is necessary to examine
         the sleep process to fully understand how it impacts cognition. Sleep takes place
         in cycles, and each cycle is composed of several distinct stages. Stages 3 and 4 are
         most relevant to cognition. Stage 3 is referred to as slow-wave sleep or “deep sleep”
         because during this stage, the body is less responsive to stimuli, making it more
         difficult for you to be aroused. Research suggests that consolidation of declarative
         memories, or memories of facts and events, takes place during this stage.[13]   Stage 4 is referred to as REM (rapid eye movement) sleep. This is the stage in
         which most dreaming takes place. Studies show that it also is the stage in which processing
         and consolidation of emotional memory takes place.[14]   
      

      
      If good sleep translates to optimal cognitive functioning, it is natural to wonder
         if the converse is true: does poor sleep translate to cognitive impairment, and are
         there long-term effects of chronic poor sleep? Most people are aware of the shifts
         in the sleep-wake cycle that often accompany dementia. A phenomenon called sundowning syndrome, which is common in moderate to severe stages of dementia, is characterized by daytime
         drowsiness, agitation in the late afternoon, and nighttime wakefulness. Furthermore,
         prospective sleep studies suggest that participants with poorer sleep, defined in
         terms of quantity and quality, were more likely to develop dementia.[15]   What is not entirely clear is whether poor sleep contributes to dementia or if
         it represents a symptom—or both.
      

      
      There are a few theories as to how sleep impacts cognitive decline. One theory is
         that a good night’s sleep helps preserve brain health by creating new neural networks
         and buffering against synaptic loss. This paves the way for the sleep-dependent memory
         consolidation that takes place during slow-wave and REM sleep. When this process is
         compromised on a regular basis, brain health and cognitive functions begin to deteriorate.
         Another theory is that sleep helps clear the brain of the toxic protein beta-amyloid,
         which has been shown to accumulate in brains of individuals with Alzheimer’s disease.[16]   Chronic poor sleep may be partially responsible for this accumulation. Lastly,
         stress may mediate the relationship between sleep and dementia. In other words, stress
         may explain the relationship between the two variables. Stress is commonly associated
         with sleep disturbances. As discussed in the context of meditation, it also is associated
         with several risk factors for dementia, including hypertension. Therefore, poor sleep
         may contribute to the dementia process through the negative health outcomes that come
         with stress.
      

      
      Whether your goal is short-term maximization of cognitive performance on an exam or
         long-term preservation of brain health, our recommendation is to strive for the National
         Sleep Foundation’s recommended duration of sleep. The National Sleep Foundation recognizes
         that there are individual and age-related variabilities in sleep needs. However, the
         following recommendations are given as general guidelines: seven to nine hours for
         adults aged eighteen to sixty-four and seven to eight hours for adults aged sixty-five
         or older.[17]

      
       Understanding that you can positively impact your brain health as you age is empowering.
         However, you could easily become overwhelmed, if not overburdened, by the number of
         possible brain-healthy behaviors proclaimed by the media. It may be unrealistic to
         expect yourself to practice them all. Keep in mind that making practical, viable changes
         is key to sustaining brain health. Few among us can practice every brain-healthy behavior
         every day. Choose behaviors that you can sustain. Allow yourself some flexibility.
      

      
      A Brain-Healthy Week

      
      What Might a Sample Brain-Healthy Week Look Like?

      
      Make a weekly schedule. Plan your brain-healthy program a week at a time, beginning
         with your goals for that week. Then create your calendar. We’ve outlined a sample
         schedule (see figure 9.1). Weekly goals:
      

      
      
         	
            
            Perform physical exercise for thirty to forty-five minutes, five times a week.

            
         

         
         	
            Perform cognitive exercise for fifteen to thirty minutes, five times a week. 

            
         

         
         	
            Eat fish at least once during the week.

            
         

         
         	
            Eat leafy vegetables daily.

            
         

         
         	
            Eat poultry or lean meat at least twice a week.

            
         

         
         	
            Eat berries at least twice a week.

            
         

         
      

      
      Sample weekly schedule.


      

      
      The prospect of developing dementia is undoubtedly scary. It is important to understand
         your risk, but you do not want to let that knowledge become anxiety provoking or paralyzing.
         Instead, you should view it as empowering, using it as motivation to take whatever
         steps you can to minimize your risk. Employing the suggestions detailed in this chapter
         can help you do that!
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      Chapter 10

      Cognitive Exercises to Lower Your Risk

      
         
         
      

      
      In the previous chapter, we emphasized the importance of using scientifically validated
         brain training programs and cognitive exercises to protect your cognitive functioning
         as you age. You may be interested in some specific examples of cognitive exercises
         that have been validated by scientific research and that we recommend to our patients.
         Below we describe and give samples of specific, evidence-based exercises that were
         designed to improve attention, memory, and/or executive functions. As a group, these
         exercises fall under the category of “working memory exercises.” The science behind
         these exercises, as well as the specific workbook from which they are based, can be
         found in the bibliography at the end of this book.
      

      
       How do these exercises improve brain health? Exercises like the four types shared
         below were designed to improve neuroplasticity. As a reminder, neuroplasticity refers
         to the brain’s ability to reorganize itself by forming new neural connections among
         neurons. Cognitive exercises that encourage this process generally are novel, moderately
         challenging, and progressively difficult. For neuroplasticity to occur, you need to
         make the brain work. Not all cognitive exercises are successful in promoting neuroplasticity.
         That is why we recommend that you use cognitive exercises that have strong scientific
         evidence to support them.
      

      
       Please keep in mind that while exercises like these can and should be fun, they are
         intended to improve cognitive functioning and buffer against future cognitive declines.
         We refer to this process as building cognitive reserve. We particularly like the exercises listed below because they tap into the three
         cognitive domains that are most important for brain health. As we have discussed before,
         these cognitive domains are attention, memory, and executive functions. These domains
         are critical for the performance of everyday tasks, which we refer to as activities
         of daily living (ADLs) and instrumental activities of daily living (IADLs).
      

      
       We highlight and provide examples of exercises that have been shown to improve performance
         on these domains and, by extension, on these tasks. You should consider doing these
         exercises as one component of a brain-healthy lifestyle. Remember that programs such
         as ENRICH are multifaceted. To really protect your brain as you age, it is important
         to routinely practice several brain-healthy behaviors. Cognitive exercising represents
         just one key component of this approach.
      

      
       The goals of the exercises are the following:

      
      
         
         	
            Improving working memory

            
         

         
         	
            Increasing your ability to focus

            
         

         
         	
            Teaching useful memory strategies

            
         

         
         	
            Increasing and/or maintaining abilities to independently perform ADLs and IADLs

            
         

         
         	
            Providing a buffer against possible cognitive decline now and in the future

            
         

         
      

      
      Before you try the exercises, it is important for you to remember that the actual
         process of completing the exercises is the most important aspect of these cognitive
         workouts. Getting the answers right is a bonus. As we stressed before, try not to
         let “the perfect be the enemy of the good.” 
      

      
      Structured Working Memory Exercises

      
      Exercise #1: Number-Symbol

      
      Number-symbol exercises are designed to improve attention and memory. These exercises
         require you to make new memories by pairing numbers and symbols together. They are
         intended to strengthen memory skills by increasing associative memory power (AMP). Learning this cognitive strategy is intended to improve attention and memory
         in everyday living. It is often easier to recall an object if it is contextually connected
         to something else. The more you can increase AMP, the better your memory will be.
      

      
       Let’s try a number-symbol exercise. To complete this exercise (see figure 10.1),
         you should first review the “key” and memorize the pairings of numbers and symbols.
         Then, you fill in the blanks (the bottom boxes) with the symbols that correspond to
         the correct numbers, moving from left to right in the row. You should not skip boxes!
         The goal is to memorize the pairings and limit the number of times you look back at
            the key. 

      
      Number-symbol exercise.

      

      
       Look at the key, taking note of the specific numbers and symbols as they are paired.
         Here are the pairings in the key: 
      

      
      
         
         	
            1 is paired with > (greater than sign)

            
         

         
         	
            2 is paired with % (percent sign)

            
         

         
         	
            3 is paired with @ (at sign)

            
         

         
         	
            4 is paired with * (asterisk)

            
         

         
         	
            5 is paired with ^ (caret symbol)

            
         

         
         	
            6 is paired with $ (dollar sign)

            
         

         
      

      
      Look at each pairing again. Try to memorize which symbols correspond to which numbers.
         It may help you say each pairing out loud. Alternatively, write each pairing on a
         piece of paper. When you feel ready, cover the key and look at the boxes below it.
         You will see that the numbers are provided, but symbols are not. Your task is to supply
         the symbol that corresponds to the number. Do not skip any boxes, and do not go out
         of order. Write the correct symbol for each number. If you have difficulty the first
         time, don’t worry. Go back to the key and try to memorize the pairings again. Then
         repeat the exercise.
      

      
      Exercise #2: Word Sort

      
      Your ability to remember items or words can be improved if you organize them into
         a meaningful context. The basic goal of word sort exercises is to learn how to create
         contexts as a memory aid. This, of course, can be applied as a memory strategy in
         everyday life. The following exercise is divided into steps. First, look at the presented
         words. Second, try to organize the words into specific categories. Third, try to memorize
         the words by category. That is, sort the words into categories, and use this context
         to memorize the words.
      

      
       Here is an example. Look at these three words: nurse, cardiologist, psychologist. One way to recall these words is to think about them as representing the category
         “health-care workers.” It is more memory efficient to recall these words in terms
         of their category. In fact, it is better to remember the categories first, and the
         actual words second. In this way, you can recall a larger number of items by simply
         remembering a smaller number of categories. 
      

      
         To recall words that are less connected with one another, you may have to work
         harder to create a context, or you may have to create more than one context. 
      

      
         Look at these five words: nurse, windshield, psychologist, tire, brakes. Recalling these words is somewhat more difficult than the words in the previous
         example, because it is harder to find one common theme; the words are not from the
         same category. However, to help recall this list of words, you might create contexts
         like this:
      

      
      
         
         	
            Health-care workers: nurse and psychologist 

            
         

         
         	
            Car parts: windshield, tire, and brakes 

            
         

         
      

      
      By remembering two categories, “health-care workers” and “car parts,” you can improve
         recall of all five words. 
      

      
       Let’s try an exercise. In figure 10.2, you will see a list of twelve words. The first
         task is to identify the appropriate categories and assign each word to a category.
         Next, try to memorize the words by associating them to the specific categories. Now,
         try to recall the list of words. To do it completely, you may need multiple chances
         to recall the words. After each attempt, go back and review the list for each category.
         Then begin the next attempt.
      

      
      
         Word sort exercise.

         

      

       Tip: Write down each category on a piece of paper or say them out loud. Then write
         or say out loud each word that belongs to each category. If you use the writing method,
         be sure to turn the paper over. Then write down the categories first, followed by
         the words from memory. 
      

      
      Exercise #3: Word Theme

      
      The next exercise is called word theme. Like the other exercises, it builds associative
         memory power (AMP). In the word theme exercise, you will be activating the parts of
         the brain that create associations or contexts in order to improve memory. In this
         exercise, you will be asked to review lists of words and identify a common theme among
         the words. That is, in what way(s) are they similar? The basic goal of the exercise
         is to classify words and objects in terms of their commonalities.
      

      
         Here are two examples, each with three words. In the first, identifying a common
         theme is fairly straightforward. Finding a theme in the second list is a bit more
         challenging.
      

      
      List #1

      
      
         
         	
            Yogurt

            
         

         
         	
            Milk

            
         

         
         	
            Sour cream

            
         

         
      

      
      List #2

      
      
         
         	
            Milk

            
         

         
         	
            Noodles

            
         

         
         	
            Cheese

            
         

         
      

      
      In list #1, an obvious theme is “dairy products.” What is a theme in list #2? One
         theme could be “ingredients found in macaroni and cheese.” 
      

      
      
         Word theme exercise.

         

      

      
       Now, let’s try the exercise (see figure 10.3). You will be presented with a series
         of words, ranging in size from three to seven words. Either read the words or say
         them out loud. To help consolidate recall of the words, you may write them down. Try
         to identify what the words have in common. You will then be asked to recall the entire
         list of words. This can be done immediately after reading the word list or after a
         brief delay—the latter makes the exercise more difficult! If you are having difficulty
         recalling the words, you can go back to the original list after each attempt at recall.
      

      
      Exercise #4: Word Association

      
      The next exercise is called word association. This is a cognitive exercise in which
         relationships between words can be used to build associative memory power (AMP). The
         primary task of the exercise is to establish associations between words or objects.
         In this exercise, two separate word associations are given: part-whole  and part-part. Let’s look at a couple of examples before doing the actual exercise. 
      

      
       Here is an example of a part-whole  relationship: eraser-pencil. Notice that eraser can be understood as a part of pencil, which represents the whole.
      

      
       Here is an example of a part-part  relationship: eraser-lead. Notice that eraser and lead are both parts of the same whole (a pencil).
      

      
       In figure 10.4, you will see two lists of words, each containing pairs. In one list,
         the pairs symbolize part-whole relationships. In the other, they symbolize part-part
         relationships. Review the pairings and attempt to memorize them. Be sure to pay particular
         attention to the connection between the sets. Next, you will be prompted with one
         word from each pairing. Then, you will need to fill in the blank by recalling the
         second word of the pair. If it is too difficult to memorize and recall the entire
         list, merely make the list smaller by attempting two or three pairs at a time.
      

      
       These exercises represent just four of many different types. Working memory exercises
         are often used by rehabilitation therapists and psychologists to improve memory and
         function. You can use them, too!
      

      
       

      
      Word association exercise.

      

      
      Informal/Low-Tech Cognitive Exercises

      
      In addition to these structured working memory exercises, there are informal cognitive
         exercises you can do to improve your brain health as you age. Routinely adding progressively
         challenging cognitive stimulation is particularly important, both to improving cognition
         and to lowering dementia risk. Unfortunately, it is not always easy to find cognitive
         exercises that prove helpful to brain health. The amount of information on the internet
         regarding cognitive exercises and the myriad brain training products available can
         be overwhelming. We often are asked if there are exercises one can do that do not
         require special products or the use of online brain training programs. In other words,
         is there a low-tech alternative?
      

      
       Below you will find cognitive exercises that are indeed low tech. In fact, you can
         do them as part of your daily routine. They require no special equipment or advanced
         knowledge, and they can challenge your brain to make the mundane a bit more interesting!
         We get you started with ten simple cognitive exercises. We hope that you find them
         useful and fun, and that they can serve as a template for you to create similar exercises
         on your own.
      

      
      Ten Exercises to Stimulate Your Brain

      
      
         
         	
            Do you watch the evening news? If you do, let’s make the program do more than inform
               you about what is going on in the world. Try this: (a) Watch the evening news. (b)
               During the commercial breaks or at the end of a news segment, try to summarize the
               covered stories. (c) What was or were the main theme(s)?
            

            
         

         
         	
            This exercise will require three pieces of paper. (a) Visualize your living room.
               Picture it in as much detail as you can. (b) On the first piece of paper, draw a rough
               sketch of the room. (c) On the second piece of paper, draw a rough sketch of the room
               flipped horizontally. (d) On the third piece of paper, draw a rough sketch of the
               room flipped vertically. If you struggle with the subject matter, choose something
               that is easier for you to draw. Some examples might include a pet, a building, a landmark,
               and so forth.
            

            
         

         
         	
            This exercise can make driving brain healthy. (a) Take the exit before the one you
               normally take on your way home from work. Try to navigate home without using GPS.
               (b) If this is too simple, take an earlier or later exit. This time, try to arrive
               at home by making only right-hand turns (or only left-hand turns). 
            

            
         

         
         	
            This exercise is done in a social situation. When you meet someone new, try to create
               a context that will allow you to remember the relevant facts about him or her. The
               idea is to try to remember at least two things about the person. This could mean that
               you draw associations between the new person and people you already know, or that
               you make connections between the information the new person provides and knowledge
               you already hold. Here is an example: Say you just met Sara Farmer at a party. She
               has red hair and works as an accountant in New York City. You decide to try to remember
               three facts about her: her name, her occupation, and where she lives. How might you
               accomplish this? Your cousin Sara also has red hair, so you visualize her when trying
               to recall Sara Farmer’s first name. It occurs to you that there aren’t many farms
               in New York City, so that knowledge helps you recall her last name and where she lives.
               You’ve heard the expression “in the red” and know that it refers to an empty bank
               account. That knowledge helps you link Sara Farmer’s appearance (her red hair) to
               her occupation.
            

            
         

         
         	
            Make a basic, everyday task more challenging for your brain. In this exercise, you
               will use your nondominant hand. Your dominant hand is the one you use for most tasks,
               so your nondominant hand is the one you use less often. If you are right-handed, then
               your right hand is dominant. If you are left-handed, your left hand is dominant. Make
               a grocery list by writing the items on a piece of paper using your nondominant hand.
            

            
         

         
         	
            The next time you are waiting in line at the grocery store, try this exercise: estimate
               the cost of your bill by doing mental calculations based on your memory of item prices.
               See how close you came to the actual total cost of the groceries. To make this exercise
               even more challenging, try this: estimate the average cost of each item. For example,
               suppose you are purchasing eight items. You estimate that the total cost is eighty
               dollars. Calculate in your mind (no calculators or smartphones!) the average cost.
               In this example, it would be ten dollars.
            

            
         

         
         	
            People tend to have a set routine when they go grocery shopping. Therefore, the brain
               tends to go on autopilot rather than actively processing information and drawing distinctions.
               Take the brain off autopilot by breaking up your routine. (a) If you tend to start
               at the right side of the store, start at the left. This forces you to remember the
               items that you intended to purchase rather than going down the aisles and picking
               up the usual items in your standard fashion. (b) Try to visualize what each product
               looks like and where it might be located in the aisle before you actually get to the
               product.
            

            
         

         
         	
            This is an exercise that you can do while preparing a meal. (a) Sit down and close
               your eyes. Think through the steps you go through in preparing a meal, in sequential
               order. It might help you to visualize each step. Concentrate so you can “see” each
               step. (b) Now try to list the steps in reverse order. Say them out loud. Here is an
               example: Suppose that you want to prepare a pasta and vegetable dish. First, sit down
               and close your eyes. You then picture each step: put up the water to boil; put in
               the spaghetti noodles to cook for twelve minutes; you wash the vegetables, cut them,
               and sauté them for five minutes. You get the idea. Now, start from the end and work
               backward.
            

