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Chapter 16
Promoting the Behavioral Health
of Persons with Neurocognitive Disorders

Jonathan Singer, Adrienne Chong, Ryan Hisaka, and Jane E. Fisher

It is estimated that the worldwide number of individuals with dementia will reach
135 million by 2050 (Rahman, 2017; Rizzi, Rosset, & Roriz-Cruz, 2014) without
any indication of a cure on the horizon. The label “dementia” is a summary term
for a group of symptoms that include decline from previous levels of functioning,
difficulties in expressive and receptive language, impaired judgment, impaired
ability to acquire and remember new information, and impaired visuospatial abili-
ties (McKhann et al., 2011). The most prevalent neurocognitive disorders lead-
ing to dementia are Alzheimer’s disease (AD) (77%; Barker et al., 2002; Hebert,
Weuve, Scherr, & Evans, 2013), vascular dementia (VaD) (15-20%; Barker et al.,
2002; Centers for Disease Control and Prevention, 2006), and dementia with
Lewy bodies (10-26%; Barker et al., 2002; Jellinger & Attems, 2011), with over
30% of dementia cases involving mixed neuropathology (e.g., AD with cerebro-
vascular disease or AD with Lewy body), (Jellinger & Attems, 2011; LoGiudice
& Watson, 2014). Importantly, diagnostic labels generally are not informative for
describing an individual patient’s current level of functioning or predicting the
rate of disease progression. Increasing evidence indicates that lifestyle, general
health status, and environmental factors such as caregivers’ skill and emotional
well-being significantly impact the functioning and quality of life of persons with
neurocognitive disorders (Lwi, Ford, Casey, Miller, & Levenson, 2017; Vance &
Struzick, 2007). This chapter will describe a model of person-centered care for
promoting the quality of life and behavioral health of persons with neurocognitive
disorders and their families.
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The decline in memory and verbal functioning, which are predominant in the
majority of neurocognitive disorders, present significant assessment and treatment
challenges as patients eventually become unable to describe their internal physio-
logical and psychological states (e.g., whether they are experiencing pain, discom-
fort, or changes therein following treatment of comorbid condition). The integration
of specialty care focused both on the accuracy of diagnosis and support for optimiz-
ing the quality of life for the patient and his/her family is now considered to be best
practice (Galvin & Sadowsky, 2012; van Hout, Vernooij-Dassen, & Stalman, 2007).
Primary care providers have a particularly important role in promoting the safety
and quality of life of patients with dementia as they are on the front lines for respond-
ing to (a) patient and family members’ concerns regarding changes in cognition,
affect, and behavior prior to the diagnosis of a neurocognitive disorder, (b) guiding
patients and their families through the diagnostic process, c¢) responding to patients’
and/or family members’ reports of changes in functioning and the detection and
treatment of comorbid conditions following diagnosis, and (d) collaborating with
patients and their families over the course of what can be years of disease progres-
sion (Boustani, Peterson, Hanson, Harris, & Lohr, 2003).

Epidemiology and Diagnosis of Neurocognitive Disorders

Diagnostic Challenges and Age-Associated Complications Neurocognitive disor-
ders are age-associated diseases, with the majority of patients developing symptom-
atology after the age of 65 and the highest incidence rate in individuals between the
ages of 80 and 84 (Prince et al., 2013). Recent improvements in detection sensitivity
have resulted in a higher rate of early onset neurocognitive disease diagnosis, i.e.,
disease onset prior to age 65 (Lambert et al., 2014). Early onset of a neurocognitive
disease can present diagnostic challenges as memory lapses are less likely to be
salient to younger adults, and thus they are less inclined to seek assessment by a
healthcare provider. The base rates of early onset neurocognitive disease are very
low; the “typical” patient with a neurocognitive disorder is older (Hebert et al.,
2013), is retired (Lambert et al., 2014), and has a higher number of comorbid condi-
tions (Abizanda et al., 2014).

