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Abstract
Recent advances in digital technologies hold promise for supporting aging adults and their care partners as they navigate 
changes in cognitive and daily functioning associated with Alzheimer’s disease and related dementias (ADRD). Commonly 
owned digital technologies, like smartphones, include features that could help maintain independence and reduce caregiver 
burden. However, we lack models for successful integration of technologies into treatment of persons with ADRD. We propose 
the Technology Assistance in Dementia (Tech-AiD) framework for aiding persons with ADRD and their care partners with 
using digital technologies to reach individualized goals. We discuss how technology use is impacted by a multitude of factors, 
including severity of cognitive impairment, technology proficiency, and barriers to adequate and equitable care, all of which 
are further complicated by health disparities. Further, we explore the potential benefits of technology use among patients 
with ADRD and their care partners, highlighting pertinent clinical and ethical challenges and drawing from evidence-based 
strategies to promote practical recommendations.
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Clinical Vignette

Ms. Miller is a 72-year-old, Black, cisgender female who 
lives in a small, rural town outside of Shreveport, Louisi-
ana. Upon graduating from high school, Ms. Miller mar-
ried her high school sweetheart and was a full-time home-
maker before eventually joining the work force as a mail 
carrier when her family’s financial needs grew. Ms. Miller 
was a dedicated employee, working six to seven days per 
week, but stopped working at age 66 when the physical 
demands of her job became too challenging to manage. 
Additionally, the passing of her husband five years ago 
left a noticeable gap in her life. Despite this loss, she 
remained resilient and was determined to maintain her 
independence. She has subsequently lived alone, keeping 
up an independent lifestyle, attending her medical appoint-
ments, driving to her weekly book club, and completing 
day-to-day tasks around her home without any difficulty. 
Ms. Miller has osteoarthritis, Type 2 Diabetes, and high 
blood pressure, which she manages with medication and 
regular check-ups with her primary care physician.

Her level of independence is a relief to her four adult 
children, who stay busy with jobs and families of their 
own. However, during a recent visit with her children, Ms. 

Miller’s son, Jalen, noticed that she seemed to be having 
difficulty staying on topic, and had asked him the same ques-
tion a few different times. Jalen discussed what he observed 
with his siblings, and Ms. Miller’s other children report 
noticing similar symptoms. They wondered if these changes 
could be signs of something like Alzheimer’s disease. Ms. 
Miller assured her children that she was fine.

During a primary care visit, Jalen arranged to call into the 
visit to describe some of the symptoms Ms. Miller’s children 
had noticed. Ms. Miller explained that while her memory 
wasn’t like it used to be, she did not want to burden her family 
with a health-related issue. Ms. Miller’s doctor validated her 
concern and encouraged her to at least let the healthcare team 
further evaluate the cognitive symptoms. Ms. Miller was will-
ing to undergo some additional testing, and her provider orders 
labs and an MRI of the brain in addition to following up with 
a cognitive screening test in three months.

At the next visit, the primary care doctor informed Ms. 
Miller that her lab values were mostly within normal limits, 
except for elevated cholesterol, but her MRI of the brain 
showed “substantial, confluent white matter hyperintensi-
ties, likely consistent with moderate severity microvascular 
ischemic change.” Further, she scored a 20/30 on the Mon-
treal Cognitive Assessment. The doctor explained to Ms. 

http://orcid.org/0000-0003-3224-1637
http://crossmark.crossref.org/dialog/?doi=10.1007/s42843-024-00101-7&domain=pdf


38 Journal of Health Service Psychology (2024) 50:37–46

Miller that she most likely had mild cognitive impairment, 
and she suspected that the symptoms Ms. Miller was expe-
riencing are vascular in etiology. The physician would like 
to be sure about this diagnosis, so she referred Ms. Miller to 
the closest memory disorders clinic, but informed her and 
her family that the waitlist is approximately a year long. The 
doctor encouraged them to develop some plans to help keep 
Ms. Miller independent and safe in the meantime.