            
         

         
         	
            Pick a letter in the alphabet. Try to think of all the countries with names starting
               with that letter. It is best to play this with a partner. Whoever comes up with the
               last answer wins. Different categories can be used (e.g., animals, cities, foods).
               Keep track of how many answers the two of you generate. Ten minutes after the last
               answer is given, write down as many of the answers as you can remember.
            

            
         

         
         	
            This cognitive exercise can be done simply by changing the order in which you get
               dressed in the morning. Did you know that most people get dressed using the same sequence?
               Think about the order in which you get dressed. (a) Visualize how you get dressed
               in the morning. (b) Change the order each day.
            

            
         

         
      

      
      
   
      Chapter 11

      Managing Expectations

      
         
         
      

      
      One of the most difficult tasks when dealing with aging, declining health, dementia,
         a stroke, a traumatic brain injury, and so on is managing expectations. First, there
         are the wishes, desires, and expectations of the person requiring the care. Second,
         there are the expectations of the person providing the care, whether it is a family
         member, consultant, professional, or friend. Third, there is reality. Quite often
         the three don’t mesh. The most important thing for everyone, especially family and
         friends, is to recognize that expectations are going to have to change over time as
         the person who needs care changes over time. For example, at the end of life there
         often are relaxed rules about dietary needs. Care providers generally take a looser
         approach to management of diabetes, sodium intake, and other dietary restrictions.
         This does not necessarily mean that care providers are giving up on your diabetic
         parent because they are allowing the diabetic to eat cookies for dinner. It just means
         that, at the end of life, care providers often recognize that a few cookies are not
         going to be the ultimate cause of your parent’s death, and if your parent enjoys eating
         cookies, the benefits of eating them may outweigh the costs.
      

      
       However, there are some expectations should be insisted upon, regardless of age or
         prognosis. These include safety, pain management, hygiene, comfort, and good medical
         care. 
      

      
      Safety

      
      First let’s discuss safety. It is critical to assess whether a person is able to identify
         danger and get away from it. If not, there must be a plan in place to protect that person. For
         example, if the kitchen caught on fire, could that person recognize the fire and get
         out of the house in a timely fashion? If not, that person should not be left alone.
         The situation doesn’t even have to be quite so dramatic. Let’s say a person with cognitive
         impairment is toasting something in the toaster and the bread becomes stuck. Does
         that person know enough not to stick a metal knife into the plugged-in toaster? If
         a person with cognitive impairment is using a curling iron, does that person recognize
         that it is hot and that she could get burned? The answers to these questions will
         change over time as the cognitive impairment progresses, and it is essential that
         safety measures increase as the person’s ability to recognize danger decreases.
      

      
       Other potential dangers stem from items in the house that are or could be used as
         weapons, such as kitchen knives, hammers, axes, machetes, or even guns. People with
         certain types of dementia lose their executive functions, become disinhibited, and
         exhibit violent behaviors. A person with cognitive impairment might see a shiny knife
         left out on a kitchen counter and use it as a weapon if he or she becomes frightened
         or angry. Don’t wait for that to happen before you remove things that could be dangerous.
         Also, avoid making assumptions about the safety or security of potentially dangerous
         items. You may think that your gun is secured in a locked gun case, but you can’t
         be certain that the lock will remain locked or that the person with dementia will
         not figure out how to unlock the case. It is simply too risky. 
      

      
       Another key safety concern involves driving. How can you tell if an older driver
         is safe behind the wheel? Before you say that the driver should get to decide, you
         should know that there are studies demonstrating that older adults are unable to judge
         their own driving abilities. We recommend having a performance-based road test conducted
         by the local Department of Motor Vehicles. Twenty-eight states have additional requirements
         for older drivers. Driver retraining can be an effective option for older adults with
         driving problems, but older persons with MCI or dementia are not as likely to benefit
         from training as people with normal cognitive aging. One helpful test, the “Driving
         Self-Assessment,” developed by Dr. Mansbach, a coauthor of this book, can be found
         at www.thebcat.com. An assessment from a trained professional, such as a physician,
         driving instructor, or physical or occupational therapist, can provide additional
         insight.
      

      
      Pain Management

      
      It is reasonable to expect your loved one to be treated by medical professionals who
         are doing their best to minimize pain and suffering. Because there is a fine line
         between being over- and undermedicated, doctors need to find the right balance between
         keeping pain under control and sedating patients. Other comfort measures such as pillows,
         mattresses, heating pads, physical therapy, and occupational therapy can assist in
         pain management. Remember that people with dementia may not be able to verbally communicate
         that they are in pain, but there are other ways for them to express pain and discomfort,
         and experts are trained to recognize cues that signal pain, even in those who are
         nonverbal. Also, it is important to recognize that at some point in the end-of-life
         process, pain management takes priority over everything else. Palliative care teams
         are skilled at identifying this point.
      

      
       We leave you with a quick note about palliative care and hospice care. When a person
         is referred to palliative care or hospice care, it does not mean that the person is
         going to die immediately or that the family has “given up.” It is simply an alternative
         to the traditionally aggressive, curative approach. If a care provider suggests a
         palliative care consult, it is worth taking the time to hear what the consultant has
         to say. 
      

      
      Hygiene

      
      Hygiene is another area in which expectations and reality often conflict. People with
         certain types of dementia often strongly object to being showered, bathed, sponge-bathed,
         or having their clothes changed. 
      

      
       Although it is very important to make sure a person is clean, there is a point at
         which the level of agitation and emotional distress elicited by the hygiene care outweighs
         the benefits. Therefore, there needs to be a degree of flexibility in terms of when
         and how the person is bathed and dressed. Say that the person’s usual shower day is
         Tuesday, but the person repeatedly refuses to have a shower on a particular Tuesday.
         The aide may need to switch shower days or times with another resident to see if the
         person is more cooperative on a different day of the week or at a different time of
         day. Alternatively, you may have to settle for giving the person a sponge bath as
         opposed to a shower.
      

      
       It is not unusual for people with dementia to want to wear the same outfit over and
         over again. Family and friends can solve this problem by buying multiple copies of
         the same clothing items. Expectation management also extends to personal grooming.
         Waxing facial hair, tweezing eyebrows, shaving a beard, coloring hair, and maintaining
         a manicure all are fine, assuming that doing so gives the person pleasure. If it does
         not bring pleasure, or if it causes aggravation, then there is no need to maintain
         that level of personal grooming. 
      

      
       It is reasonable to expect your loved one’s hygiene to be maintained and for him
         or her to be free from odors like urine or feces, even in a residential care setting.
         However, please remember, if your loved one smells unclean, you shouldn’t automatically
         assume that hygiene is not being attended to. A caregiver in the process of changing
         or washing your loved one may have stepped out of the room as part of a standard protocol
         to de-escalate the situation and will return in a few minutes to try again. This may
         happen multiple times during the same attempt to change or bathe a person. Don’t jump
         to conclusions and assume that “they” are neglecting your loved one. Also, sometimes
         the staff has to delay routine care in order to care for a patient in crisis. Look
         for patterns, not isolated incidents. Also, if someone with dementia consistently
         becomes agitated during certain hygiene tasks, work with professionals to identify
         and implement different methods.
      

      
      Comfort

      
      Comfort is the expectation that causes the most angst for family caregivers. Providing
         comfort can mean something as simple as finding the person’s favorite blanket, pillow,
         stuffed animal, flowers, or food. Or it can be as complicated as finding the right
         fit with respect to the care situation and the caregiver. Sometimes the things that
         provide the most comfort are impossible to realize. You may have heard about dementia
         patients yelling about wanting to go home. The problem is that “home” sometimes refers
         to their childhood home, occupied with parents and loved ones who passed away years
         before. Some care facilities have re-created kitchens that are reminiscent of residents’
         childhood kitchens, which does seem to provide some comfort. Often, children and pets
         can provide comfort. Other times, a person’s favorite food can provide comfort. The
         benefits of allowing people to indulge in these comforts generally outweigh the costs.
         There have been many studies that have shown that music, art, and meaningful engagement
         can reduce agitation and provide comfort. These options should be explored as well.
      

      
      Good Medical Care

      
      Good medical care is not only a reasonable expectation; it should be a given. By good
         medical care, we mean accurate diagnoses, proper prescriptions and administration
         of medication, and a care team that can identify and act on changes in condition.
         It is reasonable to expect a medical care team to be straightforward in their communications
         with appropriate family members and/or caregivers. It is unreasonable, however, to
         expect a medical care team to treat everything as if it were a crisis, even when it
         is not. For example, a patient’s repeated refusal to eat could indicate either disease
         progression or the onset of a treatable illness. It is important for the medical care
         team to be able to differentiate between the two. On the other hand, it is important
         for family to recognize that the team’s response may reflect a different degree of
         urgency from their own, depending on what is determined to be the root of the behavioral
         change. 
      

      
       Furthermore, it is vital for family and caregivers to communicate with the medical
         care team to ensure that the team knows where the patient’s “line in the sand” lies.
         The fact that a medical treatment is available does not make it the best option for
         the patient; for example, prescribing an appetite stimulant may not be recommended
         if the patient wishes to be referred to hospice. Without proper communication between
         people and systems, it is far too easy for chaos to ensue. As an example, it is not
         uncommon for people to be bounced back and forth between nursing homes and hospitals;
         the nursing home might say the person is too sick to be there, and the hospital might
         say that the person is not sick enough to be there. As a result, the person winds
         up taking multiple ambulance trips.
      

      
       You need to think very critically before using words like “do everything you can”
         when it comes to keeping your loved one alive. Does “everything” mean resuscitation?
         How many times? Does “everything” mean taking experimental drugs or participating
         in clinical trials? Does it mean being put on life support, having a feeding tube,
         or undergoing surgery? Each medical professional will interpret the word “everything”
         differently. Caregivers and the ones being cared for need to think carefully about
         what they want and clearly communicate their wishes to the medical care team. There
         are standard forms that can facilitate that communication.
      

      
       Living wills or advanced medical directives can be useful tools in clarifying and
         documenting a person’s wishes. Many states also offer MOLST (medical orders for life-sustaining
         treatment) forms, which also can be referred to as POLST or POST. These documents
         carry the weight of medical orders and, therefore, are likely to be honored by those
         providing care in ambulances, emergency rooms, and many other settings in which life-threatening
         situations are treated. Intended for those who have terminal illnesses or are at the
         end of life, these documents are very specific in their instructions regarding issues
         such as artificial nutrition and hydration, transfusions, CPR, and transport to a
         hospital. Because they are medical orders, they need to be signed by a doctor. These
         documents differ from advanced directives and living wills, which are legal documents
         that do not always apply to an immediate medical intervention. Be sure to check with
         your physician and/or the National POLST Paradigm at http://www.POLST.org. Having
         these documents in place is essential to increasing the odds that end-of-life wishes
         are fulfilled.
      

      
       It is important for caregivers to recognize the responsibility of taking care of
         people who are no longer capable of taking care of themselves. Caregivers should be
         expected to take action when action is needed. Small problems can become insurmountable
         as a result of indecision or inaction. Furthermore, indecision and inaction can become
         de facto decisions, and the outcome of indecision and inaction is not always the one
         that would have been chosen. We often say that caregivers are responsible for making
         decisions when none of the options seem desirable. A large part of caregiving is making
         difficult decisions.
      

      
       Caregivers have difficult jobs, but they should not feel as though they are alone
         in the process. It takes a team to care for those who are no longer able to care for
         themselves, and it is reasonable for caregivers to depend on the expertise of the
         professional members of the team. It is reasonable for caregivers to expect the professionals
         involved to be caring and competent in their jobs. This goes for everyone from the
         doctors, attorneys, financial advisors, executives, aides, and other staff in care
         communities. Incompetence should not be tolerated.
      

      
      
   
      Chapter 12

      Sexuality in Normal Aging and Dementia

      
         
         
      

      
      There often are conflicting expectations among families and those being cared for.
         One of the most uncomfortable to address (other than money) is sex. Sexuality doesn’t
         end at the age of fifty. Many people crave closeness, touching, caressing, and intimacy
         even as they grow older. This basic human need often includes the desire to maintain,
         or perhaps even have for the first time, a satisfying sex life. In this chapter, we
         discuss normal, healthy, consensual sex. We also will touch on the challenges that
         arise in having consensual sex when someone is cognitively compromised.
      

      
       Stories abound of even the very old maintaining healthy sex lives. Most assisted
         living and retirement communities have changed their policies and procedures to acknowledge
         this. These communities often are similar to college dorms in their level of sexual
         activity. Here is one example: A married couple in their mid-nineties, living in a
         retirement community, constantly and publicly demonstrated their desire for each other.
         She would stroke his cheek and he would pinch her bottom. One day they used their
         emergency call button to summon an aide to their room. They wanted to know how to
         get the maintenance department to fix something that was broken. It turned out that
         their sex toy was out of batteries.
      

      
       While the science is not clear as to whether sex directly contributes to brain health,
         there is ample evidence that it correlates to well-being, which can have a positive
         impact on the aging process. For example, sex can take on special significance for
         older adults, who are much more at risk for losing their social networks, partners,
         and intimate friends. In this way, sex can be a way of restoring lost connections
         and intimacy. In addition, sex after the age of fifty can be freeing, particularly
         for women, because usually there no longer is a fear of pregnancy. For both men and
         women, there is comfort in the familiarity that comes with being in a long-term relationship.
         Also, older adults tend to be more able to identify and articulate techniques that
         they like and don’t like.
      

      
       On the other hand, there are physical changes that may make sex more challenging.
         For women, physiological changes that can impact sexuality include lowered levels
         of hormones, such as estrogen, and decreases in vaginal lubrication and expansion
         that can make sex painful. Physiological changes that affect men include decreases
         in testosterone, increases and possible interferences of the prostate, and difficulties
         in achieving and sustaining erections. Many common medical conditions associated with
         aging can have a negative impact on sex for both men and women. Examples include cardiovascular
         disease and hypertension, respiratory illnesses, arthritis, prescription medications
         that lower sex drive, chronic alcohol use, surgeries, physical injuries, nerve damage
         from diabetes, and depression.
      

      
       In addition to physical changes, there are life-stage changes that can impact sexuality
         and sexual expression. Widowhood, divorce, becoming empty nesters, retirement, and
         changing one’s residence can negatively affect sex drive. Those who are newly single
         have particular challenges. They may be jumping into the dating pool for the first
         time in several decades and may not remember how to swim. Consider a recently widowed
         seventy-five-year-old woman who had been married for fifty-five years and never dated
         anyone but her late husband. Feeling alone, and perhaps depressed, the prospect of
         finding another partner may be daunting. 
      

      
       There are solutions to many of these problems. The reality is that even after some
         illnesses, disabilities, surgery, and medication, you can still have an active sex
         life and enjoy the relationship.
      

      
       Solutions begin with an understanding of what might be going on with your body or
         life circumstances that could be impacting your sex life. This is true for those who
         have partners and for those who want to have them. A good place to begin is to have
         a conversation with your doctor. Of course, talking about sex can be difficult and
         embarrassing for many people. In uncomfortable situations, we tend to minimize or,
         conversely, exaggerate our problems. Try to be as honest as possible with your doctor.
         Remember, your doctor is a person with the same basic needs as you and is likely to
         respond with empathy and compassion. Given that sex can be an uncomfortable topic
         for many people, your doctor might feel a bit uncomfortable. Sometimes acknowledging
         the awkwardness can be very helpful in dispelling it. Regardless, withstanding a few
         minutes of awkward conversation can be well worth it, as it could mark an important
         step toward finding a solution.
      

      
       When you visit your doctor, be sure to ask about the side effects of the medications
         you are taking, as many can negatively impact sex drive and performance. If side effects
         are a concern, some medications could be changed, or the doses could be titrated.
         If that is not an option, you could ask about additional medications that help promote
         a more active sex life. For example, there are numerous medications to treat erectile
         dysfunction in men. As a medication class, these are called PDEs. PDEs tend to work
         by increasing blood flow to the penis during sexual arousal. Before starting a PDE,
         ask your doctor if you are healthy enough to take this type of medication and learn
         about when and how to stop taking it if problems arise. For women who experience pain
         caused by reduced vaginal lubrication and expansion, talk to your doctor about effective
         lubricants.
      

      
         One specific cause of reduced sex drive and performance that is too often overlooked
         is clinical depression. Contrary to stereotype, older adults actually are less likely
         to be clinically depressed than younger adults.[1]   Still, rates of depression in older adults living in the general community are
         estimated to be about 15 percent.[2]   While the intensity of depressive symptoms varies from person to person, one common
         feature is decreased sexual arousal. For most people struggling with depression, sex
         is a low priority. It also is important to note that many medications used to treat
         depression can also lower sexual libido. One example is the class of antidepressants
         called SSRIs, or selective serotonin reuptake inhibitors. SSRIs often reduce sexual
         interest and arousal. Before starting on antidepressants, we suggest that you talk
         to your doctor about the side effects of these medications in general and their impact
         on libido in particular.
      

      
      In addition to medication, there is a plethora of tools available to assist older
         adults in having a satisfying sex life. Do not underestimate the power of simple changes
         to alleviate pain and increase pleasure. Pillows, lubricants, toys, and other tools
         can be helpful.
      

      
       Dating and sexuality among older adults has become part of the mainstream. There
         are myriad social networking and media resources for those seeking a relationship,
         including numerous online dating services that focus on older adults. 
      

      
       There are house parties that sell sex toys, TV shows that feature older adults having
         active sex lives, TV commercials advertising ways to enhance sex lives, and the entire
         internet. Not only do current TV programs address sex, they even push the envelope
         and discuss sex toys, sex shops, and so forth. As baby boomers grow older, the freedom
         they bring to sexuality does not end. Many book clubs discuss rather risqué books,
         and this can lead to discussions about sex as well. As you can see, information and
         resources are readily available. And many older adults are sexually active. As awkward
         as it may seem to their family members, if both people consent, sex really is a private
         matter—even if the people are old, widowed, divorced, and/or living in a retirement
         community.
      