Differential diagnosis of specific neurocognitive disorders is crucial for treat-
ment planning, understanding expected changes vs. unexpected changes in disease
trajectory, and optimizing quality of life for patients. In 2012 the National Institute
on Aging published updated diagnostic criteria in an effort to improve the diagnos-
tic accuracy of all neurocognitive disorders (see McKhann, Albert, & Sperling,
2012). The revised criteria are based on a continuous model of differential diagnosis
and now include guidelines for assessing the transition from no cognitive decline to
mild cognitive impairment to meeting the criteria for dementia. Second, the revised
criteria allow for the possibility that impairment in memory may not be the primary
symptom in individuals presenting with neurocognitive decline and that patients’
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predominant symptomatology may involve language, spatial ability, or executive
function. Third, additional causes of cognitive impairment have been incorporated
within the criteria (e.g., Lewy bodies, frontotemporal lobar degeneration).

Unfortunately, reliance on non-evidence-based diagnostic procedures (e.g.,
brief cognitive screening alone, diagnosis absent neurological examination,
and neuroimaging) continues to be a problem in the field (Paterson, Takada, &
Geschwind, 2012). A recent study by Beach, Monsell, Phillips, and Kukull (2012)
evaluated clinical and neuropathology autopsy data for more than 1100 subject.
The researchers found that, between 2005 and 2010, specificity of the exact disease
ranged from 44.3% to 70.8%, depending on the diagnostic criteria used. The wide
variability in diagnostic specificity speaks to the challenge of accurately identify-
ing the etiology of neurocognitive symptoms. In contrast to standard practice, the
integrated care model incorporates the expertise of specialists (neurologists, neu-
ropsychologists), resulting in a more thorough and accurate diagnostic evaluation
(Villars et al., 2010).

An integrated model of healthcare is characterized by a high degree of collabora-
tion and communication between health professionals with the shared goal of opti-
mizing patient health through a variety of prevention and intervention strategies.
Treatment planning is comprehensive in addressing the biological, psychological,
and social needs of the patient. Integrated healthcare teams include a diverse group
of members (e.g., physicians, nurses, psychologists, social workers, and other health
professionals; American Psychological Association, 2017). While involvement of
an interdisciplinary team may increase healthcare costs in the short term, a pilot
study investigated integrated care and found it to be economically effective in reduc-
ing costs in the long term (Bandurska et al., 2017). Reduced costs in the long term
are realized through effective detection and management of comorbid conditions
and associated prevention of excess disability, (Looman, Huijsman, Bouwmans-
Frijters, Stolk, & Fabbricotti, 2016) and the prevention or delay of institutionaliza-
tion (Dramé et al., 2011).

Unique Issues in the Treatment of Persons with Dementia

Dementia-Specific Challenges in Polypharmacy Polypharmacy, defined as the use
of two or more medications (see Brown, 2016; Gnjidic et al., 2012; Hovstadius &
Petersson, 2012), is highly prevalent within geriatric healthcare, with more than
one third of prescriptions in the United States being filled by individuals over the
age of 65 (Marcum, Driessen, Thorpe, Gellad, & Donohue, 2014). Polypharmacy
increases the risk of drug reactions and severe side effects (Brown, 2016; Norgaard,
Jensen-Dahm, Gasse, Hansen, & Waldemar, 2017). Pharmacological interven-
tion with patients with dementia typically includes both cognitive enhancing and
psychotropic medications in addition to medications prescribed for comorbid
age-associated conditions. A recent study of over 250,000 older adults found that
individuals with a neurocognitive disorder had a significantly higher rate of poly-
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pharmacy, even when controlling for age, gender, and comorbidities, and that indi-
viduals experiencing polypharmacy were at higher risk for migraines, dizziness,
and hypertension (Clague, Mercer, McLean, Reynish, & Guthrie, 2016).

