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Abstract: The WHO Dementia Global Action Plan states that rehabilitation services for dementia
are required to promote health, reduce disability, and maintain quality of life for those living with
dementia. Current services, however, are scarce, particularly for people with young-onset dementia
(YOD). This article, written by an international group of multidisciplinary dementia specialists, offers
a three-part overview to promote the development of rehabilitation services for YOD. Firstly, we
provide a synthesis of knowledge on current evidence-based rehabilitative therapies for early-onset
Alzheimer’s disease (EOAD), behavioural variant frontotemporal dementia (bvFTD), primary pro-
gressive aphasia (PPA), and posterior cortical atrophy (PCA). Secondly, we discuss the characteristics
of rehabilitation services for YOD, providing examples across three continents for how these services
can be embedded in existing settings and the different roles of the rehabilitation multidisciplinary
team. Lastly, we conclude by highlighting the potential of telehealth in making rehabilitation ser-
vices more accessible for people with YOD. Overall, with this paper, we aim to encourage clinical
leads to begin introducing at least some rehabilitation into their services, leveraging existing re-
sources and finding support in the collective expertise of the broader multidisciplinary dementia
professional community.

Keywords: young-onset dementia; rehabilitation; Alzheimer; frontotemporal dementia; primary
progressive aphasia; posterior cortical atrophy

1. Introduction

Rehabilitation refers to a set of interventions designed to optimise functioning and
reduce disability in individuals with health conditions [1]. The World Brain Day 2023 cam-
paign, under the auspices of the World Federation of Neurology and the World Federation
of Neurorehabilitation, stressed the need for rehabilitation for people living with neurologi-
cal conditions, including dementia [2]. Although rehabilitation cannot stop the progression
of dementia, its importance in improving functional abilities and promoting health and
quality of life has gained international recognition in recent years. This recognition is
supported by high-quality randomised clinical trials proving its effectiveness [3–6]. Indeed,
a package of interventions for rehabilitation in dementia has recently been released by
the WHO [7] outlining the required resources to deliver them. Rehabilitation in dementia,
also called restorative care or reablement [8], involves (1) personalised and meaningful
goal setting to ensure that each individual’s programme is tailored to their preferences and
abilities [9–11], (2) a set of enhanced learning, behavioural, and environmental modification
and compensatory techniques aimed at reducing disability, and (3) working in partnership
with the person living with dementia and their family [5].

Young-onset dementia (YOD) is any form of dementia that clinically manifests before
the age of 65 [12]. The current global prevalence is 119/100,000 inhabitants [13]. The earlier
timing of symptom onset brings different social, financial, and occupational challenges
compared to later-onset dementia presentations, since people with YOD are often still
reliant on full-time employment income and have caring responsibilities [14,15]. The most
common form of YOD is the typical amnestic presentation of early-onset Alzheimer’s
disease (EOAD), characterised by progressive impairment of episodic memory that impacts
the ability to acquire new information, recall recent events, and orient oneself in time and
place [16,17]. Behavioural variant frontotemporal dementia (bvFTD) is the most common
subtype of FTD, wherein insidious changes arise in personality and behaviour [18], followed
by the primary progressive aphasias (PPA) [19], involving a decline in speech and language
abilities. Three PPA phenotypes have been described to date, characterised by semantic
breakdown (semantic variant PPA, svPPA), non-fluent speech with agrammatism (non-
fluent/agrammatic variant PPA, nfvPPA), and impaired repetition with phonologic errors
(logopenic variant PPA, lvPPA) [19]. Posterior cortical atrophy (PCA), also called the visual
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variant of AD, is a less frequent form of YOD. PCA causes prominent and progressive
visuospatial and perceptual dysfunction and impairment of other functions associated with
parieto-occipital cortices [20,21].

Within this paper, we review interventions aimed at promoting health through the
reduction of cognitive disability associated with these YOD phenotypes, rather than inter-
ventions aimed at addressing issues of mood or adjustment to diagnosis. We also discuss
how these interventions can be delivered in different settings and contexts, including how
to leverage telehealth to increase access to therapy.

2. Evidence-Based Therapies

In the sections below, we outline current rehabilitation therapies for each YOD phenotype.

2.1. Amnestic Early-Onset Alzheimer’s Disease

As in later-onset amnestic AD, people with typical amnestic EOAD show the greatest
difficulties with episodic memory, accompanied by a less prominent decline across other
cognitive domains [22]. To date, few studies have specifically focused on rehabilitation
in EOAD, with evidence limited to a small number of single cases, small cohort studies,
and mixed-YOD group studies where participants with EOAD are predominant [23–25].
However, people with EOAD have been included as part of large clinical trials showing
significant and lasting benefits from cognitive rehabilitation [26,27]. Most of these studies
have involved people with mild to moderate stages of AD.

People with amnestic EOAD may benefit from cognitive rehabilitation to address
specific identified goals within their everyday functioning [26–28]. For example, learning
how to orient oneself in time or place, organising daily functional activities, remembering
the location of important items, or learning how to use a new assistive device. Cognitive
rehabilitation in EOAD is delivered using techniques such as modelling, action-based
learning, and graded activity [27,29].