      
       Things get more complicated when cognitive impairment is introduced into the equation.
         Can people with dementia consent to sex? To answer this and similar questions, let’s
         start with some basic neuroanatomy. Earlier in the book, we discussed the important
         parts of the brain. Let’s return to two of these structures, the limbic system and
         the frontal lobes (the part of the brain behind your forehead) in the neocortex. The
         engine of sexual arousal is the limbic system, specifically the substructure called
         the amygdala. When you feel sexually aroused, your limbic system is activated. However,
         just because your limbic system is activated does not mean that you will act in accordance
         with that arousal. What keeps you from acting on your sexual impulses? You might say
         that you know the difference between right and wrong, that you respect the rights
         of other people, or that social taboos keep your impulses in check. You would not
         be wrong. However, if you think about this question in biological terms, it is the
         frontal lobes that inhibit sexual impulses, for the reasons listed above. If our frontal
         lobes are damaged, say, by a frontal lobe stroke or a traumatic brain injury (TBI),
         our ability to inhibit sexual impulses may be diminished. Many, but certainly not
         all, people with TBI that involves the frontal lobes demonstrate a condition called
         hypersexuality. In this condition, patients appear to be sexually preoccupied and
         more aggressive about sexual expression.
      

      
       Now let’s compare what happens to the amygdala and the frontal lobes in dementia.
         In many cases of dementia, particularly when caused by Alzheimer’s disease, the amygdala
         remains reasonably healthy, while the frontal lobes deteriorate. What does this mean
         in practical terms? It means that the drive to have sex remains in place much longer
         than the ability to inhibit or check sexual impulses. This situation plays out quite
         frequently. Experts often are asked to consult in situations where a sexually aggressive
         male patient with dementia pursues female peers and even female staff. He feels the
         impulse of sexual desire but no longer has the cognitive skills to appropriately inhibit
         the impulses. It should be said that hypersexuality does not occur in all cases of
         dementia. When it does occur, it is important to avoid labeling the patient as a sexual
         predator or deviant. Rather, it is very important to understand why he is doing what
         he is doing and apply reasonable remedies to rectify the situation. These include
         behavioral management as a first-line intervention and medications as a second-line
         treatment.
      

      
       Generally speaking, from a legal perspective, consensual sex between adults is a
         private matter. However, the picture is less clear when one or more sexual partners,
         married or not, has significant cognitive impairment. Consider the following example:
         A husband and wife have been married for sixty years. He is cognitively normal, but
         she has moderate-stage Alzheimer’s disease. He has a natural desire to have sex with
         his wife. But given her cognitive status, can she give consent? Where is the line
         between consensual sex and taking advantage of a vulnerable person?
      

      
       When both parties are cognitively normal, sex between consenting partners is generally
         regarded as “their business.” The situation is murkier if one or both partners has
         significant cognitive impairment. The question involves the extent to which a person
         with dementia can give consent to have sex with a partner. To appreciate some of the
         complexities and ethical dilemmas of these situations, consider the following example:
      

       

      * * *

      
      Mary is eighty-one years old and was diagnosed with Alzheimer’s disease about six
         years ago. She is easily confused, with poor memory, and she occasionally fails to
         recognize familiar people in her life. 
      

      
       Four months ago, she moved from her home into a memory care program in an assisted
         living community. This was a very difficult decision for her family to make, particularly
         for her husband, Bob. Bob had been the primary caregiver, gradually taking on more
         and more responsibilities for Mary’s care. Their adult children were aware of the
         progressive strain on their dad and began talking with him about moving their mom
         to a facility three years ago.
      

      
       Bob was resistant to the move and for quite some time refused to talk about it with
         his children. He and Mary had been married for sixty-two years, and he felt that Mary’s
         welfare and care were his responsibility. His willingness to consider looking for
         an alternative living situation for Mary was changed by a conversation he had with
         his doctor. Bob, who had always been healthy, visited his doctor after experiencing
         several episodes of light-headedness and feelings of stress. After a thorough examination,
         his doctor offered the opinion that the constant stress of caring for Mary was breaking
         down Bob’s health: “How can you take care of Mary if you become sick yourself?”
      

      
       Bob did a thorough search and finally found a facility he liked. He and his children
         moved Mary into the memory care unit. He decorated her room with furniture, pictures,
         and knickknacks from their home. Bob continued to live in the house they had shared
         for forty years.
      

      
       Bob visited Mary every day. He would spend most of the day with her. The staff had
         concerns about this. Mary often would become tearful and agitated when Bob left to
         go home. Also, she was having difficulty adjusting to her new environment, in part
         because she did not participate in activities. Her entire life revolved around Bob’s
         visits. Starting in the early morning, Mary repeatedly asked the staff, “Where is
         Bob?” The staff broached this topic with Bob during a care plan meeting. They advised
         him that Mary might adjust better if he shortened his visits, came less often, and
         encouraged Mary to become more socially engaged in the programs.
      

      
       Bob rebuffed the staff. He said that Mary depended on him and that he knew what she
         needed most. Tensions between Bob and the staff grew over several months, and Mary
         continued to struggle in her adjustment to the facility. One day, shortly before dinner,
         a nursing aide walked into Mary’s room to escort her to the dining room only to find
         Bob and Mary having sex on the bed. The aide quietly left the room and closed the
         door. Later that evening, Mary was particularly agitated and paranoid. She would not
         let staff come near her, accusing a male staff member of trying to have sex with her.
         The staff observed that Mary’s paranoia increased after visits with Bob.
      

       

      * * *

      
      This case may seem unusual, but it is all too common. Similar situations occur in
         many settings. The case touches on two central questions: First, does Mary possess
         sufficient cognitive capacity to give consent to have sex with her husband? If she
         does not have the capacity to consent, then Bob could be violating Mary’s rights and
         possibly abusing her. Second, if having sex with her husband has a negative or harmful
         impact on Mary’s well-being, does the facility have the right to prevent it?
      

      
       There are no easy answers to these questions. Health-care professionals, families,
         and care facilities often struggle with these issues. The main underlying issue is
         how to balance the rights of a person with dementia with her or his safety. Whether
         you are caring for a loved one with dementia at home or care is being provided in
         a residential setting, we suggest that decisions about sex involving a person with
         dementia be guided by these four key principles: 
      

      
         1. The ability to give consent to sexual behaviors is not always black or white. Sexual behaviors vary in the level of cognitive processing required. For example,
         having the cognitive ability to understand, appropriately engage, and reciprocate
         bodily touching, such as holding hands or embracing, is very different from having
         the capacity to consent to sexual intercourse. In the case of touching, the standard
         for consent is relatively low, whereas in the case of sexual intercourse, it is high.
         The more intimate, complex, and invasive the sexual behavior, the higher the standard
         for giving consent. In the case above, Mary likely had the capacity to consent to
         touching, but it is unclear if she had the capacity to consent to intercourse.
      

      
         2. Safety comes first. People with dementia are vulnerable and often unable to protect themselves. Therefore,
         it is the responsibility of the spouse, other family members, or professional caregivers
         to protect the rights and well-being of the person with dementia. If having sex appears
         to be distressing for the person, then in most cases, it should be stopped, at least
         until there is clarity about the potential for harm. In the case above, determining
         if Mary is at risk for psychological harm as a result of having sex with Bob is a
         priority. If the facility or health-care professionals determine that she is at risk,
         then there is an ethical responsibility to talk with Bob about stopping conjugal sex.
      

      
         3. People with dementia have the right to engage in sex. As we have discussed, feeling sexual desire and the need for emotional intimacy through
         sexual expression do not immediately disappear with age or the onset of dementia.
         Sexuality is a lifelong experience, extending into old age. Humans are sexual beings,
         with basic rights of sexual expression. Mary and Bob have the basic right to engage
         in sex, as long as it is consensual and does not inflict harm. 
      

      
         4. Key players must be on the same page. When a loved one with dementia is living in a care facility, the burden of responsibility
         for resident or patient care largely shifts from family to facility. When there is
         disagreement or conflict on aspects of care, it is critically important that all parties
         get on the same page. Disagreements over minor issues, like how often the laundry
         is done, are relatively common and are not in and of themselves major cause for concern.
         However, when disagreements emerge about more important matters, such as medication
         management, personal care, or sex, they should be dealt with head-on in meetings.
         
      

      
       Already complex, sexuality becomes even more complicated for people with dementia.
         In early stages of progressive brain diseases like Alzheimer’s, most people can safely
         make their own decisions about sexual engagement. Just having a dementia diagnosis
         does not disqualify a person from making decisions about sex. However, as these diseases
         progress, the capacity to make decisions about sex also will change. This should be
         monitored.
      

      
       However, always remember that sexuality is a normal part of life, even as we age.
         Don’t neglect it!
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      Chapter 13

      Practical Advice for People with Dementia and Their Caregivers

      
         
         
         
      

      
      Early Stages of Cognitive Impairment

      
      Make a Plan and Assemble Your Team

      
      In the early stages of cognitive impairment, the affected person still has the ability
         to make decisions. This is the time for you to finish making plans, communicate your
         wishes, and identify and assemble a team. This also is the time to ensure that your
         expectations, and those of your caregivers and your family, are reasonable. One of
         the most difficult, but nevertheless important, things for family to do at this point
         is to avoid making promises that cannot and should not be kept. People often promise
         their loved ones that they will never move them out of their homes and into residential
         care settings. This is not always possible, especially as cognitive-functional impairment
         progresses to a point of total dependence. Safety issues, including those discussed
         in previous chapters, often preclude a person from staying at home. But first things
         first. Below we outline the key steps you should take, beginning with the earliest
         signs of cognitive impairment.
      

      
      Meet with Your Attorney and Get Your Legal Documents in Order

      
      When you are faced with the possibility of cognitive impairment, we advise that your
         first step be a frank discussion with your family members, quickly followed by a meeting
         with your attorney. Get all your legal documents in place. These documents include
         powers of attorney, advanced directives/living wills, wills, trusts, and anything
         else you need to protect yourself and your final wishes. It is vital at this stage
         to make sure that the people you intend to designate as your caregivers, power of
         attorney, and executor of your estate know that they are being chosen and are willing
         to be chosen. It should not come as a surprise to them when they get a phone call
         from your lawyer saying that they are now in charge. Communication is key.
      

      
       Make sure that your attorney is well versed in estate planning, finances, Medicare,
         Medicaid, and long-term care insurance. There are many attorneys who claim to be experts
         but are, in fact, ill informed. You need to make sure you have someone you and your
         family can trust. The corollary to that statement is that the attorney must be able
         to trust you. You must be entirely honest with your attorney. This may mean identifying
         children from previous marriages or previous relationships, drug or alcohol problems
         in the family, financial problems, and so on. You must be able to “air your dirty
         laundry” in front of your attorney so that he or she can protect you down the road.
         You also need to be able to have a frank discussion with your attorney about your
         end-of-life wishes to include in your advance directives and how much power you are
         willing to give to the person who becomes your power of attorney. Then, you need to
         work with the attorney to identify the triggering mechanisms for the documents. Do
         you want the power of attorney document to be effective immediately? Do you need to
         be declared incapacitated? Are there family members whom you want to be excluded from
         making decisions about your medical care or financial affairs? 
      

      
       Most people at this point are often most concerned about making a will. They worry
         about whom to leave which assets to when they die. In actuality, the will should be
         one of the last steps. The most important step is to make sure that you are able to
         live the way you want to live and that you are safe and protected. This is the time
         to be very clear about how you want to die. You want to make sure that your wishes
         are honored. Undoubtedly, these are hard discussions to have. Having a professional
         mediator such as an attorney can help facilitate this discussion. As noted earlier,
         inaction or indecision becomes a de facto decision and should be avoided.
      

      
      Consult with a Financial Advisor

      
      The second step is to contact your financial advisor, who should work with your attorney
         to protect your assets, making sure that your wishes are adhered to and that everything
         is as streamlined as possible for your caregivers and your powers of attorney. As
         with your attorney, you need to have a financial advisor you can trust, who will help
         guide your caregivers through a very difficult time. Most importantly, you want to
         make sure you receive all benefits you are entitled to. Second, you want to make sure
         your assets are protected. Lastly, you want to make sure that in the process of implementing
         the first two steps, you do not do anything that could be construed as fraudulent
         or unethical. Your financial advisor should be experienced in estate planning, as
         well as in coverage offered by Medicare, Medicare supplemental insurance, and long-term
         care insurance.
      

      
      Meet with Your Doctor

      
      The third step to take upon suspicion or identification of cognitive impairment is
         to go to your doctor. The reason we suggest that you go to your lawyer and financial
         advisor first is to make sure your legal and financial ducks are in a row while you
         are capable of making those decisions, as we know that decisional capacity and legal
         competency deteriorate as dementia progresses. The earliest phases of a dementia diagnosis
         usually are a whirlwind. It is very easy to feel out of control. Coordinating and
         making visits to various medical specialists, lawyers, and financial advisors can
         feel like a full-time job. These visits often are layered on top of visits from well-meaning
         family members or friends eager to share the internet’s latest miracle cures. In the
         case of “miracle cures,” maintain your skepticism and do not feel obligated to listen
         to loved ones’ advice, no matter how well intentioned that advice might be.
      

      
       What should you expect when you go to your doctor? Expect tests. Lots of tests. Some
         might require a visit to the hospital, and some may be conducted in a doctor’s office.
         Some may involve lab tests, while some might involve a clinical interview. All represent
         important pieces to the puzzle that is the current state of your brain. Remember that
         not all doctors have the education, training, or experience to identify types or stages
         of cognitive impairment and help you plan for the future. If your doctor gives you
         nothing more than a diagnosis of dementia, find another doctor. Some doctors may question
         the medical necessity of identifying the specific type of cognitive impairment, but,
         in actuality, it is very important because it helps predict the course of the disease
         and make plans based on the typical pattern of that type of dementia.
      

      
       A useful test is one that tells the patient, doctor, and family which areas of the
         brain and which corresponding functions are affected. Is the person’s judgment affected?
         If so, perhaps this is not the time to be making major financial decisions. How bad
         is the memory impairment? Will the person remember to take his or her medications?
         Is the person a wander risk? Should mobility issues be expected? Continence issues?
         Is the person likely to become violent? The latter is a particularly difficult but
         important question to ask because plans need to be put in place to protect the person
         and his or her caregivers if it is deemed likely that the dementia will lead to violent
         behaviors. While no one can predict the future with absolute certainty, there are
         patterns that one can expect, and proactive plans should be made in anticipation of
         likely events.
      

      
      Understand What Various Insurance Plans and Benefits Cover

      
      With your professional team, carefully review coverage offered by Medicare, Medicare
         supplemental insurance plans, long-term care insurance plans, and Medicaid as it relates
         to your financial situation. They may not cover everything you want them to. Be sure
         you understand the rules of Medicaid in your state and that you are comfortable with
         its housing and care options before you embark on Medicaid planning. There have been
         too many cases in which people tied their assets up to “protect” their money, instead
         rendering them unable to afford the care they wanted, and therefore forcing them to
         go to the nursing home setting they were trying to avoid. If you or your spouse is
         a veteran, have your attorney explore the “veterans aid and attendance” benefit. Be
         aware that this benefit takes a long time to process. 
      

      
      Make a List of Your Online Accounts

      
      Make a list, perhaps even a spreadsheet, of your login names and passwords, including
         those to your computer and phone, and the website addresses needed to access your
         online bill-paying platforms, email accounts, social media accounts, photos, and so
         on. Be sure to do this while you remember the information. Keep the information in
         a safe place. Then, make sure to tell your attorney, financial advisor, or power of attorney how to access it.

      
      Let Trusted People Know Where You “Hid” Your Valuables

      
      Similarly, if you are one of those people who stashes items like jewelry, stock certificates,
         or cash in places throughout the house (say, in the freezer, at the bottom of a dresser
         drawer, in your coat pockets, or inside a hollowed-out book on the bookshelf), tell
         someone where to find your valuables. This could prevent the well-meaning family member
         who is cleaning out your refrigerator from mistakenly throwing out the outdated can
         of coffee beans that actually contains precious jewelry!
      

      
      Identifying and Negotiating Expectations

      
      We have discussed the importance of making a plan, communicating your wishes, and
         assembling a team. That was the easy part. The hard part is identifying, negotiating,
         reidentifying, and renegotiating expectations. Managing expectations is one of the
         most painful parts of this process. Historically, it was expected that older adults
         would move in with their adult children or grandchildren and live two years or fewer.
         They usually were cared for by the sandwich generation who cared for parents and kids.
         As the population ages and lives longer, often with significant cognitive-functional
         hardships, this scenario is changing. The sandwich generation now is the “club sandwich”
         generation: parents in their hundreds, kids in their eighties, grandkids in their
         sixties, and great-grandkids in their forties, who are the parents of the next generation,
         with both spouses in the grandkid and great-grandkid generation balancing full-time
         careers, family needs, and caregiving responsibilities. Balancing these responsibilities
         as situations change means that expectations also must evolve.
      

      
      Expectations Placed on Caregivers

      
      Expectations placed on family caregivers often are unreasonably high—and often generated
         by the caregivers themselves. Most family caregivers want to do anything and everything
         to help their loved ones. This may mean selling their own house, quitting a job, or
         moving back in with a parent. But family caregivers need to think about the effect
         that caregiving has on their own lives and, by extension, their loved ones. Caregivers
         must take care of themselves in order to care for others. Caregiver burnout is real
         and all too common.
      

      
       Family dynamics also come into play. Often, adult children who are married hand over
         primary care of the parent to the sibling who is not married thinking (usually incorrectly)
         that single people have more “free” time. Regardless of which family member takes
         on the role of primary caregiver, important considerations come into play. Does the
         person have the skills or the time to be the primary caregiver? How much time can
         the caregiver take off from work without jeopardizing his or her own financial situation?
         If it is a spousal caregiver, is it safe for the spouse to drive? Can the spouse physically
         assist the person who needs care, helping him or her in and out of the car or the
         shower? Does the spouse have cognitive impairment? How can one be sure that the correct
         information is being transmitted to and from the doctor?
      

      
       Temperament also is a key consideration, particularly during the earlier phases of
         cognitive impairment, when there are a lot of meetings and appointments. It is important
         to avoid losing sight of the fact that the individual being cared for is a person,
         not an object. If you, as a caregiver, cannot shuttle your loved one from appointment
         to appointment, all while maintaining a loving demeanor and still managing to squeeze
         some fun and joy into the process, then you should not do it. There are professional
         care managers who can accompany your parent to doctors’ offices, lawyers, or financial
         advisors. There are people who will clean your parents’ house. There are people who
         will do the laundry and cook the meals. 
      

