
STATE UNIVERSITY OF NEW YORK DOWNSTATE MEDICAL CENTER 

GERIATRIC INTERVENTIONS 

Normal Chanqes with A.qin.q 

Sensory Chan.qes; 
Visual char•ges (refer to Low Vision section below) 
Hearing loss (presbycusis): affecting about 33% of older adults between 65 & 74 years; 
75% of those between 75 & 79 years of age; primarily resulting from degenerative changes 
in the cochlea 
Loss of taste (threshold for salt and sugar is increased) 
Decreased•sense of smell 
Decreased light touch, pinprick sensation, deep pain perception, position sense, and 
vibratory sensation (due to a loss of peripheral receptors and nerve fibers) 

Vestibular System: 
Loss of hair cells in ear 
righting responses and balancing synergies deteriorate with age 
Functional •apacity: 

o Increased risk of falls 
o Unsteady gait because of decreased balance and muscle strength 
o Decreased functional mobility 

Musculoskeletal Chanqes: 
Cartilage tissue declines in function and collagen become more dehydrated, fibrous and 
tend to degenerate; reduce ability to protect ends of bone from repetitive stress = > normal 
shrinkage w•ith age (deterioration of vertebral cartilage disks) 
Slowly progressive muscle-wasting and decline in strength (sarcopenia) 
Loss of muscle strength: 20 40 % in the adults who do not exercise 
Loss muscle, endurance; muscles fatigue more easily 
Loss of skeletal muscle mass; atrophy of muscles 
Connective tissue becomes less pliable and thicker 

o Increased risk of muscle and tendon tears 
o Losslof range of motion 
o Incre•ased risk of contractures and fibrous adhesions 

Cardiovascular System: 
Muscle fibers of the heart are surrounded by collagen that becomes progressively stiffer 
and less elastic 
Heart musc!e becomes fattier 
Coronary arteries lose elasticity 

The pacem•lker cells of the ventricles (responsible for producing heartbeats) become 
infiltrated W!th connective tissue and fat, producing dysrhythmias 
Increased il•cidence of cardiac disease 
These normal changes with aging result in the following functional changes: 
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o decreases in maximum heart rate 

o decr,,eases in myocardial contractibility (the strength and force of each cardiac 
contraction) 

o decreases in stroke volume (the volume of blood pumped during each contraction) 
o decreased cardiac output at rest (the overall amount of blood pumped by the heart 

to the rest of the body each minute) 

Vascular System:. 
Blood vessels thicken and lose elasticity => vessel wall rigidity or "stiff" arteries 
(arteriosclerosis) 

o increased artery wall stiffness results in increased resistance in the blood vessels 
as the artery walls do not easily expand when filled with blood => heart pumps harder => elevation in systolic blood pressure 

o Increased blood pressure decreases baroreflex sensitivity (blood pressure control 
mechanisms): 

• => increased risk of orthostatic hypotension with position changes 
• => dizziness (vertigo), fainting (syncope), and falls 

Atherosclerosis: is the build-up of plaques on the walls of the arteries; most common form 
of arteriosclerosis (hardening / thickening of arterial walls); major cause of hypertension in 
older adultS, 

o Athei•osclerotic plaques consist of calcium deposits, fatty material, clotting factors, 
plate!ets, and other cells 

=> narrowing of arteries 
Hypertensio:n: Sustained elevation of the mean arterial blood pressure; greatest risk factor 
for heart disease, stroke, kidney failure, and peripheral vascular disease 

Central Nervous System: 
Decrease id number of brain cells and nerve fibers 
In certain pQrtion of the brain: cerebral cortex, cerebellum (involved with balance, fine 
motor control, and muscle tone) and the hippocampus (related to memory function) 
Slight decrease in brain weight 
Decrease in some neurotransmitters 
Senile plaqLtes and neurofibrillary tangles 

