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Abstract 

 

Care of Older adults with Alzheimer’s Dementia in Nigeria 

 

Patricia Nkoli-Ezinwa Oranye, M.A. 

The University of Texas at Austin, 2012 

 

Supervisor:  Thomas P. Marquardt 

 

 

 

 

        Dementia is a syndrome characterized by multiple cognitive deficits, that are 

sufficient to interfere with daily living and social and occupational functioning 

(Gabrowski & Damasio, 2004). Alzheimer’s Dementia (AD) is the most common cause 

of dementia in adults and the risk of developing the disease increases with age. 

Alzheimer’s Dementia is a disease that is misunderstood in Nigeria because of the nature 

and time of onset of the condition; memory loss associated with Alzheimer’s Dementia is 

assumed to be a normal part of aging. This report investigates the quality of care that is 

provided to older adults with Alzheimer’s Dementia in Nigeria and offers 

recommendations for improved rehabilitation services. 
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Introduction  

       The current state of service provision to older adults with Alzheimer’s Dementia in 

Nigeria is insufficient. Older adults in Nigeria with Alzheimer’s Dementia do not receive 

the care that they need from either the government or their family. There are many 

reasons for the lack of care. First, dementia due to Alzheimer’s is a term unknown to 

many Nigerians. Memory loss as a result of Alzheimer’s Dementia is considered a 

normal part of aging and initially care is of limited concern. However, when memory loss 

becomes so pervasive that it disrupts work, hobbies, social activities and family 

relationships, the family is not aware that these are signs of Alzheimer’s Dementia and 

because of the lack of awareness, they are not able to effectively care for the older adult. 

Secondly, the Nigerian government has provided minimal support because culturally, the 

care of the older adult has always been the responsibility of the family.  

       The purpose of this paper is to review critically the effects of Nigerian culture, 

government, economy and health systems on the care of older adults with Alzheimer’s 

Dementia with a view to understanding why support and care for them has been 

insufficient. The paper will also recommend methods for improving the cognitive and 

communication skills of individuals with Alzheimer’s Dementia in Nigeria. The structure 

of the Nigerian family and role of the family in caring for the older adult will be 

reviewed. Additionally, the cultural beliefs of Nigerians regarding the care of the older 

adult will be discussed in conjunction with how differences in rural and urban life affect 

care of the elderly. The extent of government participation in terms of policies enacted, 
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and medical services provided to the older adult will be discussed.  The care provided to 

the older adult with Alzheimer’s Dementia in the United States will be described and 

suggestions for speech and language intervention methods that can be used in the homes 

by families in Nigeria will be considered.  
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 Nigeria-General Information 

       Nigeria is a large country located in the West African region. Covering 356,668 

square miles, Nigeria is approximately twice the size of California and three times the 

size of the United Kingdom (Falola & Heaton, 2008).  Nigeria, with a population of 140 

million based on estimates from the National Population Commission (2006), is the most 

populous nation in Africa and the ninth in the world (United Nations, 2005). According 

to the Central Intelligence Agency World Fact book on Nigeria (2012), life expectancy 

stands at 51.6 years. The population growth rate (2000-2005) is 2.5% with 5% of the total 

population aged 60 and above.  Older people make up the poorest group in Nigerian 

society. By the year 2025, the population of Nigeria aged 60 and above will constitute 6 

percent of the entire population (UN, 2005). As the elderly population increases, there is 

a greater demand for health and medical services among other pressing needs such as 

food and housing. The average income of Nigerians, according to the Central Intelligence 

World Fact Book on Nigeria (2012), is estimated to be $2,600.  The rise in the cost of 

living with a dwindling income pattern for the country makes it difficult for family 

members to care for and support one another (Sijuwade, 2007).   

       As in many developing countries, Nigeria is faced with an increase in the number of 

elderly and industrialization and urbanization have also affected the care of the aged. 

Rural-urban migration has led many young family members to leave their older adults in 

rural areas for urban areas in search of better opportunity. Family members, after moving 

away, still support older adults who live alone. Members of the community also assist the 

older adult when necessary. 
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       In Nigeria, studies that focus on the care of the older adult are few (Abdulraheem,  

Oladipo & Amodu, 2011). This may be because care of the older adult has always been 

the responsibility of the family and in addition, families consider issues relating to its 

members as personal and not open to public attention. Available studies focus on issues 

ranging from the description of the traditional form of care of the older adult, 

demographic data, government’s policy on the elderly, life-satisfaction of the older adult, 

effects of structural adjustment programs on the elderly, and the nutritional assessment 

and health status of the elderly (Anionwu, 1986; Adeokun, 1986; Akukwe, 1992; 

Ekpeyong 1995; Bakare et al., 2004). These studies have found that care of the elderly 

has been left to the family with very little government support. There are 10 old people’s 

homes that serve a population of 140 million people in Nigeria (Ajomale, 2007), showing 

the limited extent of government participation in the care of older adults. 

