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PARKINSON’S DISEASE
• A neurodegenerative, neurobehavioral disorder that is
clinically defined by its motor symptoms alone (MS), tremor,
bradykinesia, rigidity, postural and gait changes.
• The most devastating consequences however are the
emotional and cognitive affects, the impact upon sleep
and the side effects of the medication.
• Insomnia, hypersomnia, sleep attacks, REM sleep behavior
disorder.
• Impulse control disorders from the medication: pathological
gambling, compulsive eating, shopping and hypersexuality
17.1 prevailed in DA treated patients.
• Secondary consequences: conflict/divorce, job loss, obesity,
unsafe sex, debt, physical injury
Nirenberg, 2017 AAN conference

PD-NEURODEGENERATIVE
• Nonmotor symptoms (NMS) are the biggest issues
• The desire is to be mentally sharp, less depressed, more
optimistic
• 98.6 percent have more impairing non-motor than motor
symptoms
• Research and medication has been focused on motor
symptoms
• The focus is turning toward nonmotor symptoms
• Fatigue is a big issue

NON MOTOR SYMPTOMS (NMS)
• Recent research: 70.8 percent of those diagnosed with PD have NMS
• Early warning signs: olfactory dysfunction, constipation, RBD (REM sleep behavior
disorder)
• Older patients are more likely to have NMS before MS while younger patients are
more likely to have MS before NMS.
• Neurocognitive symptoms; Memory, executive reasoning,

• The most common emotional symptom was depression and anxiety was second
(seen as emotional response to MS and manifestation of PD itself)
• Changes in sleep and eating (sleep disruption, appetite loss, eating disorders)
• Personality changes: irritability & disinhibition-frontal connection, apathy

• PD is now being seen as a neurocognitive-psychiatric disorder given the

prevalence of NMS.

Goldman & Postuma, 2014
Weintraub & Burn, 2011, Zhang, et al., 2016

OBJECTIVES OF THIS SEMINAR
• A call to action and what we can do about the non-motor
symptoms of PD
• Anxiety and Depression What is it? What can we do every
day to combat it?
• Mindfulness as a therapy and why it is working?
• The importance of sleep
• Separating out the dementias: Lewy body versus PD
• The good news: Case studies showing improvement from
neurocognitive training

THE MEANING OF LIFE
• Victor Frankel writes about “transforming a personal tragedy
into triumph, to turn one’s predicament into a human
achievement”. “That we can find meaning in life even
when confronted with a hopeless situation, when facing a
fate that cannot be changed”.
• Finding meaning in life and engaging in meaningful
activities no matter what stage of the disease, even when
profoundly disabled is the only way to remain positive and
bolster resilience.
• Resilience means the ability to spring back into shape,
elasticity, toughness, to recover quickly from difficulties.

DEFINING DEPRESSION
It can be reactive to a particular event or time in your life
It can be genetic and passed down from generation to generation
It is sadness
It is anger and frustration
It is thinking in a negative manner; predicting and expecting the worst
to happen
• It is not positively motivating and leads to people sleeping more,
doing less, decreasing social involvement and staying in the bedroom
• Life is no longer exciting, waking up is hard to do
•
•
•
•
•

EMOTIONAL SYMPTOMS OF DEPRESSION
• Sadness: Unhappy
• Pessimism: Predicting the worst
• Past Failure: Feeling like you have failed
as a person
• Loss of Pleasure: No having fun from
things you used to enjoy
• Guilty Feelings
• Punishment Feelings: Like you are being
punished, the world is out to get you
• Self-Dislike: Being disappointed and not
liking yourself
• Self- Criticalness: Blaming yourself, being
highly critical
• Suicidal Thoughts: When things do not
look like they are going to get better

• Crying: You eventually don’t even feel
like crying, that means you are highly
depressed
• Agitation: Restless and wound up
• Loss of Interest: Nothing seems exciting
• Indecisiveness: Unable to make
decisions
• Worthlessness: Not feeling worthwhile
• Irritability
• Concentration
• Loss of sexual interest

