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ABSTRACT 

Background and Objectives
While a range of psychotherapeutic interventions is available 
to support individuals with dementia, comprehensive reviews 
of interventions are limited, particularly with regard to 
outcomes related to adjustment and acceptance. The current 
review assesses studies that evaluated the impact of various 
forms of psychotherapeutic interventions on acceptance and 
adjustment to changing life circumstances for older adults 
with cognitive impairment. 

Research Design and Methods
A systematic search of PubMed, PsycINFO, and CINAHL 
databases was conducted, restricted to articles published 
in English within the last 16 years (from 2003 to 2019). 
Twenty-four articles were identified that examined the effects 
of psychotherapeutic interventions on outcomes related to 
acceptance and adjustment which included internalizing 
symptoms, quality of life, self-esteem, and well-being. Fifteen 
studies examined interventions targeted towards individuals 
with cognitive impairment, while nine studies also targeted 
their caregivers.  

Results
Interventions that impacted outcomes related to acceptance 
and adjustment (e.g., adaptation, depressive symptoms, 
helplessness, self-esteem, and quality of life) varied in 
their theoretical approach, which incorporated elements 
of cognitive behavioural therapy (CBT), problem-solving 
therapy, psychotherapy, reminiscence therapy, interpersonal 
therapy, mindfulness-based therapy, and meaning-based, 
compassion-focused therapy. Among all interventions, 
reductions in depression were the most commonly reported 
treatment outcome particularly among interventions that 

incorporated problem-focused and meaning-based therapies. 
Mixed findings were reported with regard to outcomes 
related to helplessness, quality of life, self-esteem, and life 
satisfaction indices for individuals with cognitive impairment. 

Discussion and Implications
There is some support for the effectiveness of psychotherapeutic 
interventions on improving acceptance and adjustment in 
older adults with cognitive impairment, particularly with 
regard to reducing depressive symptoms. 

Key words: dementia, psychotherapeutic interventions, 
acceptance, adjustment

INTRODUCTION 
Older adults with cognitive impairment and/or dementia have 
been the focus of non-pharmacological intervention studies 
to improve cognition, mood, and quality of life and, in some 
cases, to reduce behavioural disturbances.(1) The content 
of these interventions typically includes the application of 
traditional psychotherapeutic techniques to treat mental or 
emotional disturbances such as cognitive behavioural therapy, 
interpersonal therapy, acceptance and commitment therapy, 
and motivational interviewing. Providing psychotherapeutic 
interventions to help individuals with cognitive impairment 
accept and adjust to lifestyle changes can enhance their sense 
of well-being and quality of life.(2) This is the case whether 
cognitive impairment is considered mild (e.g., Mild Cognitive 
Impairment) or more severe (e.g., dementia).(3)

A prior literature review and meta-analysis summarized 
the evidence of psychotherapeutic interventions in cognitively 
impaired older adults (i.e., those with dementia or mild 
cognitive impairment) living in community and institutional 

Psychotherapeutic Interventions for Dementia: 
a Systematic Review
Paweena Sukhawathanakul, PhD1, Alexander Crizzle, PhD2, Holly Tuokko, PhD3,  
Gary Naglie, MD4,5,6, Mark J. Rapoport, MD7 
1Centre on Aging, University of Manitoba, Winnipeg, MB; 2School of Public Health, University of Saskatchewan, 
Saskatchewan, MB; 3Institution of Aging and Lifelong Health, University of Victoria, Victoria, BC; 4Department of Medicine 
and Rotman Research Institute, Baycrest Health Sciences, North York, ON; 5Department of Research, Toronto Rehabilitation 
Institute-University Health Network, Toronto, ON; 6Department of Medicine and Institute of Health Policy, Management and 
Evaluation, University of Toronto, Toronto, ON; 7Department of Psychiatry, Sunnybrook Health Sciences Centre, University 
of Toronto, Toronto, ON

https://doi.org/10.5770/cgj.24.447

SYSTEMIC REVIEW/META-ANALYSIS

© 2021 Author(s). Published by the Canadian Geriatrics Society. This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial  
No-Derivative license (http://creativecommons.org/licenses/by-nc-nd/2.5/ca/), which permits unrestricted non-commercial use and distribution, provided the original work is properly cited.

https://doi.org/10.5770/cgj.24.447


SUKHAWATHANAKUL: PSYCHOTHERAPEUTIC INTERVENTIONS FOR DEMENTIA

223CANADIAN GERIATRICS JOURNAL, VOLUME 24, ISSUE 3, SEPTEMBER 2021

settings. There was moderate support for psychotherapeutic 
interventions in reducing depression, while limited evidence 
was available for anxiety.(4) However, this review only 
included six studies, and did not review any constructs related 
to acceptance and adjustment other than depression in persons 
with cognitive impairment and/or dementia. 