Ms. Miller’s children were very concerned about her; at 
the same time, she had been getting by on her own managing 
her medications, shopping, and doing other daily activities. 
Plus, she was insistent that her children have their own busy 
lives, and she did not want them dropping commitments to 
come help her. Jalen suggested that they might be able to 
keep in better contact with Ms. Miller and help her from a 
distance if she had a smartphone. He helped her upgrade her 
standard cell phone to a smartphone and showed her a few 
features from which she might benefit.

Jalen’s instinct to use a smartphone to help his mother 
fit with a growing body of research on the application of 
digital technologies to support persons with ADRD and their 
care partners. This area of scholarship is still relatively new, 
and it is important to acknowledge that there are not yet 
gold standard approaches regarding how best to incorporate 
digital technology into ADRD care. Rather, this area is ripe 
for exploration and refinement. The current paper is guided 
by our ongoing work in developing a novel technology-
focused behavioral intervention for persons with ADRD 
called Technology Assistance in Dementia (Tech-AiD). We 
utilize the presented framework to enhance comprehension 
of current research and facilitate its application by health 
service psychologists involved in direct clinical care. In this 
article, we outline theoretical underpinnings and empirical 
evidence for the use of technology in ADRD care, highlight 
associated clinical and ethical challenges, and draw from the 
literature to provide evidence-based assessment and practice 
considerations.

Key Background

Technological Reserve Hypothesis

The concept of cognitive reserve in aging and 
neurodegenerative disease is now widely accepted (Stern, 
2012). It suggests that older adults who have received higher 
levels of education and cultivated a wide range of skills 
and knowledge during their early adult years may be able 
to better compensate for declines in cognitive abilities later 
in life by substituting retained skills for impaired abilities. 
The technological reserve hypothesis, developed by Benge 
and Scullin (2020), builds from this concept, focusing on 
how technology use can counteract cognitive deficits and 

reduce disease burden: “Technological reserve refers to the 
development of a culture and environment of technology use 
in older adults that can buffer against the impact of cognitive 
decline on day-to-day activities” (p. 1).

Further developing the technological reserve concept, Wolff 
et al. (2021) outlined three primary ways that technology may 
contribute to reduced risk for cognitive and functional decline. 
First, technology introduces cognitive complexity, which may 
contribute to cognitive reserve. That is, technologies improve 
access to information (e.g., online news articles), facilitate 
mentally stimulating activities (e.g., word games), and require 
learning and adaptation as technology changes. Second, 
technology can facilitate connection and social engagement, 
known protective factors (Penninkilampi et al., 2018), via 
features like social media, video and phone calls, and text 
messages. These features may mitigate loneliness, maximize 
access to supportive resources, and facilitate accessible 
communication with healthcare providers via telehealth. 
Finally, technologies can serve as cognitive prosthetics, 
allowing for individuals to directly compensate for lost 
cognitive abilities, particularly those involved in completing 
activities of daily living. For example, creating an automated 
smartphone reminder could help a person with dementia 
remember upcoming appointments on their own, even in 
the presence of memory problems (Scullin et al., 2022). In 
this way, technology may be used as a form of scaffolding to 
support independence and safety while aging in place.

There is growing evidence to support the technological 
reserve hypothesis. First, cross-sectional studies have 
demonstrated a negative association between increased 
technology use and reduced cognitive symptoms (e.g., 
Stojanovic et  al., 2023). Second, large longitudinal 
studies that closely represent the U.S. population have 
found an approximate halving of the risk of developing 
dementia among high technology users (relative to low 
users), controlling for demographic, socioeconomic, and 
cohort factors (Cho et al., 2023). Finally, there have been 
randomized controlled trials that have shown that providing 
training in technology use can improve cognitive and 
functional outcomes (e.g., Dowell-Esquivel et al., 2023).