 

       Studies have shown the prevalence rate of Alzheimer’s Dementia in Nigeria to be 

relatively low compared to the United States. In a study by the Indianapolis-Ibadan 

Dementia Project in 1992, comparing elderly African-Americans in Indianapolis with 

elderly Nigerians in Ibadan (Western Nigeria), the rate of dementia in Ibadan was 2.29%  

compared to a rate of 4.82% for  Indianapolis. When patients in nursing homes in 

Indianapolis were added, the rate increased to 8.4%. The study reported that there are no 

nursing homes in Ibadan. The study also compared the risk factors between the two 

groups. Age and female gender were the most important risk factors associated with 

dementia in Nigerians. In some Caucasian populations, one important risk factor for 
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Alzheimer’s Dementia was the possession of Apolipoprotein ɛ4 (a protein in the blood 

which helps carry cholesterol and fat and associated with about a third of cases with 

Alzheimer’s Dementia) was not found to be a genetic risk factor for Nigerians (Baiyewu, 

2003 ). There were genetic and environmental differences between Nigerians and African 

Americans. The study showed that the Body Mass Index (BMI), serum cholesterol and 

mean systolic blood pressures were higher in African Americans than in the Nigerian 

subjects. It seems that African Americans were at a higher risk of developing vascular 

problems which predisposes them to developing Alzheimer’s Dementia (Baiyewu, 2003). 

Consumption of foods that are high in cholesterol are known to increase the risk of 

developing Alzheimer’s Dementia and to prevent the disease such foods should be 

eliminated from the daily diet.  
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Description of the Family 

       The family is extremely important to Nigerians and consists of a nuclear family of 

the father, his wife (or wives in case of polygamous homes), and their children. The 

extended family is made up of relatives that include the grandparents, aunties, uncles, 

nephews and nieces.  

 

       Nigerians believe in having many children, who are usually close in age. This trend 

is declining due to the economic depression in the country. The concept of the extended 

family system is also gradually losing its place and is being replaced more with the 

nuclear family system.  Care and social support to older family members which was 

considered a traditional function performed by the family is no longer performed because 

of the problems in the economy, migration of younger family members from rural to 

urban areas and the influence of foreign culture. Family members are therefore less able 

to effectively cope with the challenges of daily living.  

 

       Nigerians place a higher priority on their immediate nuclear family of “me, my wife 

and my children” at the expense of other extended family members, especially the older 

adults who previously had looked to their younger relatives for care and support in old 

age (Ajomale, 2007). This situation is more difficult when the older adult has little or no 

formal education and is faced with the challenges of feeding and medical care when they 

are old and can no longer work. For example, in a study by Abdulraheem et al., (2010), 

among 1824 elderly rural dwellers aged 60 years and above who were from Abadam, 
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Guzamala, and Mobbar local government areas (LGAs) in Borno State, North-Eastern 

Nigeria, the results showed that illiteracy level was 85% and of those that were literate, 

87% had primary education and 11% had secondary education and 3% had tertiary 

education. Of the elderly women, only 4.6% had secondary education, 15.3% had 

primary education and 80.1% had no formal education. When the older adults become 

old or sick, they cannot rely on their relatives for care and support. In cases where their 

families cannot afford to take care of them, they may end up on the streets as beggars. 
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Cultural Beliefs about the Care of the Elderly in Nigeria 

       Culture is a social heritage, transmitted by one generation to another. It is shared by 

everyone. The individual receives and shares it as a member of a group (Dressler & 

Carns, 1973). The outcome is that individuals in the group engage in human interaction in 

characteristic ways that help promote group mutual welfare. Human societies are made 

up of systems of social relationships. Cultures are learnt when people do what is expected 

of them. For example, children are taught from a young age to respect, honor, care and 

support the older adults of the family. Perhaps the major feature of a traditional setting as 

it relates to the aged is the extended family system. The traditional family set up in 

Nigeria is a close knit one which guarantees that each member irrespective of age is 

supported and cared for. In many developing countries such as Nigeria, older adults are 

cared for within the extended family and sometimes when the older adult lives alone and 

does not have a relative to take care of him or her, the community as a whole takes on the 

responsibility of caring for them.  

       Families in Nigeria do not believe in institutional care because culturally an elderly 

relative is not allowed to live alone and away from their family and therefore is 

considered a taboo to take them to institutions when they become ill. Family members 

assign a younger relative to take on the responsibility of looking after the sick elderly 

relative. The elderly relative with Alzheimer’s Dementia is not expected to do household 

chores such as answering the phone, shopping, or preparing meals. However, when the 

caregiver is not a relative, the quality of care may become poor. This is because, since the 
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caregiver does not have any blood relationship with the elderly, the caregiver may be less 

likely to provide adequate services. In addition, where no form of compensation is given 

to the caregiver for services rendered to the older adult, adequate care may not be 

provided.   