Pharmacological Approaches to Cognitive Enhancement Currently, there are four
medications that have been approved by the FDA for individuals with neurocogni-
tive disorder: donepezil, galantamine, rivastigmine, and memantine (Di Santo,
Prinelli, Adorni, Caltagirone, & Musicco, 2013; Tan et al., 2014). A Cochrane meta-
analysis was performed to evaluate treatment effects, including effects of these four
medications on cognition and activities of daily living (ADLs). Thirty-four (34)
RCTs fit the criteria that included being written in English, published before 2012,
and evaluated treatment effects of the four medications on individuals with neuro-
cognitive disorders. Memantine had the greatest treatment effect throughout all
studies, with the other three medications producing equivocal results when com-
pared to the placebo (Di Santo et al., 2013). Many of the studies included within the
meta-analysis did not examine patient functioning beyond 3 months, and therefore,
long-term effects were not analyzed. The RCTs that did report long-term outcomes
showed the medications had little to no effect on cognitive decline. Moreover,
Geldmacher (2003) and Lopez et al. (2009) reported moderate improvement in cog-
nition for individuals with Alzheimer’s disease using “cognitive enhancing” medi-
cations but found only minimal effects in 40% of the entire sample.

Several side effects (e.g., urinary incontinence, fatigue, dizziness, nausea) have
been reported for each of the currently approved cognitive enhancing medications
(Bond et al., 2012; Kim, Brown, Ding, Kiel, & Berry, 2011). Additionally, the cog-
nitive enhancing medications have been reported to exacerbate confusion and
increase the risk of falls and sleep problems, which already occur at high rates for
patients with neurocognitive disorder (Kim et al., 2011; McKhann et al., 2011). The
verbal deficits that develop during the course of degenerative neurocognitive disor-
ders present challenges when family healthcare advocates and healthcare providers
analyze the risks and benefits of medication and drug effects/side effects.

Pharmacological Management of Behavioral and Affective Changes In recent
years, the treatment of individuals with a neurocognitive disorder has become
increasingly controversial due to the prevalent use of psychotropic medication for
the management of what are commonly referred to as “non-cognitive psychiatric
symptoms.” Over 25% of older adults diagnosed with a neurocognitive disorder are
medicated with two or more psychotropic drugs (Norgaard et al., 2017).
Antipsychotic medications have been the primary intervention for behavioral or
“non-cognitive psychiatric symptoms” related to neurocognitive disorders (Chiu,
Bero, Hessol, Lexchin, & Harrington, 2015; Kales, Gitlin, & Lyketsos, 2015;
Molinari et al., 2010; Vasudev et al., 2015) despite FDA black box warnings against
their use in the care of elderly persons with dementia due to the risk of serious
adverse effects (Centers for Medicare & Medicaid Services, 2013; U.S. Food and
Drug Administration, 2008). A recent study (Norgaard et al., 2017) reported that
25% of individuals with dementia were prescribed antipsychotic medication despite
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studies reporting that antipsychotics increase mortality and yield little, if any, positive
effects (see Ballard et al., 2009; Maust et al., 2015). Alarmingly, a study of 559
individuals who were diagnosed with a neurocognitive disorder and prescribed psy-
chotropic medication found that only 10% of the prescription and/or management
of psychotropic drug use was appropriate. The three major categories of inappropri-
ate use of psychotropic medications involved indication, inadequate evaluation, and
therapy duration (van der Spek et al., 2016).

Maust et al. (2015) investigated mortality rates of 90,786 individuals over the age
of 65 who were diagnosed with dementia and administered at least one antipsy-
chotic, such as haloperidol, olanzapine, risperidone, and quetiapine. Outcome mea-
sures included the absolute change in mortality risk and the Veteran’s Affairs
registries, based on mortality data obtained from the US National Death Index. The
mortality risk of haloperidol and risperidone users was found to be almost double
than that of nonusers. Moreover, findings at the 180-day outcome demonstrated the
use of haloperidol for individuals with dementia was associated with 1 additional
death for every 26 patients. In general, both antipsychotics and antidepressants sta-
tistically increased the risk of mortality for individuals with dementia, in compari-
son to nonusers (e.g., Ballard et al., 2009; Wang et al., 2014).