Technologies in the Care of Persons with Alzheimer’s 
Disease and Related Dementias (ADRD)

Kiselica et al. (under review) have extended the concepts 
of the technological reserve hypothesis to the realm of 
care for persons with ADRD. Specifically, they argue that 
technological supports can improve both patient and care 
partner outcomes. The authors summarized the pathways 
by which technology might influence these outcomes with 
the acronym CARES: Cognitive offloading, Automation, 
Remote monitoring, Emotional/social support, and 
Symptom treatment. First, Cognitive offloading refers to 
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placing the burdens for remembering onto digital devices, 
such as setting a smartphone reminder to take medications 
at a certain time. Second, Automation is the ability of 
technologies to take over task performance, such as placing 
bills on autopay. Third, Remote monitoring refers to use 
of technologies to assess for health and safety even when 
not physically present in the environment with the persons 
with ADRD. For example, a wearable device can monitor 
for falls and provide alerts to emergency personnel. Fourth, 
Emotional/social support can be more easily accessed via 
technologies, with the internet providing connections 
to information (e.g., Alzheimer’s Association website) 
and care resources (e.g., online support groups). Finally, 
technologies may improve Symptom treatment, such as the 
use of audiobooks and music streaming to address feelings 
of boredom and social isolation that may contribute to 
neurobehavioral symptoms.

While support for the use of technologies in the care 
of persons with ADRD is growing (Fabricatore et  al., 
2020), important questions have been raised about the 
implementation of such approaches. First, do older adults 
with ADRD and their care partners even own digital 
technologies? In general, ownership of digital technologies 
is on the rise among older adults. According to a 2023 Pew 
Research Center (2024) survey, 94% of adults over the age 
of 65 own cell phones, with 76% owning a smartphone. Even 
among memory clinic patients with or at risk for ADRD, 
smartphone ownership rates are high, with 90.6% of patients 
owning a cell phone and 75.4% owning a smartphone (Benge 
et al., 2020). Thus, digital device ownership appears to be 
growing among those with ADRD and their care partners, 
even if ownership rates remain lower when compared to 
healthy older adults (Jacobs et al., 2021).

A second question is whether persons with ADRD can 
use technologies in a way that can support independence 
and reduce care strain. Indeed, research suggests that 
this patient group is less likely to use device features that 
can support daily task performance (Benge et al., 2020). 
Further, individuals with ADRD exhibit greater struggles 
with navigating digital tools, like the internet (Woods 
et al., 2019). Despite these challenges, evidence suggests 
that persons with ADRD can learn to use new technologies 
effectively given appropriate support. Systematic reviews 
suggest that various smartphone, internet, and tablet training 
interventions could assist older adults with and without 
cognitive impairment to use these technologies, often 
retaining their knowledge and abilities at 6 and 12-month 
follow-ups (e.g., Kwan et al., 2020).

In turn, more frequent device usage has been suggested to 
support cognitive abilities and independence. For example, 
Scullin et al. (2022) reported improvements in prospective 
memory functioning and independence following training 
in smartphone-based memory strategies. Similarly, 

Harvey et al. (2022) reported improvements across several 
cognitive and functional domains among persons with mild 
cognitive impairment following training with the Functional 
Assessment Skills Assessment & Training Application, an 
online software that teaches skills to complete technology-
based activities of daily living (e.g., online banking).

In summary, there are many ways in which technology 
may be useful to assist persons with ADRD and their care 
partners in buffering against the impacts of cognitive and 
functional decline. Such applications are underutilized in 
psychosocial interventions, likely due to a lack of evidence-
based guidance. Thus, we now turn to some key clinical and 
ethical challenges in the application of digital technologies 
when treating persons with ADRD.

Clinical and Ethical Challenges

The Role of Intersectionality in Technology‑Based 
Treatment of People With ADRD

Adopting a culturally sensitive approach to clinical care 
in aging requires recognition of the intricate intersections 
of identities, values, and beliefs that shape how patients 
receive and approach treatment. Moreover, it acknowledges 
how belonging to multiple social groups affected by systems 
of oppression—including people of color, those with low 
socioeconomic status, individuals with sexual and gender 
minority identities, and those with disabilities—amplifies 
adverse impacts on health outcomes and limits access to 
resources. The interaction of these factors with processes 
involved in aging and ADRD have been reviewed in detail 
by other authors (e.g., Misiura et  al., 2023), and this 
literature documents a higher likelihood of misdiagnosis, 
inadequate care, and poorer outcomes among individuals 
from underserved communities.