Respiratory System.: 
Respiratory!muscle mass and strength decreases 
Stiffening of.the chest wall and loss of elastic recoil of the lungs 

o => Inefficient breathing: decreased ability of the lungs to move air in and out 
Increase in •esidual volume (the amount of residual air left in the lungs after each breath) 
Progressive•declines in: 

o vital :capacity (the volume of air that the lung can hold after a normal inspiration) 
o the rate of air flow (the forced expiratory volume in one second), and 

o the e•fficiency of gas exchange 
Respiratory•!changes may result in a decreased capacity to cough, increased susceptibility 
to pneumoqia and respiratory complications 
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Parkinson's Disease 
Incidence increases with age 
A progressive, neurodegenerative disease characterized by rigidity, bradykinesia, (slowing 
in the initiation and speed of movement), and tremor resulting in disturbances of speech, 
gait, and coordination 
Results from loss of dopaminergic neurons and abnormal cytoplasmic filaments in the 
substantia nigra (part of the basal ganglia); 

o [Normally the neurotransmitters dopamine which exerts an inhibitory function 
and •acetylcholine which exerts an excitatory function are in balance] 

• wheh dopamine becomes depleted, acetylcholine becomes hyperactive, producing 
hypc)kinetic rigidity 

Depression and some cognitive impairment occur in a large percentage of older adults with 
Parkinson's disease; prevalence of dementia is approximately 30% 
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Alzheimer's Disease 

Dementia: Any group of symptoms characterized by a decline in intellectual functioning severe 
enough to interfere with ADL and social relationships 

Alzheimer's Disease: results from a degenerative process that is characterized by a loss of cells 
from the cerebral :cortex, atrophy and shrinking of the cortex, prevalent senile plaques and 
neurofibrillary tangles, and neurotransmitter deficiencies. It is the most common cause of 
dementia among older people. Adults with AIzheimer's disease are at a high risk of falls because 
of deficits in perception, cognition, and gross motor abilities. Alzheimer's disease may also be 
characterized by p.sychiatric disorders including: hallucinations, delusions, and paranoia, in 
addition to mood disorders such as depression. 

Pro.qression of Alzheimer's Disease: 

Mild stage (Lasts 2 4 years): Difficulty with short-term memory contribute to problems in 
every-day d:ecision-making (miss appointments; confusion about travel directions); 
difficulty with mathematical calculation and abstraction; generally still oriented to person, 
place, & tirqe 

o Conversation: may exhibit word-finding difficulties & wandering from the topic of 
conversation; repetition of questions 

Moderate stage (Lasts 2 10 years): Progressive impairments in routine tasks; unable to 
learn new ta..sks (including use of assistive technology); apraxia and dyphasia; orientation 
to place be(•omes disturbed; severe short-term memory loss; encounter difficulty in recognizing'•family members and friends; interests, topics, and abilities are restricted to the 
simple and familiar; require supervision for mobility and travel; difficulty with short and long 
term memo• leading to confabulation; become restless; •hic r•eact!0_ns (extreme 
emotional r•sponses, e.g. hitting, shouting, crying, aggres•-veness) to fatigue, stress, and 
upset; end qf moderate stage, beginning involvement of the motor cortex; 

o Conversation: Needs assistance to carry on the conversation; 

Severe stage (Lasts 1 3 years): Loss of awareness of surroundings; complete loss of 
judgment (right from wrong); total dependence in ADL; severe memory deficits and 
disorientatiqn; individual may be largely nonverbal; 24-hour supervision & maximal 
assistance; become incontinent; Unable to recognize family members, friends, and even 
themselves! 

