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Editor’s Note

April 2004
Dear Home Study Course Participants,

Jennifer M. Bottomley, PT, MS, PhD? has a long history of active
service and leadership in the Section on Geriatrics, currently
serving as its President. Dr Bottomley is a nationally renowned
writer, speaker, and educator.

Among her many interests, Dr Bottomley is passionate about
people with Alzheimer disease and their families. She has con-
ducted clinical research in balance and falls in the population
with Alzheimer disease and is the presenter on 6 videotapes
with the University of Maryland Videopress on functional evalu-
ation of the patient with Alzheimer disease.

In this, the first of a 2-part monograph series, Dr Bottomley leads
us through classic and recent research that explores and seeks
to explain the pathology known as Alzheimer disease, thus set-
ting the stage for adaptive examination and intervention strate-
gies presented in the second monograph.

Mary Thompson, PT, PhD, GCS

2920 East Avenue South, Suite 200 ﬁ APTA

La Crosse, WI 54601 ¢ 877-766-3452 Ammerican Physical Thetapy Asoclation

SECTION ON GERIATRICS



Alzheimer Disease: Incidence, Etiology,
Neuropathic Manifestations, and Effects
on Function

Jennifer M. Bottomley, PT, MS, PhD>
Geriatric Rehabilitation Program Consultant
Wayland, Mass

LEARNING OBJECTIVES
Upon completion of this monograph the course par-

ticipant will:

1. Know about the incidence and prevalence of
Alzheimer disease (AD) in the United States.

2. Understand the areas of the brain and spinal tract
affected by AD.

3. Understand proposed etiologies and hypothetical
theories associated with AD.

4. Understand the risk factors associated with the devel-
opment of AD.

5. Understand the clinical features and staging of AD.

6. Be able to recognize the tone qualities, primitive
reflexes, and other neurological features of AD.

7. Be able to recognize atypical presentations and clini-
cal features in AD.

INTRODUCTION
The fog comes
on little feet. ..
on silent haunches
and then moves on.
Carl Sandburg

Alzheimer disease (AD), like fog, is silent and slow.
Unfortunately, it doesn’t move on. As the fog thickens,
those suffering from AD do not recognize the world in
which they live. They lose touch with their past and are
unable to recognize those that they have loved in their
lives. The world becomes a state of constant confusion, a
living labyrinth.

Striking with cruel randomness across an increasingly
elderly population, AD afflicts over 4 million Americans,
most of them over the age of 65." They may range from a
former President to a neighbor next door, but the ailment
is always the same: it clutters the brain with tiny bits of
protein, slowly robbing victims of their mental power
until they are no longer able to do even the simplest
chores or recognize their closest friends and kin. So far,
medical science has been stymied, unable to treat the dis-
ease or slow its fatal progression. However, recent
research is encouraging. Strategies to prevent or delay the
onset of symptoms, as well as to prevent the decline into
the advanced stage of AD, are being explored. While these
strategies do not yet exist in a proven and clinically applic-
able form, the science is progressing rapidly.> There may
yet be a light at the end of that long, dark tunnel of AD.

The treatment of AD is dependent on the ability to rec-
ognize the disease in the living patient. Thus, clinical diag-
nosis is of paramount importance in any discussion of
treatments unique to this type of dementia. This is the

first part of a 2-part home study course on AD. In this first
part, the evolution of a clinical diagnosis of AD is
reviewed, current diagnostic criteria for AD are intro-
duced, current theories of etiology and changes specific
to the aging process that impact the patient with AD are
presented, and specific clinical features of AD are dis-
cussed. Alzheimer disease is defined and the prevalence
and incidence presented. The pathologic and neuropath-
ic findings, as well as the risk factors associated with AD,
are provided. Current hypotheses on genetic and nutri-
tional elements of this disease are presented. A distinc-
tion is made between AD and other forms of dementia.
Part 1 also addresses the neurological involvement inher-
ent in the progression of AD, and the areas of the brain
and spinal tract affected by AD are discussed. Lastly, a
means of staging AD is provided and atypical presenta-
tions of AD are described.