A similar theme is emerging regarding the interplay 
among identity, aging, ADRD, and technology ownership 
and use. Specifically, there are health disparities in what 
we term digital disadvantage, which consists of reduced 
access to and comfort with digital technologies. Older 
adults and care partners face several barriers to technology 
use, including limited availability of technologies, high 
financial costs, usability issues, and concerns about privacy 
and security (Mikula et al., 2022). This digital divide for 
older adults is perpetuated by ageist beliefs and practices in 
modern healthcare (Mace et al., 2022), wherein providers 
may be quick to dismiss technology use by older adults 
due to preconceived beliefs about their disinterest or 
inability to adapt to evolving technology. Psychosocial 
barriers to technology use among older adults interact 
with sociocultural identities, wherein individuals from low 
socioeconomic backgrounds or minoritized racial/ethnic 



40 Journal of Health Service Psychology (2024) 50:37–46

groups experience the lowest rates of access to and use of 
technologies (Yoon et al., 2020; Li et al., 2023). This digital 
divide bidirectionally reinforces sociocultural disparities, 
with limited exposure to technology further exacerbating 
inequalities in educational attainment, employment 
opportunities, socioeconomic status, and healthcare use. In 
summary, digital disadvantage among older adults occurs 
along historic racial/ethnic and socioeconomic fault lines 
and is also a contributor to the widening of these fault lines.

Health service psychologists can play an important 
role in helping patients overcome digital disadvantage. 
One easy step is to reinforce the use of technology-based 
adaptations among older patients, particularly those from 
digitally disadvantaged groups, eschewing harmful stereo-
types. In addition, health service psychologists can help 
patients access resources to support technology owner-
ship and implementation. For example, in Missouri, pub-
lic funds are available to assist older adults with aging in 
place using “home technology and automation” (Missouri 
Department of Health & Senior Services, 2024, p. 5), and 
similar programs exist in other states. Technology support 
for older adults is also often provided by non-profit organi-
zations. For instance, the Association for the Advancement 
of Retired Persons developed the Older Adults Technology 
Services (OATS) program, which teaches low-income older 
adults to use tablets in ways that promote social connected-
ness and civic participation.

Considerations for Technology Selection

Health service psychologists can also guide patients in 
selecting technology-based solutions to meet their needs. 
Here, one important factor to consider is the patient’s 
severity of cognitive decline, which directly influences 
the ability to effectively engage with and benefit from 
the treatment (Thordardottir et al., 2019). A cognitively 
healthy older adult may be able to navigate technology 
with minimal assistance, though front-end support may 
be necessary if they have limited experience with a device 
or application. Likewise, those living with mild cognitive 
impairment or the initial stages of dementia may be able 
to independently engage with technologies, though more 
support and greater involvement of their care network is 
likely necessary. Finally, in the later stages of dementia, 
technology will likely be implemented in large part by 
care partners. Of course, it is important to note that as 
the severity of cognitive decline progresses, susceptibility 
to internet scams and financial fraud rises, requiring 
additional technology safeguards to counteract this risk. 
Thus, health service psychologists can inform technology 
selection and adaptation by disease stage.

Selection of suitable assistive technologies is also 
dependent on the context and goals of the patient and care 

partner. A systematic review reported at least 17 different 
types of technologies available for care of persons with 
ADRD (Lee-Cheong et al., 2022), with potentially hun-
dreds of available applications or devices per category. As 
such, choosing the right technology for the right situation 
can be a daunting task. Health service psychologists often 
have experience with helping patients identify specific goals, 
brainstorm possible solutions, and track progress. They can 
apply these skills to guide patients with ADRD in imple-
menting technologies in care. Next, we give some practical 
clinical guidance on assessment and treatment considera-
tions for such a technology-based approach to working with 
patients with ADRD.

Evidence‑Based Assessment and Practice 
Considerations

As noted previously, literature on the application of technolo-
gies in the treatment of persons with ADRD is still emerging. 
Here we provide a framework under which to better under-
stand this research and apply it in clinical practice, using 
principles from our Technology Assistance in Dementia 
(Tech-AiD) intervention. The Tech-AiD framework has six 
components: 1) assess disease severity, 2) evaluate the techno-
logical environment, 3) provide psychoeducation on potential 
benefits of technology, 4) identify goals that can be addressed 
via technology, 5) utilize evidence-based problem-solving 
approaches to guide technology selection and implementa-
tion, and 6) develop a maintenance plan. This framework is 
summarized in Figure 1.