Occupational Therapy Intervention: 
Evaluating nental status with the Mini Mental State Examination (MMSE) 
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Teaching family members to provide care that promotes optimal functioning; reducing or preventing excess disabilities (behavioral symptoms that are disproportionate to the 
underlying pathology) 
Breaking d0•wn tasks, safety modifications (protection from falls or accidents), establishing 
predictable .!routine for the client to minimize fatigue, distress, and minimize cognitive loss 
Decrease c•regiver burden / support caregivers 

•: Encourage use of respite care, in-home support services, & support groups 
Educate caregivers about the disease process 

Reality Orientation (RO): 
Based on belief that dwelling on the past was unhealthy 
Goal: to en,courage people to live in the present rather than the past 
Uses cues from the surrounding environment 
Most beneficial in the early stages of the condition; becomes increasingly difficult as 
dementia progresses 
Any benefits with respect to mood disturbance and orientation are short-term 
Requires the following: a calm environment, a set routine; provides positive reinforcement 
frequently 

Formal RO: 
Uses an information (reality) board, the blackboard, felt board; clocks; maps; posters; mark 
off a calendar each day; classroom window important for access to weather / season 
information 
Promotes a social atmosphere 
Active participation is encouraged 
Includes basic and advanced classes 

Informal or Continuous RO (24-hour or total immersion): 
Staff and others use whatever opportunities arise to orientate people to reality 
Environmental cues include: large-faced clocks, signposts, calendars 
Patient is cc•nstantly reminded of who he is, where he is, why he is there, and what to 
expect 

Validation Therapy: 
Validator should not judge, analyze or hope to change the person; seeks to understand 
and validate the emotions of each individual 
Validator d•-emphasizes the relevance of orientation facts and validates feelings 
Explores th?. meaning and motivation for confused statements 
Can be used in a group or individually 

Goals: 
o To u_•derstand the meaning underlying the individual behavior 
o To upderstand the person's own perceptions in order to resolve the problems of life 
o Can serve as a humanistic framework for communication 
o To help disoriented people be as happy as possible and reduce anxiety 
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Assumptions of Validation Therapy: 
1. All behavio• has meaning and logic 
2. The disoriel•ted individual returns to the past for the purpose of trying to resolve unfinished 

conflicts by!expressing feelings hidden in youth, to relive past pleasures, to re-stimulate 
sensory memories, and to relive boredom and stress by retreating from painful feelings of 
uselessness and loneliness 

3. Helps the disoriented person to review the past and express feelings that may have been 
buried for a long time 

Validation Therap.y vs. Reality Orientation 

Validation Therap)[ 
Explores individual's reality asks who, 
what, where, whe6, and how 

Reality Orientation 
Reorients to present reality of person, 
place, and time 

Emotional Focus Factual focus 
Subjective Reality: Objective Reality 
Respects individual's sense of reality Confronts factual error in reality 

Positive Sensory •timulation: 
Sensory deprivation with dementia is common because Alzheimer's disease severely limits 
individual's '..ability to interact in the environment & participate in daily roles 
Use of multisensory environments promote the importance of sensory input to 
psychologio•.al well-being 
Seeks to achieve pleasure and leisure through sensory stimulation to increase in quality of 
life 
Other potential benefits: increased relaxation; improved caregiver and client interactions; 
interest; reduction in sadness and fear 
Based on the assumption that human beings have a basic need for leisure and recreation 
Environments should be user-led; empowering the person with choice; adapting switches 
Often envirqnments are special rooms; Examples include: aromas from plants or 
aromatherapy, olfactory stimulation, vibrating cushions, and relaxing sounds 

Environmental Modifications: 
Reduce clutter 
Items used •requently should be always kept in the same location to reduce confusion 
Simple, large print signs may help in the later stages with distinguishing rooms, objects, or 
daily tasks 
Cleaning agents should be inaccessible 
Medications should be locked 
Use glass dpors to promote easy view of contents of cabinets in kitchen 
Cover controls on the stove when not in use / install stove knobs that are removable 
Eliminate cO. unter clutter to reduce confusion 
Remove knives from view / reach when kitchen not supervised 
Label all fo•d that is opened with a date 
Install gate• at top of all stairs no matter how small the distance 
Identify wit• signs where stairs lead in the house 
Use uncomplicated, pattern-free floor covering 
Simplify one area where family member can wander around safely 
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Use of Restraints:: 