Numerous studies have evaluated both the short- and long-term effects of antipsy-
chotics on behavioral and psychological symptoms for persons with dementia (e.g.,
Tampi, Tampi, Balachandran, & Srinivasan, 2016). Tampi and colleagues (2016)
conducted a systematic review of meta-analyses that examined the use of antipsy-
chotics in individuals with forms of dementia, including Alzheimer’s disease, Lewy
bodies, and VaD. Inclusion criteria included being published in a peer-reviewed
journal and examining psychotropic medication’s effect on individuals with demen-
tia. Based on the eight studies included in the meta-analysis, Tampi and colleagues
(2016) concluded that the use of antipsychotic drugs resulted in moderate improve-
ments in psychosis (delusions and hallucinations) and improvements in agitation
(i.e., physical aggression, verbal aggression, excitability, oppositional behavioral,
and excessive motor activity) within the first 4 weeks; however, there were no long-
term improvements, and severe adverse events were reported (e.g., cerebrovascular
adverse events, Parkinsonism, sedation, gait disturbance, cognitive decline, pneu-
monia). These results further indicate that antipsychotics are contraindicated for
the treatment of behavioral problems in persons with dementia, as there are limited
short-term benefits and serious adverse effects, including premature death.

As mentioned earlier, monitoring of treatment effects (either positive or negative)
is a significant challenge in the care of verbally impaired individuals. Monitoring the
effects of antipsychotic medications presents a unique challenge as several of the
side effects of antipsychotic medications mirror the symptoms of degenerative neu-
rocognitive disorders (e.g., confusion, loss of language, etc.). Schneider, Dagerman,
and Insel (2005) reported sedation (15-24% of the participants with dementia),
confusion (11-18%), and cognitive disturbances (5-7%) as common adverse
events related to atypical antipsychotic treatment, concluding that “adverse events
offset the advantages in the efficacy of atypical antipsychotic drugs” (p. 1525).
The most recent American Geriatric Society (AGS) Beers consensus criteria for safe
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medication use in the elderly recommend avoiding antipsychotics in the treatment of
elderly with dementia, due to the increased mortality and cerebrovascular accident
risk (Campanelli, 2012).

Healthcare Implications of Judgments of Quality of Life
in Patients with Dementia

Quality of life (QoL) is a broad and multidimensional construct that encompasses
physical, mental, social, and role functioning and health perceptions (Bowling et al.,
2015). The World Health Organization defines QoL as an “...individual’s percep-
tions of their position in life in the context of the culture and value systems in which
they live, and in relation to their goals, expectations, standards and concerns”
(Bowling, 2001; World Health Organization, 1997). The importance of clear criteria
and procedures for evaluating the QoL of persons with neurocognitive disorders is
critical, as medical proxies often make decisions to treat or discontinue treatment of
comorbid conditions based on their perceptions of the patient’s QoL. If a patient is
experiencing excess disability (e.g., the patient appears to be in the advanced stage
of a neurocognitive disorder but is actually evidencing the effects of sedation due to
overmedication), the medical proxy may decide to discontinue treatment of a
comorbid based on an incorrect condition(s). Additionally, care facilities are increas-
ingly requiring that their staff measure QoL to create goals specifically focused on
improving QoL for individuals with neurocognitive disorders (Beerens et al., 2014;
Beerens, Zwakhalen, Verbeek, Ruwaard, & Hamers, 2013).

The American Academy of Neurology (Doody et al., 2001) and the World
Alzheimer’s report (Prince, Comas-Herrera, Knapp, Guerchet, & Karagiannidou,
2016) propose that interventions to improve QoL should encompass comprehensive
integrated care. As stated above, accurate diagnosis is crucial for developing an
appropriate treatment plan. Yet research has consistently found that the diagnosis
and treatment of individuals with dementia is often suboptimal for reasons includ-
ing lack of differential diagnosis, inadequate treatment of comorbid conditions, and
misattribution of excess disability due to treatable adverse medical or environmen-
tal events (see Doody et al., 2001; Odenheimer et al., 2013).