       The Indianapolis-Ibadan Dementia Research Project (I-IDRP) carried out a study in 

1992 on Idikan community in Ibadan, Nigeria. Results of the study showed that only 15% 

of the elderly adult lived alone while the rest were with relatives. Most of the relatives 

preferred home care. One of the reasons they gave was to avoid being stigmatized by 

others and therefore concealed their older relatives within the families. They did not want 

to deal with the embarrassment resulting from hallucinations and delusional behaviors 

that were typical in later stage Alzheimer’s Dementia. Also, they believed that others in 

the community may think that these behaviors were an act of possession by witchcraft, 

which they think could lead to their being ostracized and or dealt with more severe 

punishments like death by stoning by community members (Ogunniyi, Hall, Baiyewu, 

Gureje, Unvergazt,  Gao  & Hendrie, 2005). 

 

       Families also believed that institutionalized care was a place for destitute people and 

therefore considered it a taboo to place family members with Alzheimer’s Dementia in 

these homes. There is the belief that it was better for the older adult to die at home with 

the family than to be left in the nursing homes with strangers. This also explains the 
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reason why nursing homes are few and the only available ones are patronized by those 

without strong family ties or people with disabilities (Ogunniyi et al., 2005).    

 

       In Ogunniyi et al. (2005), 10 religious ministers surveyed believed that dementia was 

caused by evil spirits and only 10-20% of those interviewed believed that dementia could 

be cured by the use of drugs or other forms of orthodox therapy. Religious ministers were 

the target of this survey because family members visit religious ministers for prayers and 

counsel when the symptoms of the disease become severe. Family members with 

relatives with dementia therefore spent money seeking alternative care including 

sacrifices to gods and visits to religious homes. Two-thirds of the patients with dementia 

were still at the mild stage and families were able to manage them at home (Ogunniyi et 

al., 2005).  In developed countries home care is recommended during the mild stage of 

the disease.  

 

       In Nigeria, families cannot afford the high cost of hospital care and many older 

adults live below the poverty line with very little income; only about 6% earning any 

pensions (Ogunniyi et al., 2005).  Older relatives are managed at home with the limited 

resources available. The government’s lack of implementation of public policies on 

adequate care of older adults with Alzheimer’s Dementia, health insurance or a good 

social security scheme have made it difficult for the older adults to be cared for. 
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       The responsibility of caring for the older adult in Nigeria lies on the family and is 

voluntary with the family member not expecting any form of compensation or reward 

(Ajomale, 2007).  

 

       Senior family members delegate the younger ones to assist in caring for the sick 

elderly relative. According to Sijuwade, (2007), “this care giving was backed not simply 

by the emotional bonds of relationship emerging out of blood relationship or marital 

relationship but by the force of pervasive influence of traditional values, norms, and 

behavior which were not simply practiced as a matter of routine but also deified” (p. 

315).  A closer examination will reveal that the traditional bond between the older adult 

and the family is gradually becoming weaker because the high inflation rate and 

reduction in spending income have made it difficult for the family to provide adequate 

care and support.    
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 Distinctions between Urban and Rural Life in Nigeria 

       In Nigeria, half of the population lives in urban areas (Central Intelligence Agency 

World Fact Book 2012). The rest of the population lives in small, remote, rural 

communities. The CIA Fact Book estimated that between 2010 and 2015, this figure will 

increase by 3.5% annually. 

        Rural life in Nigeria is mainly agriculturally based. Most of the food production in 

Nigeria comes from rural areas. However, rural areas in Nigeria are threatened, with 

serious problems ranging from general underdevelopment and social backwardness to 

specific infrastructure deficiencies in electricity, potable water, good roads, healthcare 

facilities, schools transportation and waste disposal. Widespread poverty, hunger, 

illiteracy, and unemployment are common in addition to apathy and despair.  With the 

deterioration of rural life, families are forced to migrate to big towns and cities with the 

hope of improved standard of living. The older adults, most especially those that are sick 

or too weak to relocate, are left behind in rural areas where there are few resources to 

take care of them. 

       Urban towns/cities in Nigeria have more infrastructure when compared to rural areas. 

Residents in urban areas have better access to education and health care as well as basic 

services such as clean water, sanitation and transportation. Data from the CIA 2012 

World Fact book on Nigeria revealed that 75% of the population in urban areas has 

access to potable water while in rural areas it was 42%. The provision of sanitary 

facilities in urban areas was 36% while in rural areas it was 28%.  These disparities in the 
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provision of such amenities have facilitated rural-urban migration; a situation that has 

transformed and depleted rural agricultural productivity with soaring food prices. This 

situation has made it difficult for families with older relatives with Alzheimer’s Dementia 

to adequately take care of them.   

 

       Migration in the Nigerian context does not mean that families that move to urban 

areas permanently separate from those left behind in the rural areas. On the contrary, they 

keep close contact with their rural relations; most especially when the older adult is sick 

with Alzheimer’s Dementia and is looked after by another relative. Families make 

periodical remittances to the older adults and other relatives who take care of them and in 

some cases make arrangements for the sick relative to come to the urban areas for 

medical treatment. 

