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Abstract: With therecentadvancesn pharmacologicateatmentof AlzheimerOs
disease there has been a partial reversal of traditional therapeutic nihilism.
Individual patient may have preserved insight for longer period and the
psychological adjustment may be more difficult. There is good evidence that
interventions for carers of people with Alzheimer's disease can reduce stress.
However, only few studies have investigated psychotherapeutic intervention for
patientsthemselvesA brief psychologicaintervention basedupon psychodynamic
interpersonatherapywas developedor patientsin the early stagesof AlzheimerOs
disease. A randomised controlled trial to assess, whether psychotherapeutic
intervention could benefitcognitive function, affectivesymptomsand globalwell-
being was conducted, which did not show an improvement on these measures.
Therewasa suggestiorthat therapyhadimprovedthe carers'reactionsto someof
the symptomsAlthough thereis no evidenceo supportwidespreadntroduction of
brief psychotherapeutic approaches for Alzheimer's disease it was evident that
psychotherapeutic approaches can be adapted for people with dementia and the
sufferers can appreciate psychotherapeutic interventions.
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INTRODUCTION

There are relatively few studies which have evaluated the benefits of
psychotherapy for elderly people with cognitive impairment. There is good
evidence that interventions for carers of people with Alzheimer® disease
(AD) can reduce stress (Mittleman et al 1996; Donaldson et al 1997).
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Research on psychotherapeutic interventions directed at those with AD is
limited, although most findings suggest that psychotherapy may be
beneficial in the early stages of disease (Brierly et al 2003, Burns et al 2005).

Recent advances in pharmacological treatment of AD has resulted in
effective symptomatic improvement and delayed cognitive decline for
patients especially in the early stage of this disorder (Burns et al 1999).With
the improved prognosis, patientsQinsight is often preserved for longer
period and the psychological adjustment is difficult for those who may
assumethey facea future of inevitable decline. In the early stagesof AD the
person is often aware of his/ her cognitive decline and may be very
distressed and frustrated. Denial, as a defence mechanism, is common for
those affected and their relatives (Bahro et al 1997). Despite the
improvement in prognosis, most people with AD require support and care
from family and friends.

In the past, most psychological interventions for individuals with AD
have focused upon relatively simple behavioural techniques to improve
memory. Efforts have also beentargeted at carers, using more sophisticated
therapies like CBT to reduce their stressand burden (Marriot et al 2000).
Individual psychodynamic therapy has been described (Bahro et al) and
some related @motion-orientedOtherapies, including validation and
reminiscence have shown some promise (Woods, 2002).A Cochrane review
of non drug therapies found benefit only for reality orientation (Kogger et
al,1999; Neal&Briggs 2000; Spector et al 2004)

Burns et al 2005 , assessed in a randomised control trial, whether a
psychotherapeutic approach directed towards individuals with AD could
benefit cognitive function, affective symptoms and global well Bbeing. The
same group of investigators (Brierly et al 2003) conducted a pilot study to
evaluate the potential benefits of brief psychodynamic interpersonal
therapy (PIT). Psychodynamic interpersonal therapy has been used as brief
treatment for a variety of disorders including: depression (Shapiro & Firth,
1987;Shapiro et al, 1993), somatization (Guthrie et al, 1991;Hamilton et al,
2000) and self-harm (Guthrie et al, 2001). It was felt that brief
psychodynamic interpersonal therapy may be helpful in the patient group
with early AD, as it places particular emphasis on working with feelings
and the therapeutic relationship, rather than cognitive work, which may be
difficult for these patients. The model of therapy used and its adaptation
for patients with AD are described below.