A “Contextual” Model of Dementia Care

The significant variability in functioning and rate of disease progression within
neurocognitive disease diagnostic groups strongly suggests that lifestyle, environ-
mental, and genetic variables impact the health and quality of life of persons with
dementia (Brown, Lockwood, & Sonawane, 2005; Van Duijn et al., 1994). The
contextual model of behavior posits that behavior is context bound and based on an
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interaction of the person’s learning and genetic histories with the current environ-
ment that sets the occasion for the production of the behavior (Catania, 1996).
When applied to the functioning of persons with dementia, the goal of intervention
is to support the maintenance of behavior in an individual who will inevitably expe-
rience devastating losses due to neurodegeneration. Strategies for promoting behav-
ioral health are identified through an assessment of the individual’s learning history,
current physiological status and behavioral repertoire, and the features of the cur-
rent environment that support or inhibit the patient’s repertoire (Fisher, Drossel,
Yury, & Cherup, 2007). A substantial body of literature indicates that the function-
ing of persons with neurocognitive disorders is influenced by environmental fac-
tors, including the affective responding of persons around them as well as sensory
stimuli (see Buchanan, Christenson, Houlihan, & Ostrom, 2011; Fleming,
Goodenough, Low, Chenoweth, & Brodaty, 2016). Following diagnosis, the behav-
ior of patients with dementia is often misattributed to the underlying neuropathol-
ogy, even when contextually appropriate. For example, if a verbally impaired
patient responds in a distressed or “agitated” manner to negative affect and correc-
tive feedback by a family member, the patient’s reaction (which would be consid-
ered a normal reaction to rude behavior in a cognitively healthy individual) is highly
likely to be pathologized as a symptom of the disease. The administration of medi-
cations to reduce what is judged to be a behavioral “symptom” may accelerate
reduction of the patient’s already diminishing repertoire (Garrison-Diehn, Rummel,
& Fisher, 2013).

Numerous non-pharmacological interventions focused on supporting adaptive
behavior and/or preventing problem behaviors by identifying and treating the under-
lying cause (e.g., pain, discomfort, over or understimulation, punitive caregiver
behavior) have been shown to be efficacious (see Buchanan et al., 2011; Gitlin,
Kales, & Lyketsos, 2012; Gitlin, Winter, Dennis, Hodgson, & Hauck, 2010).

Maintaining Adaptive Behavior While Preventing Excess
Disability

Excess disability involves a decline in functioning that exceeds what would be
expected based on an individual’s underlying medical condition (Dawson, Wells, &
Kline, 1993). Over the course of degenerative neurocognitive disorders, excess dis-
ability is manifested in the premature loss of behavior (e.g., when a medication
causes impairment in language or increased confusion; Yury & Fisher, 2007).
Promoting behavioral health in persons with neurocognitive disorders often requires
the detection, reduction, or prevention of premature declines in functioning and
maintaining or restoring function (Fisher et al., 2007).

Behaviors that are viewed as challenging are commonly treated with approaches
that aim to reduce or eliminate the behavior (Enns, Rhemtulla, Ewa, Fruetel, &
Holroyd-Leduc, 2014) through environmental, physical, and/or chemical restraints.
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However, studies have demonstrated that these “restraint based” interventions can
have serious adverse effects on individual with dementia including increased risk of
falls and serious injury and premature death (see Baert, Gorus, Mets, Geerts, &
Bautmans, 2011; Ballard et al., 2009; Neufeld et al., 1999).

Chemical restraints are defined as “any drug used for discipline or convenience
and not required to treat medical symptoms” (U.S. Department of Health and
Human Services, 2005). As explicated above, antipsychotics are commonly used to
reduce behaviors that are judged to be a problem or “neuropsychiatric symptom”
among individuals diagnosed with a neurocognitive disorder, despite evidence of an
increased risk of mortality associated with use of antipsychotics in this population
(Ballard et al., 2009). The use of medication to decrease any behavior in individuals
with a neurocognitive disorder is particularly concerning, even when targeting
behavior that is viewed as problematic. The inappropriate use of medications for
chemical restraint can lead to excess disability in the form of a premature reduction
in an individual’s behavioral and verbal repertoire (Fisher et al., 2007).