Stage Disease Severity

Before integrating technology into clinical care, it is critical 
to properly assess and stage an individual’s level of cognitive 
impairment. This goal is often accomplished by way of 
comprehensive neuropsychological evaluation. However, 
in many cases, such specialized assessment services may 
be unavailable to patients, as was the case for Ms. Miller 
due to a lengthy waitlist. Thus, a health service psychologist 
may benefit from implementing briefer screening tools to 
assess disease severity, such as the Quick Dementia Rating 
System (QDRS; Galvin, 2015). Such measures can provide 
the clinician with an idea of the patient’s likelihood of being 
able to successfully implement technology-based solutions 
on their own and the relative level of involvement they 
should expect to require from care partners. As discussed 
previously, patients without cognitive disorders and those 
in the mild cognitive impairment and mild dementia stages 
have been shown to benefit from technology-based training, 
with interventions in the moderate-severe stages of dementia 
likely to be directed more at care partners.
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Evaluate the Technological Environment

Once the cognitive disorder has been properly staged, 
assessing the individual’s familiarity with and ability to 
use technology is needed to inform technology-related 
recommendations. An element of this process can include 
assessing what technologies are available in the person’s 
environment and the degree to which they are being used 
to support performance in daily tasks. One measure to 
consider is the Digital and Analog Daily Activities Survey 
(DADAS; Benge et al., 2023). Additionally, a health service 
psychologist can assess technology familiarity and comfort. 
Researchers from the Center for Research and Education on 
Aging and Technology Enhancement have developed and 
validated several measures for this purpose, including the 
Mobile Device Proficiency Questionnaire (MDPQ; Roque & 
Boot, 2018), the Computer Proficiency Questionnaire (CPQ; 
Boot et al., 2015), and the Technology Experience Profile 
(TEP; Barg-Walkow et al., 2014). Further, if the clinician is 
able to involve a care partner in the intervention process, a 
potentially useful measure of how they use technology-based 
strategies in care is the Technology in Caring Questionnaire 
(TCQ; Kiselica et al., 2024).

Combined, these measures guide decisions about whether 
and how individuals need to be supported in acquiring and 

learning to use technologies to support independence and 
minimize care strain. More specifically, individuals who own 
and use fewer technologies will likely need to be connected 
to resources in order to obtain technologies, and may need 
more direct instruction in their use. In contrast, individuals 
who already have some comfort with technologies may 
benefit more from learning problem-solving strategies to 
support independent use of technologies to work toward 
individual goals in daily life.

Provide Psychoeducation on the Potential Benefits 
of Technology

Of course, technology uptake will be dependent on several 
factors, especially perceived utility (Harris & Rogers, 2023). 
Thus, providing psychoeducation on the potential benefit of 
technologies in ADRD care is imperative, particularly for those 
with limited exposure to technology or ambivalence about its 
usefulness. This psychoeducation can be guided by qualitative 
research. For instance, a semi-structured interview study with 
care partners to persons with ADRD identified six themes of 
successful technology implementation, including facilitating 
social connectedness, tracking rest and sleep, promoting lei-
sure and activity, managing activities of daily living, access-
ing healthcare, and ensuring safety (Mikula et al., 2022). For 

Fig. 1  The Tech-AiD frame-
work has six components: 
1) assess disease severity, 
2) evaluate the technologi-
cal environment, 3) provide 
psychoeducation on potential 
benefits of technology, 4) iden-
tify goals that can be addressed 
via technology, 5) utilize 
evidence-based problem-solving 
approaches to guide technology 
selection and implementation, 
and 6) develop a maintenance 
plan



42 Journal of Health Service Psychology (2024) 50:37–46

Tech-AiD, we used this information to construct a brief pres-
entation with examples to illustrate the potential benefits of 
technology use in daily life. Health service psychologists could 
follow a similar approach to build motivation for technology 
use among their patients with ADRD.