Reasons for Usinq Re•straints: 

•-k¢•_t• Restraints are most used for the protection and safety of patients and for behavioral 
°---Q-%'•L control; fear of litigation; facilities and units are short-staffed; to prevent patients from 

wandering;ito allow treatments to be implemented 

If an individual is restrained, the obligation to provide supervision is 
increased 

Ethical issues arise around the principles of autonomy and beneficence 
o Strong argument exists for maintenance of autonomy even in the event of possible 

harm from injury 
o Use of restraint can represent the final blow against human dignity in the elder 

Risks Associated with the use of Restraints: 

Accidental strangulation 
Confusion and depression; patients feel that they are being punished & trapped; confused 
person is net able to correctly perceive / comprehend the reasons for being restrained 
Pressure seres 
Contractures 
Infections 
Incontinence of urine & feces or constipation 
Cardiac stress & impaired breathing 
Nutritional i•pairment / bone resorption due to demineralization / impaired circulation 
Agitated behavior 
Emotional desolation 
Feelings of #nger, discomfort, resistance, and fear 
Increase in [nuscular rigidity 
Disuse of bq•dy parts 
Abrasions/skin tears 

The use or .attempted use of alternatives to restraints must be documented by law; such 
documentation is surveyed stringently by nursing home state licensing agencies 

Environmental Interventions to Replace Restraints: 
Using bed a'larms and placing beds on the floor for patients at risk for falling out of bed 
Fall prevent!on techniques 
Using positi#ning straps in wheelchairs 
Padding the,_ floor with exercise mats 
Door buzze[s; Motion Pad; Bed check alarms; 
Increased staff involvement 
Changed in lighting and glare 
Use only h•lf- or three quarter-length side rails; confused patient may try to climb over the 
full-length •ide rail or happens to fall from the end of the bed 
Use rockers to enable a confused person to work out some of the energy that can lead to 
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wandering 
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Hip Fracture / Total Joint Replacements (Arthroplasty) 

Degeneration of the head of the femur occurs due to necrosis or loss of bone strength with 
osteoporos!s or osteoarthritis 
Degeneration of head of femur contributes to risk of a fracture 
Partial or total hip replacements (THR) are most commonly done when pain from OA 
decreases !ndependence in ADL and functional mobility 
THR is a successful treatment for pain and disability 

(Information from:';Coleman, S, (2001). Hip fractures and lower extremity joint replacement. In L. 
W. Pedretti and M. B. Early, Occupational therapy practice skills for physical dysfunction (5th 
ed.). St Louis, MO: Mosby) 

Arthroplasty: resto.ration of joint motion and treatment of pain by total hip replacement 
Postures to Avoid: 

Anterolateral Approach: the patient will be unstable in external rotation, adduction (crossing legs 
or feet), and exteqsion of the operated hip; usually must observe precautions to prevent these 
movements for 6 tb 12 weeks. 

Posterolateral App.,roach: Patient must be cautioned not to move the operated hip past specific 
ranges of flexion (hot greater than 90 degrees) and no internal rotation or adduction (crossing 
operated extremity over non-operated extremity); 

Failure to maintain hip precautions during muscle and soft-tissue healing can result in hip 
dislocation 
Restrictions' on weight-bearing vary: usually a walker or crutches is necessary for at least 
the first month while the hip is healing 
Patients with total joint replacements begin out of bed activity in 1 to 3 days post-surgery 

OT Role: To train the patient to use assistive devices, proper transfer techniques, and ADL 
techniques while maintaining hip precautions 

Total Knee Replacements: 
Positions of!knee instability: internal and external rotation and flexion greater than ROM 
permits 
Decreased knee flexion initially can interfere with the performance of ADL 
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Low Vision 

Visual Chanqes w!th A.qing: 

Decreased visual acuity (ability to focus), accommodation (ability to focus), reduced 
capacity to adjust to changes in illumination 