THE MODEL

The model is theoretically derived from psychodynamic principles, but
also draws upon humanistic and interpersonal concepts. It was named the
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conversational model of therapy by Hobson as the main task of the
therapist in this model is to develop with the patient @ mutual feeling
language®and a relationship of @loneness-togethernessO(Hobson 1985).
This means the creation of a conversation which is associative, intimate,
dependent upon a non linear psychic state , shared by both partners , and
allowing free movement and exchange of ideas and feelings. In a shared
relationship, individuals move fluidly between a feeling of aloneness and
togetherness. The principal aim of the therapy (in its brief format) is the
identification of interpersonal conflicts or difficulties, which are causing or
maintaining emotional distress. Client and therapist work together to find
and test solutions to these problems, and both intrapsychic and practical
changes are encouraged.

ADAPTATION OF THE MODEL FOR PEOPLE WITH ALZHEIMEROS
DISEASE

It was necessaryto adapt the model in view of patientOsand their carerOs
physical frailty and also the patient@ cognitive impairment. The main
adaptations of the therapy were under the following domains: home-based
treatment; carer involvement; helping people cometo terms with AD; using
autobiographical narrative and introjection to strengthen self worth;
resolution of past conflicts; exploring denial: and improving social
relationships.

The therapy sessionswere carried out at the patientOshome, which had
the advantage of gaining an accurate picture of patient® level of
functioning. In addition to the individual therapy, the therapist spent 10
min eachsessionwith the carer, listening to the carer'sneedsand informing
the carer of therapeutic progress. To help people come to terms with AD,
the patients were informed of their diagnosis. The therapist gently enquired
about the difficulties with memory loss, and then explored their fears.
People are allowed to expresstheir feelings in their own pace . The model
placed great emphasis on Gtaying with feelingsOand bringing feelings to
Ohere and nowO to be shared with the therapist.

Strengthening the self-worth in these patients, using autobiographical
narrative and introjection was an important therapeutic function. Patients
were encouraged to recall and focus on the qualities they had shown in
their lives that were self specific and revealed character of strength and
humanity. The focus of therapy also involved the resolution of past
conflicts, sometimes dating back to their childhood. The task of therapy was
to help the patients link past and present, and then to explore ways of
managing the present in an adaptive and creative manner. For a small
number of patients, who were unable to accepttheir illness and denied its
existence, therapy focused on exploring the denial, with out challenging
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their beliefs in any way.

In its brief format PIT included strategiesto improve social relationships.
Practical changes were regarded as being very important, particularly if
they enhanced or improved the patient® interpersonal relationships with
family and friends. The interpersonal relationship between patient and
therapist was used in improving patientOsnterpersonal contacts outside the
therapy setting. One of the aims of therapy was to help the AD sufferer to
get as much satisfaction and enjoyment out of life as possible. The model
also encouraged statements about not needing to protect or please the
therapist and emphasized the non conditional nature of the regard of the
therapist.

SUBJECTS AND METHODS

For the randomised control trial of comparing psychodynamic
interpersonal therapy with standard treatment in people with AD, the
patients and cares were recruited from referrals to the memory clinic in
South Manchester, UK. People living in their own home with a diagnosis of
AD according to NINCDS-ADRDA criteria, with the clinical dementia rating
of 1, indicating mild dementia and MM SE score of 15 or above were
included. A carerin regular contact and the ability to communicate verbally
were also requirements. The patients were allocated to one of two groups-
treatments or control-using computer generated random numbers

THERAPEUTIC INTERVENTIONS

Those in the treatment group received six sessions of psychodynamic
interpersonal therapy with an experienced psychotherapist. Those in the
control group received standard care, which consisted of general advice
regarding the diagnosis and treatment of dementia, with out-patient review.
Psychotherapy sessions lasted 50 min. One session from each individual
therapy was rated for adherence to the model using the Sheffield
Psychotherapy Rating Scale (Shapiro & Startup, 1993). The intervention
showed high scores on the psychodynamic interpersonal therapy and
generic sub-scales and low scores on the cognitive-behavioural therapy
scale, confirming adherence to the model.