Beck Depression Inventory

PHYSICAL SYMPTOMS OF
DEPRESSION
• Poor sleep
• Sleep onset and maintenance insomnia
• Appetite increases or decreases
• Loss of energy
• Being tired
• Rule out other factors (sleep disorder, thyroid, illness)
Beck Depression Inventory

WHAT IS ANXIETY?
• It is genetic passed down from generations
• Generalized anxious condition that moves up & down with
life, intensifying when life becomes more difficult
• Anxiety results in avoidance and more avoidance that can
become a pattern of life
• Anxiety results in ANS symptoms
• Panic attack: Anxiety that is out of control and has a mind
of its own
• Anxiety and fear can run one’s life and change
the path that we choose

EMOTIONAL SYMPTOMS OF
ANXIETY

• Unable to relax
• Fear of the worst happening
• Terrified
• Nervous
• Fear of losing control
• Scared
• Fear of dying

Beck Anxiety Inventory
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PHYSICAL SYMPTOMS OF ANXIETY
• Numbness or tingling

• Faint

• Feeling hot

• Face flushed

• Wobbliness in legs

• Sweating not due to heat

• Dizzy or lightheaded
• Heart pounding or racing
• Unsteady
• Hands trembling
• Shaky
• Feelings of choking
• Difficulty breathing
• Indigestion or discomfort in abdomen
Beck Anxiety Inventory

MINDFULNESS THERAPY
• The focus is on experiencing suffering, which is endemic to
the human condition.
• Acknowledging suffering but investigating it with awareness
and acceptance which is mindfulness, creates a path of
understanding which is liberating.
• Suffering is part of the human condition but it does not need
to define us
• Depending upon intention, attention and attitude, it can be
alleviated.

MINDFULNESS THERAPY

• It is about suffering and its relief
• It is an active process that engages the whole person in the
present moment
• It is about our common humanity
• It is relational
• It is about wondering
• It cultivates kindness and generosity
• It cultivates understanding and wisdom
• It requires courage, commitment and curiosity

PRACTICE OF MINDFULNESS
• Practice of being kind to ourselves or forgiving ourselves, no
demeaning self-talk or internal criticism
• Self kindness after making a mistake to build up the muscle
of self compassion affecting neural networks in our brain
• Integration of mind and body moving out of the mind body
split of always being in our head
• Working through that freeze and forget it helpless stance
• We can become more aware of what is around us and
notice things that we are thinking too much to notice

WHAT ARE YOUR OPTIONS FOR
DIFFERENT SITUATIONS

Forget It

Mindfulness

Compassion &
Self Compassion

Wilard, Christopher
Mindfulness

MINDFULNESS
• We are always practicing something-we get better at what
we practice
• We spend most of our time on automatic pilot
• We are often not aware that we have choices in
responding
• Developing this awareness takes practice

STOP AND PAUSE
• Stop
• Take a breath
• Open, observe
• Proceed

THE POWER OF RELAXATION
• Many methods to choose from
• Tense and relax each of the muscle groups
• Self-Hypnosis
• Mindfulness body scan

SELF-HYPNOSIS
• Find a nice comfortable spot, lay down and close your eyes
• I am going to count to 10 and by the time I get to 10 you will find yourself in a
deeply relaxed state.

• 1-take a deep breath in and hold it for as long as you can. Slowly breathe
out. Take another deep breath, feel the breathing going in –in your chest
and then breathing out in your chest
• 2-take another deep breath in and hold it for as long as you can. Slowly
breath out.
• 3-as you continue to breathe in and out you are feeling more relaxed. Your
jaw relaxes and unwinds, your neck relaxes and unwinds, your shoulders relax
and unwind. You are continuing to breathe in and out

SELF-HYPNOSIS
• 4- Breathe in and hold it for as long as you can. Slowly breathe out. Your
chest relaxes and unwinds. Your stomach relaxes and unwinds, your arms
relax and unwind, your legs relax and unwind, your fingers relax and unwindall of your body parts relax and unwind and then you relax even more
• 5-Continuing to breathe in and out. As you continue to breathe in and out
you relax even more. All the parts of your body relax even more. And as
you relax things do not bother you.
• 6-Continue to breathe in and hold it for as long as you can. Slowly breathe
out. Your body is relaxing now and you are allowing yourself to go even
deeper into relaxation so that nothing bothers you. And then you relax even
more