Acceptance and adjustment are important to manage 
living with cognitive impairment and/or dementia and to cope 
with stigma, shock, and distress associated with a dementia 
diagnosis.(5,6,7) Individuals who are unable to adjust or cope 
with their diagnosis often become frustrated, anxious or 
depressed.(5) Acceptance can be defined as recognizing or 
assenting to a situation without the need to change or protest 
the situation.(8,9,10)

Adjustment is defined as a harmonious process of 
altering behaviour in response to a situational change. 
Constructs relevant to adjustment include resilience, problem-
solving, and coping, as well as distress and depression.
(11,12) Acceptance and adjustment in the context of cognitive 
impairment and/or dementia may be reflected in terms 
of quality-of-life indicators such as mood status, social 
engagement or behavioural adaptations (e.g., engaging in 
driving self-regulatory strategies) of the affected individual. 
Moreover, developmental theories, such as the Motivational 
Theory of Life-Span Development,(13) consider acceptance 
and adjustment as adaptive responses to challenges associated 
with change or decline, which is critical to successful aging. 
In line with the theory, acceptance and adjustment may take 
the form of engaging or disengaging from goals in order to 
maintain a sense of personal agency. 

Psychotherapeutic interventions have the potential to 
assist older adults with developing adaptive responses to 
cognitive decline that support acceptance and adjustment.(14) 
Patient-centred interventions that take into consideration the 
individual’s identity and social roles may prove most effective 
in helping individuals adjust to their changing circumstances.
(15) Clare(16) has noted that some individuals with early-stage 
dementia normalize their cognitive problems to maintain a 
consistent sense of self while others adapt their self-concept 
in response to perceived changes in their cognitive abilities. 
The maintenance of prior self-concept, however, may lead 
to poor decision-making from a lack of awareness of specific 
limitations.(17) In addition, situations that challenge a person’s 
self-concept may be perceived as threatening and possibly 
lead to depression, anxiety, and combative behaviours.(18) For 
these reasons, it has been proposed that early psychotherapeutic 
interventions may have beneficial effects on acceptance and 
adjustment to lifestyle changes associated with cognitive 
impairment, and perhaps even delay the progression of 
dementia.(2) For example, prior intervention studies have 
found that mindfulness and/or acceptance-based components 
have produced significant benefits, in comparison to control 
conditions, on measures of mindfulness/acceptance, depression, 
and anxiety, with small-to-medium effect sizes.(19,20,21)

 Caregivers may also help the process of adjusting and 
accepting a dementia diagnosis in a spouse. Prior studies 

found that the relationship between the spouse and partner 
was a significant factor for improving social relationships(22) 
and served as a coping mechanism for reduced stress,(23) 
particularly during the early stages when structured 
interventions can focus on care planning and future needs.(24)

As cognitive impairment often occurs in the context 
of a degenerative process, it is important to acknowledge 
that acceptance and adjustment to lifestyle changes may 
be ongoing, and intervention approaches may need to 
make accommodations for the progressive nature of the 
cognitive and behavioural deficits. A prior literature review 
was unable to recommend specific intervention features 
that best facilitate improved self and identity in people 
with dementia.(25) Acceptance and adjustment to cognitive 
impairment and/or dementia are emerging research areas and 
important to facilitate psychological well-being.(5,6) However, 
to date, there has been no critical appraisal or systematic 
review of the literature that describes theoretically-based 
psychotherapeutic interventions, offered either individually 
to persons with dementia or in dyads with their caregiver, 
that promote improvements in acceptance and adjustment 
to life circumstances and associated constructs (e.g., 
identity, self-perception, emotional regulation) in patients 
with cognitive impairment, including those with dementia. 
Thus, the purpose of this systematic review is to 1) advance 
treatment knowledge, and 2) to identify limitations in the 
current literature. This review will also provide directions 
for further research.