ASSESSMENTS

Independent assessmentswere carried out at baseline, and after 6 weeks
and 3 months (Fig. 1). Assessments of patients were done using Cornell
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Scalefor Depression in Dementia, Mini-Mental State Examination, Revised
Memory and Behaviour Problems Checklist and Bristol Activities of Daily
Living Scale. In addition to assessments of carers using General Health
Questionnaire, Beck Depression Inventory and Ways of Coping Checkilist, a
clinicians interview based global assessmentwas done to detect change in
the patients at 6-week and 3-month follow up.

Figure 1
Design of the trial of brief psychotherapy in Alzheimer's disease.

5] consecutive mcmory
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|3 refused
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‘ 6-week follow-up | 6-week follow-up

‘ 3-month follow-up | 3-month follow-up

Figure taken from Burns, A., Guthrie, E., Marino-Francis, F., et al (2005)Brief psychotherapy in AlzheimerOs
disease. Randomised controlled trial. British Journal of Psychiatry, 187, 143 D147

ANALYSIS AND RESULTS

All analyses used the intention to treat principle. Based on a power
calculation for a previous study 20 individuals were recruited to each
group. Most commonly it was the spousewho cared for the patient; 25% of
the treatment group and 15% of the control group were on antidepressants,
and approximately two-thirds of each group were on one of the
anticholinesterase drugs for AD. All participants completed the study and
follow-up.

There were no significant differences over the course of the study in the
outcome measuresfor the patients, or in the global rating for the outcome
measuresfor the carers. There was atrend towards a slight improvement in
the carer'sreaction to behavioural problems. There was no difference in the
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ratings when the patients were divided into two groups by Mini-Mental
State Examination score (above or below 24). However, there was some
evidence that carers of those with lesscognitive impairment (scoreabove 24)
benefited more from the treatment in that they blamed themselves less for
the problems (section 3 of the Ways of Coping Checklist at 3 months, mean
value 0.14 compared with 0.35, P=0.031).

On qualitative assessmentsevery participant agreed with the statement Ol
was able to discuss my difficulties with my counsellor and became more
clear about what they areOEighty-three per cent agreed with the following
three statements: @ find doing things | can do and not thinking too much
about what | cannot do, helps me feel less frustrated® @\Ithough it
sometimes felt painful talking about my past, it felt good to get things off
my chest, and | felt caim®and Olhave been able to talk about some things
that have beendifficult to talk to anyone else aboutOCarers also commented
positively about the opportunity they had, to discuss the problems as well
as about the positive comments made by the patients.

DISCUSSION

The study shows that it is possible to adapt a model of psychotherapy for
those with AD. No improvement was found on the majority of outcome
measuresin participants and their carers. However, there was a suggestion
that the therapy had improved the carers' ways of coping with some of the
symptoms of the disease. The therapist® experience of working with AD
patients suggeststhat PIT was acceptableand most but not all, were able to
work in therapy. The joint sessionswith the participants and carers merely
helped the therapist to focus on those symptoms that were considered
important and distressing. The therapists found that it was possible to
explore conflicts arising from the discovery of AD in therapy, using
strategies intrinsic to psychodynamic interpersonal therapy.

The finding that the intervention had no effect on measuresthat reflect the
core features of the illness (cognitive function, activities of daily living) is
not surprising. Only six sessionswere provided which, in psychotherapeutic
terms, is a low-dose treatment, and this may partly explain the lack of effect.
In addition, a longer study would be needed to assess the more likely
benefits in terms of stabilisation of disease. Previous workers have
demonstrated a dose responseeffect with PIT, i.e. The greater the number of
sessions, the greater the benefit, up to 16 sessions (Barkhamet.al.1996).

The beneficial effect on carers is indicated by the scoreson the Ways of
Coping Checklist, which showed that the therapy helped carers by
providing someone to talk to and, for those caring for people with mild
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dementia, diminished the carers' sense of self-blame. There was minimal
involvement of the carers in the therapy. A beneficial effect on patients
themselves can be inferred from the improvement in the global rating of
well-being. The trend towards improvements in both carer and patient
outcomes attests to the potential benefit of non-pharmacological
interventions in this group. Future studies in this area should concentrate
specifically on approaches that combine outcomes of carers and those in
their care.
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