 

       According to the National Bureau of Statistics (NBS), the unemployment rate of 

Nigerians in the first half of 2011 was 23.9%, up from 21.1 % in 2010 and 19.7 % in 

2009.  Families in the rural areas who are unemployed and have relatives with 

Alzheimer’s Dementia will find it extremely difficult to care for their older relatives 

because more unemployed Nigerians, especially youths aged 15-24 and 25-44, live in the 

rural areas.  
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 The Economy 

       Nigeria’s diverse geography yields a broad assortment of natural resources. Mineral 

wealth includes large deposits of coal, iron, tin, and columbite. Small amounts of gold, 

silver and diamonds have also been discovered. Nigeria is famous for its large petroleum 

reserves (Falola & Heaton, 2008). Nigeria is the world’s 11th largest producer of oil with 

a current output of 2.5 million barrels per day (mbpd) of quality crude (Nigerian 

Academy of Science, 2007). In spite of its vast resources in natural resources, Nigeria has 

found it difficult to care for the elderly and most especially those with Alzheimer’s 

Dementia. The country’s resources are directed towards young people, women and 

children. 

 

       Despite Nigeria’s oil wealth, a large population means Nigeria’s GDP per capita is 

low.  According to the Central Intelligence Agency (US) statistics on Nigeria, the gross 

domestic product (GDP) of Nigeria is $377.9 billion (estimate) or $2,500 per capita 

income (estimate), with a real growth rate of 8.4% (estimate). In spite of its abundant 

wealth, 70% of the country’s population lives below the poverty line. This means 

families who have older adults with Alzheimer’s Dementia and who live below the 

poverty line will have limited resources to care for their relatives.  

 

       The economy of Nigeria has shifted from middle income to a low income economy. 

During the 1980's and 1990's Nigeria faced growing economic decline and falling living 

standards, a reflection also of political instability, corruption, and poor macroeconomic 
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management (most notably the failure to diversify the economy). The economy remains 

in decline even though the country is struggling to leverage the country’s vast wealth in 

fossil fuels in order to displace the poverty that affects about 70 percent of its population 

(CIA 2012 World Fact Book). Poverty has a more devastating effect on the older adults 

who have no means of livelihood to support themselves after they have retired and more 

so, when they have a cognitive impairment such as Alzheimer’s Dementia which requires 

medical and rehabilitative care. 

       The Nigerian elderly have little personal income and usually live with their children. 

First sons and all daughters typically care for their aged parents. It is the belief that when 

a young man or woman takes adequate care of their parents, their children will in turn  

take care of them when they become old.  
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Medical Care 

       A brief description of Alzheimer’s Dementia as well as the stages of the disease is 

important at this stage in order to provide a general understanding of the disease process 

as it affects the patients. Alzheimer’s Dementia (AD) is a degenerative brain disease that 

impairs the ability of an individual to think and remember as well as the ability to carry 

out simple activities of daily living. By limiting an individual’s memory, Alzheimer’s 

Dementia changes an individual’s ability to communicate with other people. The quality 

of interactions inevitably declines over time, distressing not only the person with the 

disease, but also their family and caregivers. Alzheimer’s Dementia is the most common 

cause of dementia among older people.   

 

       Neuropathologic and neurochemical changes play a role in the development of 

Alzheimer’s Dementia. Neuropathologic changes are characterized by neurofibrillary 

tangles and neuritic plaques that are distributed in the entorhinal cortex (adjacent to the 

hippocampus), spreading in the stages to the hippocampus, inferior and lateral temporal 

lobes and eventually to the temporoparietal and frontal regions. (Chapey,  2008). 

 

       Alzheimer’s Dementia ranges in severity from the mildest stage, when it is just 

beginning to affect a person’s functioning, to the most severe stage, when the person 

must depend completely on others for basic activities of daily living. Effects of dementia 

vary according to the progression of the disease. According to Brookshire (2003), at the 
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early stages, patients may find it difficult to understand complex syntactic languages such 

as passive sentences and comprehend abstract material.  

 

       During the middle stages of AD, the ability to retrieve words, syntax and reading rate 

decline. Communication deficit is most evident in this stage. According to Brookshire 

(2003), patients in the middle stages of Alzheimer’s disease find it more difficult to 

engage in conversations. The affected individual avoids conversational interactions and 

allows others to lead the “topic, tone, and content of conversations, and offer trivialities, 

automatisms, and irrelevant comments in place of substantive contributions”. They tend 

to repeat their ideas more often and do not respect the rules of conversational turn taking, 

although most patients retain a general sense of when to talk and when to listen.   

 

       At the late stages, communication becomes severely impaired. Expressive and 

receptive language skills are affected, making interactions with others difficult. 

Overlearned sequences, simple familiar phrases and words are sometimes the only 

preserved forms of verbal communication in individuals in late stages Alzheimer’s 

Dementia.  