      
       It is important to make sure that you do not turn your loved one’s life into a to-do
         list, as it can make your loved one feel like a burden. Sometimes the laundry can
         wait. Sometimes the dirty dishes can stay in the sink. Being meaningfully engaged
         with the person you care about is more important. It also is important to be honest
         about which tasks you don’t mind doing and which tasks you find troublesome, stressful,
         or offensive.
      

      
      What Does It Feel Like to Be in the Earliest Stages of Cognitive Impairment?

      
      We have just scratched the surface of what happens in the earliest stages of cognitive
         impairment, in practical terms. Before we get into more detail about the actionable
         steps to take, let’s talk for a minute about what it feels like to be in the earliest
         stages of cognitive impairment. Many new mothers complain about “baby brain,” meaning
         they are tired all the time, forget things more easily, operate at a slower speed,
         and feel emotionally spent. People in the earliest stages of cognitive impairment
         often describe similar symptoms. They tend to say that something feels “off” or that
         things that used to come easily have become more challenging. For example, a person
         could be in the middle of cooking a recipe he has made a dozen times from memory.
         Returning to the kitchen after answering the phone or the doorbell, the person might
         forget where he was in the recipe. Or, even without those interruptions, the person
         might forget the next step. It is easy to attribute these things to inattention, exhaustion,
         or stress. But when they become more than occasional, it often signifies a problem.
         A second example is when a person is driving on familiar roads to a familiar place
         and either does not quite remember the destination or does not quite remember how
         to get there. Getting lost in familiar territory is certainly disconcerting. When
         the brain does not feel as sharp as it should, it can be scary, disorienting, and
         emotionally disturbing. Taking the proactive steps described in this book can help
         to ensure that the person experiencing symptoms is able to retain control as long
         as possible and that his or her wishes are clear.
      

      
      What Is Helpful for People with Dementia at This Stage?

      
      At this stage, it is important for caregivers to remember that the people they are
         caring for are scared and possibly angry at the unfairness of the disease; they need
         love and unconditional support. It often is helpful for caregivers to speak to therapists
         or spiritual advisors to ensure that they have the skill set and the support necessary
         to fill the caregiver role. It is not an easy one. At this stage, the only thing harder
         than being the caregiver is being the “patient.”
      

      
       One of the most difficult decisions when you suspect early-stage cognitive impairment
         is knowing when to step in, how to step in, and exactly what to do. In other words,
         how do you know if someone needs help, and if so, what can you do? Often there are
         warning signs that in hindsight seem painfully clear. The trickier part is recognizing
         them as they are happening. Examples include changes in behavior. Clearly, reputable
         cognitive screening tools can identify problem areas. However, before you get to that
         point, family members often notice deviations in behavioral patterns that could identify
         a problem before a person makes it to the point of cognitive screening. For example,
         someone who was always phenomenal at remembering names and faces might suddenly struggle
         to remember the names of new people. Or, she might forget the names of people she’s
         known for months. She might go to the grocery store, lose the shopping list between
         the car and the entrance, and be unable to remember any of the items on the list.
         The key is to determine whether the increase in forgetfulness stems from distraction,
         stress, or cognitive challenges.
      

      
       Another way to identify people who may have cognitive challenges is to assess how
         susceptible they are to scams. The scams could be as blatant as unnecessary and overly
         expensive home repairs or fake phone calls from people claiming to be stranded grandchildren
         in need of money. The calls might not even be outright scams. For example, many people
         receive phone calls from charities they’ve donated to in the past. Those charities
         often call multiple times a week asking for very small donations of $5 or $10. When
         people don’t remember that they donated earlier in the week, they may keep giving
         their credit card out for additional donations; this is a warning sign.
      

      
      Moderate-Stage Cognitive Impairment

      
      Next, we move on from the end of early-stage cognitive impairment to the beginning
         of moderate-stage cognitive impairment. How do you know you are at this stage? It
         is not a firm line. Earlier in this book, we described the medical perspective. Doctors
         may give you a score on any number of tests and tell you that this means you are in
         the moderate stages of dementia. This also can be referred to as middle-stage dementia.
         In practical terms, this often is demonstrated by people forgetting recent events.
         They may not remember what restaurant they went to for lunch. Often, there are mood
         changes. A normally happy and vivacious person may become increasingly irritable after
         reaching this stage. There may be gaps in memory that become noticeable, but it is
         not all about memory loss. There also are functional correlates to these cognitive
         deficits, which make it difficult for individuals in this stage to function independently.
         As a caregiver, what do you do at this stage? First, verify that all the pieces of
         the plan are in place and that the team members are capable. Identify the gaps in
         services and make plans to fill them. 
      

      
      Explore Care Options

      
      This is the time to explore care options. One of the biggest mistakes people make
         is waiting too long to move someone into residential care or to bring in home health care. It is often
         at this stage that family members use rationalizations like “Mom still recognizes
         us, so she’s fine” or “the people in that place are much sicker than she is.” Keep
         this in mind: When someone goes through a transition period, whether it is to residential
         or home-based care, certain cognitive abilities, including the ability to make new
         memories, help ease that transition. Cognitive skills allow the person undergoing
         the transition to acknowledge and accept circumstances and adapt. Imagine sleeping
         in a strange hotel room. The layout is unfamiliar, and things are arranged in different
         configurations from how they are arranged in your home. The dresser is across from
         the bed rather than next to it. The bathroom is on the left rather than the right.
         Now picture having to use the bathroom in the middle of the night. It is dark. In
         your sleepy, half-conscious state, you remember that the bathroom is on the left.
         With a bit of fumbling and stumbling over your suitcase, eventually you make it to
         the bathroom. Now picture yourself being cognitively impaired. You don’t remember
         seeing that there was a bathroom connected to your room, let alone that it was to
         the left. So, what do you do when you wake in the middle of the night and need to
         use the bathroom? What if you are so cognitively impaired that you can’t remember
         to push the call button to have somebody help you find the bathroom? You might be
         conditioned to go to the right and might end up walking into the closet. Moving someone
         into a different care setting too early may not be ideal, but it is significantly
         better than moving your loved one in too late. If the person moves early enough, he
         or she will be better equipped to adjust. 
      

      
      How Do You Know If and When It Is Time to Make a Move?

      
      We are going to assume that the legal and financial documents, accurate diagnosis,
         and team already are in place. The next step is to find an appropriate care setting.
         This truly is a case of buyer beware. Nearly all care providers will tell you, the
         consumer, that they are “experts” in caring for people with dementia. Or that they
         specialize in treating or caring for people with Alzheimer’s disease. This simply
         is not true. 
      

      
       Furthermore, the lines between types of care providers have become blurred. In many
         cases, this is driven by marketing and advertising. In other cases, lines are blurred
         because a person’s care needs change over time and care providers find solutions that
         adapt to the changing care needs so that they can continue to assist their customer.
         For example, “skilled nursing” usually means that the resident has a care need that
         requires the skills and training of a nurse. Wound care is an example. Assisted living
         facilities technically should not admit people who have skilled care needs. However,
         some assisted living facilities partner with home health-care agencies that are licensed
         to provide the skilled care. That way, residents can remain in assisted living even
         if they develop skilled care needs. Strangely, when someone who is living at home
         requires wound care, under Medicare guidelines, the job of the home health-care company
         is to teach family members how to perform those skilled services. Technically, people
         who require the skilled services of a nurse can be too ill to go to assisted living
         but are well enough to remain at home under the care of a family member who is expected
         to provide those skilled services. Yes, this is as convoluted as it sounds. The bottom
         line is that there are many ways to solve the same issue. It is important to find
         the solution that best fits your family.
      

      
       If that solution involves aging in place, it can be extremely helpful to have a professional
         caregiver, nurse, or physical therapist go through the house and determine which modifications
         need to be made now and as the person continues to decline. Among the simplest tasks
         are removing shower doors and replacing them with shower curtains that can be used
         with a shower bench. Adding handles near the front door or near a sunken living room
         is also an easy fix. Perhaps the most overlooked modifications, however, are staircase
         railings. Be sure that there are railings on both sides of the staircase, extending
         the full flight of stairs. Many times, the railing stops at the top stair and there
         is nothing for the person to grab onto as he or she goes from the top stair to the
         landing. Make sure that banisters are secure. Verify that there are plenty of lights
         throughout the house—without cords draping across the floor. What about transitions
         and flooring? Are they smooth? If one tends to shuffle or drag one’s feet, transitions
         between flooring types can lead to falls. If the person uses a shower bench, is there
         a handheld shower head? Are there grab bars in the bathroom? A raised toilet seat
         or commode? If a person has cognitive impairment, is there a way to disable the stove
         or remove the knobs? The goal, in general, is to identify problems before they happen
         and mitigate them.
      

      
      Types of Care Providers

      
      This is the time to explore care options inside and outside of the home. We’ll identify
         the major types of care providers. The names may vary by state, but the concepts are
         the same. Here are some simple definitions:
      

      
      Home Health-Care Agencies

      
      These agencies provide services in a person’s home. “Home” could be an assisted living
         community, a retirement community, a condo, a single-family home, and so forth. These
         agencies have nurses, physical therapists, occupational therapists, and speech therapists,
         and in most cases, provide skilled services that require extensive training/special
         licensing and are performed by these specially trained professionals. Additionally,
         these agencies may provide companionship services, certified nursing assistants, geriatric
         nursing assistants, or other aides to provide custodial care. This includes services
         like bathing, changing incontinence supplies or help with toileting, assistance with
         dressing, and so forth under nurse supervision. It is important to make sure that
         your home health-care agency conducts national background checks on its staff. Statewide
         background checks are not enough.
      

      
      Companionship Services

      
      These are considered unskilled services. In many states, the companion is not allowed
         to physically touch the care recipient, except to assist the person in bathing places
         he cannot reach himself. Think of companionship services as quality-of-life enhancers
         for the family and the person receiving care. Companionship services generally offer
         social interaction with some light housekeeping or occasional meal preparation. The
         companions may not be trained as certified nursing assistants or geriatric nursing
         assistants, but they can provide valuable services to people who are lonely, need
         logistical support in maintaining their households, and require transportation to
         and from social events or to run errands. However, you need to be careful to make
         sure that the companionship service agencies do not overstep their bounds. There is
         a big difference between medication management and administration that needs to be
         supervised by a nurse and medication reminders that can be done by somebody who is
         not trained. Therefore, it is important to assess care needs objectively and verify
         that your care provider can do what you need. Don’t be surprised if one agency brings
         in another or suggests a creative solution. Some companionship companies have nurses
         on staff or contract with other agencies to make sure that care needs are met.
      

      
      Assisted Living

      
      This is an all-encompassing term. Basically, assisted living communities provide assistance
         with the ADLs and IADLs. Residents of assisted living communities can expect assistance
         in bathing, dressing, toileting, transferring, and eating. They can expect housekeeping
         and meal preparation as well. Most assisted living communities also have nurses on
         staff and provide access to medical care even if they themselves do not provide it.
         There is a wild variation in cost, size of community, and ability to care for residents
         with cognitive impairment. Most assisted living communities will tell you that they
         can provide services for memory care. You need to understand exactly what they mean
         by this. Does the staff receive high-quality and effective specialized dementia training?
         Is the facility secure enough so that a person with dementia who is prone to wandering
         cannot get out unsupervised (euphemistically called “elopement”)? 
      

      
       Be wary of places that use terms such as “homelike.” You want to make sure that safety
         features are in place and that the staff is trained properly before you worry about
         what the furniture looks like. Also, be mindful of the fact that the smaller places
         sometimes lack the staffing ratios needed to keep people safe. There needs to be someone
         awake and on duty—not just on-site—at night. Often overlooked but of the utmost importance—make
         sure to ask an assisted living provider to clearly define the circumstances under
         which they would no longer be able to care for your loved one and what they would
         do about it.
      

      
      Memory Care

      
      This is a catchall phrase. Not all memory care programs are created equal. As discussed
         earlier, not all dementias manifest in the same ways. Many memory care units can handle
         only docile, frail older people with memory loss. They cannot handle residents who
         have the behavioral and psychological symptoms of dementia (BPSDs), are physically
         strong, are physically mobile, or disturb the peace of the community in other ways.
         This is another case of consumer beware. You need to find out what kind of specialized
         dementia/BPSD training the staff is given and what precautions the facility has taken
         to prevent wandering while simultaneously ensuring that residents have access to fresh
         air and sunlight. Perhaps most importantly, you need to see the specific steps they
         have taken to demonstrate that they understand dementia. Many places, for example,
         no longer print menus because the residents cannot read them. Instead, waitstaff will
         hold up a plate with two options and ask, for example, “Would you like chicken or
         would you like fish?” while pointing to the corresponding options. It is important
         to preserve people’s ability to make choices, while prompting and assisting them to
         do so. You also need to understand the facility’s techniques for redirecting people
         with behavioral issues, making sure people receive adequate stimulation (not too much
         or too little), and providing access to meaningful engagement. In most cases, assisted
         living is private pay, not covered by Medicare or Medicaid. Sometimes states may have
         subsidized assisted living, but it is rare. Make sure you clearly understand the financial
         implications before you sign a contract.
      

      
      Skilled Nursing

      
      The lines between skilled nursing and assisted living have become blurred. In general,
         the difference is that people who are in skilled nursing require twenty-four-hour
         access to nurses. They may have complex medical needs, wounds, or injuries requiring
         skilled therapies such as physical therapy (PT), occupational therapy (OT), or speech
         therapy. Often, rehabilitation posthospitalization takes place in a skilled nursing
         facility. Under certain circumstances, though not always, Medicare and Medicaid can
         pay for some services provided in a skilled nursing facility. It is important to understand
         the rules and fees before you make decisions. Many people mistakenly believe that
         Medicare and Medicaid will pay for everything. Many assisted living communities also
         have nurses on site 24/7 and contract with physical therapy/occupational therapy/speech
         therapy companies to provide those services. In many cases, the differences between
         skilled nursing and assisted living are due to regulations that often can seem illogical
         or confusing. 
      

      
      Group Homes

      
      These usually are very small communities with limited resources. It is extremely important
         to ask the owners of group homes about their licensing, expertise, training, and insurance
         policies. It also is important to differentiate between “we have staff” and “we have
         staff who are awake.” An off-duty or sleeping staff member may not be very helpful.
         You should verify what happens if staff calls out sick. Group homes usually do not
         have the same staffing backup plans as larger care communities. Also, it is vital
         to verify the security measures in a group home. In some states, the fire laws require
         that the exit doors be unlocked at all times. This is unsafe if the community contains
         people with dementia who are likely to wander. Also, the positive aspect of having
         access to snacks and an open kitchen can be outweighed by the dangers of an unsupervised
         kitchen. Are the residents maintaining proper hygiene when they touch the food? Are
         they aware of potential dangers? Particularly when cognitive impairment is involved,
         it is important to make sure that the person is properly supervised.
      

      
      Adult Day Care, Medical Model

      
      There are many private and community-based programs that specialize in adult day care.
         They offer educational components, meals, and social engagement, while providing respite
         care for the caregivers. Those that fall under the medical model also provide some
         health-care services, such as medication administration, wellness clinics, and so
         forth. If your loved one needs a medication to be administered during the day, make
         sure that the adult day care program you are considering is licensed to administer
         that medication. All the programs will tell you that they can handle dementia, but
         be sure to get details on exactly what they mean. You need to be able to identify
         the point at which they no longer will be able to take care of your loved one so that
         you can plan ahead.
      

      
      Adult Day Care, Social Model

      
      Some adult day care programs do not provide any health-care services or medication
         management. These programs are purely social. They can give excellent respite care
         to the caregivers, but you need to make sure that there are no unmet medical needs.
         Make sure to ask very detailed questions about what services they can provide and
         compare those to the services you need.
      

      
      Family Caregivers

      
      Often, we believe that we are the best equipped to care for our loved ones because
         we know them best. This is sometimes true, but not always. There are excellent family
         caregivers, and there are horrible ones. There has been an interesting movement among
         Medicare-paid agencies to teach family caregivers how to perform the skilled services
         that a nurse or therapist normally would do. On the one hand, the services are detailed
         and complicated enough that a professional agency needs to have licensing and training
         in order to offer them. On the other hand, the agencies are expected to teach family
         caregivers to do it themselves. Examples of this include wound care. In most cases,
         a certified nursing assistant (CNA) or geriatric nursing assistant (GNA) is not allowed
         to change a complicated wound dressing. Doing so requires the skill and oversight
         of a nurse. But that nurse can train a family member to change the bandage. Being
         asked to perform tasks that require advanced training might be overwhelming to certain
         family members. It is important for family caregivers to identify what they are comfortable
         doing and then to find solutions to fill in the gaps.
      

      
       Next there is the question of payment. Not all family caregivers can afford to provide
         the number of hours of care required without getting compensated. On the opposite
         side of the coin, there are horror stories of family members caught stealing from
         vulnerable older adults. The financial needs of the family caregivers are very real
         yet often overlooked. Some Medicaid waiver programs in some states allowed family
         caregivers to be financially compensated, but that’s not always the case now. Some
         long-term care insurance programs allow family members to be compensated. Attorneys
         and financial advisors often draw up documents and plans to compensate family members
         for the time and money they spend on caregiving from family resources. It is vital
         to clearly identify the financial expectations of the caregiver and the person receiving
         care, based on a realistic assessment of the available finances. Making sure that
         the legal documents and financial documents are in place also is critical.
      

      
       The bottom-line requirement for all the care types mentioned should be transparency.
         It is important to know which providers offer the specific services that the person
         with cognitive impairment needs. Pretty much everyone says that they can provide Alzheimer’s
         care, but what they mean by that varies widely.
      

      
       Regardless of the type of care provider, a major consideration is financial. How
         long can you afford to pay for someone’s care? How much per month are you able to
         devote to it? Does paying for one person’s care jeopardize another person’s financial
         stability? 
      

      
      What Can You Expect from Care Providers?

      
      Now that you understand the different types of care providers, let’s discuss what
         you can expect. First, understand that none of the various types of care providers
         are going to provide the same care that you as a family member would provide. In some
         cases, it is better, and in some cases, it is worse. In every case it is different.
         Most good care providers do their best to learn about the people under their care.
         They try to explore care recipients’ interests, prepare the foods they like to eat,
         and, in general, keep them happy. Even when a person remains at home, the type of
         care that comes into the house is different from the type of care provided by family
         members. 
      