METHODS
Search Strategy
A systematic literature search was performed to identify 
all published peer-review articles on the effects of 
psychotherapeutic interventions in persons with cognitive 
impairment and/or dementia. We searched for key studies 
using PubMed, PsycINFO, and CINAHL databases. The 
systematic search was restricted to articles published in 
English within the last 16 years (2003–2019). Limiting the 
search to 16 years ensures that the most recent evaluations of 
psychotherapies are captured in this review. This timeframe 
was also chosen in order to complement and update existing 
reviews of psychotherapeutic interventions, but with a more 
expansive inclusion criteria of research. The search strategy 
included a set of search terms to capture the population of 
interest (i.e., age, older adults, dementia, Alzheimer, and 
mild cognitive impairment[MCI]); the specific type of study 
(i.e., evaluation of a psychotherapeutic intervention); and 
constructs or outcomes related to acceptance and adjustment. 
Specifically, search terms included, “aged AND dementia 
OR mild cognitive impairment OR Alzheimer OR minor 
neurocognitive disorder AND psychotherapy AND depression 
OR quality of life OR self-efficacy OR self-concept.” 

In order to be included in the review, studies must have an 
evaluative component. This can take the form of a randomized 
control trial, non-randomized control trial, or a single sample 
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design with a pre- and post-intervention. The rationale for 
this inclusion criteria was to assess the effectiveness of 
psychotherapeutic interventions within older adults who are 
dealing with cognitive limitations in order to recommend 
interventions that show the most promise for application in 
future studies. 

Process of Review
The review was conducted in accordance with Cochrane 
guidelines for systematic reviews and registered under the 
Prospero International prospective register for systematic 
reviews (http://www.crd.york.ac.uk/PROSPERO/display_ 
record .asp?ID=CRD42015019189). Two reviewers independ-
ently screened the search results and selected abstracts for 
full review based on inclusion/exclusion criteria. Studies 
were eligible for review if they reported psychotherapeutic 
interventions pre- and post- assessment outcomes such as 
acceptance, helplessness, adaptation, self-esteem, depres-
sion, and quality of life in older adults with some degree 
of cognitive impairment (e.g., mild cognitive impairment, 
Alzheimer disease or related dementia). Studies that evalu-
ated interventions that engaged their caregivers were also 

included. Interventions that primarily focused on improving 
cognitive function (e.g., processing speed, memory) without 
reference to other psychosocial outcomes such as acceptance, 
adjustment or related constructs were excluded. Because 
we were interested in patients with cognitive impairment, 
we excluded studies where the intervention solely targeted 
caregivers. We also excluded studies involving individuals in 
long-term care settings (e.g., assisted living or nursing home) 
because cognitive impairment tends to be more severe and 
individuals may not be able to participate in psychotherapy. 
Interventions that focused on reducing challenging social 
behaviour (e.g., aggressive behaviours, wandering, agitation) 
were also excluded. 

Level of inter-rater agreement for inclusion of studies for 
the review was moderate (Kappa = 0.49(26)). Discrepancies 
were resolved through discussion or, if necessary, by a 
third reviewer. The final data, including study features 
and outcomes, were entered for each study into a database 
management program and independently reviewed by the 
authors. A total of 24 articles were eligible for review after 
screening (see Figure 1). These studies fell into two groups: 
studies of the effects of psychotherapeutic interventions for 

FIGURE 1. Search results and study inclusion

http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42015019189
http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42015019189
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people with cognitive impairment (n=15), and studies of 
psychotherapeutic interventions targeting both people with 
cognitive impairment and their caregivers (n=9). 

RESULTS

The studies examining the effects of psychotherapeutic 
interventions in persons with cognitive impairment or 
dementia are provided in Table 1, and studies that also 
involved caregivers in the therapeutic process are provided in 
Table 2. The tables included information on the intervention 
including the sample size, context, length, intensity, and 
provider characteristics, as well as the primary outcome 
variables and main findings.  