The lens of the eye progressively loses elasticity (> 40 years) => decreased acuity and 
speed of focusing 

Lens of eye develops opacities, resulting in reduced transparency (decreases light 
transmission), decreased depth perception, and increased sensitivity to visual glare 

• need increased illumination 

Lens undergoes an increased yellowing because of an accumulation of waste products 
(protein pigments) which alters color vision => have difficulty distinguishing between 
colors, especially darker colors: navy, brown, and black 

Sclera ("white of the eye"): loses water and increased in fatty deposits also causing a 
yellowing Qf vision and decreased opacity, resulting in more color contrast being 
necessary to discriminate between colors 

Retina: occlusion of blood vessels can occur resulting in: 1) spotty vision because of blind 
spots in the retina and possible decreased size of visual field, 2) increase size of macular 
blind spot, 3) less sensitivity to low levels of illumination, and 4) decreased ability to adjust 
vision when moving from high to low illumination levels. 

Pupil: a general reduction in pupil diameter occurs which further limits the amount of light 
that can reai•h the retina; more time needed for the eye to adapt to changes in illumination. 
Therefore, wight driving is affected. An older person is also consequently more prone to 
falls. 

Losses of fa•t padding of the eye socket causing the eyes to sink back and reducing visual 
fields. Eyelids also tend to droop further limiting visual fields. 

Macular de.qeneration: Is the most common cause of vision loss and blindness. The degenerative 
.O•_ •,(•hanges ar• most •ronounced in the central macula, the area of the retina responsible for sharp •/•..• •Scentral vision. This? condition results in decreased central vision, changes in color perception, and 

loss of ability to se,e fine details. 

•,,•,•L_.( 
> 

Diabetic retinopath•y: Occurs due to poorly controlled diabetes. It results from ruptures of blood 
vessels in the eye.i:The resulting blood prevents light rays from entering the retina causing blind 
spots (scotoma) in the central visual fields. Repeated bleeding can result in partial or total c°•,• 
blindness. Retinal •etachment can occur when scar tissue forms near the retina and detaches it 
from the eye. 

Cataracts: the clear lens of the eye opacities, resulting in a milky, white appearance; begins at the 
• periphery of the lei•s, gradually spreading toward the center of the eye 

,-,CJ •;• .,,•' 
r causes 

bluer' ed, hazy vision, and decreased sens• 
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high success rate with cataract surgery (lens extraction) 

Glaucoma: Directly behind the cornea is the aqueous (fluid which nourishes and cleanses the 
lens. Obstruction .•f aqueous fluid outflow resulting in increased pressure of the aqueous (intra- 

•, ocular pressure). Intra-ocular pressure leads to hardening of the eye which reduces blood flow to 
the optic nerve and the retina. Initially, an individual looses peripheral vision and visual fields and  eventually suffers !blindness. 

Low vision: Visualimpairment severe enough to interfere with successful performance of ADLs 
but allowing some usable vision 

Legally blind: a person must have a best corrected visual acuity of 20/200 in the better eye or a 
visual field of 20 degrees or less 
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Occupational Therapy Evaluation for Low Vision: 

Visual 
a) 
b) 

c) 

d) 

deficits can be divided into the following categories: 
,,. Inability to focus the visual image adequately on the retina (E.g. cataracts); 

Inability of the retina to accurately encode or record the visual image (E.g. retinal disease 
such as age-related macular degeneration (AMD); 
Inability of the optic nerve or optic pathways to transmit the visual image within the CNS 
(E.g. glauc.oma, & optic nerve atrophy); and 
Inability of the CNS to analyze the visual information and integrate it with other sensory 
input to form perceptions and make decisions (E.g. injury to the occipital, parietal, 
temporal, or prefrontal lobes or the brainstem) 

Evaluation the following performance components: far and near acuity, contrast sensitivity 
function, cqlor perception, visual field, &: 

o convergence ( start 16" away; bring a target toward patient's nose; impairment: near 
point_ of convergence is greater than 12"),. 