SELF-HYPNOSIS
• 7-Continue to breathe in and hold it for as long as you can. Slowly breathe
out. Things are becoming more relaxed and you allow yourself to go even
deeper into relaxation, even deeper into relaxation until nothing bothers you
and then you go even deeper.
• 8-Continue to breathe in and hold it for as long as you can. Slowly breathe
out. As you relax more and more things bother you less and less and all that
worry begins to fade away.
• 9-Nothing bothers you as you allow yourself to go even deeper into
relaxation. Continuing to breathe in and out.
• 10-Totally relaxed. Nothing bothers you and then you allow yourself to relax
even more.

SLEEP DISORDERS
• 80 to 90 percent of PD have a sleep disorder; sleep onset, sleep
maintenance, dreams, nocturia, motor activity during sleep, daytime
somnolence.
• 30 percent develop vivid dreams, night terrors or nightmares.
• Vocalizations during sleep which may be a symptom of RBD (REM Behavior
Sleep Disorder)
• RLS: increased risk of RLS (increased prevalence of akathisia and
uncomfortable restlessness or dopamine deficiency) and PLMD
• RBD: 30 percent of men with RBD (men impacted more than women)
associated with greater risk of cognitive dysfunction
• OSA: upper body obesity, large tonsils, large tongue, nasal obstruction,
advancing age, evening alcohol use, family history Fenelon, 2008, Mehta et al 2008

MOVING TO SLEEP:
NORMAL ADULT SLEEP
• Average amount of sleep per night: 8 hours
• Normal sleep latency: 10 minutes
• Normal sleep structure
• 5% stage 1
• 50% stage 2
• 15-25% stages 3 and 4 (slow wave sleep)
• 20 to 25% REM
• Napping occurs at the beginning and the
end of life (in our culture)

TWO FACTORS INFLUENCE HOW SLEEPY OR ALERT
ANYONE IS DURING A 24 HOUR PERIOD OF TIME.
• 1. Sleep-Wake Balance Process S: How long it has been
since you last slept- the longer you stay awake the
sleepier you become
• 2. Circadian Rhythm Process C: Your body’s biological
clock; the natural timing system which tells you when to
sleep and when to be awake.

Factors modifying sleep:
Age: Decrease of SWS. Stability of REM
Prior Sleep History: Recovery sleep of
SWS/REM rebounds on subsequent
recovery nights
Circadian Rhythm: REM peaks in the
morning
Temperature: REM is more sensitive to
temperature disruption
Medication
Sleep Disorders: Narcolepsy, OSA,
SDB, Sleep Fragmentation (arousals)

7:00 am

11:00 pm

Kilduff TS, Kushida CA. Sleep Disorders Medicine: Basic Science, Technical Considerations,
and Clinical Aspects. 1999; based on Edgar DM, et al. J Neurosci. 1993.

Sleep Architecture
Sleep is divided
into two types:
 Rapid Eye

Movement Sleep
(REM)
 Non – Rapid Eye
Movement Sleep
(NREM)

Non-REM Stages:
Stage I: one to seven minutes,
sleep is easily discontinued by
noise
Stage 2: 10 to 25 minutes; more
intense stimulus needed for
arousal
Stage 3 and 4, SWS: 20 to 40
minutes, difficult to arouse
REM: 1 to 5 minutes in the first
cycle and lengthens through
the night-five REM periods
SWS predominates the first third
of the night REM dominates the
latter portion
The average length of the first
cycle is 70 to 100 minutes and
later cycles is 90 to 120 minutes

Scammell TE. Sleep Med Alert. 2004; Comella CL, et al. Textbook of Clinical Neurology. 1999.