Part 1 of this home study course provides the founda-
tion for part 2, which covers examination, evaluation,
staging and treatment considerations, and interventions.
Though each part of this home study course can be taken
independently, it is recommended that part 1 be com-
pleted prior to pursuing the study of part 2.

HISTORICAL PERSPECTIVE

The diagnosis of AD was established in 1907 when
Alois Alzheimer reported a “unique illness involving the
cerebral cortex” Dr Alzheimer described a woman
patient who presented with symptoms of jealously
regarding her husband; memory loss and persecutory
delusions soon followed. After hospitalization, she was
found to be disoriented and agitated; she had an auditory
comprehension deficit and made paraphasic errors in
speech. Her motor skills remained relatively intact. She
died after 4.5 years of institutionalization. Silver stains of
sections of the cerebral cortex revealed neurofibrillary
tangles and “military foci” Alzheimer closed the paper
with the admonishment to investigate every clinical case
thoroughly in order to improve classification. Thus,
Alzheimer provided descriptions of both the clinical and
pathological aspects of the disease that came to bear his
name and initiated the emphasis on classification that
continues to be a major theme in dementia research.

In the years following Alzheimer’s description of the
disorder, clinicians regarded it as sufficiently homoge-
neous and stereotyped to be recognized with confidence.
Malamud and Lowenberg,* writing in 1929, endorsed this
by stating:“If we were to describe as a typical case an arti-
ficial average in which the chief features of every single
case would be represented, we would hardly get anything
that would differ materially from the description of any
one case”' However, in 1940, McMenemey® noted that
the histopathological changes characteristic of AD were
found in numerous disease entities and suggested that AD
might be the product of several different disease process-
es. He recommended that histological investigations be
emphasized in further study of this disease. From the
1940s through 1980, clinical diagnoses of AD were
regarded as suspect and the need for pathological studies
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Topics in Geriatrics 2004
Editor’s Note

May 2004
Dear Home Study Course Participants,

The authors for this monograph, Pamela Scarborough-Roessler,
PT, MS, CDE, CWS, and Pamela Sheffield, RN, CDE, provide excel-
lent insight into diabetes and how it might affect our older
patients. Long-time certified diabetes educators, both women
have been leaders in their respective professions. Ms Sheffield
has assisted in developing curricula for inpatient and outpatient
diabetes programs not only for individuals with diabetes and
their families, but also for multidisciplined health care profes-
sionals. Ms Scarborough-Roessler is a noted clinician, speaker,
educator, and consultant who brings a unique perspective to
diabetes care-that of a physical therapist. She has over 20 years
of clinical experience, having practiced across the health care
continuum. We are honored to benefit from their knowledge,
wisdom, and insights.

Mary Thompson, PT, PhD, GCS

2920 East Avenue South, Suite 200 ﬁ APTA

La Crosse,WI 54601 * 877-766-3452 el o

SECTION ON GERIATRICS



Physical Therapy Management of the Older glucose) resulting from defects in insulin secretion,

Adult With Diabetes insulin action, or both. This chronic hyperglycemia is
associated with long-term damage, dysfunction, and fail-
Pamela Scarborough-Roessler, PT, MS, CDE, CWS ure of various organs, especially the eyes, kidneys, nerves,
Educators 2000 Plus heart, and blood vessels.'! The US public health burden of
Dallas, Tex diabetes, both in human suffering and economic cost, is
already enormous and is projected to increase. In 2002,
Pamela Sheffield, RN, CDE the estimated cost of diabetes was approximately $132
Diabetes Matters billion in both health care expenditures and indirect
Carrollton, Tex costs due to lost productivity. Of this amount, hospital
inpatient and nursing home care together accounted for
LEARNING OBJECTIVES the largest proportion (41%).? In 2002, health care expen-
Upon completion of this monograph, the course par- ditures attributable to diabetes were greatest for the pop-
ticipant will be able to: ulation over age 65 despite this population having slightly
1. Discuss the incidence and prevalence of diabetes in fewer people with diabetes than the ages 45 to 65 popu-
the older adult population. lation. Health care expenditures averaged 150% more for