Personalized Goal Setting for Technology Use

Once invested in trying to use technology-based solutions, 
the patient and any care partners will need to decide what 
goals might be addressed with technologies. Thus, the health 
service psychologist must work collaboratively with all 
involved to set personalized goals. Individualized goal set-
ting plays a crucial role in achieving desired outcomes, and 
its efficacy in modifying health behaviors has shown promise 
in the older adult population (Jennings et al., 2018).

Goal Attainment Scaling (GAS; Kiresuk & Sherman, 
1968) is a tool commonly used to quantify specific and per-
sonalized goals. Moreover, it provides a systematic way to 
assess and track progress toward goal attainment, offering a 
more tailored approach to goal setting. The Canadian Occu-
pational Performance Measure (COPM; Law et al., 1990) is 
another patient-centered outcome tool used to identify spe-
cific challenges in everyday activities, providing a foundation 
for setting goals and building skills. Instruments such as these 
are recommended for crafting and tracking precise, opera-
tionalized goals related to technology use. The first step in 
this process is to clearly identify goals that can be addressed 
with technology, beginning with broad goals and gently nar-
rowing toward a goal that meets SMART criteria (i.e., Spe-
cific, Measurable, Achievable, Relevant, and Time-Bound; 
Doran, 1981). For instance, an individual who struggles to 
keep up with financial responsibilities via mail may identify 
a broad goal of paying bills on time. While this goal can be 
met with the support of assistive technologies, attainment 
is more likely when goals are clearly and precisely defined. 
Therefore, including details such as the type of bill, date and 
frequency of payment, and method of payment increases the 
ease with which individuals in treatment can track goal pro-
gress and modify the goal as needed. Further, setting a clear 
metric for what constitutes goal attainment (e.g., no missed 
bills for a month) ensures that progress is tracked clearly, and 
the benchmark for success does not change based on ancillary 
factors (e.g., the patient’s mood).

Problem‑Solving Skills for Implementing 
Technology‑Based Solutions

Once the goal has been established, the person with ADRD 
and/or care partner will need to learn to choose technologies 
that meet their needs, implement these technologies, and 
adjust the approach as situations change. This process can 

likely be achieved through use of evidence-based problem-
solving skills. For example, problem-solving therapy is a 
cognitive-behavioral approach that teaches a systematic pro-
cess to discover effective solutions for problems (D’Zurilla & 
Nezu, 2010). A similar method from the occupational therapy 
field is metacognitive strategy training (MCST). MCST aims 
to increase an individual’s awareness of their thinking pro-
cesses and abilities to promote engagement and independ-
ence in the learning process. Prior research has demonstrated 
the effectiveness of MCST in enhancing decision-making 
and functional abilities in older adults, with initial evidence 
indicating similar benefits for individuals with mild cognitive 
impairment (Pikouli et al., 2023) and dementia (Gitlin et al., 
2010). In the context of technology use, principles of MCST 
can be applied to help the person with ADRD or care partner 
become more adept at choosing technology-based solutions, 
putting them into practice, and troubleshooting their way 
through obstacles. More specifically, the clinician and patient 
can collaboratively explore digital features of technologies 
using a combination of direct instruction and guided discov-
ery, working towards an independently implemented plan that 
moves toward goal attainment.

Developing a Maintenance Plan

As patients reach their goals and demonstrate greater independ-
ence in the use of technologies, the health service psychologist 
may be considering whether it is appropriate to discontinue 
therapy. A critical element of the therapeutic process with 
patients is developing a post-discharge maintenance plan to 
ensure gains are maintained beyond the treatment phase. A 
written maintenance plan is especially critical to maintain 
technology-based gains, which can fade in the absence of con-
tinued practice (Scullin et al., 2022). A maintenance plan can 
reinforce continued technology use as a solution to changing 
cognitive issues and challenges in day-to-day life. This plan can 
also identify additional goals not covered during therapy, antici-
pate potential barriers to reaching those goals, discover poten-
tial solutions to overcome barriers, and establish pre-specified 
timepoints to evaluate progress and assess the need for return 
to treatment. Of note, return to treatment may be likely among 
those with ADRD due to the progressive course of neurode-
generative disease. Such a framing acknowledges the need for 
continued support as cognition worsens, care needs grow, and 
living circumstances change.