ADULTS AND AGING SLEEP ISSUES

RLS, PLM,
APSS,
SDB, OSA

Poor Time
Management

Sleep
Hygiene
Health
Issues

Sleep

Depression

Anger
Management

Cognitive
Symptoms
Insomnia

CHANGE IN SLEEP TIME PERCENTAGES WITH AGING
Age

Stage 1

Stage 2

SWS

REM

37 to 54
years

M=5.8
W=4.6

M=61.4
W=58.5

M=11.2
W=14.2

M=19.5
W=20.9

55 to 60
years

M=6.3
W=5.0

M=64.5
W=56.2

M=8.2
W=17.0

M=19.1
W=20.2

61 to 70
years

M=7.1
W=5.0

M=65.2
W=57.3

M=6.7
W=16.7

M=18.4
W=19.3

Above 70
years

M=7.6
W=4.9

M=66.5
W=57.1

M=5.5
W=17.2

M=17.8
W=18.8

Redline, Kirchnerm Quan, et.al., 2004, ; Sleep Heart Health Study, 2685 participants; exclude. Pain, RLS, Alcohol, Psychotropic med.

AROUSALS DURING SLEEP

BRIEF AROUSAL INDEX

37 to 54 years

16.0 (8.2)

RDI: <5

M=16.7 (7.7)
W=14.7 (7.1)

55 to 60 years

18.4 (10.0)

RDI: >5 to 15
Mild

M=20.5 (8.7)
W=17.9 (7.8)

61 to 70 years

20.3 (10.5)

RDI: >15 to 30
Moderate

M=25.2 (10.3)
W=23.2 (10.4)

Above 70
years

21.0 (11.6)

RDI: >30
Severe

M=39.4 (14.7)
W=29.7 (13.6)

Redline, Kirchnerm Quan, et.al., 2004, ; Sleep Heart Health Study, 2685 participants; exclude. Pain, RLS, Alcohol, Psychotropic med

THE NUMBER ONE SLEEP PROBLEM:
PROPOSED EVOLUTION OF INSOMNIA
Links:
Reactivity & prospective risk

Predisposition:

Precipitant:

sleep-reactivity

stressful trigger

perpetuation:

Maladaptive behaviors
Chronic
Insomnia

•genes
•early adverse experience

•Medical
•psychiatric
•Psychosocial
•environmental

•Poor sleep hygiene
•cognitive arousal
•worry/catastrophic thoughts

TRANSIENT INSOMNIA PROGRESSES TO
CHRONIC (“LEARNED INSOMNIA”)
Transient insomnia occurs
during period of stress
Frustration
in waiting for sleep

Delayed sleep onset
disrupts sleep

Worry
about daytime functioning

Cycle
becomes
chronic,
continuing
after
resolution
of original
stress

WHO GETS INSOMNIA
• Individuals more prone to worry and anxiety
• More vulnerable to stress
• Over thinkers
• Precipitating, predisposing, perpetuating
• Insomnia patients were found to be more perfectionistic
seen on psychometric testing, (Regen, Hertenstein, Weil, et.al., 2015, Behavioral
Sleep Medicine)

TREATING INSOMNIA

• Behavior management working with sleep loss or debt and circadian
rhythm
• Owl versus lark
• Advanced versus Delayed Sleep Phase

• Like a detective to find the right fix
• Relaxation, hypnosis
• Chronotherapy
• Half hour set target time work back may use sleep restriction

• Squeeze sleep if anxiety and getting light sleep but still 8 hours
• Idea of sleeping or being productive so not laying in bed trying to get
to sleep: reading dry material
• Alpha stim

STEPS FOR ADDRESSING INSOMNIA
1. Identify the factors: Precipitating, Perpetuating and Predisposing
(substance abuse, medical conditions, life stressors/events)
2. Rule out personality disorders, overlap to psychiatry: Anxious, dependent,
hyperarousal, depression, hysterical, obsessive worry
3. Work through the basics: children, time management, employment, sleep
hygiene, sleep and medical disorders, rule out RLS, PLMS
4. Rule out advance and sleep delay phase syndromes

• 20% of insomnia have depression; 90% of depressed patients show on PSG
and report sleep disturbances, linkage for medication, relapse and
reoccurrence of depression (Kupfer DJ. Ann Clin Psychiatry. 1999;11(4):267-276).