Study Design
As shown in Tables 1 and 2, 13 interventions were implemented 
in group settings.(27,28,29,30,31,32,33,34) The duration of each 
intervention session varied, with sessions ranging from 
30 min to 6 hours. Most of the interventions were led by 
clinical psychologists.(31,35,36,37,38) The majority of studies (n 
= 17) employed a control group.(27,34,39,40,41,42,43,44,45) Post-
intervention follow-up assessments intervals ranged from one 
week to twelve months. 

Study sample sizes ranged from 9 to 221 participants. 
Mean ages ranged from 69 to 83 years. More than half of 
the studies (n = 15) used the MMSE to determine level of 
cognitive impairment with participants; scores  ranged from 
17 to 28.(27,28,29,30, 32,33,35,36,37,39,39,40,43,45,46) Other cognitive 
measures that were used included the Dementia Rating Scale 
(DRS),(31) Clinical Dementia Rating Scale (CDR),(18,42,44,47,48) 
the Rating of Anxiety in Dementia (RAID), Trails A and B,(34) 
and Addenbrooke’s cognitive examination (ACE-III).(49)

Participant attrition rates ranged from 5% to 50%. 
Participants were recruited in a variety of settings including 
memory clinics,(28,29,35,37) community agencies,(18,31) 
psychiatry facilities,(36,46) a home-delivered meals program,(32) 
institutional research centres,(32,34,40) self-referrals,(32,36,47) 
referrals from physicians,(47) and outpatient clinics and 
community day centres specializing in dementia care.(48) 

Cognitive Behavioural Therapy-based 
Interventions 
The most common psychotherapeutic component used in five 
interventions was Cognitive Behavioural Therapy (CBT). 
CBT is a goal-oriented psychotherapy treatment that supports 
individuals in their problem-solving process by changing 
maladaptive thinking or behaviour that may be contributing 
to their emotional distress. Joosten-Weyn Banningh 
and colleagues’ CBT based program(27,28,29,30) included 
components of psychoeducation and memory rehabilitation. 
The findings were mixed in relation to acceptance (degree to 
which patients cognitively adjust to their chronic condition) 
and helplessness (degree to which patient generalize disease 
to daily function). Of the four studies, two found increases 
in acceptance post-intervention,(27,28) and one found that 

helplessness decreased for women post-intervention compared 
to a wait-list control group.(30) The authors concluded these 
differences in the acceptance and helplessness outcomes may 
have resulted from the scales not being sensitive enough 
to detect meaningful changes. Quality of life (QoL) and 
depressive symptoms were also assessed in the four studies, 
but no changes in these outcomes were reported. 

Additionally, two separate studies examined a CBT-based 
intervention for anxiety in persons with dementia that included 
deep breathing, behavioural activation, sleep management, 
and coping skills.(42,48) Reductions in depressive symptoms 
among the intervention group were reported in one study,(42) 
while QoL improved in the Stanley et al.(48) study. In both 
studies, caregivers also reported reductions in participants’ 
level of distress.

Two multi-model interventions also included components 
of CBT.(47,43) In addition to CBT, these interventions included 
group therapy programs that combined exercise, cognitive 
therapy, and support programs,(47) as well as rehabilitative 
treatment.(43) Cognition significantly improved in post-
intervention in both studies. Additionally, depressive mood 
improved after treatment,(43) as  did self-esteem.(47)

Problem-focused Therapies
The therapeutic goal of problem-focused therapies is to 
help individuals initiate resolutions to persistent problems 
and to identity maladaptive habits that may be contributing 
to the maintenance of their problems. Three interventions 
incorporated therapies that focused on supporting individuals 
navigate emotional and physical challenges related to 
their dementia diagnosis. Problem Adaptation Therapy 
(PATH) offers compensatory strategies and environmental 
adaptations,(32,31) while problem-solving therapy(36) helps 
patients identify problems and implement action plans to 
help overcome perceived obstacles. Problem focused therapy 
was also incorporated into one multimodel intervention that 
combined practical problem-solving strategies with cognitive 
training, self-assertiveness training, and motor exercise.
(33) Reductions in depressive symptoms were reported in 
three studies.(31,32,36) A reduction in disability (degree of 
disruption of the participants’ social life, family life/ home 
responsibilities, and work) was also observed in the Kiosses 
et al.(31,32) studies. Cognition was also assessed in all four 
studies but no significant changes were observed. 