Conclusions and Lessons Learned

With the Tech-AiD framework in mind, we can return to 
the case of Ms. Miller to discuss how it might be applied 
in practice. Ms. Miller’s story provides an illustration of 
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how inequity in healthcare compounds the complexity of 
diagnosing and treating cognitive impairment. Nonetheless, 
recent advances in digital technologies hold promise for 
helping older adults with cognitive impairment maintain 
independence in their daily lives, enhancing quality of 
life and minimizing strain on care partners. Following the 
clinical and practice considerations outlined above, several 
steps are recommended to address Ms. Miller’s needs using 
digital technologies.

First, her doctor noted that she could benefit from 
undergoing a comprehensive neuropsychological evaluation 
to properly stage her cognitive decline. However, this service 
was not immediately available in her rural community. In 
the absence of such an evaluation, her treating provider had 
Ms. Miller complete the Quick Dementia Rating System, 
which yielded a score of 4/30, substantiating her primary 
care doctor’s initial diagnosis of mild cognitive impairment. 
This diagnosis would suggest that Ms. Miller is at a stage 
wherein she should be able to appropriately participate 
in treatment that employs technology-based strategies to 
maintain independence.

Second, the clinician could objectively evaluate 
technologies available to Ms. Miller and her care support 
system and assess comfort and familiarity with these 
devices and applications. As previously noted, Ms. 
Miller recently entered the world of smart technologies, 
upgrading her standard cell phone to a smartphone. She 
expressed some hesitancy to use this device. Further, her 
score on the Mobile Device Proficiency Questionnaire 
was a 4 on the Mobile Device Basics subscale, indicating 
she can somewhat easily operate the basic settings on her 
smartphone. However, scores on remaining subscales 
were all 2 or lower, suggesting that she cannot do or 
has not tried other mobile device activities involving 
communication, data and file storage, using the internet, 
using a calendar, and accessing entertainment. Despite this 
lack of mobile device skills, Ms. Miller reported some 
interest in learning how to use the smartphone, motivated 
by her initial conversations with her son.

Next, the health service psychologist built on this initial 
interest by providing psychoeducation on the ways other 
patients have benefitted from implementing technologies, 
using these examples to elicit possible benefits of technology 
from Ms. Miller. Along the way, the provider was attuned 
to sociocultural factors that might influence Ms. Miller’s 
willingness to proceed with technology implementation. For 
example, one facilitating factor in this case was buy-in from 
her son, which is important because care partners often serve 
as technology navigators and guardians, assisting with initial 
learning and protecting against threats to privacy and well-
being. On the other hand, Ms. Miller expressed some hesitation 
about using a smartphone because she grew up in a rural area 
where digital technologies were not common and could seem 

foreign or dangerous. The health service psychologist validated 
these legitimate concerns, gently challenged unfounded 
ones, and reinforced expressions of the potential benefits of 
technologies.

Once adequate motivation to learn digital technologies 
was established, Ms. Miller next clarified what she wanted 
to use them to accomplish. Through Ms. Miller’s story, 
the health service psychologist recognized her values of 
preserving her independence and remaining connected 
with her family and community. The provider then assisted 
her in connecting these values with specific, measurable 
goals using Goal Attainment Scaling. For example, she 
expressed a desire to speak with her grandchildren more 
often, as she was limited to seeing them in person about 
once per month. She then operationalized attainment of 
this goal to be communicating with them digitally at least 
once per week.

Once this goal was established, the health service 
psychologist worked with Ms. Miller to explore technology-
based solutions. Since Ms. Miller was relatively new to 
digital devices, she required some direct instruction at first 
to better understand her options for communicating with 
her grandchildren, which included texting, phone calls, 
and video calls. The clinician then used elements of meta-
cognitive strategy training (e.g., guided discovery methods, 
the GOAL-PLAN-DO-CHECK problem-solving approach) 
to assist Ms. Miller with evaluating these solutions, 
developing a plan to implement the chosen solution, and 
adjusting the plan to achieve the best results.