      
       Family should realize that unless you pay for one-on-one help, there is no way to
         ensure that your loved one will receive one-on-one attention twenty-four hours a day,
         seven days a week, 365 days a year. Most places do not have a one-to-one ratio of
         staff to resident. Sometimes staff need to help other people, and they may not be
         able to attend to your loved one’s need as soon as it arises. It is important to keep
         this in mind and to have a concept of what might constitute a reasonable wait. Should
         a person have to wait fifteen minutes when he has to go to the bathroom? Maybe. Should
         he have to wait thirty to forty-five minutes? Never. Many care communities have a
         five-minute rule. This means that the aide has five minutes to answer the call light
         and reset the button. Be aware that this might not always result in your loved one’s
         needs being addressed in a timely fashion. Often an aide will come blazing into the
         room, frantically searching for the call button and resetting it without giving a
         second thought to the care need that prompted your loved one to press the button in
         the first place. The aide was responding to the button, not to the person and the
         reason the button was pushed. In the meantime, while the aide has run off in search
         of the next button, a nurse might be nearby, standing around doing nothing for minutes
         on end, waiting for the aide to come back to change your loved one or help get him
         onto the toilet but not taking any action herself because she thinks that toileting
         a resident herself is beneath her and therefore not her job. By the time the aide
         returns, your loved one has wet himself.
      

      
       Families should expect more. You should expect the individuals caring for your loved
         one to work together as a team, with a common goal of patient-centered care. In the
         hospital and in the better care communities, even nurses will help toilet a resident
         who needs to be toileted if there is no aide available. Hierarchy should take a backseat
         to care. 
      

      
       Let’s talk about home health-care and companionship services. It is reasonable to
         expect that the caregivers are well trained and honest, and that the company is licensed,
         bonded, and insured. However, there is no reason to tempt fate. Before you bring anybody
         into the house, you should make sure to remove or secure all valuables and anything
         of sentimental value. Remove cash and jewelry or put it in a safe. Next, make sure
         you assist the staff in identifying food, habits, preferences, and so on, so that
         the expectations are clear. It has been a challenge throughout the United States to
         find caregivers who are adept at preparing food that is considered to be “typically
         American.” Work with the agency to make sure that your loved one gets food he or she
         recognizes and will eat. Confirm that aides are trained, have an emergency plan in
         place, and have the full support of their agency if there is a problem. You need to
         understand the procedures of the particular agency. Can the agency identify if your
         family member is not feeling well? If so, what is the agency going to do about it?
         What are the agency’s responsibilities? Some agencies will do nothing more than notify
         you and say that your parent is not doing well. Others will send a nurse right away,
         while others will call 911. The bad ones don’t do anything. You should expect that
         the caregivers have rudimentary knowledge of English, including reading, writing,
         and speaking skills. One simple way to determine whether a person has those skills
         is to write a very simple paragraph, ask the person to read it out loud to you, and
         then ask him or her questions about it. This may be awkward, but it is vital to ensure
         that a caregiver can communicate with a 911 operator if the need arises.
      

      
       You need to make sure that you, the caregiver, and your loved one communicate. The
         reality is that a patient with cognitive impairment is vulnerable, often unable to
         communicate his or her needs explicitly. As such, he or she is at the mercy of the
         caregiver. It is reasonable to expect that caregivers will be respectful, caring,
         and competent. If they are not, then fire them.
      

      
         Regardless of the care setting and the type of care provided, caregivers need to
         preserve the humanity of the person receiving care. Anyone who is not supportive and
         encouraging should stay away from caregiving. This does not mean that people cannot
         occasionally lose their tempers, but it does mean that critical, negative people need
         to stay out of the equation. There is no room for them anywhere.
      

      
      What Can You Expect from the Person You Are Caring For?

      
      Some of the early stages of cognitive impairment look like a game of Mad Libs. For
         those of you who may not be familiar with it, the game involves a story with several
         blank spaces where words have been removed. Underneath the blank words are parts of
         speech. You are prompted to give a random word that fits the part of speech. The resultant
         stories are funny because the noun or verb chosen to fit the blank does not necessarily
         fit in the context of the story. The early stages of aphasia sound like a story from
         Mad Libs, with word substitutions that make no sense to anybody other than the person
         who substituted the word. One of the hardest parts of this phase is that very often
         people are aware of their deficits. Those with cognitive impairment often will say
         things like “I can’t remember the right word” or exhibit facial expressions signifying
         frustration. Those who are particularly well educated or particularly verbal often
         have an easier time masking their troubles at this point. Picture being thirsty and
         wanting a beverage. One could ask for something specific such as apple juice, Diet
         Coke, or water. Or one could “ask for a glass, a mug, a cup,” or some other synonym
         for the container in which the beverage might be held. A person might always ask for
         coffee because that’s the word the person remembers. Now picture having a more limited
         vocabulary and forgetting those words. It would be even more difficult to explain
         that you are thirsty. You may notice the person exhibiting more hand gestures at this
         time. For example, the person who cannot remember the word for sugar might point at
         the sugar. Or, the caregivers might be subjected to some anger as the person being
         cared for exasperatedly exclaims, “You know what I want. Get me the, the, the . .
         . Ugh!”
      

      
       Also, during the earlier stages, there may be more repetition of stories, forgetfulness,
         and short-term memory loss. It becomes rather frustrating to the person providing
         care when he or she has heard the same story thirty times in the past twenty minutes.
         It is tempting to yell, “You just said that!” or “We just talked about it! Don’t you
         remember?!” However, it is important to keep a sense of humor. And remember—what might
         be perceived as memory loss or cognitive impairment could just be nagging!
      

      
       You also may notice changes in behavior. The following story illustrates this point:

       

      * * *

      
      In the dining room of an upscale assisted living facility, a female resident habitually
         emptied twelve packages of sugar and artificial sweetener packets into her one cup
         of coffee. The woman would carefully stir the coffee, pick up her soup spoon, and
         begin to sip the coffee, spoonful by spoonful. It is unclear whether the woman wanted
         the coffee that sweet or if she had lost track of the number of sugar and sweetener
         packets. The woman then would grab the saltshaker and put at least a dozen shakes
         of salt onto her food. She was a tiny, frail woman with obvious cognitive impairment,
         but the word around the facility was that she could outeat anyone—residents and staff
         alike! It is unclear whether these eating habits were long-standing or a result of
         her dementia. It is curious that she never differentiated between the sugar and artificial
         sweetener packets. And it was the same process for every meal.
      

      
       A man who was seated at the same dining table warned other people that he would mix
         up his words. He would ask other residents if they would like some coffee, how their
         day was, and whether they would like more coffee. Other times, he would string together
         sentences of words that didn’t “go together.” He’d happily carry on a nonsensical
         conversation. When he finished, he would follow his tablemates, including the sugar/artificial
         sweetener enthusiast, back to their rooms; he could not find his own. Fortunately,
         there would be an aide around to redirect him back to his room. 
      

      
       Another woman at the table—well groomed and beautifully accessorized with jewelry,
         lipstick, and matching shoes and handbag—would politely ask every single person every
         single time, “How long have you lived here?” “Where is your house?” “Do you have any
         children?” Her cocktail-talk skills were terrific. Her short-term memory was nonexistent.
         No matter the time of day or the location, this woman always had a glass of Diet Coke
         in her hand.
      

      
       At face value, the constant Diet Coke consumption seems entirely reasonable! Perhaps
         it is not the healthiest choice she could make, but it is hardly evidence of dementia.
         Then one day a caregiver saw her take someone else’s dirty glass off the table, walk
         over to the Diet Coke machine, fill the glass, and begin drinking it. She went to
         the Diet Coke machine several times a day. She knew she wanted a soda, but she no
         longer possessed the cognitive abilities to exercise practical judgment and enact
         a sequence of events that would result in her achieving this goal without potentially
         compromising her health. It was almost as though she was sleepwalking.
      

       

      * * *

      
      The people in this story are safe. They are in a protected environment with loving,
         caring staff. They have families and friends who visit, and they have settled into
         a routine. They had the ability to make new memories when they moved in, so they were
         given the opportunity to adjust before their cognitive deficits precluded them from
         doing so.
      

      
      My Mom Isn’t at That Point Yet!

      
      No matter how outstanding the provider, walking into a care community and seeing people
         who are physically or cognitively more impaired than your loved one is difficult.
         Often, seeing this prevents caregivers from “pulling the trigger” to make the care
         transition. What if you are not ready to make the care transition even though you
         know you should? How do you establish a safety net and emergency plans? One of the
         first things to acknowledge is that more than 60 percent of people with Alzheimer’s
         wander at some point. Many states have a silver alert system that posts the license
         plate numbers of missing older adults on overhead street signs. In some cases, this
         only is activated if the person drove away. Rather than relying on silver alerts,
         we recommend a mobile personal emergency response system (PERS) to help find people
         when they are missing. One such device is the Philips Healthcare GoSafe system that
         uses multiple technologies to find a missing person or respond to their call for help
         even if they are not in their house or near the PERS base. Do not wait until a person
         is missing and you have to try to find your loved one without such a device.
      

      
       Care transitions are hard. During most phases of life, transitions are expected,
         and there are guidelines and support systems in place. Picture a typical pattern of
         childhood development. Preschools and kindergartens help the parents through transitions
         almost as much as they help the children. Elementary schools, junior high schools,
         and high schools have orientation days for kids and their parents. Colleges have orientation
         aides and programs to inform and keep the parents busy. In all these cases, both the
         person making the transition and the people shepherding them through it are supported.
         There also is a cultural acceptance around those transitions. People smile indulgently
         at the parents who are crying at the curb after the school bus leaves on the first
         day of kindergarten. There is a loving teasing involved. There is support around empty-nest
         syndrome. There also are the informal communities surrounding parents whose children
         are often in college, who come home for the first Thanksgiving with more laundry than
         they left with and return for the summer with a basement full of dorm-related stuff.
         Unfortunately, the end-of-life transitions are not quite as supported in our culture.
         However, there are caregiver support groups, religious communities, and professional
         counselors who can help. The most important thing is to make sure that both the person
         needing care and the caregivers are aware of available resources and adequately supported.
      

      
      Moderate to Late Stages of Cognitive Impairment

      
      This period is particularly difficult for most caregivers. It is the time when caregivers
         recognize the decline in their loved one, when they recognize what is coming next,
         and they don’t want to acknowledge it. People may say things like, “Well, if Mom still
         recognizes me she must still be okay.” Or, “Mom isn’t wandering, so she must be safe.”
         However, it is much better to take a conservative approach, as opposed to waiting
         for a true crisis to happen before you make a move. Just because a loved one has not
         wandered before does not mean that he or she will not wander in the future. Forgetting
         to turn the stove off only needs to happen once. While we cannot wrap our loved ones
         in bubble wrap and protect them from everything without suffocating them, there are
         certain steps that we can take to mitigate the likely risks. Now is the time, if you
         have not already done so, to make those home modifications that we identified earlier.
         Now is the time to replace high-limit credit cards with prepaid ones and to remove
         valuables and jewelry from the house. You are not leaving loved ones without money
         or completely robbing them of their independence. You are protecting them so that
         they can remain as independent as possible for as long as possible. It also is a good
         idea to meet with the lawyers and the financial advisors again to make sure that everything
         is in place. Finally, it is time to revisit the idea of making a transition.
      

      
       We are not saying that everyone who has cognitive impairment needs to leave their
         home. We are saying that now is the time to delineate the next steps and corresponding
         triggers that would prompt you to take those steps. It also is critical at this time
         to honestly evaluate your personal level of caregiver stress. A special note to caregivers:
         you have not failed your loved ones if you recognize that you cannot provide the level
         of care they require. It is only going to get more complicated and more time consuming.
         It’s okay to come to terms with the fact that you can no longer take care of your
         parent. Anyone who has flown on an airplane has heard the safety announcement giving
         instructions about what to do in case of emergency: “If the oxygen masks are deployed,
         put on your own mask first before you try to help anyone else.” There’s a reason for
         this. If you are unconscious or sick, you cannot help anyone else. Now is the time
         to clearly identify and evaluate flaws in the plan. It is not too late to fix them.
      

      
       Finally, caregivers of people with Alzheimer’s are significantly more likely to suffer
         their own health issues than those who are not caring for someone with Alzheimer’s.
         Caregivers, you need to get yourselves in shape too—legally, financially, and physically.
         This is not the time to skip your own doctor’s appointments. Also, you may find it
         helpful to wear a medic alert bracelet that identifies you as the caregiver for someone
         with Alzheimer’s and how to reach them or another emergency contact. Then, if something
         happens to you, someone else can make sure your loved one is cared for.
      

      
       Returning for a moment to flaws in the plan, one of the things that often gets forgotten
         are pets. Many care communities will allow people to bring their pets and may even
         have a pet concierge, and many home care agencies and companionship services will
         help take care of pets. However, not all of them do, and the types of pet care offered
         can be limited. If your loved one has a pet, it is important to carefully consider
         the options. People are tightly attached to their pets. Not being able to see them
         on a regular basis can cause psychological distress. On the other hand, neglect causes
         harm to the pet. In many cases, pets can help the person with cognitive impairment
         function in a regular routine. However, there are logistical matters that family members
         need to recognize. For example, does your father still walk his dog every day? If
         so, does he know how to get home? Is your father a fall risk? It may not be a bad
         idea to put an emergency call button on the dog’s collar if your loved one refuses
         to wear one. That way, if your loved one gets lost when walking the dog, a stranger
         can push the button to get help. Also, some people have found it helpful to add a
         tag to the dog’s collar that says, “My parent has Alzheimer’s. Please call [list the
         caregiver’s phone number] if there’s a problem.” 
      

      
         The practical advice we’ve discussed above works well if you’ve had time to put
         plans in place and have actually done so. But what can you do in the case of a sudden-onset
         cognitive problem, like a stroke? We’ll explore that next.
      

      
      
   
      Chapter 14

      Advice in the Case of Stroke or Other Sudden-Onset Cognitive Problems

      
         
         
         
      

      
      Health conditions such as stroke, traumatic brain injury, or other sudden-onset cognitive
         problems are surprises. By the very nature of being unexpected, they are more likely
         to be crisis inducing than diseases where there is an ability to plan. It is a good
         idea for everyone to have legal, financial, and practical plans in place. However,
         we all know that this often doesn’t happen.
      

      
       There have been some unusual legal and financial pitfalls when someone has an unexpected
         stroke or traumatic brain injury. One example involved a power of attorney document
         when a person suffered a hemorrhagic stroke. In some states, there is a requirement
         for property-specific powers of attorney, meaning that the actual address of the house
         in question needs to be specified within the document. That seems to be changing with
         the use of more multistate power of attorney documents, but in this case, a title
         company refused to release a clean title on a house because the power of attorney
         document was not a property-specific one. This posed quite a conundrum since the homeowner
         in question was not physically or cognitively able to sign new documents. Although
         property-specific powers of attorney were not commonly used in that state at that
         time, in practical purposes the title company trumped the attorneys’ opinions. Be
         sure to check with a reputable attorney to see what you need. Another challenge with
         some power of attorney documents is with credit unions and smaller banks that often
         require their own specific documents, not a general power of attorney. Again, one
         hopes that people plan in advance and identify these pitfalls before there is a need,
         but you should be prepared to fix the problems when they arise. Once again, a capable
         attorney will be your best friend.
      

      
       As a caregiver, you need to be prepared to make some tough decisions without much
         time to prepare. Due to their unexpected nature, strokes, for example, often mean
         that caregivers need to drop everything and rush to a person’s bedside. Depending
         on the type and severity of the stroke, the person who had the stroke may not be able
         to give you any guidance on what his or her care needs or wishes are. Finding the
         financial and legal documents also may be impossible. The documents’ location might
         be obvious to the person who had the stroke, but not to you. Furthermore, stroke can
         affect a person’s ability to communicate, so that person might not be able to tell
         you where the documents are, where the keys are, where the safe-deposit box is, and
         so on. Sometimes the person’s friends know where the keys are or even have copies
         themselves. Or they know the attorney or know of one who can help. Don’t be afraid
         to look to the wider support circle for assistance. 
      

      
       There are logistical items that need to be taken care of. These include bill paying,
         mail, plants, heat/air-conditioning, and notifying employers and doctors. If you decide
         to straighten up the person’s house, be careful not to throw away or donate anything
         without making sure that you’re not accidentally tossing money that was hidden between
         the pages of books, jewelry that was stashed in pill bottles, jewelry hidden in the
         refrigerator or freezer, or the key to the safe-deposit box that was hidden in the
         lining of a music box. Expect that something will fall through the cracks, such as
         forgetting to pay the phone bill or forgetting to start the car. In the scheme of
         things, it usually doesn’t matter that much. A helpful hint regarding bills—many people
         now pay their bills online. If you have access to the person’s email or to his or
         her online bill pay, you can usually reverse engineer the information you need. 
      

      
       The most challenging parts are the health care, recovery, and the “line in the sand”
         regarding pursuing medical treatment options. Let’s start with the most difficult
         first, which is the line in the sand. There are different types of strokes, different
         recovery patterns, and different prognoses. There also are different complications.
         It is important to understand how far the person who had the stroke is willing to
         go in the recovery process. It also is extremely easy to lose control of that situation
         because there are so many advanced medical interventions that can be performed. If
         the person has lost the ability to swallow, for example, would she want a feeding
         tube? How long would she want a feeding tube? What is the prognosis for being able
         to swallow in the future? How exactly would one define the word future? When we say “line in the sand,” we mean at what point would the person who had the
         stroke want palliative care or hospice care instead of trying to recover from the
         stroke? Of course, one would hope that family and friends have had this discussion
         before the stroke, but that’s usually not the case. Caregivers have a difficult choice
         to make in this situation. Often, the guidance of the faith community, legal advisors,
         and doctors is not only necessary, but vital. You don’t need to make these decisions
         alone. Of course, you should expect family strife. It is rare for an entire family
         to agree how far treatment should go, particularly when they don’t have the input
         of the person who had the stroke or traumatic brain injury.
      