o 
sacgades (rapid change of fixation of one or both eyes; impairment: overshooting or 
undershooting; jerky eye movements; delay in fixating) 

o scaqning: the ability to follow a printed line across from left to right, and return to the 
left margin; ability to search the environment 

o visual tracking (or ocular pursuits): the continued fixation on a moving object; ask 
the patient to follow a target move target slowly 12- 16" from patient horizontally, 
vertic.ally, & diagonally 

Evaluation o.f ability to use remaining vision based on compensation 
o E.g. •ffect of manipulation of factors including: illumination, size, the distance at 

which an object is viewed, color, or contrast 
Evaluation o..f home and work environments including such factors as: amount of 
illumination,• glare, pattern, and contrast within the environment 
Implementa•tion of standardized reading tests: 

o to de•ermine the optimal size of print for reading, the range of print sizes for reading, 
Determining the person's ability to use remaining vision to perform ADLs with permanent 
vision loss 

Macular scotoma: 
For most persons referred for low vision services, it's the presence of macular scotoma that 
causes the visq'al impairment. Macular scotoma is a retinal area with absent or reduced 
sensitivity to lig..ht in the central 20 degrees of the visual field. 

Macular scqtoma reduces the ability to perceive visual details such as color, contrast, and 
pattern whiqh results in difficulty seeing small letters and numbers, recognizing low 
contrast feaiures such as the slope of a curb, steps on stairs, or facial features, and 
discriminating between similar colors (e.g. navy blue and black) 

• hence, difficulty reading, writing, paying bills, selecting clothing, grooming, 
eating, preparing meals, shopping, and driving 

Preferred Retiqal Locus (PRL): 
A fovea is an a•rea of clearest or most acute vision located in the center of the retinal visual 
field. An individ.ual's ability to use remaining vision depends on his or her ability to 
compensate fdr the macula scotoma present. When a fovea is destroyed, the CNS 
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establishes one or several "pseudofovea(s)" in the retina to process visual detail. The 
pseudofovea i• called the "preferred retinal locus" or PRL. While the PRLs do not have the 
visual acuity of;the original fovea, they have the capacity to act like the fovea including 
resolving visual detail, contrast, and color, and direct eye movements for searching and 
tracking. There.fore, an OT evaluation also includes determining an individual's awareness 
and use of PRLs. 

Occupational Therapy Treatment: 
Training in ,the use of assistive technology devices: 

o 
optiqal devices (hand magnifiers, stand magnifiers, and telescopes including 
spectacle-mounted telescopes [for focal distances]), 

o 
electronic reading stems which enable printed text to be synthesized into speech, 

o pris m lenses which expand the Visual field, 
o cctv •closed-circuit television): can increase image more than magnifiers, 
o computer screen-enlarger software, 
o non-•)ptical aids: audiotapes, recorded books, large print books, talking devices, writing guides 

Visual train!ng, known as eccentric viewing training, is implemented to assist an individual 
to use the PRL efficiently with or without adaptive devices for such activities including 
reading, writing, and functional mobility. Use of eccentric viewing alone may be sufficient to 
enable enlarged print to be read (without the use of a magnifier). 
For individuals with macular scotomas, impaired handwriting is addressed by training in 
the use of the PRL to locate the pen tip and the page and to fixate and track them both 
while writing. Adaptations may include increasing illumination of the writing surface, and 
using a bla•k felt-tip pen and bold line paper to increase contrast. 
The environmental factors are adapted to enhance visual function; these factors may 
include: increasing illumination and size, decreasing glare and the viewing distance of an 
object, and •anipulating color, contrast, and pattern. 
It is importa!•t to use contrast for those items needed for orientation and identification, 
including solid colors on background surfaces (for example: rugs, walls, bedspreads, and 
placemats) 
Both meal I•reparation and housekeeping require identification of Iow-c0ntrast and various 
focal distant, es: 

o reduc•ing clutter and pattern may assist with performance 
o tactil• markings on appliances, for example, settings on washing machine and dryer 