Ms. Miller chose to video chat with her grandchildren, 
developing a plan to call her son to schedule a weekly time 
where they might be available. She anticipated that she might 
have problems learning to use the video chat feature. The 
clinician practiced with her during the sessions, showing her 
a step-by-step process to make a video call and asking Ms. 
Miller to write down each step so that she could remember 
it later. She then carried out this plan during the week and 
agreed to check back in at the next session to discuss the 
extent to which it helped her achieve her goal of increasing 
communication with her grandchildren.

At the next session, Ms. Miller reported that she had suc-
cessfully video chatted with her grandchildren and expressed 
excitement about this interaction. The health service psy-
chologist referenced the operational criteria established with 
Goal Attainment Scaling and guided Ms. Miller in check-
ing on her goal progress. She felt she had already reached 
her goal of communicating digitally once per week with her 
grandchildren, and she expressed confidence in her ability 
to maintain this goal now that she had set a scheduled time 
with her son. The clinician guided Ms. Miller in anticipat-
ing obstacles to maintaining her progress. For instance, Ms. 
Miller noted that there were times when she could not use 
her phone during the week because the battery had died. She 
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worried that this might happen again on the days she had 
scheduled video chats with her grandchildren. The provider 
guided her in developing a plan to avoid this issue, which 
included keeping her phone charger in a visible, familiar 
location in the bathroom. This ensured she would remember 
to recharge her phone each night while brushing her teeth. 
Notably, the clinician did not offer this solution directly. 
Rather, the psychologist asked a series of open-ended ques-
tions about potential solutions, and Ms. Miller thought up 
this solution on her own.

As Ms. Miller made progress with her goals and devel-
oped confidence with figuring out and implementing tech-
nology-based strategies, she felt ready to terminate treat-
ment. The health service psychologist validated her use of 
problem-solving skills, and reinforced digital technologies 
as a potential means of reaching goals. Finally, the thera-
pist assisted Ms. Miller with creating a maintenance plan 
to continue progress post-treatment. This maintenance plan 
included additional goals she hoped to pursue (e.g., keeping 
better track of healthcare on her own), potential obstacles to 
reaching those goals (e.g., past difficulty accessing written 
health records), and possible technology-based solutions to 
reach goals (e.g., using an online patient portal). Further, 
Ms. Miller established clear dates and times for periodic 
check-ins (e.g., at three and six months) to review the les-
sons learned in treatment, evaluate progress towards her 
goals, and decide whether returning to treatment might be 
appropriate. She then set calendar reminders on her phone to 
ensure she completed these check ins down the road.

Ms. Miller’s case is unique and will not apply exactly to 
every real-world patient. Integrating technology use into care 
of persons with ADRD should be approached through a lens 
of cultural sensitivity and individualized, person-centered 
care. Thus, while the outlined recommendations flow logically 
from the empirical literature, health service psychologists will 
need to exercise good clinical judgment in determining the 
best approaches for individual patients. Furthermore, addi-
tional research is needed to establish consensus clinical stand-
ards for integrating digital technologies into mental healthcare 
of persons with ADRD and their care partners. The Tech-
AiD approach outlined in this paper could provide an initial 
practice model and a framework for further development and 
testing of technology-based behavioral interventions.

Key Clinical Considerations

• Digital technologies, like the internet, smartphones, and 
wearable devices, hold promise for improving outcomes 
for persons with ADRD and their care partners.

• Practice standards for integrating digital technologies 
into behavioral interventions for persons with ADRD 
are currently lacking.

• This article presents a clinical practice framework for 
assisting persons with ADRD and their care partners with 
implementing technology-based strategies to promote inde-
pendence and reduce care burden. We call this framework 
Technology Assistance in Dementia (Tech-AiD).

• The Tech-AiD framework has six components: 1) assess 
disease severity, 2) evaluate the technological environ-
ment, 3) provide psychoeducation on potential benefits 
of technology, 4) identify goals that can be addressed via 
technology, 5) utilize evidence-based problem-solving 
approaches to guide technology selection and implemen-
tation, and 6) develop a maintenance plan.

• The Tech-AiD framework can be modified based on 
sociocultural context and individual needs to promote 
optimal outcomes.
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