Unlike restraint-based approaches, treatment goals within the contextual model
of dementia care focus on maintaining an individual’s behavioral repertoire. Within
the behavioral model, effective approaches to treatment assess the functional rele-
vance of all behaviors, including ones labeled as challenging. Treatments focused
on supporting adaptive behavior and preventing rather than eliminating challenging
behavior ultimately reduce excess disability or prevent it altogether.

Family caregivers play a critically important role in promoting the health of per-
sons with dementia as they are in a position of observing and reporting information
about changes in cognitive and behavioral health (e.g., as reflected in changes in the
patient’s verbal responding and ability to complete self-care and more complex
tasks such as managing finances and medications) and safety (e.g., based on obser-
vations of impaired driving and/or confusion in the use of potentially dangerous
machinery and household appliances). To illustrate, abrupt changes in long-standing
high-frequency behaviors may help family caregivers and healthcare providers
detect adverse medical and/or environmental events (an abrupt decline in a patient’s
appetite, verbal expressiveness, or activity level may indicate an acute condition
such as an infection or medication side effect). In addition, family caregivers and
their relationship (both the relationship history and current relationship) with the
patient are critical features of the context of the patient’s experience.

Barriers to Maintaining Adaptive Behavior

The multifaceted nature of dementia symptoms and comorbidities in individuals
with a neurocognitive disorder contribute to the difficulty in detecting adverse
effects. Adverse events may be physiological and psychological (Andreassi, 2013;
Fauth & Gibbons, 2014). Psychological events include, but are not limited to,
depression, anxiety, hallucinations (mostly seen in dementia with Lewy Bodies),
and apathy (Fauth & Gibbons, 2014). Physiological adverse events include, but are
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not limited to, pain, insomnia, and confusion (Andreassi, 2013). Both psychological
and physiological adverse events have been reported as significant barriers to main-
taining adaptive behavior in individuals with neurocognitive disorder.

Depression Depression occurs at significantly higher rates in elderly persons with
dementia when compared to cognitively healthy elderly. A recent study of rates of
depression (depression assessed using the Cornell Scale of Depression) within a
sample of 1000 individuals with dementia found that 50.2% of participants had a
score that was considered in the clinically significant range for depression
(Knapskog, Barca, & Engedal, 2014). A 34-site prospective study found that indi-
viduals with dementia were more than twice as likely than those with normal cog-
nition to be diagnosed with depression (Snowden et al., 2015). Despite these high
rates, a recent study found that only 18% of individuals who have depression and a
neurocognitive disorder receive any form of treatment (Goodarzi, Mele, Roberts, &
Holroyd-Leduc, 2017). The undertreatment of depression in this population may
be due to the difficulties with detecting depression in a verbally impaired popula-
tion and the misattribution of depression symptoms (e.g., social withdrawal, decline
in activity, sleep disturbance, etc.) to neurodegeneration. This is troubling, as
depression can have serious negative effects on an individual with neurocognitive
impairment, including interfering with adaptive behavior. Beyond the personal suf-
fering an individual with a neurocognitive disorder experiences, depression can
exacerbate the symptoms of neurocognitive disorder (Alexopoulos, 2005).
Moreover, the comorbid depression in individuals with neurocognitive disorder
can interfere with the individuals’ ability to complete activities and maintain
healthy relationships with people around them, both of which have been shown to
improve QoL.