Group Psychotherapies
Group psychotherapies encourage participants to discuss and 
share their experiences and feelings of loss associated with 
dementia. Three interventions utilized group psychotherapy.
(37,41,44) Reductions in depressive and anxiety symptoms were 
reported in Cheston and Jones.(37) Among the 12 psychological 
symptoms that were assessed with the Neuropsychiatric 
Inventory (NPI), reductions in anxiety and apathy were 
reported in Weber et al.(44) Although no reductions in depressive 
symptoms were observed, significant short-term improvements 
in quality of life and self-esteem were reported in one study.(41) 
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Emotion-focused and Meaning-based Therapies 
Two interventions incorporated psychotherapies that were 
emotion-focused or meaning-based. The Preserving Identity 
and Planning for Advance Care (PIPAC) intervention(18) 
targets stress processes that occur during the early stages 
of dementia by promoting coping strategies that help to 
reduce negative emotional and health-related outcomes. 
Improvements in health-related QoL and coping, and 
reductions in depressive symptoms, were reported among 
participants in the treatment group. However, other indicators 
of self-reported emotional outcomes (anxiety, meaning, 
social engagement, emotional and anticipated support) 
did not significantly change at post-treatment assessment. 
The meaning-based, multi-component Daily Enhancement 
of Meaningful Activity (DEMA) intervention(40) supports 
couples facing MCI by encouraging participants to remain 
engaged in meaningful activities, work together to meet 
goals, remain engaged in meaningful activities, and adapt 
to changes over time. Participants with MCI demonstrated 
higher levels of meaningful activity engagement post-
intervention. Moreover, spouses had lower levels of 
caregiver burden post-intervention, although communication 
satisfaction decreased.    

Interpersonal Therapies
The goal of interpersonal therapy is to help identify and resolve 
interpersonal difficulties that may be contributing to distress. 
Two interventions incorporated elements of psychodynamic 
interpersonal therapy(35) and maintenance interpersonal 
psychotherapy (IPT).(38) One of the studies(38) found that 
interpersonal therapy was protective against recurrent major 
depressive episodes following the intervention compared to 
controls who received usual care. Moreover, the time to major 
depression recurrence was longer in the intervention than the 
control group (58 weeks compared to 17 weeks). The Burns 
et al.(35) study did not observe any significant changes in any of 
the main outcome variables (e.g., cognitive function, activities 
of daily living, caregiver stress, and coping) post-intervention 
which the authors attributed to the relatively low-dosage of 
the treatment (six, brief sessions).

Reminiscence Therapies
Reminiscence therapy incorporates the use of music, voice 
recordings, photographs, and other familiar objects to invoke 
the sharing of activities, events, and experiences in the 
past with other individuals in the group. Two interventions 
incorporated reminiscence therapy. In one study, reductions 
in depressive symptoms and improvements in cognition were 
reported in the treatment group.(39) No difference was found 
in mobility, individual hygiene, eating, sleeping, and dressing 
areas of daily living activities between the intervention and 
control group, although a positive change was found in 
communication, collaboration, socialization, and restlessness. 
Increases in hope, life satisfaction, and spiritual well-being 
were reported in another study post-evaluation.(45) 

Mindfulness-based and Compassion-focused 
Therapies 
The goal of mindfulness-based therapies is to decrease stress, 
improve mood, and reduce maladaptive reactive behaviours. 
Two interventions incorporated elements of mindfulness-
based practices. In one intervention, participants were taught 
attentional and emotional skills that encourage awareness 
and acceptance of the present moment.(34) Participants 
showed improvements on quality-of-life measures and fewer 
depressive symptoms post-intervention. 

Similar to the philosophy of mindfulness-based therapy, 
compassion-focused therapy helps individuals develop and 
accept compassion in order to alleviate shaming of the self and 
others.(49) The program uses mindfulness exercises to reduce 
stress and internalizing problems. Reductions in depression 
and respiratory rate and improvements in quality of life were 
reported among participants post-intervention.   

Behavioural Activation Therapies
One intervention incorporated behavioural activation (BA).
(46) Based on traditional behavioural techniques, the goal of 
BA therapy is to encourage patients to remain active and 
engaged in life’s activities, rather than leading withdrawn 
and avoidant lifestyles. BA encourages the patient to explore 
how meaningful, reinforcing activities influence their mood. 
Although no difference was reported in changes among the 
quality-of-life measures, the authors found reductions in 
depressive symptoms among participants in the intervention 
group compared to the control group. 