SLEEP HYGIENE AND BEDTIME ROUTINE: THE BIG
PLAYER
• Wake and Bedtimes are kept constant
• Readies the body for bed, Emotionally getting
ready to relax and shut down
• Consistent routine: Shower, Snack, Reading,
Prayers, Music

GENERAL SLEEP HYGIENE MEASURES
• Regular exercise in the
morning and/or afternoon
• Increase exposure to bright
light during the day
• Avoid exposure to bright
light during the night
• Avoid heavy meals or
drinking within 3 hours of
bed

• Avoid alcohol, caffeine,
nicotine too close to
bedtime
• Enhance sleep environment
• Set aside a worry time

• Avoid looking at the clock

NHLBI Working Group on Insomnia. 1998. NIH Publication. 98-4088;; Kupfer DJ, Reynolds CF. N Engl J Med.
1997;336:341-346; Lippmann S et al. South Med J. 2001;94:866-873.

WHAT IF YOU ARE AN OWL OR A
LARK?
• There may be genetics to this
• If you are an early riser make sure you get to bed in plenty
of time
• If you are an owl you may move into delayed sleep phase
or have difficulty getting to sleep at 10 or 11:00 to get up at
5:00 or 6:00 in the morning
• Delayed sleep phase means not being tired until 2 or 3 in
the morning and then sleeping normally until 10 or 11:00 am.
• It will be important to maintain the bed and wake time to
give you enough sleep and work out ways to go to sleep
(melatonin, bright light)

ADDRESSING CIRCADIAN MISALIGNMENT
AND SLEEP DEPRIVATION

• Sleep hygiene education

• Hypnotic medication
• Melatonin 3 mg at bedtime
• Naps

• Caffeine

Increase
sleep duration
Increase
alertness

• Alerting Agent

Circadian Alignment
•
•
•

Sleep
duration
Alertness

Bright light during work
Melatonin
Avoid morning bright light

Zee, 2008

CIRCADIAN SYSTEM AND PD
• PD patients have increased sleep latency, increased stage one sleep,
reduced sleep efficiency and REM
• Circadian system disturbance found in PD
• EDS present in 50 percent of PD
• Sleep attacks, sudden onset of sleep
• Disrupted sleep. More fragmentation
• Circadian system disturbed in PD: rest activity, melatonin cortisol lower
amplitude, may be related to EDS
• Possibly related to neuro-degeneration (recent study presented at
APSS may be a factor in cognitive impairment, may seen benefit with
sleep treatment for Circadian disorder)
Breen et.al., 2014, Videnovic & Golombek, 2013

DOES YOUR BED PARTNER HAVE BRUISES
OR COMPLAIN OF BEING HIT OR TELL YOU
ABOUT STRANGE BEHAVIOR IN THE NIGHT?
Do your remember this as part of a dream?

REM EVENTS: RBD
(NEURODEGENERATIVE DISORDERS)
• Vivid, intense, full of action, unpleasant.
• Dreamer is being threatened or attacked
by unfamiliar people, animals, insects.

• Dreamer is rarely the primary aggressor.
• Fear and anger are predominant moods.
• Dreamer is often defending his wife in a

dream while actually hitting her in bed.

Schenk 2008

IS THERE SCREAMING, YELLING,
BATTING FLIES AND THINGS ON THE
WALL?

OTHER DISORDERS: DIFFERENT STAGES
Nightmare Disorder

Sleep Terrors

Nightmare disorder is characterized by
recurrent nightmares, which are
disturbing mental experiences that
generally occur during REM sleep
and that often result in awakening.

•

Adults: dream imagery, dream
enactment, and subsequent recall for
episodes can occur, violent. SWS-POD

•

Prevalence: 1--6.5% in children

About 2%-8% of the general population
has a current problem with
nightmares.

•

Prevalence: 2.3%--2.6% in adults <65yrs

•

Prevalence: 1% in adults >65 yrs

Hypnosis was successful in addressing POD Parasomnia Overlap disorder, Kohler, Kurtz, Kohler, 2015, Behavioral Sleep Medicine)

DO YOUR LEGS BOTHER YOU? CREEPY
CRAWLY, ITCHY SENSATION?

Is it worse at night?
Relieved by movement?

RLS: RESTLESS LEGS SYNDROME
Adult Questions
“When you try to relax in the
evening or sleep at night, do
you ever have unpleasant,
restless feelings in your legs
that can be relieved by
walking or movement?”