Pain Tt is estimated that over 50% of individuals over the age of 65 experience
regular pain (Achterberg et al., 2013). Pain is one of the most common precursors
of excess disability and behavioral disturbance in individuals with a neurocognitive
disorder. Progressive impairment in the ability to verbally label and report private
experiences such as pain or discomfort presents a significant barrier to the health
and quality of life of persons with dementia (see Achterberg et al., 2013; Husebo
et al., 2008). As discussed earlier, these medications have been found to have sub-
stantial side effects including mortality, cerebrovascular events, and increased risk
of falls (Ballard, Smith, Corbett, Husebo, & Aarsland, 2011). Moreover, the pain
interferes with adaptive behavior, such as utilization of coping strategies, and acts
as a catalyst to increase behavioral changes. In order to reduce and detect pain
behaviors in a more strategic way, Achterberg and colleagues (2013) recommended
the utilization of “pain teams” as opportunities for staff to consult with experts in
neurocognitive care settings to develop collaborative treatment recommendations.
Utilizing an integrated healthcare model would be potentially valuable in ensuring
future improvements in the effective management of pain in individuals with neu-
rocognitive disorder.
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Promotion of Health to Improve Wellness for Individuals
with Dementia

Behavioral activation is an evidence-based treatment for depression that has been
found to be effective for every age group (Yon & Scogin, 2008). The key component
of behavior activation is behavioral repertoire to increase contact with positive con-
sequences. This may include engaging in more activities rather than being inactive,
withdrawn, and avoidant (Snarski et al., 2011). Behavioral activation has been
found to be efficacious for geriatric populations (Moss, Scogin, Di Napoli, &
Presnell, 2012; Snarski et al., 2011; Yon & Scogin, 2008), which is important due to
the high rates of isolation and decreases in engagement in activities for this popula-
tion. The advantage of using a treatment such as behavioral activation to increase
health and wellness is that it is a short-term therapy and easy to understand, due to
its basic adherence of behavioral principles (Snarski et al., 2011). However, there
are only a limited number of studies that have investigated behavioral activation
with individuals with dementia. In a study of mental disorders in an older cohort,
Snarski and colleagues (2011) found that behavioral activation decreased rates of
depression for all mental disorders; however, there were only nine participants who
were diagnosed with dementia, and there was no between group analysis. To our
knowledge, there is no RCT that has investigated behavioral activation in individu-
als with any neurocognitive disorder. Notwithstanding, in promoting health and
wellness in individuals with dementia, exercise (a possible activity for behavioral
activation) has been found to be efficacious with this population.

Activity level tends to be inversely correlated with age but highly correlated with
quality of life, mood, and cognitive health in the elderly including those with a neu-
rocognitive disorder (Rolland et al., 2007). Due to the heuristic that individuals with
neurocognitive disorder are “fragile” and “too cognitively impaired” to participate
in any type of exercise, these individuals are not given the opportunity to partake in
exercises (Bauman, Merom, Bull, Buchner, & Fiatarone Singh, 2016). Teri and col-
leagues (2003) found that just 60 min of exercise per week for individuals with
Alzheimer’s disease resulted in improved physical health and mood. Moreover,
Rolland and colleagues (2007) conducted an RCT and found similar results as Teri
et al. (2003). It was demonstrated that 1 h a day of exercise for individuals with
Alzheimer’s disease resulted in a decrease in rates of decline in ADLs.

There has been a growing amount of research addressing mindfulness to improve
and promote health and wellness in the medical setting. Mindfulness-based stress
reduction (MBSR) is a protocol-based intervention that has been shown in numer-
ous RCTs to be effective in reducing chronic pain (Hilton et al., 2017), cancer (Rush
& Sharma, 2016), fibromyalgia (Lauche, Cramer, Dobos, Langhorst, & Schmidt,
2013), vascular disease (Abbott et al., 2014), HIV/AIDS (Riley & Kalichman,
2015), and depression (Gu, Strauss, Bond, & Cavanagh, 2015). An examination of
the literature found that studies have used MBSR with older adults. Paller and col-
leagues (2015) conducted a unique study that evaluated the MBSR protocol in both
individuals with dementia and their caregivers. This was a small prospective study
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(n =17 patients; n = 20 caregivers) that found significant improvements in caregiv-
ers and individuals with dementia’s QoL and depression from pre- to posttest
(p < 0.05). Moreover, the caregivers’ distress improved significantly from pre- to
posttest (p < 0.05). To our knowledge, this pilot study was the first study that has
demonstrated that MBSR can have a positive effect on both the caregiver and the
individual with a neurocognitive disorder. This is important as studies have found
that caregiver’s distress and mood can have an effect on the individual with the
neurocognitive disorder (Thomas et al., 2006; Wetzels, Zuidema, De Jonghe,
Verhey, & Koopmans, 2010).