      
       Next, you need to look at timeline and projected recovery. This is a time to explore
         rehabilitation facilities, skilled nursing facilities, and other places that specialize
         in brains, their connection to the body, and recovery. It is specialized care. There’s
         also an ugly reality here—the financial aspect. You need to make sure that Medicare,
         health insurance, long-term care insurance, disability insurance, and any other financial
         assistance is lined up and that their rules are adhered to. You do not want to get
         an exorbitant bill for rehabilitation or other care because the proper paperwork wasn’t
         filed. Financial advisors and lawyers are highly valuable assets at this point. Also,
         if you have a particular insurance broker you work with, make sure that person is
         on your team. You’ll want to explore supplemental policies and anything else that
         might be available to help you pay for the care.
      

      
       Finally, and perhaps most importantly, don’t forget that people who need care are
         human beings. They are not just a diagnosis, a prognosis, or a disease. Whenever possible,
         they need to have as much control over their life, decisions, comfort, and preferences
         as are possible. It is particularly challenging if the person’s brain is aware, but
         the body is not cooperating, or if he is unable to communicate his preferences to
         you. Also, remember that that person’s job is to recover to the best of his ability.
         Anything that interferes with that needs to be eliminated. If he is not able to recover,
         then hospice or palliative care becomes his job. He does not need anything else on
         his to-do list. Remember, unnecessary stress, drama, or aggravation do not help anybody.
      

      
       Caregivers, remember to take care of yourselves at this time. Recovery from traumatic
         brain injury, stroke, and so forth takes a long time. Once you take care of the initial
         logistical arrangements, the legal and financial matters, and find an appropriate
         care setting, it is okay to back off a little bit. You don’t have to do everything
         yourself. Nor should you. Make sure your team is established, that the support systems
         are in place, and then understand that there will be setbacks. Often, it is a case
         of three steps forward and two steps back. You will need patience and to be physically
         and emotionally capable of being a support system. Don’t burn out in the first few
         months. It won’t help anybody.
      

      
      
   
      Chapter 15

      Caregiver Survival Guide

      
         
         
         Twenty-Five Helpful Tips

         
      

      
      We have gathered some helpful hints to help you, as the caregiver, survive your caregiving
         role. Statistically speaking, you are at higher risk for increased medical needs caused
         by the stress of caring for someone, particularly those with dementia.
      

      
      
         	
            
            Get rid of the judgmental people in your life. You don’t need them. You don’t need
               their criticism. As long as you are doing the best you can, it is good enough.
            

         

         
         	
            Be able to differentiate important things from those that are unimportant, even if
               those values have changed over time. For example, your mother may always have been
               fastidious about her appearance, but she has become less so as her dementia has progressed.
               This does not mean that you are an evil child if you do not continue to give her manicures
               and pedicures, wax her eyebrows, and color her hair. If she doesn’t care whether these
               things get done, then just don’t do them. On the other hand, if these things give
               her pleasure, find a way to have them done even if you don’t do them yourself.
            

         

         
         	
            Don’t worry about things like clothes. Go for what is easy and comfortable. If your
               mother wants to wear the same shirt every day, buy duplicate shirts—she can have seven
               of the identical shirt. That ensures she is always clean and hygienic and wearing
               what she wants. The reality is that no one really cares what she’s wearing.
            

         

         
         	
            Recognize that as people get older and/or their cognition declines, their body temperatures
               may change. You want to make sure that the person is dressed appropriately for the
               weather, but determining what is meant by “appropriate” can be a challenge. Some people
               are naturally cold. They may want to wear a winter coat when it is seventy degrees
               outside. You do need to watch for overheating or getting overly chilled, but within
               reason.
            

         

         
         	
            Understand that embarrassing or inappropriate behaviors may happen. They could be
               by the person with dementia, or by the caregiver. You may lose your temper. That’s
               normal; just make sure to defuse the situation as soon as you can. Your dad might
               eat spaghetti with his fingers, even in a restaurant. That’s okay. Just identify which
               situations are likely to become stressful, and do your best to avoid them or mitigate
               the stress.
            

         

         
         	
            Understand that things change. Your father may have always liked going to church.
               However, the world shrinks a little bit as dementia increases. Leaving familiar surroundings
               to physically go to a church can be disorienting. Sometimes the stress level outweighs
               the benefit. Don’t be afraid to recognize when that time has come. There are other
               ways to maintain spirituality. Many religious leaders will come to care facilities
               or visit people at home, many religious services are live-streamed over the internet,
               and still others are on TV. Don’t be afraid to use technology to replace physically
               transporting the individual to church.
            

         

         
         	
            Don’t be afraid of little white lies. Many people make the mistake of accurately answering
               the question when someone with dementia asks where his or her loved one is. For example,
               they respond by saying things like, “Don’t you remember, he died five years ago.”
               Or, “She’s dead; you went to the funeral.” In many cases, the person with dementia
               does not remember the death. The death is relived each time a caregiver tells that
               person. Some little white lies are okay, such as “I don’t know, but I’ll look.” Or,
               “You mean he hasn’t been here? I thought he was just here yesterday.” Or, “You know
               he’s always late.” The same can be true when people with dementia say they want to
               go home. It is not always necessary to tell them that you sold their house and they
               can’t go home. Home may mean their childhood home with their parents. Or, home could
               be where they lived when they first got married. Home can be a time as well as a place.
               Correcting the misconception is not always needed. Sometimes you can say things like,
               “There was a leak in the bathroom and the construction guys are fixing it.” Or, “We
               found mold in the basement and they’re fixing it.” Or, “I wish I had time to take
               you right now, but I don’t. Let’s do it another day.” If home was far away, you can
               say that airline tickets are very, very expensive and you will let them know as soon
               as the price drops. Again, you are being compassionate, not dishonest. Their brains
               simply cannot comprehend the absolute truth.
            

         

         
         	
            Understand that when the person is disoriented about time or place, you may not get
               credit for your last visit. You may hear things like, “You never visit me.” “Nobody
               ever comes to see me.” “I’m all alone, you never call, you never write.” The rest
               of the world knows you were just there yesterday, but your loved one may not remember.
               Just roll with it. Sometimes, if you want, you can just say, “I was here yesterday.”
               Other times, you can simply say, “I’m sorry.” Or you can just say, “I’m here now”
               and distract the person with something else. Redirection can be a good thing.
            

         

         
         	
            Filter all the “helpful” advice you get. Everyone is going to tell you about a miracle
               cure, something they read about on the internet, a medical treatment that’s not available
               in the United States, or other things that can give you false hope. Learn to differentiate
               those things that are scientifically based versus those that are not. Look for scientific
               validation. Otherwise, you are going to spend all your time tilting at windmills.
            

         

         
         	
            Find pleasure where you can. Do things you enjoy, whether you do them with the person
               you are caring for or not. It is okay to have fun, feel pleasure, and take care of
               yourself.
            

         

         
         	
            Take care of your own health.

         

         
         	
            Sleep.

         

         
         	
            Exercise.

         

         
         	
            Find a hobby. You need something other than caregiving, work, errands, housecleaning,
               cooking, and handling the other items on your to-do list. It doesn’t matter if you
               only spend fifteen minutes a week on your hobby. At least you have something.
            

         

         
         	
            Turn off your phone. There will be periods when the person with dementia still knows
               how to use the phone and doesn’t remember that he or she just called you. You could
               get sixty phone calls in an hour. Just silence the ringer, turn off the phone, or
               otherwise ignore it. Also, remember that you are not on call 24/7. Staff in residential
               communities work in shifts; home health-care workers, even those who live in, work
               in shifts. All the professionals recognize that they need to sleep. You are no different.
               It is just harder to recognize it when you are the family caregiver.
            

         

         
         	
            Find a way to reset, recharge, and reboot yourself. Just as your phone and computer
               often freeze or get stuck in an updating cycle, you yourself need to stop and reset.
               Find the best way for you. You don’t owe anyone any apologies. Some people take walks,
               some people take naps, some people watch TV, some people listen to music, some people
               read, some people sew, and some people cook. Whatever works for you is fine.
            

         

         
         	
            Understand your own limitations. These include emotional, financial, and time. Don’t
               be afraid to articulate those limitations. Don’t be afraid to set your boundaries
               to protect yourself.
            

         

         
         	
            Understand that as people age and as diseases progress, nutritional needs and dietary
               habits may change. Or, they may not, and you may wish they had. Someone who has always
               eaten meat and potatoes may, as the Alzheimer’s advances, forget that they don’t like
               Chinese food and suddenly start eating Chinese food. It could just be because they
               saw someone else eating it. Or, someone who only has eaten junk food and subsisted
               entirely on corn chips, potato chips, ice cream, and hot dogs may suddenly start eating
               vegan. While better nutrition may prolong life, the question is, so what? Unless someone
               is diabetic, there’s really not a problem if the person wants to eat candy. One of
               the tricks of the trade is to switch the candy bars from a full-size bar to a miniature,
               perhaps even bite-size, one. The person still is getting a candy bar, but the potential
               harm is limited. Even if the person has diabetes, find a way to integrate the things
               the person likes into his or her diet. If it gives the person pleasure, it is a good
               thing.
            

         

         
         	
            Be less judgmental about yourself. When you are the caregiver, your house may not
               be museum perfect. You may skip the occasional haircut, stretch the time between manicures,
               or not put on a full face of makeup. It is okay. It is not okay to let yourself fall
               to pieces entirely, but it is okay if you don’t make your bed. There is a limit to
               this, however. As it is for people who care for small children, the same goes for
               caregivers of adults. You cannot wander around in public in your pajamas. Many of
               you have heard of school systems that have asked moms who drop their children off
               in carpool lanes to please at least be wearing clothes. So, switch your pajamas for
               sweatpants if you are going outside. Also, remember to wear shoes.
            

         

         
         	
            Be sure to stop and take a deep breath before you react to things that you see are
               wrong. Make sure that they really are wrong. For example, people with dementia often
               accuse the people around them of stealing things. Don’t accept as a given that the
               items are stolen as opposed to misplaced. Look into it before you accuse. If the person
               with dementia is particularly agitated, tell her you’ll go look for it with her. And
               then go look calmly. At some point, you can then say, “I don’t know. I’ll have to
               look for it again tomorrow.” Or, when you find the misplaced item, don’t be accusatory
               about how the person misplaced it. Simply say, “Oh look! I’m glad we found it.” This,
               of course, assumes that the item ever existed in the first place. There are many imaginary
               objects that go missing. Also, many times people with dementia borrow items from each
               other. They’re not really stolen—it is just similar to a college dormitory where people
               borrow each other’s sweaters.
            

         

         
         	
            Be flexible.

         

         
         	
            Don’t criticize. Particularly if you are not the primary caregiver and if you live
               far away, it becomes easy to look at things with what you think are fresh eyes, but
               which can actually be inexperienced eyes. Don’t rush to judgment. Really look at what’s
               happening and see how you can be part of the solution as opposed to just pointing
               out everything you see that’s wrong and jumping in headfirst. The adage “Don’t upset
               the apple cart” is a very good point if the apples are not rotting.
            

         

         
         	
            Remember to provide emotional support to those who are caregivers and those who are
               being cared for. Warmth, affection, and comfort go a long way. Simple things like
               a comfortable blanket or adjusting a pillow under the arm or bringing a balloon, flowers,
               a teddy bear, or something else fun goes a long way to comforting someone who needs
               care. Think about bringing a home-cooked meal to the caregiver or offering to sit
               with her loved one so she can have a break.
            

         

         
         	
            Remember that the person you are caring for doesn’t feel well, often is in pain, and
               isn’t there for your entertainment purposes. If he wants to sleep, let him sleep.
               Schedules change. It is entirely normal for some people who switch day and night.
               You need to enter their world, not the other way around.
            

         

         
         	
            Finally, protect your own brain. Throughout this book, we’ve given you the tools.
               Remember to take care of yourself!
            

         

      

      
      
   
      Chapter 16

      Tales from the Other Side of the Bed

      
         
         
         A Patient’s Perspective

         
      

      
      The following is a true story from coauthor Jodi Lyons about what it’s like to be
         the recipient of the ministrations of good—and not so good—caregivers: 
      

       

      * * *

      
      I had a stroke at the age of fifty. It was a surprise. I was in the hospital, lying
         in bed, waiting for medical transport to transfer me to a nursing home after open-heart
         surgery. That also was a surprise. I had gone to the hospital for an asthma attack.
         My trip to the ER for what I thought would be oxygen and other asthma protocols turned
         into my being admitted to the cardiac care ICU by a quick-thinking ER doctor.
      

      
       Back to the moment of the stroke. I was fully clothed, waiting for medical transport,
         and talking to my parents, who were going to follow the ambulance to the nursing home.
         I felt weak after the heart surgery and didn’t want my parents to have to get me in
         and out of their car and fight Washington, DC, rush-hour traffic. Arranging for medical
         transport turned out to be a fortuitous choice.
      

      
       The transport team was supposed to arrive within five minutes, and I was eager to
         be discharged. Suddenly, I lost all sensation in my arm. It was as if someone had
         taken an eraser and rubbed out the right side of my body. I cried out to my mother
         to find a nurse. While she was getting the nurse, a total of thirty seconds, my brain
         said, “Oh crap, I’m having a stroke!” So, I started taking inventory, as best I could.
         I couldn’t sense my right arm, I couldn’t sense my right leg, I couldn’t quite turn
         my head to the right-hand side. I immediately started running through the stroke tests
         that I knew. Could I wiggle my eyebrows? Yes. Could I wiggle my nose? Yes. Could I
         smile? Yes. Could I stick my tongue out? Yes, but I couldn’t tell if it was straight
         or not. Then I started running through cognitive exercises to test my cognitive skills.
         I tried to remember all the parts of the BCAT cognitive test (a test that professionals
         use to determine cognitive functioning). By this time, the nurses had come, grabbed
         my bed, and started running down the hallway with me in the bed on the way to the
         CAT scan. As we waited for the elevator, I said to them, “Can you hear me? Do my words
         make sense?” They said, “Yes.” At that point, I realized my speech center had been
         spared. I still was terrified, however.
      

      
       If one has to have a stroke, I certainly did it in the best way possible. I was in
         an outstanding hospital, had immediate medical attention, and had a team of people
         to assist in my recovery. However, strokes are debilitating. I was lucky that my cognition
         and speech were not affected. But I went overnight from being a completely independent,
         active, professional woman to being 100 percent dependent for every aspect of living.
         I could do none of the ADLs and none of the IADLs. Before my heart surgery, I had
         prepared a list of all my logins and passwords for all my bills. I had double- and
         triple-checked to make sure that all my legal documents were in place. I had made
         sure that everyone knew where the legal documents were, and I even had made extra
         sets of keys to my house to make sure that friends and family could take care of anything
         that arose. I had packed an overnight bag as I was waiting for 911 to transport me
         to the hospital for the asthma attack. I had even remembered my cell phone charger!
         However, nothing prepared me for the stroke.
      

      
       Fast-forward to the next day. I’m still in the hospital in the cardiac care unit,
         but now not only am I a cardiac patient, I am a stroke patient. A personal care assistant
         and a nurse, following protocol for cardiac patients, told me it was time to get up
         and sit in a chair. I said, “Okay, but how am I going to get to the chair? I’ve had
         a stroke and my right side is paralyzed.” The nurse practitioner came in and insisted
         that I would be able to stand up, pivot on my good leg, and somehow walk three steps
         to the chair. It was a complete failure. Of course, my right leg could not support
         my weight because it was paralyzed. I gamely tried to walk with the assistance of
         the nurse practitioner, hospital nurse, and personal care assistant. The three of
         them dropped me, and I ended up on the floor. They were unable to lift me due to the
         paralysis, the wide-open chest wound from the recent heart surgery, and my general
         weakness. I looked at them in utter disbelief and asked them to find a Hoyer lift.
         They eventually got me back in bed. 
      

      
       Apparently, they did not learn a lesson from this. The next day, they came and tried
         it again. Same result. At this point, the nurse practitioner started getting aggressive
         and said that I had walked into that hospital, and I was going to walk—now. 
      

      
       I said, “Are you aware that I’ve had a stroke?”

      
       “You are only eight days older than I am,” she said. “You are going to walk out of
         here.” She may have been right about her first statement, but she was definitely wrong
         about the second.
      

      
       Fortunately, I was discharged to a phenomenal nursing home, where I knew and trusted
         the staff, and where I had placed plenty of clients through my eldercare resource
         company. I could see that everybody was doing their best to remain professional, but
         that they were scared for me. They knew me as a fully functioning professional, not
         a fully dependent patient. I arrived strapped to a stretcher. Staff from the nursing
         home gently lifted me on the bed, made sure to clean me, made sure I was comfortable,
         and got me settled in. I was safe, but I was terrified nonetheless. There was a general
         sense of disbelief, a missing right side, and it was enhanced by shooting pains through
         my shoulder. I was in pain, and I was entirely dependent on other human beings.
      

      
       “Totally dependent” is a technical term that professionals use to assess whether
         a person can perform any of the activities of daily living. I could perform none of
         them, not even going to the bathroom. To further complicate matters, it hurt every
         time I was changed. The movement of turning me side to side hurt my chest wound from
         the surgery and hurt my shoulder, which still had shooting pains. Even in this great
         nursing home, where most of the staff did their best to keep me comfortable while
         changing me, there were staff who were incapable of understanding the need to modify
         their technique. 
      

      
       Temperature control was another issue. I’m from New England. I hate the heat and
         love the cold. Many of the aides were from warm-weather countries and loved the heat.
         I had my own room, and I wanted to keep the window open just a crack, so I could get
         a bit of fresh air and keep the room at a cool temperature that I liked. When the
         aides came in my room, they would immediately start to complain that they were too
         cold and slam the window shut, despite my telling them that I was comfortable. It
         is important to recognize that this happened even if they were going to be in the
         room for only five minutes. These aides took advantage of my inability to move and
         adjusted the temperature to their satisfaction in what had become my home. They were
         more concerned about their comfort than mine.
      

      
       The vulnerability is terrifying. I realized that I could not get myself out of danger
         if danger arose. If the building were on fire, I’d have to wait for somebody to come
         get me. If I fell, I’d have to wait for somebody to find me. At that point, I was
         a two-person transfer. It meant that even if one person showed up to help me, I’d
         have to wait for a second person. 
      

      
       As a patient I learned some valuable lessons that I would like to share with caregivers.
         