• 1) Urge to move the legs—usually
accompanied or caused by
uncomfortable leg sensations
• 2) Onset or worsening of symptoms
at rest or inactivity, such as when
lying or sitting
• 3) Temporary relief with movement—
partial or total relief from discomfort
by walking or stretching
• 4) Worsening or onset of symptoms in
the evening or at night
Establish Family History

COGNITIVE IMPAIRMENT SPECIFIC
TO PD

• Cognitive impairment is a common feature affecting up to 57 percent
of patients within the first 3 to 5 years after PD diagnosis. There is a 6 fold
increased risk of developing dementia compared to the general
population.
• Impacts, memory, attention and executive reasoning, spatial working
memory
• Mild cognitive impairment found to involve networks in the dorsal attention
and bilateral frontoparietal as well as temporoparietal regions and
subcortical areas for a more widespread impact resulting in attention,
language and working memory deficits. We see word retrieval as a primary
issue.
• Niccolini et al 2017, Biaggo, Segura, Asla-Llonch et al., 2014. Segura, Biaggo, Marti, et al., 2014, Mak, et al.
2014
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Introduction

Method

Patients have been receiving neurocognitive training as part of
their treatment at an outpatient mental health facility for the past
ten years and findings are the result of an on-going study
completed over the past six years. The program consists of
neuropsychological assessment, a specific battery of tests to
evaluate for dementia, consisting of the Repeatable Battery for
the Assessment of Neuropsychological Status (RBANS), Memory
Assessment System (MAS), Doors and People Test, and Brief
Visuospatial Memory Test-Revised (BVMT-R). Based upon the
individual evaluation, a specific treatment plan is created. The
plan is patient specific. Evaluation is completed, using the same
testing at the same time of day, following a general of range three
to six months of treatment to ascertain changes and efficacy of
the program. Re-evaluation occurred when the treating therapist
thought there was sufficient improvement to change the program
or at the wish of the patient. All patients were initially
administered a memory battery of tests consisting of the RBANS,
MAS, Doors and People and the BVMT-R.

Adults were referred by their
drbcfisher@hotmail.com

Ongoing research for
Neurocognitive
Training Program

Neurocognitive intervention has been gaining credence in recent
research, along with the modifiable risk factors and exercise as an
intervention to address dementia decline. There are commercial
programs that have shown to have efficacy and large scale studies
have been conducted revealing the benefit of cognitive training
and stimulation [1,2]. Cognitive training intervention and
cognitive enhancement have been found to have positive effects,
as well as impacting cognitive decline in the aged population
[3,4]. When cognitive training was compared to physical training,
improvement was distinct revealing improved executive function
with cognitive training and [5] improved memory with physical
training [6]. Only modest support was shown for the potential of
videogame training to improve cognitive function in healthy older
adults and another study revealed only specific effects. The

primary

care

physician

or
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Tel: 5863233620 Fax:
5863233568
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neurologist for assessment of memory difficulties and diagnosed
with dementia (age 51-90 years, n=51). The Repeatable Battery
for the Assessment of Neuropsychological Status (RBANS),
Memory Assessment System (MAS), Doors and People Test, and
Brief Visuospatial Memory Test-Revised (BVMT-R) were utilized
to measure memory functioning pre and post treatment. On
average, a total of 3 to 6 months elapsed between pre and post
testing.
Educational level ranged from high school to graduate degrees.
All patients were diagnosed with dementia by neuropsychological
evaluation; diagnosis was primarily multifactorial, predominated
by cardiovascular dementia; 0.03% was diagnosed with early
onset Alzheimer’s dementia and 0.06% with dementia secondary
to traumatic brain injury.