        

     According to Brookshire (2003), patients at the late stages have difficulties observing 

social conventions such as greetings and farewells and do not respond to conversational 

rules such as those governing turn-taking, topic maintenance, and eye contact. Some 

patients in the late stages of the disease rarely talk or have conversations and others 
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become echolalic (constantly repeating others speech) or pallilalic (endlessly repeating a 

self-generated word or phrase).  

                                                 

       Patients with Alzheimer’s Dementia require medical care. Medical care is not easily 

accessible in Nigeria. The government provides for three tiers of health care; primary, 

secondary and tertiary which are managed by the local, state and federal governments 

respectively. Primary health centers provide preventive, curative, and health promoting 

and rehabilitative services for the patients. When a patient’s medical needs are not met at 

the primary health care level they are referred to the secondary care level, where they 

receive specialized and expert services through out-patient and inpatient services of 

hospitals for general medical, surgical, pediatrics, obstetrics, gynecology and community 

health services.  

 

        The primary health centers are the first place that patients with Alzheimer’s 

Dementia visit when they become ill. However, the centers have become highly 

ineffective and have deteriorated due to the lack of investment in personnel, facilities and 

drugs. The provision of health care at the primary care level is largely the responsibility 

of local government with support from the State Ministries of Health. There is an 

inadequate provision of health services which has led to a lack of confidence and trust by 

the public in the health services resulting from the poor state of the facilities and low 

standards of delivery.  
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       The highest level of the health care system in Nigeria is provided by teaching 

hospitals and other specialist hospitals which provide care for specific disease conditions 

or specific groups of patients such as the older adults with Alzheimer’s Dementia. 

According to Baiyewu (2003), few older adult patients with Alzheimer’s Dementia visit 

the hospitals for treatment. The only exception when they come to the hospital occurs 

where the family member is knowledgeable enough to understand the disease processes 

and seek medical advice and can finance treatment. He reported however, that 

cholinesterase inhibitors which help in treating symptoms during the early stages of 

Alzheimer’s Dementia are not available in Nigeria. Vitamin E is usually prescribed to 

treat behavioral symptoms in patients when they occur. Sertraline, the only Serotonin Re-

uptake Inhibitor is available while Clozapine and resperidol, two atypical neuroleptics are 

expensive. 

       Older adults with Alzheimer’s Dementia cannot afford quality medical care; the 

geographical distance to get to these services makes it difficult, if not impossible for 

many older adults to access, particularly in the rural areas. The older adults with 

Alzheimer’s Dementia who do not have access to orthodox health care visit traditional 

medicine men and herbalists for treatment.  
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 The Role of the Government 

       Government’s participation in the care of older adults in Nigeria has been minimal. 

This is because caring for the elderly has been the responsibility of the family. However, 

the Federal and State Governments, the National and State Assemblies as well as other 

stake holders and individuals are very aware of the necessity for greater commitment 

towards the care of the elderly in Nigeria. The federal government promulgated various 

policies over the years for older adults who have retired from public service. The 1999 

Constitution of the Federal Republic of Nigeria particularly Section14 (2) (b) provides 

that “the security and welfare of the people shall be the primary purpose of the 

government.” Also Section16 (2) (d) insists “that suitable and adequate shelter and food, 

reasonable minimum living wage, old age care and pensions and unemployment, sick 

benefits and welfare of the disabled are provided for all citizens”(no page).  So far these 

policies have not been effective. Older adults with Alzheimer’s Dementia do not receive 

any form of sick benefits from the government to support them. Federal and State 

workers who retired from active service have found it difficult to receive their monthly 

pensions due to administrative problems.  

        

        The Income Act of 1993 and the National Social Insurance Trust Fund (NSITF) 

provides for a mandatory contributory social security scheme for private sector 

employees and employees under the NSITF Act 1993. Also, there is the personal pension 

scheme which can be purchased voluntarily by individuals from insurance companies. So 

far, these policies have proven ineffective and the challenges of bureaucratic problems 
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have hampered their implementation. The pension schemes are poorly implemented 

because there have been so many cases where pension funds have not been disbursed to 

retirees due to administrative breakdowns and corrupt practices of government officials. 

Pensioners who become sick with Alzheimer’s Dementia therefore, have limited financial 

resources to care for themselves. 

 

       The Social Insurance Schemes do not have adequate coverage for workers in the 

formal sector of the economy. Workers in the informal sector such as farmers, traders, 

carpenters, etc. do not have coverage and are the most vulnerable when they are old, sick 

or unemployed. They are generally not protected in old age and cannot afford to pay their 

health care bills. Older adults who no longer work and have cognitive impairments such 

as Alzheimer’s Dementia may not able to care for themselves. 
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Care of the Older Adults in the United States of America 

       Nursing homes in the United States are places where sick and/or older adults live 

when they are unable to care for themselves at home or when it is unsafe for them to live 

at home.  They are   known by various names such as skilled nursing facilities, or nursing 

and rehabilitation centers.   