      

      
       First, caregivers should show some initiative. For example, a caregiver responding
         to a patient’s call button might come into the room and ask, “What do you want me
         to do?” as opposed to standing there and not saying anything. It is not just training
         and initiative, it is attitude. For example, when I said I needed help getting to
         the bedside commode, my request was sometimes met with a blank stare or an eye roll—a
         kind of an unspoken challenge of “So what do you want me to do about it?”
      

      
       Second, there are many misconceptions about strokes. Often, even the most well-meaning
         caregivers make things worse because they don’t understand that having a stroke means
         that your brain has stopped sending signals to parts of your body. Picture your house
         when the power goes off. You might have a generator that can power some of your appliances,
         but not all the lights work. Picture the power going out, the generator going off,
         and your refrigerator, which is supposed to keep things cold, progressively getting
         warmer and warmer and warmer as the food spoils. You cannot get angry at the refrigerator
         for not keeping things cold when it has no power going to it. It can’t function without
         that electricity. It is a somewhat similar situation with a stroke. Your arm and leg
         may still be there, but there is no power getting to them. There is no signal. They
         can’t do what they’re supposed to do without that signal. Having a stroke is not the
         same thing as having hip or knee surgery. In the latter cases, the patient can work
         through the pain with a physical therapist to restrengthen the muscles. Strokes affect
         the brain directly, and you can’t just exercise the stroke away.
      

      
       While the brain is trying to heal itself, lots of strange things can happen. The
         right side of my body felt like it had been erased. When I progressed to sitting up
         in a wheelchair, and caregivers pushed me down the hallway, I had no idea where the
         wall on the right side of the hallway actually was. I didn’t sense it, feel it, or
         see it. It was as if everything on the right side had simply disappeared. As I got
         better, I would feel jolts of pain that felt like electricity shooting through my
         right side. It hurt, but I was glad to feel the pain, because at least I could feel
         something. It also was strange to feel exhausted all the time. My doctors told me
         that my body and brain needed rest in order to heal. On some level, that made sense
         to me, but on another level, I kept feeling that if I worked harder I would recover
         more quickly. It wasn’t true.
      

      
       There is a point that no matter how hard you try, your brain simply cannot do the
         things you are trying to make it do. This is true in cognitive impairments, strokes,
         Parkinson’s disease, and other diseases. Well-meaning caregivers, family, and friends
         may encourage people to try, but there comes a point when that encouragement does
         more harm than good. Caregivers need to recognize that there are limitations even
         when we don’t want there to be. And if caregivers have not seen how much effort the
         patient is making, they have no idea whether that person is trying, isn’t trying,
         or has tried and failed. True professionals will tell you that it is important to
         stand by the person who needs help, watch as that person attempts to do something,
         and step in to assist, if needed, without taking away the opportunity to try. 
      

      
       However, it is dangerous and discouraging not to provide the help that the person
         needs. A particular challenge is when the person who needs care doesn’t recognize
         his own limitations, forgets what he needs care with, or is embarrassed to ask. Falls,
         burns, and other accidents are even harder to recover from when people have something
         wrong with their brains. It is best to prevent those situations.
      

      
       I’ve often suggested that caregivers who want to understand what it is like to have
         a stroke, Parkinson’s, or amyotrophic lateral sclerosis (ALS) try this exercise. Take
         your dominant hand and tie that arm against your chest so you can’t use it. Then,
         take leg weights and strap them to your ankles. Tie your knee with an ace bandage
         so it doesn’t move. Put a glove on your dominant hand; a mitten would be even better.
         The goal is to remove 50 percent of your limbs from the equation. You can’t rely on
         them for anything. Then, if you wear glasses or contacts, remove them. Many of these
         diseases are accompanied by vision challenges. Then, try to perform what you would
         normally consider a simple task. Walk to the refrigerator, open it, take out a pitcher
         of milk, juice, or the like, and carry it to a counter. Then go to the cabinet and
         get a cup. Then pour yourself a drink. For true entertainment, try to take the drink
         to another room or a chair and sit down. It is not easy. If you really want the full
         experience, wait until you are exhausted, stressed, and sleep deprived. Then try it.
         You’ll see that your brain isn’t functioning as clearly as it normally would, and
         even the simplest tasks become more difficult.
      

      
       In addition to the physical and cognitive challenges, there also can be temperament
         changes. I know that in my case, I had zero tolerance for drama, nagging, or being
         aggravated over things that weren’t important in the larger scheme of things. It was
         hard enough for me to recognize that I was going to spill food on myself, I was going
         to drop things, I was going to knock things over, and I was not going to be as well
         groomed as I was pre-stroke. It is hard to put on makeup when one cannot use one’s
         dominant hand. I also learned that it was not only okay to ask for help but that it was necessary to ask for help and that it was reasonable to expect to receive that help without
         judgment or drama. 
      

      
       Third, family and friends need to remember that for the patient, many social niceties
         go by the wayside. Talking on the phone, responding to emails, texting, social media,
         and the like take up a lot of time and energy. It is okay for patients not to respond
         immediately if the phone rings or somebody sends them a message. Family and friends
         need to understand this lack of immediate response. Friends who have had spouses with
         cognitive impairment often tell me that many of their other friends have disappeared.
         They don’t get invited to dinner, they don’t get invited to parties, and nobody reaches
         out. It is true that people with cognitive impairment or some diseases/disabilities
         are different from how they used to be. Friends and family need to adapt.
      

      
       Finally, perhaps the most important thing for caregivers to understand is that the
         person they’re caring for is scared, in pain, vulnerable and frustrated, and, in most
         cases, hates needing help. If you can’t be gracious and helpful and put your own wishes
         aside to make that person comfortable, don’t become the caregiver. This goes for family
         members and professionals. It is okay to lose patience occasionally, it is okay to
         be tired, it is important to take care of yourself. However, it is not okay to do
         these things at the expense of the person being cared for.
      

      
       Anyone providing care needs to show compassion and take an action to help the patient.
         Perhaps now is a good time to relate the story of the cab ride from the hospital to
         the nursing home after a follow-up medical appointment:
      

      
       I had been upgraded from stretcher transportation to wheelchair van. The driver strapped
         my wheelchair into the locks at the back of the van and then tried to use a double-shoulder
         harness across my chest to secure me. The harness across my open chest wound was prohibited
         by my surgeon. I told the driver that I could use the lap belt instead. The driver
         started screaming that he knew what he was doing and would use the shoulder harness.
         He came at me with the harness and tried to strap me in despite my protests. So, I
         did the only reasonable thing. I unzipped my shirt and flashed him. I showed him the
         stitches that went from my belly button to my throat, the bandages, the bloody drains,
         and the surgical bra. It was grotesque. I looked like Frankenstein. He shut up and
         got me a lap belt.
      

      
       Imagine what could have happened if I had been cognitively impaired and couldn’t
         advocate for myself?! My story is still a work in progress as I continue to recover.
         But you can be sure that I’ve learned my lesson about lifestyle changes striving for
         healthy aging!
      

      
      
   
      Conclusion

      
      
      As we grow older, our brains age, just like the rest of the body. Changes in cognition
         are inevitable, but it’s important to know which changes are a natural part of aging
         and which aren’t. So, get to know your brain: what’s normal, what’s concerning, what’s
         reversible, what’s not, and learn what you can do to keep your brain healthy. 
      

      
       It’s also important to know that when cognitive issues arise, there are steps you
         can take to protect yourself. But protecting yourself and your loved ones takes work.
         There are no magic pills, easy solutions, or ways of wishing the problems away. However,
         by having a realistic plan and your care team in place and clearly communicating your
         wishes to your team, you can somewhat control the aging process to look more like
         you want it to be. Or, at least, you can do your best to make it look the way you
         want it to, given the hand you are dealt.
      

      
       Finally, the reality of an aging brain shouldn’t be all gloom and doom. By embracing
         brain-healthy behaviors and proactively taking control of your brain health, you can
         maximize and prolong an independent lifestyle. So, go for it! 
      

      
      
   
      Notes

      
      

      
   
      Glossary

      
      
      Pathological Changes

      
      
         	
            
            apoptosis. Programmed cell death: the death of a cell from genetic processes and not those related
               to inflammation, infection, or a disease process.
            

         

         
         	
            atrophy. Decrease in size or wasting away of a body part or tissue.
            

         

         
         	
            beta-amyloid. A protein that is between thirty-eight and forty-three amino acids long that was
               cleaved from a larger protein found in the membranes of our nerve cells called the
               amyloid precursor protein (APP). The beta-amyloid that is forty-two units long is
               most implicated in Alzheimer’s disease. These beta-amyloid pieces can group together
               into plaques and clumps, disrupting nerve signal transmission and initiating the inflammatory
               pathways inside the brain. Beta-amyloid is found in the brains of all patients with
               Alzheimer’s disease and may cause or indicate neuronal cell death (science is still
               asking this question). Its elevated presence with mild cognitive impairment predicts
               conversion to Alzheimer’s disease.
            

         

         
         	
            hypertrophy. Increase in bulk without multiplication of parts.
            

         

         
         	
            Lewy bodies. These bodies are made up of an abundantly expressed neuronal protein termed alpha-synuclein. It is a protein much larger than beta-amyloid (140 amino acids long), and while
               these deposits are considered to classically accumulate in diseases other than Alzheimer’s
               disease, like Parkinson’s disease, most Alzheimer’s disease patients will have large
               deposits of it in their amygdalae. Healthy alpha-synuclein aids in the creation and
               stability of the neural synapse, and so the accumulation of Lewy bodies indicates
               a problem with the neural synapse. It may regulate the synaptic release of dopamine
               and so is classically found with Parkinson’s disease, while Lewy body dementia presents
               with psychosis unresponsive to antipsychotic drugs (drugs that work on the dopamine
               pathways).
            

         

         
         	
            neurofibrillary tangle. The collapse of the supportive protein structure of the nerve cell. The process begins
               early with the accumulation of tau proteins in neurons. Tau translocates from the
               axon and can be seen in the neuronal cell body and its dendrites, where it undergoes
               chemical and structural changes, creating the neurofibrillary tangles. The degree
               of neurofibrillary tangles correlates directly with the severity of dementia.
            

         

         
         	
            proteins. For our purposes, we should keep in mind that a protein is, most simply, a chain
               of amino acids held together by peptide bonds. String together two amino acids and
               you have a protein. Cleave one very large protein in half and you will now have two
               proteins. Tau bodies, Lewy bodies, and beta-amyloid are all proteins. Senile plaques
               (beta-amyloid) and neurofibrillary tangles (tau) are largely composed of these same
               proteins. Prions (that cause Kuru and Creutzfeldt-Jakob disease) also are proteins.
            

         

         
         	
            senile plaques (Alzheimer’s plaques). There are two types of senile plaques: diffuse beta-amyloid plaques and neuritic plaques.
               Diffuse beta-amyloid plaques are extracellular collections of beta-amyloid protein.
               Neuritic plaques are beta-amyloid plaques found in a central core, surrounded by tau
               proteins and reactive glial cells (astrocytes and microglial). Diffuse beta-amyloid
               plaques can be seen in large numbers in nondemented older persons; however, the larger
               neuritic plaques (with all those glial cells and tau proteins thrown in) are associated
               with dementia.
            

         

         
         	
            tau. The protein tau helps organize and keep straight our neural processes. It is found
               in the axon of healthy neurons, where it helps to stabilize the structure and “straightness”
               of the axon.
            

         

         
         	
            tau bodies. The abnormal accumulation of chemically changed (phosphorylated) tau proteins within
               a nerve cell.
            

         

      

      
      Imaging Techniques

      
      
         	
            
            CT (computerized tomography) or CAT (computerized axial tomography) scan. This imaging technology has been around since 1972 and uses a narrow beam of x-rays
               to image and reconstruct visual images of parts of the body. It is the first test
               done with a stroke, because it is excellent for detecting blood, but it is not as
               sensitive as an MRI in imaging detailed structures within the brain.
            

         

         
         	
            EEG (electroencephalogram). This test measures our brain’s electrical activity and has been around since 1924.
               It is useful in seizure disorders and is usually normal in depression and other psychiatric
               conditions. It can pick up cases of dementia, but it lacks sensitivity and specificity
               and so is not used regularly in the workup of cases of dementia.
            

         

         
         	
            functional MRI. Uses MRI technology to detect changes in blood flow to different parts of the brain.
               It can help us see which parts of a brain are working with different tasks and activities.
               Functional MRI studies have shown us that when brain function decreases in one part
               of the brain, other parts of a subject’s brain are often recruited.
            

         

         
         	
            MRA/CTA (magnetic resonance angiography or CT angiography).  This is using either the technology of an MRI or a CT scanner to image the blood
               supply to an organ.
            

         

         
         	
            MRI (magnetic resonance imaging).  An imaging modality that uses powerful magnets that are able to orient our water
               molecules. This allows us to re-create a very accurate image of the body. It is an
               incredibly useful and powerful tool in the imaging of our brains that has been around
               since the late 1970s.
            

         

         
         	
            PET (positron emission tomography). A tool of nuclear medicine that uses antimatter (it uses a positron, which also is
               called an “antielectron”). A radioactive tracer is injected into the body, followed
               by imaging techniques that often include CT scanners to help create a simultaneous
               anatomic and functional picture of an organ. It is possible to identify beta-amyloid
               plaques with this modality. Using radioactive glucose, we can demonstrate normal age-related
               changes. It shows us that the older brain will recruit more brain regions/areas for
               tasks than a younger person’s brain. Because an older brain recruits extra neurons,
               it uses more energy, and this can be measured with this modality. This suggests that
               the older brain is busy keeping up with routine tasks and will have no reserve left
               to remain oriented when the older person is stressed (either by drugs, insomnia, jet
               lag, infections, metabolic disturbances, or even pain).
            

         

      

      
      Cognitive Reserve

      
      
         	
            
            active cognitive reserve. Can a brain reorganize and grow new neurons? This is the concept of plasticity, the
               idea that we can grow new brain cells and make new neural connections as we age.
            

         

         
         	
            cognitive reserve theory (clinical geriatrics). This theory posits that some individuals have a greater ability to withstand pathologic
               changes to the brain, such as the accumulation of amyloid proteins. A higher level
               of education, participation in certain activities, higher socioeconomic status, and
               a higher baseline intelligence all protect against the clinical manifestations of
               brain disease.
            

         

         
         	
            passive cognitive reserve. Genetically determined characteristics such as your brain volume, number of neurons,
               and number of synapses.
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         dementia
         
         
            delirium comparison,
            1
            , 2
            
         

         
         
            diagnosing,
            1.1-1.2
            , 2.1-2.2
            
         

         
         
            fear of,
            1.1-1.2
            
         

         
         
            genetic factors for,
            1.1-1.2
            , 2.1-2.2
            
         

         
         
            mild dementia,
            1.1-1.2
            
         

         
         
            as not inevitable,
            1.1-1.2
            
         

         
         
            onset of,
            1
            
         

         
         
            pharmaceutical interventions,
            1.1-1.2
            
         

         
         
            symptoms,
            1.1-1.2
            
         

         
         
            types of
            See dementing diseases
            See frontotemporal dementia
            See Parkinson’s disease
            
         

         
         
            See also dementia, lowering risk of
            See also dementia, misconceptions about
            See also dementia, warning signs of
            
         

         
      

      
      
         dementia, lowering risk of
         
         
            cognitive exercises,
            1.1-1.2
            
         

         
         
            diet,
            1.1-1.2
            
         

         
         
            example of brain-healthy week,
            1.1-1.2
            
         

         
         
            genetic factors,
            1.1-1.2
            
         

         
         
            Mary’s story,
            1.1-1.2
            
         

         
         
            meditation,
            1.1-1.2
            
         

         
         
            mood improvements,
            1.1-1.2
            
         

         
         
            physical health,
            1
            
         

         
         
            sleep,
            1.1-1.2
            
         

         
         
            See also cognitive exercises
            See also ENRICH
            
         

         
      

      
      
         dementia, misconceptions about
         
         
            brain game benefit,
            1.1-1.2
            
         

         
         
            genetic factors,
            1.1-1.2
            
         

         
         
            memory medications,
            1.1-1.2
            
         

         
         
            over-the-counter “cures”,
            1.1-1.2
            
         

         
      

      
      
         dementia, warning signs of
         
         
            airline flight story,
            1.1-1.2
            
         

         
         
            cognitive tests,
            1
            
         

         
         
            examples of,
            1.1-1.2
            , 2.1-2.2
            
         

         
         
            functional behaviors and cognitive skills,
            1
            , 2.1-2.2
            
         

         
         
            See also mild cognitive impairment (MCI)
            
         

         
      

      
      
         Dementia Rating Scale,
         1
         
      

      
      
         dementing diseases
         
         
            chronic traumatic encephalopathy,
            1
            , 2.1-2.2
            
         

         
         
            frontotemporal dementia (Pick’s disease),
            1
            , 2
            
         

         
         
            Lewy body dementia,
            1.1-1.2
            , 2
            , 3
            , 4.1-4.2
            
         

         
         
            mixed dementia,
            1
            , 2.1-2.2
            
         

         
         
            Parkinson’s disease,
            1
            
         

         
         
            vascular dementia,
            1
            , 2
            , 3
            , 4.1-4.2
            , 5
            
         

         
         
            Wernicke-Korsakoff syndrome,
            1
            , 2.1-2.2
            
         

         
         
            See also Alzheimer’s disease
            See also frontotemporal dementia (Pick’s disease)
            See also Parkinson’s disease
            
         

         
      

      
      
         dendrite,
         1
         , 2
         
      

      
      
         dependence on others,
         1.1-1.2
         
      

      
      
         depression
         
         
            antidepressants for,
            1
            , 2.1-2.2
            
         

         
         
            as brain health insult,
            1.1-1.2
            
         

         
         
            of caregivers,
            1
            
         

         
         
            IADLs impacted by,
            1
            
         

         
         
            risk of dementia and,
            1.1-1.2
            
         

         
         
            sexual libido affected by,
            1
            
         

         
         
            as symptom of dementia,
            1
            
         

         
      

      
      
         diabetes,
         1.1-1.2
         , 2
         
      

      
      
         Dietary Approaches to Stop Hypertension (DASH) diet,
         1.1-1.2
         
      

      
      
         diets
         See food choices as dementia progresses
         See food choices for lowering risk of dementia
         
      

      
      
         doctor visits,
         1.1-1.2
         
      

      
      
         driving concerns,
         1
         , 2
         
      

      
      