LEWY BODY DEMENTIA
• Neurocognitive Testing: Visual perceptual distortions, psychosis seen as
primary factors, seen on memory testing, copying of designs as well as
visual perceptual testing. Projective measures show the psychosis,
tangential thinking in conversation, cannot stay with one topic,
assigning meaning to innocuous events, paranoid thoughts (if more
paranoid they are more careful to present outwardly intact)
• Impact of executive reasoning, conversation does not make sense,
thoughts are not well integrated, difficulty with sequential processing
and selective attention leading to tangential presentation, cognitive
rigidity and problem with abstract reasoning, seen with proverbs
• PD related dementia is very different from Alzheimer’s presentation

CASE STUDY LEWY BODY
DEMENTIA
• 64 Year old man is brought in by his daughter, newly released from psychiatric inpatient
due to hallucinations and delusions. He smokes marijuana daily in combination with pain
medication. He had a reaction to the pain medication three years earlier. He was

confused telling his daughter that he was at a tree lighting ceremony when he was
watching it on television. Medical history was significant for arthritis, heart disease
and hypertension. Family history is significant for Alzheimer’s dementia. He has a
regular sleep schedule.

• Neuropsychological testing for dementia revealed highly impaired performance
overall with specific difficulty with visual processing. Visual distortions were significant
in copying a visual figure. He had no ability to learn any new visual information.
Visual memory was worse than verbal, executive reasoning deficits were notable in
perseveration. NP testing was significant for the impact to visual processes.
• Psychological evaluation revealed poor contact with reality, poorly organized, loose
and tangential thinking; easily driven by his emotions resulting in poor impulse control
and increased emotional lability.

RBANS

64 YEAR OLD MALE

11-2016

Immediate Memory

40 (Below 0.1

Visuospatial/Const

50 (Below 0.1 %tile)

Language

60 (0.4 %tile)

Attention

72 (3rd %tile)

Delayed Memory

40 (Below 0.1st %tile)

Total Scale

47 (Below 0.1st %tile)

%tile)

BVMT-R

11-2016

Trial 1

Below 20 (Below 1st
%tile)

Trial 2

Below 20 (Below 1st
%tile)

Trial 3

Below 20 (Below 1st
%tile)

Total Recall

Below 20 (Below 1st
%tile)

Delayed Recall

Below 20 (Below 1st
%tile)

MILD COGNITIVE DECLINE, PD/TBI/PTSD
MIXED PICTURE
• 65 years old, male, MA degree, history of multiple head injuries, PTSD,
and PD, motoric skills are worsening, seen for treatment once per
week since 2015, he is not exercising, his wife describes his “fuse” as
shorter and needs his emotional status “fixed”.
• Third evaluation, 2015, 2016 and 2017: He declined on a measure
used to assess dementia over time for 2017, slightly for immediate
memory, language and overall score; significantly for
visuospatial/constructional. He had improvement as well as some
memory decline.
• We are keeping an eye on him and increasing the intensity of the
therapy.

64 YEAR OLD MALE: MA DEGREE : PRE AND POST
TESTING: DX PD/TBI/PTSD DEMENTIA
RBANS

2015

2016

2017

Immediate
Memory

81 (10th %tile)

87 (19th %tile)

83 (13th %tile)

Visuospatial/
Const

112 (79th %tile)

121 (92nd %tile)

112 (79th %tile)

Language

82 (12th %tile)

90 (25th %tile)

87 (19th %tile)

Attention

56 (0.2 %tile)

64 (1st

%tile)

68 (2nd %tile)

Delayed Memory

100 (50th %tile)

112 (49th tile)

116 (86th tile)

85 (16th

92 (30th %tile)

90 (25th %tile)

Total Scale

%tile)

64 YEAR OLD MALE DX: PD/TBI/PTSD DEMENTIA:
DOORS AND PEOPLE TEST
BVMT-R

5-2015

5-2016

6-2017

Overall Memory age
scaled score

2 (Below 1st %tile)

12 (75th %tile)

13 (75-90th %tile)

People

4 (5th %tile)

7 (25th %tile)

9 (25-50th %tile)

Doors

3 (1st to 5th %tile)

10 (25th %tile)

12 (75th %tile)

Shapes

6 (5-10th %tile)

14 (90th %tile)

15 (95th %tile)

Names

4 (1-5th %tile)

15 (95th %tile)

11 (50th %tile)

Overall Forgetting
age scaled score

6 (10th
%tile)

9 (25-50th
%tile)

13 (75-90th
%tile)