Promoting the health and wellness of individuals with neurocognitive disorder
should be a priority. As pharmaceutical interventions have been shown to have little
effect and may cause a decrease health and wellness in individuals with neurocogni-
tive impairment, a non-pharmaceutical approach is warranted. The studies above
illustrate the positive effects of non-pharmaceutical interventions, including behav-
ioral activation, exercise, and MBSR.

Promote Family Members/Caregiver QoL and Neurocognitive
Education

Family members and/or caregivers for individuals with neurocognitive disorders
play an intricate role in the care of these individuals as this disorder can cause severe
disability (Gallagher-Thompson et al., 2012). It is estimated that 14.9 million peo-
ple in the United States currently care for someone who has some form of dementia
(Alliance, 2012). There are negative effects that have been associated with being a
caregiver of an individual with a neurocognitive disorder, including increases in
depression, anxiety, family conflict, social isolation, and role captivity (Judge,
Yarry, Looman, & Bass, 2013; Molinari, 2006). These negative effects can create a
strain on the caregiver-care receipt relationship and negatively affect the health of
the care recipient. Numerous studies have evaluated different interventions designed
to promote the behavioral health and quality of life of caregivers of individuals with
neurocognitive disorder (see Judge et al., 2013; Schultz et al., 2003). The Resources
for Enhancing Alzheimer’s Caregiver Health (REACH; Schultz et al., 2003) clinical
trial and the Acquiring New Skills While Enhancing Remaining Strengths
(ANSWERS; Judge et al., 2013) both investigated interventions for caregivers of
individuals with Alzheimer’s disease. The trials of the interventions were rooted
from a cognitive behavioral approach to psychoeducation and support of individuals
with Alzheimer’s disease.

The REACH trial, a multicentered (six sites) trial, aimed to evaluate the effec-
tiveness of social and behavioral interventions for caregivers of individuals with
Alzheimer’s disease and other memory disorders (Schultz et al., 2003). The inter-
ventions that were utilized included individual information and support strategies,
group support and family systems therapy, psychoeducational and skill-based
training approaches, home-based environmental interventions, and enhanced tech-
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nology support symptoms. These interventions were hypothesized to decrease
grief and depression symptoms. All of the interventions yielded a statistically
significant effect on normal grief symptoms. When examining the intervention
components, cognitive and behavioral strategies were found to be most effec-
tive at reducing levels of complicated grief. Information and emotional support
were most effective for addressing normal grief, and environmental modifications
were most effective for ameliorating depressive symptoms (Holland, Currier, &
Gallagher-Thompson, 2009). The results illustrate that a multitude of interven-
tions may be warranted, based on the caregiver’s clinical repertoire and the care
recipient’s risk factors.

The ANSWERS trial investigated interventions including education about
dementia and memory loss, effective communication, managing memory, staying
active, and recognizing emotions and behaviors for family caregivers of individuals
with dementia. Interventions aimed at alleviating and reducing caregivers’ negative
outcomes included educational and skill-based interventions, heightening caregiv-
ing efficacy, and reducing strain for family caregivers (Judge et al., 2013). The
researchers found that the interventions were efficacious in improving key strain
and psychosocial outcomes for caregivers. It should be noted that a strength-based
approach was utilized when developing and implementing care goals, as well as
educating the caregivers about neurocognitive disorders.

These two trials have set the groundwork for interventions in promoting family
member’s/caregiver’s health and QoL. These trials investigated different interven-
tions and demonstrated that non-pharmaceutical interventions (e.g., neurocognitive
education, group support, family systems therapy, psychoeducational interventions)
are efficacious in positively affecting the caregiver-care recipient relationship and
improving QoL. More importantly, these positive effects were found with little to no
side effects.
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