         Driving Mr. Albert (Paterniti),
         1
         
      

      
      “

      
         “Driving Self-Assessment” test,
         1
         
      

      
      D

      
         drug use/abuse,
         1.1-1.2
         
         
            See also alcohol use/abuse
            
         

         
      

      
      E

      
         Einstein, Albert,
         1
         
      

      
      
         embolic stroke,
         1
         
      

      
      
         eMCI (executive MCI),
         1
         
      

      
      
         ENRICH
         
         
            about,
            1.1-1.2
            
         

         
         
            David’s story,
            1.1-1.2
            
         

         
         
            exercise,
            1.1-1.2
            
         

         
         
            healthy weight and body fats,
            1.1-1.2
            
         

         
         
            hypertension and heart rate,
            1.1-1.2
            
         

         
         
            improving mood,
            1.1-1.2
            
         

         
         
            Mary’s story,
            1.1-1.2
            
         

         
         
            routine addition of cognitive exercises,
            1.1-1.2
            
         

         
         
            smoking cessation,
            1.1-1.2
            
         

         
      

      
      
         environmental changes and delirium,
         1.1-1.2
         
      

      
      
         erectile dysfunction,
         1
         
      

      
      
         executive functions,
         1
         , 2.1-2.2
         , 3
         
      

      
      
         executive MCI (eMCI),
         1
         
      

      
      
         exercise,
         1.1-1.2
         
      

      
      
         expectations of care to be given
         
         
            comfort,
            1.1-1.2
            
         

         
         
            hygiene,
            1.1-1.2
            
         

         
         
            medical care,
            1.1-1.2
            
         

         
         
            for mild cognitive impairment,
            1.1-1.2
            
         

         
         
            pain management,
            1.1-1.2
            
         

         
         
            relaxed dietary rules,
            1
            
         

         
         
            safe environments,
            1.1-1.2
            
         

         
         
            See also care providers
            See also family caregivers
            
         

         
      

      
      F

      
         fainting,
         1.1-1.2
         
      

      
      
         family caregivers
         
         
            about,
            1.1-1.2
            
         

         
         
            care providers compared to,
            1.1-1.2
            
         

         
         
            depression and anxiety of,
            1
            
         

         
         
            difficult decisions of,
            1.1-1.2
            
         

         
         
            expectations placed on,
            1.1-1.2
            
         

         
         
            helpful hints for,
            1.1-1.2
            
         

         
      

      
      
         family dynamics,
         1
         
      

      
      
         financial planning,
         1.1-1.2
         , 2
         , 3
         , 4
         , 5
         
      

      
      
         food choices as dementia progresses,
         1
         , 2
         
      

      
      
         food choices for lowering risk of dementia
         
         
            blueberries,
            1.1-1.2
            
         

         
         
            caffeine,
            1.1-1.2
            
         

         
         
            deceptive marketing and,
            1.1-1.2
            
         

         
         
            diets,
            1.1-1.2
            
         

         
         
            portion control,
            1
            
         

         
         
            restaurant meals,
            1
            
         

         
         
            wine consumption,
            1.1-1.2
            
         

         
      

      
      
         forgetfulness
         
         
            attentional capacity and,
            1
            , 2.1-2.2
            
         

         
         
            causes of,
            1
            
         

         
         
            hypersensitivity to,
            1.1-1.2
            
         

         
         
            as normal part of aging,
            1
            
         

         
         
            worries about,
            1.1-1.2
            
         

         
         
            See also cognitive function
            See also memory
            
         

         
      

      
      
         formal cognitive tests,
         1
         , 2.1-2.2
         
      

      
      
         frontal lobes,
         1.1-1.2
         , 2.1-2.2
         , 3.1-3.2
         
      

      
      
         frontotemporal dementia (Pick’s disease)
         
         
            about,
            1
            , 2
            , 3.1-3.2
            
         

         
         
            behavioral variant frontotemporal dementia,
            1
            , 2
            
         

         
         
            primary progressive aphasia,
            1.1-1.2
            , 2
            
         

         
         
            Timothy’s story,
            1.1-1.2
            
         

         
      

      
      
         functional behaviors and cognitive skills,
         1
         
         
            See also activities of daily living (ADLs)
            See also instrumental activities of daily living (IADLs)
            
         

         
      

      
      G

      
         genetic factors for dementia,
         1.1-1.2
         , 2.1-2.2
         
      

      
      
         ginkgo biloba,
         1
         
      

      
      
         Glasgow Coma Scale,
         1
         
      

      
      
         glial cells,
         1
         , 2.1-2.2
         
      

      
      
         glossary
         
         
            of cognitive reserves,
            1.1-1.2
            
         

         
         
            of imaging techniques,
            1.1-1.2
            
         

         
         
            of pathological changes,
            1.1-1.2
            
         

         
      

      
      
         glucose,
         1.1-1.2
         
      

      
      
         graceful aging,
         1.1-1.2
         
      

      
      
         group homes,
         1.1-1.2
         
      

      
      H

      
         hallucinations
         
         
            delusions compared to,
            1
            
         

         
         
            Lewy body dementia and,
            1
            , 2.1-2.2
            
         

         
         
            occipital lobe and,
            1.1-1.2
            
         

         
         
            Parkinson’s disease and,
            1.1-1.2
            
         

         
         
            urinary tract infections and delirium,
            1.1-1.2
            , 2
            
         

         
         
            vascular dementia and,
            1
            
         

         
      

      
      
         heart rhythm irregularity,
         1.1-1.2
         , 2.1-2.2
         
         
            See also cardiovascular health and disease
            
         

         
      

      
      
         high blood pressure,
         1.1-1.2
         , 2.1-2.2
         
      

      
      
         hippocampus,
         1
         
      

      
      
         home, requests to go,
         1
         
      

      
      
         home health-care agencies,
         1.1-1.2
         , 2
         
      

      
      
         homicidal thoughts,
         1
         
      

      
      
         hospice care,
         1
         , 2
         , 3
         
      

      
      
         hospital stays,
         1
         
      

      
      
         hygiene,
         1.1-1.2
         
      

      
      
         hypersensitivity to forgetfulness,
         1.1-1.2
         
      

      
      
         hypersexuality,
         1.1-1.2
         
      

      
      
         hypertension,
         1.1-1.2
         , 2
         
      

      
      
         hypertensive encephalopathy,
         1.1-1.2
         
      

      
      
         hypnotics,
         1.1-1.2
         
      

      
      I

      
         imaging techniques,
         1.1-1.2
         
      

      
      
         immune defenses,
         1
         
      

      
      
         informal/low-tech cognitive exercises,
         1.1-1.2
         
      

      
      
         instrumental activities of daily living (IADLs)
         
         
            about,
            1
            
         

         
         
            cognitive domains important to,
            1
            
         

         
         
            depression and,
            1
            
         

         
         
            mild cognitive impairment and,
            1.1-1.2
            , 2.1-2.2
            , 3
            
         

         
         
            mild dementia and,
            1
            
         

         
         
            moderate to severe dementia and,
            1
            , 2.1-2.2
            
         

         
      

      
      
         insults to the brain
         See brain, insults to
         
      

      
      
         insurance plans/benefits coverage,
         1.1-1.2
         
      

      
      
         isolation,
         1
         
      

      
      J

      
         judgment
         See frontal lobes
         
      

      
      K

      
         ketogenic diet,
         1
         
      

      
      
         kidney failure/kidney dialysis,
         1
         
      

      
      L

      
         language impairment,
         1
         
      

      
      
         left-brained people,
         1
         
      

      
      
         legal documents and resources,
         1
         , 2.1-2.2
         , 3
         , 4.1-4.2
         
      

      
      
         Lewy body dementia,
         1.1-1.2
         , 2
         , 3
         , 4.1-4.2
         
      

      
      
         lies, little white,
         1
         
      

      
      
         life-stage changes,
         1.1-1.2
         
      

      
      
         limbic system,
         1
         
      

      
      
         living wills,
         1
         
      

      
      
         lost items,
         1
         
      

      
      
         low-tech cognitive exercises,
         1.1-1.2
         
      

      
      
         Lyons, Jodi,
         1.1-1.2
         
      

      
      M

      
         Mad Libs analogy,
         1
         
      

      
      
         Mansbach, William E.,
         1
         , 2
         
      

      
      
         Mansbach Health Tools,
         1
         , 2
         
      

      
      
         mantra-based meditation,
         1.1-1.2
         
      

      
      
         Man Who Lost the Facts story,
         1.1-1.2
         
      

      
      
         Medicaid,
         1
         , 2
         
      

      
      
         medical care
         
         
            for early dementia,
            1.1-1.2
            
         

         
         
            expectations of,
            1.1-1.2
            
         

         
         
            medical orders,
            1
            
         

         
         
            vital signs checkup,
            1.1-1.2
            
         

         
         
            See also physical health
            
         

         
      

      
      
         Medicare,
         1
         , 2
         , 3
         
      

      
      
         medications
         
         
            antidepressants,
            1
            , 2.1-2.2
            
         

         
         
            antihistamines,
            1
            
         

         
         
            antimalarial drugs,
            1
            
         

         
         
            antipsychotic medication,
            1
            , 2.1-2.2
            
         

         
         
            anxiolytics/hypnotics,
            1.1-1.2
            
         

         
         
            aspirin,
            1
            
         

         
         
            memory enhancers,
            1.1-1.2
            , 2.1-2.2
            
         

         
         
            sexuality and,
            1.1-1.2
            
         

         
      

      
      
         meditation,
         1.1-1.2
         
      

      
      
         Mediterranean diet,
         1.1-1.2
         
      

      
      
         Mediterranean Intervention for Neurodegenerative Delay (MIND) diet,
         1.1-1.2
         
      

      
      
         memory
         
         
            categorizing,
            1
            
         

         
         
            enhancers for,
            1.1-1.2
            , 2.1-2.2
            
         

         
         
            lack of
            See forgetfulness
            
         

         
         
            making memories,
            1
            , 2
            
         

         
         
            normal vs. abnormal,
            1
            
         

         
         
            omelet analogy,
            1
            
         

         
         
            retrospective and prospective memory,
            1
            
         

         
         
            role of temporal lobes in,
            1.1-1.2
            
         

         
         
            verbal memory,
            1.1-1.2
            
         

         
         
            working memory,
            1.1-1.2
            
         

         
      

      
      
         metabolic derangements,
         1.1-1.2
         
      

      
      
         metabolism and blood flow,
         1.1-1.2
         
      

      
      
         microglia,
         1
         
      

      
      
         middle-stage dementia
         See moderate-stage cognitive impairment
         See moderate to severe dementia
         
      

      
      
         mild cognitive impairment (MCI)
         
         
            about,
            1.1-1.2
            
         

         
         
            behavior changes story,
            1.1-1.2
            
         

         
         
            caregivers’ approach to,
            1.1-1.2
            
         

         
         
            doctor visits,
            1.1-1.2
            
         

         
         
            financial planning for,
            1.1-1.2
            
         

         
         
            insurance plans/benefits coverage,
            1.1-1.2
            
         

         
         
            mild dementia compared to,
            1.1-1.2
            
         

         
         
            mitigating risk during,
            1
            
         

         
         
            online account information,
            1.1-1.2
            
         

         
         
            planning and building a team for,
            1.1-1.2
            , 2
            
         

         
         
            symptoms of,
            1.1-1.2
            , 2.1-2.2
            
         

         
         
            transitions and care options,
            1.1-1.2
            
         

         
         
            valuables, listing,
            1.1-1.2
            
         

         
      

      
      
         mild dementia,
         1.1-1.2
         
      

      
      
         MIND (Mediterranean Intervention for Neurodegenerative Delay) diet,
         1.1-1.2
         
      

      
      
         mindfulness,
         1.1-1.2
         
      

      
      
         mindfulness-based stress reduction (MBSR),
         1
         
      

      
      
         ministrokes,
         1
         
      

      
      
         misconceptions about dementia
         See dementia, misconceptions about
         
      

      
      
         misplaced items,
         1
         
      

      
      
         mixed dementia,
         1.1-1.2
         
      

      
      
         moderate-stage cognitive impairment
         
         
            care options,
            1.1-1.2
            
         

         
         
            IADL errors,
            1.1-1.2
            
         

         
         
            symptoms,
            1
            
         

         
         
            timing of move to care settings,
            1.1-1.2
            
         

         
      

      
      
         moderate to severe dementia
         
         
            about,
            1.1-1.2
            
         

         
         
            caregiving for,
            1.1-1.2
            
         

         
         
            cognitive function,
            1.1-1.2
            
         

         
         
            sundowning syndrome,
            1
            
         

         
      

      
      
         MOLST (medical orders for life-sustaining treatment) forms,
         1
         
      

      
      
         mood
         
         
            examples of disturbances in,
            1
            
         

         
         
            IADLs impacted by,
            1
            
         

         
         
            pharmaceutical stabilizers for,
            1.1-1.2
            
         

         
         
            risk of dementia and,
            1.1-1.2
            
         

         
         
            See also depression
            
         

         
      

      
      
         moss extract,
         1
         
      

      
      
         movement, disturbances in,
         1
         
      

      
      
         multidomain MCI (mMCI),
         1
         
      

      
      
         myelin sheath,
         1
         , 2
         
      

      
      N

      
         National Sleep Foundation,
         1
         
      

      
      
         neocortex,
         1
         , 2
         
      

      
      
         nerve cells,
         1.1-1.2
         
      

      
      
         neurons,
         1.1-1.2
         
      

      
      
         neuroplasticity,
         1
         , 2.1-2.2
         , 3
         
      

      
      
         neuropsychiatric symptoms of dementia,
         1.1-1.2
         
      

      
      
         neurotransmitters,
         1
         , 2
         
      

      
      
         nonprescription medications,
         1.1-1.2
         
      

      
      
         normal cognition,
         1.1-1.2
         
      

      
      
         normal pressure hydrocephalus (NPH),
         1.1-1.2
         
      

      
      
         novel approaches to cognitive exercise,
         1
         
      

      
      
         NPH (normal pressure hydrocephalus),
         1.1-1.2
         
      

      
      
         number-symbol exercise,
         1.1-1.2
         , 2
         
      

      
      
         nuts,
         1
         , 2
         
      

      
      O

      
         obesity,
         1.1-1.2
         
      

      
      
         occipital lobe,
         1.1-1.2
         
      

      
      
         omelet analogy,
         1
         
      

      
      
         online account information,
         1.1-1.2
         
      

      
      
         over-the-counter “cures” for Alzheimer’s,
         1.1-1.2
         
      

      
      
         oxygen,
         1.1-1.2
         , 2
         , 3
         
      

      
      P

      
         pain management,
         1.1-1.2
         
      

      
      
         Painter Who Could Not Identify Color story,
         1.1-1.2
         
      

      
      
         palliative care,
         1.1-1.2
         , 2
         , 3
         
      

      
      
         parietal lobes,
         1.1-1.2
         
      

      
      
         Parkinsonism,
         1
         
      

      
      
         Parkinson’s disease,
         1
         
         
            as dementing disease,
            1
            , 2.1-2.2
            
         

         
         
            James’s story,
            1.1-1.2
            
         

         
         
            Lewy body dementia comparison,
            1.1-1.2
            
         

         
         
            Susan’s story,
            1
            
         

         
         
            tremors and,
            1
            , 2
            
         

         
      

      
      
         Paterniti, Michael,
         1
         
      

      
      
         pathological changes, glossary of,
         1.1-1.2
         
      

      
      
         patient perspective,
         1.1-1.2
         
      

      
      
         perception, disturbances in,
         1
         
      

      
      
         personal emergency response system (PERS),
         1
         
      

      
      
         personal grooming,
         1
         
      

      
      
         pets,
         1
         
      

      
      
         pharmaceutical interventions in dementia,
         1.1-1.2
         
      

      
      
         physical exercise,
         1.1-1.2
         
      

      
      
         physical health
         
         
            dementia and,
            1
            , 2.1-2.2
            
         

         
         
            sexuality and,
            1.1-1.2
            
         

         
         
            See also dementing diseases
            See also medical care
            See also strokes
            See also specific health concerns
            
         

         
      

      
      
         Piano Teacher Who Could Not Recognize Music story,
         1.1-1.2
         
      

      
      
         Pick’s disease
         See frontotemporal dementia (Pick’s disease)
         
      

      
      
         planning process,
         1.1-1.2
         , 2
         
      

      
      
         plaques and tangles,
         1
         , 2
         , 3
         
      

      
      
         pneumonia and delirium,
         1.1-1.2
         
      

      
      
         poisons,
         1.1-1.2
         
      

      
      
         POLST,
         1
         
      

      
      
         polyphenols,
         1
         
      

      
      
         POST,
         1
         
      

      
      
         power of attorney documents,
         1.1-1.2
         
      

      
      
         predementia phase
         See mild cognitive impairment (MCI)
         
      

      
      
         prescription medications,
         1.1-1.2
         
      

      
      
         primary progressive aphasia,
         1.1-1.2
         
      

      
      
         prospective memory,
         1
         
      

      
      
         prostate problems,
         1
         , 2
         , 3
         , 4
         
      

      
      
         pseudodementia,
         1
         
         
            See also depression
            
         

         
      

      
      
         psychiatric disorders,
         1.1-1.2
         
      

      
      Q

      
         quality-of-life enhancers,
         1
         
      

      
      R

      
         RBANS (Repeatable Battery for the Assessment of Neuropsychological Status),
         1
         , 2
         
      

      
      
         red wine consumption,
         1.1-1.2
         
      

      
      
         Repeatable Battery for the Assessment of Neuropsychological Status (RBANS),
         1
         , 2
         
      

      
      
         repetition of stories,
         1
         
      

      
      
         residential care settings,
         1
         , 2.1-2.2
         
      

      
      
         resources,
         1.1-1.2
         
      

      
      
         resveratrol,
         1
         
      

      
      
         retrospective memory,
         1
         
      

      
      
         right-brained people,
         1
         
      

      
      
         risk of developing dementia
         
         
            depression,
            1.1-1.2
            
         

         
         
            genetic factors,
            1.1-1.2
            , 2.1-2.2
            
         

         
         
            See also dementia, lowering risk of
            
         

         
      

      
      S

      
         SAC (Self-Assessment of Cognition),
         1
         
      

      
      
         safety concerns,
         1.1-1.2
         , 2
         
      

      
      
         scams,
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