64 YEAR OLD MALE DX: PD/TBI DEMENTIA
BVMT-R

5-2015

5-2016

6-2017

Trial 1

34 (5th %tile)

49 (46th %tile)

59 (82nd %tile)

Trial 2

41 (18th %tile)

51 (54th %tile)

46 (34th %tile)

Trial 3

50 (50th %tile)

60 (84th %tile)

50 (50th %tile)

Total Recall

40 (16th %tile)

54 (66th %tile)

52 (58th %tile)

Delayed Recall

43 (24th
%tile)

67 (96th
%tile)

53 (62nd
%tile)

PD MILD COGNITIVE DECLINE
• 52 year old man who is still working, has a BA degree, successful. Diagnosed with
PD six year ago, symptoms were present prior to diagnosis. He came to the clinic
two years ago and was seen for six months from June to December of 2015. He
was recently re-evaluated in 2017, almost two years following treatment. He
spent the past year doing Rock Steady Boxing.
• Re-evaluation revealed either functioning at the same level or improvement on
memory and executive reasoning testing. There was robust improvement for
short term memory (high average to superior limits) verbal memory (average to
high average) and visual memory (average to superior). Visual and verbal
recognition improved as well. Improvement was noted from average to above
average on an attention task. There was a decline on one verbal and one visual
retrieval task.
• Performance on a measure used to assess dementia through time improved
from below average to superior scoring in 2015 to low average to superior
scoring in 2017
• Executive reasoning revealed improvement as well as decline, resulting in
variable performance from average to very superior. He improved slightly on a
task of proverbs and planning, while declining on a task of deductive and
inductive reasoning as well as creativity and word retrieval.
• He is back in treatment at this facility to address the executive symptoms as well
as memory retrieval

52 YEAR OLD MALE: COLLEGE DEGREE: PRE AND
POST TESTING
WRAML-2

5-2015

6-2017

Visual Memory

100 (50th %tile)

111 (77th %tile)

Verbal Memory

103 (58th %tile)

141 (99.7th %tile)

Attention & Concentration

120 (91st %tile)

123 (94th %tile)

Screening Memory

101 (53rd %tile)

130 (98th %tile)

General Memory

110 (75th %tile)

132 (98th %tile)

Working Memory

119 (90th %tile)

122 (93rd %tile)

Verbal Recognition

96 (39th %tile)

108 (70th %tile)

Visual Recognition

115 (84th %tile)

131 (98th %tile)

General Recognition

107 (68th %tile)

124 (95th %tile)

52 YEAR OLD MALE: COLLEGE DEGREE: PRE AND
POST TESTING
RBANS

5-2015

6-2017

Immediate Memory

109 (73rd %tile)

114 (82nd %tile)

Visuospatial/Const

126 (96th %tile)

121 (92nd %tile)

Language

102 (55th %tile)

94 (34th %tile)

Attention

122 (93rd %tile)

125 (95th %tile)

Delayed Memory

111 (77th %tile)

115 (84th tile)

Total Scale

120 (91st %tile)

120 (91st %tile)

THE THERAPEUTIC POTENTIAL OF
EXERCISE
• Research review found the positive impact of
aerobic exercise and strength training on mood
sleep and cognition for PD (Reynolds et al., 2016)
• Rock steady boxing is an international program using
noncontact boxing to combat the effects of PD. A
boxing gym offers inspiration and connection
providing exercises to enhance walking, flexibility,
balance and overall well being.

LET’S NOT FORGET THE
CARETAKERS
• We all know about caretaker burnout and stress
• The idea that you have heard a million times is to take care of
yourself and to keep yourself intact-but it is true
• Therapy to address changes in spouse or partner over time
impacting quality of life
• Impact of increased need for care and ADL’s of spouse or
partner
• Impact of finances, living situations, so many factors
• Consider mindfulness, relaxation, self-hypnosis and a trip out of
town

PARKINSON’S DISEASE
• It is devastating and has widespread effect
• But that does not mean that something cannot still be done
to make things better
• Every case is different despite the statistics
• This is the time to take action and take control of as much
as you can in your life
• It is time to address the non-motor symptoms as much as
you can!
• My 96 year old aunt says to smell the roses.