 

       Older adults may prefer to live in their own homes if they had the choice but as they 

get older, they may begin to lose functioning ability and may require additional assistance 

in the home. When they do not have assistance in the home, they are left with the option 

of moving into a nursing facility. Their older children most often are faced with the 

challenge of helping their parents make the right choices. It is therefore the practice in the 

United States for older adults to be taken by their families to nursing homes when they 

are sick and cannot take care of themselves.   

        

       According to the 2010 United States Center for Disease Control /National Center for 

Health Statistics publication, there are 17,000 nursing homes in the Unites States, 

providing service to 1.6 million current residents. Of the 17,000 nursing homes in the 

United States, 67% are proprietary, just over a quarter are voluntary nonprofit, and the 

government operates about 7% of the homes. Almost 80% of the nursing homes are 

certified by both Medicare and Medicaid. The 1997 National Nursing Home survey of 

nursing homes in the United States revealed that there was an average of 107 beds per 

nursing home with occupancy of 88%. The patients whose diagnosis ranged from strokes, 
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to cognitive impairments such as Alzheimer’s Dementia etc., were managed by a team of 

professionals which includes doctors, nurses, physiotherapists, speech and language 

pathologists, psychologists, dentists, nutritionists etc.                
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 Intervention Strategies families can use at Home in Nigeria 

       Since families in Nigeria do not take their older adults to nursing homes, there are 

intervention strategies that can be used to improve their language, memory and cognitive 

skills. Speech and language pathologists have a particularly important role in the 

rehabilitation of patients with Alzheimer’s Dementia. In Nigeria, there are few qualified 

speech and language pathologists trained to care for older adults with Alzheimer’s 

Dementia and other acquired neurological disorders. The reason may be because of the 

lack of a general knowledge and understanding about Alzheimer’s Dementia and the 

cultural beliefs of caring for the older adults at home. 

 

       Speech and language pathologists use intervention strategies that target cognition, 

memory and language during the process of rehabilitation. When families care for the 

older adults with Alzheimer’s Dementia at home, various types of intervention 

approaches are recommended. Ripich & Horner (2004) recommend the direct and 

indirect intervention approaches. In direct intervention, individuals with dementia and 

their caregivers learn how to address social, sensory and basic cognitive activities. 

Indirect interventions focus on environmental factors that aid communication, rather than 

targeting communication impairments only at the individual level. Ripich & Horner 

(2004) suggest that interventions for persons with dementia should take into 

consideration the families as well as the communication environment to which patients 

belong. Conversational interactions between family members should be simple and 

without ambiguities.   
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       Many intervention strategies are used to improve the communication skills of 

patients with AD. Examples include the FOCUSED program, validation therapy, 

reminiscence therapy and the use of memory aids. These strategies require training and 

are easy to use by family members in the home.  

 

       Communication interaction between patients with AD and their families becomes 

difficult as the disease progresses. The idea behind caregiver training is to reduce 

frustration for caregivers by providing appropriate interaction opportunities. A program 

that is used to train caregivers’ communication interaction with the older adult is the 

FOCUSED program (Ripich & Horner, 2004) which has a series of videotapes that 

provide seven strategies to improve communication with older adults with dementia. 

FOCUSED is an acronym for the key features of the communication enhancement 

program: Functional and face-to-face, Orient to topic, Continuity of topic-concrete topics, 

Unstick any communication blocks, Structure with yes/no and choice questions, 

Exchange conversation-encourage interaction, Direct, short, simple sentences. The 

FOCUSED program training has led to more successful communication exchanges and 

fewer communication break-downs (Ripich & Horner, 2004).    

 

       Another method that has been successful with older adults with AD is the Validation 

Therapy. This is a method created by a Long Term Care social worker (Feil, 1992). It 

gives family members a guide to follow during conversation and allows the patient with 

AD the freedom to choose topics. Validation Therapy does not attempt to correct errors 
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made by the patient and they are not confronted with the errors (Ripich & Horner, 2004). 

Validation Therapy has been successful in increasing initiation of conversations, the 

amount of verbal interaction (Morton & Bleathman, 1991) and reducing aggressive 

behaviors in patients with AD (Toseland et al., 1997).  

 

       Other techniques that can be taught family members and caregivers include 

Reminiscence Therapy or Memory Notebooks to enhance the communication strengths 

that are preserved in the older adult with Alzheimer’s Dementia. Reminiscence therapy is 

the process of recalling personally experienced episodes from one’s past. Based on his 

theory of “life review”, Butler (1963) posited that reminiscing about the past would serve 

an adaptive function for older adults, whereby they would achieve a sense of 

psychological well-being. Reminiscence therapy has been shown to improve not only the 

self-esteem and life satisfaction of patients with cognitive impairments, but also 

communication skills, spontaneity and laughter.  Reminiscence can be evoked through 

verbal means, props such as music, pictures, objects and sounds. For example, a 

reminiscence therapy session centered on “cultural festivals in Nigeria” may include 

photos and objects of different costumes worn and music instruments played during 

festivals. Memories of festivals may be activated in the minds of the older adult resulting 

in enhanced communicative interactions.  