Referral to an orientation and mobility specialist for training in travel skills 
Use of halogen, full spectrum lighting (as compared to incandescent lighting) 
Functional r•ading skill training: 

o Two •pes of reading: 
• Spot reading: reading short phrases or single words or numbers 
• Continuous text reading: reading paragraphs and pages of print 

o Func,tional reading requires adequate speed and accuracy, and minimum effort to 
ensure comprehension and enjoyment respectively. 

All self-car• tasks can be taught to be completed with sensory substitution techniques (for 
example, u.se of tactile identification). 

Anna Norweg, PhD, OTR/L ]3 



STATE UNIVERSITY OF NEW YORK- DOWNSTATE MEDICAL CENTER 

REVIEW QUESTIONS GERIATRICS 

1. The most appropriate intervention for a client with Alzheimer's disease, in the 
moderate stage of progression, is: 

a) Train the client to use assistive technology devices to compensate for decreased 
balancei memory, and orientation 

b) Assist caregivers to establish a predictable routine to minimize fatigue, distress, 
cognitiv..e loss and confusion 

c) Placement of the individual in a nursing home or hospital 
d) Modify t•he environment to provide increased stimulation and diverse routines and 

activities to minimize the deterioration of cognitive and motor loss 

You read in your patient's medical chart that she is three days post a right total hip replacment 
with a posterol•ateral approach. Which of the following protocols would be appropriate for your 
patient during activities of daily living in order for her to maintain her hip precautions? 

a) Patient •hould flex her hips forward so that her nose is positioned over her toes for sit 
to stand transfers for proper body alignment 

b) Patient •hould cross her right leg over her left leg to assist with bed mobility, 
compen•.sating for hip weakness, especially with supine to short sitting transfers 

c) Patient should avoid right hip flexion beyond 90 degrees and internal rotation and hip 
adducti(•n for 6 to 12 weeks post-surgery 

d) Patient s.hould remain rest in bed for several more days to facilitate healing of muscle 
and soft,tissue before commencing daily activities out-of-bed to prevent dislocation 

Your client is status-post a left, anterolateral total hip replacement. Which precaution is the 
most relevant t• your client? 

a) Client m•st not internally or externally rotate the left hip 
b) Client m.ust avoid external rotation, adduction and extension of the left hip 
c) Client m•Jst avoid flexion of the left hip beyond 100 degrees 

d) Client must avoid internal rotation and flexion beyond 90 degrees of the left hip 

4. Your client has •arly stages of macular degeneration in both eyes. Which functionaltask(s) 
would be most difficult for your client to perform? 

a) Seeing •mall letters and numbers, and recognizing the depth of steps 
b) Analyzing visual information to form perceptions and make decisions during reading 

and writipg tasks 
c) Scanning the environment using peripheral vision during functional mobility and 

shopping 
d) Perform!ng complex problem-solving including mental mathematical calculations 

5. You are providing occupational therapy intervention to a client with moderate stage 
Alzheimer's disease. One problem identified by your client's caregiver is that the 
client has a tendency to wander during the night and has made several attempts to 
leave the apart.ment during the night unattended. Your client has begun to 
demonstrate d•creased balance and motor control with walking and transfers. What 
would be the S•,FEST way to intervene? 
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a. Recommend a physical restraint in bed for during the night to decrease 
the burden on the caregiver to supervise your client 

b. Recommend both placing the client's bed on the floor to reduce the risk of 
falling o.!jt of bed and a door buzzer for the front door of the apartment 

c. Recommend the use of full-length bed side-rails for during the night 
d. Recommend bed ties during the night to decrease your client's 

restlessness and agitated behavior 

ANSWERS 
1. b 
2. c 

3. b 5. b 
4. a 
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