DISCUSSION

While a range of psychotherapeutic interventions is available 
to support individuals with dementia, comprehensive reviews 
of interventions are limited. In this review, we identified 24 
studies that evaluated the effectiveness of psychotherapeutic 
interventions. The majority of interventions reported 
incorporating elements of CBT. Reductions in depressive 
symptoms were the most commonly reported outcome among 
the majority of the interventions evaluated (9 out of 17 studies 
reported reductions). Changes in other measures related to 
acceptance and adjustment, such as adaptation, helplessness, 
self-esteem and quality of life, were mixed. 

Consistent with prior studies,(1) we observed reductions 
in depressive symptoms following meaning- or problem-based 
interventions. Depressive symptoms declined following seven 
RCTs and two non-randomized control studies that employed 
meaning- or problem-based interventions. Meaning-based 
therapies and problem-based interventions encourage 
individuals to engage with meaningful activities and offers 
strategies to help overcome challenges associated with their 
diagnosis. These opportunities to find a sense of purpose and 
develop competence may, in turn, reduce the likelihood of 
developing depressive symptoms. However, out of the 17 
studies that included a depression outcome measure, three 
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included patients with major depression and it was unclear 
whether interventions can better improve depression in those 
with mild versus more severe type of cognitive impairment. 
Future studies will need to distinguish between patients with 
mild and major depression due to challenges in assessment 
and treatment, as there is often overlap in the diagnosis of 
cognitive disorders and depression. 

The findings on the effectiveness of CBT interventions 
at improving acceptance and adjustment in persons with mild 
cognitive impairment were mixed, based on the findings of 
four non-controlled studies by the same lead author. Earlier 
studies by this group(27,28) showed significant improvements 
in acceptance and adjustment following CBT. However, as 
their sample size increased in subsequent studies,(29,30) the 
findings were less consistent. This would suggest that other 
factors, such as patient characteristics, may be impacting 
the effectiveness of CBT for improving acceptance and 
adjustment in persons with MCI, and the possible effect of 
these factors needs to be further examined. In contrast, one 
RCT in persons with dementia(47) found that self-esteem 
significantly improved following a CBT intervention. 
Differences pertaining to the severity of cognitive impairment, 
intervention components, and samples sizes may at least 
partially explain the conflicting findings related to acceptance 
and adjustment of changing lifestyle following CBT. 

Moreover, while 45% of the studies included dyads, it 
is unclear how including caregivers in interventions affected 
the patient both short- and long-term. While some dyad 
interventions improved depression and quality of life, so did 
those interventions without caregivers included. Future studies 
should determine the difference in effect sizes comparing an 
intervention with and without caregivers. The differences 
between the studies in terms of intervention format (individual 
vs. group) and the characteristics of the individuals leading 
the interventions also make it difficult to identify optimal 
intervention conditions. For example, in a few studies,(38,31,32) 
the same clinician led both the intervention and control group, 
which may have resulted in bias (e.g., therapist allegiance 
or cross-contamination). Given the heterogeneity among 
the studies, it is difficult to determine whether intervention 
effects or lack thereof are more strongly related to shorter or 
longer intervention durations or the length of the assessment 
intervals in relation to the conclusion of the intervention. 
More longitudinal research is needed to determine the 
optimal content, method of delivery, and duration of these 
interventions to impact on the adjustment of individuals with 
dementia as the disease progresses.

While all studies included people with some cognitive 
impairment, the recruitment process and diagnostic criteria 
for study entry varied widely. It may be that the effectiveness 
of psychotherapeutic interventions is at least partially 
dependent on the initial level of self-awareness exhibited 
by the participants. If this is the case, those with milder 
forms of cognitive impairment may benefit most from these 
intervention approaches. Unfortunately, it is not possible to 
determine from the studies reviewed whether or not this is the 
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interventions that encourage acceptance and adjustment 
have the potential to alleviate the psychological distress 
associated with a dementia diagnosis. Future studies may 
consider combining aspects of meaning- or problem-based 
interventions with CBT to determine the effects on acceptance 
and adjustment, given that the benefits of psychotherapeutic 
interventions for individuals with cognitive impairment have 
yet to be fully realized.  
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