       Memory aids are strategies that compensate for memory loss and help access stored 

memories. Memory aids facilitate the communicative skills of the older adult with 
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Alzheimer’s Dementia thereby developing and maintain interpersonal relationships with 

their families. Memory books are examples of commonly used memory aids and will be 

discussed in detail later. Message boards placed in often-visited places, like the kitchen or 

bathroom, to post reminders and important information are helpful memory aids used in 

the home.  

       Caregivers can make memory aids that are functional and easy for the older adult to 

use in the home. Family members can hang pictures of other family members or friends 

around the home and place labels with names and relationships such as “son” "niece" or 

"brother". Family members can also make space available in the home for keys and 

reading glasses and label them for easy access. They can post reminders to lock doors, 

turn off lights, and shut windows and finally they can create a contact list of important 

phone numbers and tape it next to the telephone. 
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Recommendations and Conclusions 

       Alzheimer’s Dementia is a progressive disease which becomes frustrating to family 

members when there are no signs of improvement from the disease. The family’s 

frustration becomes greater when they do not understand the disease processes and what 

they need to do to care for the sick relative. One intervention method mentioned 

previously that can help family caregivers care for their older adult with Alzheimer’s 

Dementia is the FOCUSED method.  

 

       The FOCUSED program is a communication enhancement program that provides 

training to caregivers on strategies needed to assist family caregivers of patients with 

Alzheimer’s Dementia to improve their day-to-day communicative abilities throughout 

the course of the disease. The cost of caring for an older adult with Alzheimer’s 

Dementia is high. However the FOCUSED program provides a relatively inexpensive 

method of care for the older adult with Alzheimer’s Dementia. However, because of the 

nature of the healthcare system in Nigeria, the cost of implementing the FOCUSED 

program in urban and rural areas may be high. This is due to inadequate funding of the 

primary health centers.  

       In rural areas where no form of orthodox care for Alzheimer’s Dementia is available, 

primary health centers with the financial support of the state ministry of health, can serve 

as training facilities for families to attend training sessions for the FOCUSED program. 

The program is divided into modules with guidebooks to use in small group training for 
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families and can also be used at home. A series of videotapes for independent learning by 

caregivers has recently been developed. These videotapes can be provided for families 

who live in remote areas and find it difficult to attend the training sessions. The 

FOCUSED program addresses communication goals for all e stages of Alzheimer’s 

Dementia. Stage I of the program addresses communication problems found at the early 

stages of the disease and it focuses on program that keeps the patient engaged during 

conversations. Stage II of the program focuses on the problems at the middle stages of the 

disease and it addresses the ability of the patient to maintain the normal form of 

communication interactions. Finally Stage III of the program provides activities that will 

stimulate the patient to interact. Role-play sessions used during the training are an 

effective way of facilitating an understanding of strategies to be used by caregivers in the 

home, most especially where they are not literate. 

       Before the families and caregiver can use the program in the home, they will require 

training in the Primary Health Centers in local government areas close to where they 

reside. Trained speech-language pathologists with the assistance of nursing directors in 

the primary health care centers can provide written materials which include a training 

guide or Trainer’s Manual, carryover assignments, overhead transparencies, caregiver 

guide, and reminder cards of the FOCUSED strategies for use in their homes, Pre- and 

Post- Tests,  Evaluation Forms, and Videotaped Vignettes (in research protocol). Sessions 

to be taught include stages of Alzheimer’s Dementia, concurrent communication 

characteristics, ways to maximize communication at each stage of the disease process and 
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finally use and evaluation of the FOCUSED strategies. The cost for provision of the 

training materials should be borne by the local government with the support of the state 

ministry of health.    

       Research has shown that training caregivers to interact improves communication 

with persons with Alzheimer’s Dementia and gives them better insight about the disease. 

In addition, caregivers are better able to preserve the older adult’s remaining 

communication abilities. Strategies learnt from the program help caregivers deal with 

communication problems in persons with Alzheimer’s Dementia which reduces their own 

stress and frustrations and improves their competence in delivering quality care.  

       The first step in the training process should begin with an awareness campaign by the 

government. The general public should be aware of the signs and symptoms of 

Alzheimer’s Dementia and the stages of the disease. In rural areas where the rate of 

illiteracy is higher, awareness campaigns need to be provided in the form of 

dramatization and pictorial representation to facilitate the understanding of the disease. 