2. Recognize current diagnostic criteria for diabetes. those over age 65 compared to those ages 45 to 65.2
3. Compare and contrast normal physiology with the For persons 65 years or older, the national impact will
pathological changes related to type 2 diabetes. intensify as the American population ages. In 1995,12.8%

4. Correlate the physiological effects of aging to the
pathogenesis of hyperglycemia in older adults.

5. Identify nonpharmacologic and pharmacologic inter-
ventions for diabetes.

6. Discuss the goals of diabetes treatment interventions
for older patients with diabetes.

7. Recognize key components of the physical therapy
assessment and examination in relation to the older
patient with diabetes.

8. Recognize acute and chronic complications from dia-
betes that may negatively impact physical therapy

of the US population was 65 and older (about 33.5 mil-
lion people). This segment is expected to comprise just
over 20% by 2050, increasing the total number of older
adults to about 80 million (Figure 1).3 The number of
Americans diagnosed with diabetes is projected to
increase 165%, from 11 million in 2000 (population
prevalence of 4.0%) to 29 million in 2050 (population
prevalence of 7.2%)." The largest percent increase in
diagnosed diabetes will be among those ages 75 years and
older (Figure 2).1 If diabetes prevalence continues to

treatment interventions with older adults. increase as the US population ages, the toll in illness, loss
9. Make adjustments to the physical therapy plan of care of life and quality of life, and medical expenditures may
when diabetes-related complications are identified in overwhelm our public health system.
the older patient. Of great concern for clinicians working with older
adults is the fact that diabetes mellitus has been under-
INTRODUCTION diagnosed and undertreated in the United States, particu-
Diabetes mellitus is defined as a group of metabolic larly among people in the oldest age groups.j In fact, the
diseases characterized by hyperglycemia (elevated blood US government estimates that for every 100 adults with
Milli
100™ ons
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50+ Age 75 to 84
40+
30 /
20 Age 65to 74
10
0
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Figure 1. United States population of persons age 65 and over: 1990 to 2050 (middle series). Data extracted
from Population Projections of the United States by Age, Sex, Race, and Hispanic Origin: 1995 to 2050.3
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Topics in Geriatrics 2004
Editor’s Note

March 2004

Dear Home Study Course Participant,

Ms Wenker and Ms Bernatovich are both specialists in geriatric
physical therapy and together have 17 years of experience
working with older adults in long-term care and home health
settings. In addition to her clinical experience, Ms Wenker
earned a master of science in continuing and vocational educa-
tion. She is a guest lecturer at the University of Wisconsin-
Madison and teaches in the restorative nursing aide program at
Madison Area Technical College. Ms Bernatovich is active in the
southwest district Wisconsin Physical Therapy Association.
Their current work environments represent the breadth of
home care—from traditional Medicare to Medicare/Medicaid
waiver programs. In this monograph they share their experi-
ences in light of current literature through examples and case
studies. We hope this monograph provides insight into impor-
tant considerations when working in someone’s home.

Mary Thompson, PT, PhD, GCS

2920 East Avenue South, Suite 200
La Crosse, W1 54601 ¢ 877-766-3452



ISSUES IN HOME CARE

Sue Wenker, PT, MS, GCS
Elder Care of Dane County, Inc
Madison, Wis

Jane Bernatovich, PT, GCS
Home Health United, Inc.
Madison, Wis

LEARNING OBJECTIVES
Upon completion of this monograph, the course par-
ticipant will be able to:

1. Understand commonly treated diagnoses when eval-
uating and treating older adults in the home.

2. Discuss commonly used examination tools used in
the home.

3. Understand interventions in the home and adapta-
tions to treating patients in the home.

4. Understand issues related to gathering information
using the Outcome and Assessment Information Set
(OASIS) in the home and its impact on the reim-
bursement of physical therapy services.

5. Understand commonly prescribed medications for
older adults in the home and issues surrounding their
use.

6. Discuss the impact that payer source may have on
physical therapy interventions in the home.

7. Understand how to improve communication when
using an interdisciplinary approach and interacting
with families.

8. Discuss issues related to physical therapy in the
home that may not exist in other delivery settings.

INTRODUCTION

Home. What images come to mind when you read or
hear this word? Each individual will have a different
sense of what home is. It is more than just a house or
dwelling. The word home also carries with it emotional
ties and meanings. It represents family and indepen-
dence; it is a symbol of what you have accomplished.
Home may be a place where your hobbies and interests
are carried out. These could include wood working, gar-
dening, and repair work, to name a few. The connotation
of home may also carry negative emotions and memories.
For the older adult, the meaning of home may be in flux
or challenged secondary to changing medical needs or
family circumstances. The in-home physical therapist
needs to be conscientious of the dynamics of the patient
and family in the home.

When treating patients in their own environments,
physical therapists are no longer just treating the patient.
You will also be working with family, close friends, and
the patient’s day-to-day reality. You will need to be flexi-
ble yet firm; you will need good instincts to approach
patients and their families in a simultaneously tactful, eth-
ical, and professional manner. Overlying all of these
issues is the need to receive reimbursement for services
provided, thus requiring the therapist to have a good

understanding of the payer source that is funding the
physical therapy visits.

It is these thoughts that the home care therapist needs
to consider and integrate when stepping into a patient’s
home. You are entering a very private place for this per-
son and are on the patient’s turf, so to speak. Initial clues
of the patient’s perception of home and the realities in
that home may come before actually stepping into the
patient’s home, such as when you schedule the initial
visit. You may pick up on subtleties such as background
noise. Do you hear a loud television in the background?
Are the voices of small children heard? Is the patient fol-
lowing the conversation? Do you have to speak loudly or
repeat yourself many times? These are the nuances the
experienced home care therapist begins to pick up on
before the first visit and during all subsequent visits.
Experienced, competent therapists then adapt their
approach to individual patients as appropriate.

This monograph on home care issues is written for
experienced physical therapists who have not worked in
the home care environment but may be considering this
setting in the near future. The monograph’s first section
discusses what can be viewed as similarities between
physical therapy in the home versus other settings where
older adults are treated. The second section discusses dis-
tinct differences between the delivery of physical thera-
py in the home versus other settings. A broad objective
of the monograph is to expose the reader to perspectives
surrounding home care other than those limited to
patient care and reimbursement issues. For example, cen-
tral issues in home care include medication management
(typically a physician or nursing function) in the home
and what the physical therapist’s role may be. Another
issue is communication in the home as it relates to the
physical therapist and the patient, to the patient’s family
and caregivers, and to other health care providers
involved in the care of the patient. Finally, there are gray
issues surrounding in-home physical therapy services of
which therapists need to be aware.

COMMON DIAGNOSES IN HOME CARE

Who receives home care and what are common diag-
noses? According to the 1998 National Home and
Hospice Care Survey,' 68% of all home health recipients
were over age 65 (just over 5.2 million people). Most of
these older adults were women (64.4%). The primary
diagnoses for 33.5% of these older patients were condi-
tions related to diseases of the circulatory system (ICD-9-
CM codes 390 to 459).2 As in other settings, physical
therapists see older adult patients with multiple medical
diagnoses. As outlined in the Guide to Physical Therapist
Practice,®¥'¢/"> these could include diagnoses related
to the musculoskeletal, neuromuscular, cardiovascular
and pulmonary, and integumentary systems. For exam-
ple, older patients receiving home care often have hyper-
tension (the third most common diagnosis’) or
congestive heart failure (the fourth most common diag-
nosis®) in addition to common orthopaedic conditions
related to surgical interventions such as a total joint