Mobile sessions and campaigns should be extended to the interior parts of the rural areas 

where access to primary health care centers are difficult. The involvement of members of 

the community in an awareness campaign is critical to facilitating the spread of 

knowledge about Alzheimer’s Dementia. Communities that are not well informed on 

matters affecting their health are often unable to make rational decisions concerning the 

care of their elderly. 
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       The implementation process of the FOCUSED program should begin with the 

training of personnel who will be involved in the program.  Qualified speech-language 

pathologists should assist the Medical Officer of Health (MOH) to train nursing 

assistants, auxiliary health community workers and social workers in primary health 

centers. The Medical Officer of Health is responsible for clinical duties that are not only 

“disease-oriented but health-oriented, health protective, and health promoting” (Nigerian 

Academy of Science, 2007).  Other duties of the MOH will include liaising with higher 

levels in the national health system to insure two-way referral of disease and patients with 

Alzheimer’s Dementia that require additional care. The MOH will visit remote health 

centers and clinics run by the community nurse/midwives, especially district 

nurse/midwives, to insure that adequate care and support is provided to older adults with 

Alzheimer’s Dementia and their families.  

 

       The training should not be limited to the FOCUSED program but should include 

collecting basic health data or statistics on the number of patients with Alzheimer’s 

Dementia. There are no available data on the number of older adults with Alzheimer’s 

Dementia in local government areas in Nigeria. The collection of relevant data will help 

the local government in financial planning and resource allocation, especially to priority 

areas.  

  

       Local Government Authorities (LGAs) were setup as the third tier of government, 

and are responsible for the delivery of public services to people in rural areas along with 
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the support of state governments and are entitled to statutory revenue allocations from 

both the federal and state governments to carry out their responsibilities. The revenue 

allocation formula which gives 16% of national revenues to local governments, 26% to 

States and 55% to federal governments and 3% to ecological funds has been criticized as 

being inadequate. If the local governments are expected to perform creditably in 

implementing the FOCUSED program, it may be necessary to allocate more funds to 

them. The disbursement of more funds by the state government to the local government 

will be needed for the provision of the FOCUSED program training materials, 

employment of qualified personnel and for the mobilization of the community members 

in disseminating information. 

 

       Another treatment approach that families and caregivers of older adults can use at 

home are memory aids. Memory aids such as books both in written and graphic form 

have the potential to serve as compensatory purpose of improving conversational 

interactions between patients with AD and their caregivers. Linguistically, memory books 

provide semantic content in the form of sentences, words or phrases and pictures. In rural 

areas where older adults have limited education, memory aids that contain pictures will 

facilitate access to semantic information. Operationally, memory books capitalize on 

preserved procedural memory skills, such as reading aloud, and page turning, as long as 

the sensory/perceptual and cognitive demands of the patient are addressed. Socially, 

memory books capitalize on the preserved discourse strategies and a desire to 
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communicate on the part of the older adult thereby facilitating their expression of wants 

and needs and active participation in activities of daily living. 

 

       Memory books, cards and wallets have been shown to improve the conversational 

abilities and interaction patterns of persons with dementia (Bourgeois, 1990, 1992). 

Memory books are inexpensive and can be prepared by family members. A 12-page 

memory book with pictures of care activities that older adult require assistance in can be 

developed by the caregiver. For example, pictures with simple sentences of steps in the 

process of bathing, feeding, clothing activities or question to a repetitive question (e.g. 

when is lunch?) will be created on a separate book.  Each page will be 4x6 inches in size 

and contain a single sentence typed in 20-point Times New Roman font or could be 

boldly and clearly written out. Drawings and graphics can also be used as illustrations. 

The pages are to be laminated, hole punched, and held together with a ¾-inch ring worn 

by the older adult on a belt.     

 

       In conclusion, there are problems that may affect the implementation of the 

FOCUSED program mentioned above. Firstly, the limited number of qualified speech 

and language pathologists in Nigeria will hinder the implementation of the FOCUSED 

program. Speech - language pathology is a relatively new discipline in Nigeria. No 

universities offer specialized degree programs in Speech and Language pathology. Three 

universities in Nigeria however, have Special Education departments (consisting of an 

audiology and speech unit, visual, hearing, and mental impairment departments) which 
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offer speech and language related courses. Graduates from these departments have a 

Bachelor’s degree in Special Education and not Speech and Language Pathology. 

Specialized knowledge and expertise required for working with older adults with 

Alzheimer’s dementia is therefore lacking.                                                    

                                             
       The federal government’s involvement in care of the older adult in Nigeria has been 

minimal. The budgetary allocation to the health sector has been insufficient. Without the 

support of the federal government, the FOCUSED program will be difficult to 

implement. The FOCUSED program requires the adequate allocation of both human and 

financial resources as well as a commitment and dedication to improve the 

communication skills of patients with Alzheimer’s Dementia. The government will need 

to increase the budgetary allocation given to the health sector in order to implement the 

FOCUSED programs for older adults with Alzheimer’s Dementia. The government’s 

involvement in the care of the older adult with Alzheimer’s Dementia at the local 

government areas will subsequently improve participation and involvement at the federal 

and state levels.   
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