Once learned, assistive technology such as digital calendars, simplified TV remotes,
mobile phones, and stove timers can help people with EOAD to orient and navigate around
the neighbourhood or local shops [30], complete shopping tasks (e.g., form grocery lists
to assist memory for purchasing items) [31], improve safety within the household, and
provide reminders to complete everyday tasks [32,33]. Vocational rehabilitation may also
be considered, with some evidence indicating safe, supported engagement in workplace
contexts such as retail [34,35].

2.2. Behavioural Variant Frontotemporal Dementia

People with bvFTD experience functional decline across basic and complex activities of
daily living, in parallel with their behaviour and cognitive changes [36]. To date, behaviour
management and carer interventions have been the primary focus within the nonpharma-
cological management of bvFTD [37–39]. However, rehabilitation interventions addressing
both functional and behavioural symptoms in people with bvFTD are showing promising
results [40–43]. In particular, the occupational therapy-based intervention, Tailored Activity
Program (TAP) [44], may help maintain everyday functioning and reduce behaviour symp-
toms in FTD [42,45]. TAP involves working collaboratively with family carers to prescribe
personalised activities for behaviour management. Behaviour modification strategies can
be developed based on contingency management, where a person with bvFTD is rewarded
with something they value after they have completed a certain activity of daily living (see a
full description with examples in O’Connor et al. 2016 [45]). When setting up interventions
for bvFTD, understanding each individual’s cognitive and behavioural profile (e.g., apathy
subtype) is pivotal to effective personalised care [46,47].

People with bvFTD may also benefit from Positive Behaviour Support (PBS) ther-
apy [48,49]. PBS involves a functional behaviour assessment to identify factors underlying
behaviours that are difficult to manage. This assessment informs a multicomponent PBS
plan involving a review of the person–environment fit, teaching positive skills that are
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functionally related to the target behaviour, considering antecedents, promoting desired
behaviour, and providing strategies for how to react to the behaviour when it occurs [49].

2.3. Primary Progressive Aphasia

People with PPA experience a range of speech and language changes that impact social
relationships and engagement [50,51]. While some language deficits, like word retrieval
difficulties, may be shared among the three PPA phenotypes, other aspects are phenotype-
specific (e.g., non-fluent, halting speech, and poverty of expression in the nfvPPA; single-
word comprehension deficits within the svPPA), such that distinct rehabilitation approaches
are required. In addition, across the three phenotypes, there are differences in the broader
cognitive profile and expected evolution that should be considered when selecting a suitable
rehabilitation programme [52,53]. There is a rich body of evidence suggesting significant
and long-lasting benefits of behavioural approaches to reduce communication disability
and promote quality of life for people with PPA in mild and moderate stages [54–62].
Adherence to treatment is higher when treatment starts soon after diagnosis [58].

The most common rehabilitation approaches described in the literature across the
different subtypes of PPA are word retrieval therapies, which can be effectively delivered
either face to face or via technology-supported methods [54–56,63–65]. Lexical retrieval
techniques involve repetitively completing “look and repeat” training (e.g., presentations of
picture–word pairings) or cueing (e.g., phonological, orthographic, or semantic cues). De-
spite disease progression, gains from treatment can be maintained for up to 12 months [55],
with booster sessions required in some cases [60]. Moreover, a prophylactic effect, slowing
the decline in intact skills, has been observed from naming therapies [66,67].

People with PPA may also benefit from developing and practising scripts (script train-
ing) to support anticipated conversations. Script training has been successfully adapted
to nfvPPA, with preliminary evidence showing lasting and generalisable gains [63]. In
clinical practice, therapists also use compensatory approaches, such as communication
partner training (CPT) [68,69] and group-based delivery of therapy. Group-based delivery
is a beneficial [70–72] and sustainable approach [57,73] that has shown positive results
in functional communication, social discourse, and the use of multi-modal communica-
tion methods [70–72].

2.4. Posterior Cortical Atrophy

People with PCA are more severely impaired in everyday skills and self-care tasks com-
pared to those with typical AD of the same age and disease duration. This includes greater
difficulty using the telephone, putting a coat on, preparing a hot drink, handling money, and
using electrical appliances [74,75]. They also typically experience problems with reading due
to visual disorientation (e.g., becoming lost on the page) and visual crowding (e.g., words and
lines of text cluttering up) [76,77]. Evidence-based recommendations for the rehabilitation of
PCA are scarce [78–81]. However, in practice, a range of techniques from brain injury rehabil-
itation can be adapted to treat people with PCA (https://www.raredementiasupport.org/wp-
content/uploads/2020/03/Home-Safety-Tips-and-Recommendations-Visual-Dysfunction-
in-Dementia.pdf, accessed 8 June 2024).

As with other neurological conditions that involve visual cortical impairment, people
with PCA may benefit from using visual cues [82] combined with tactile cues [82] to enhance
object location and navigation. This includes using bright stickers on light switches or
thermostat buttons [83], placing bright yellow tape at the edge of stairs to facilitate safety
going up and down the stairs, or a red mark at the front door to distinguish it from the
neighbour’s door [84]. Visual cues can also help reduce disability associated with dressing
apraxia by helping to orient a garment in space, indicating which side is the front or what
is the correct sleeve for each arm. Similarly, adaptive equipment used by people with
disabilities (e.g., plates designed with a high-sided lip to avoid spilling food, level indicator
devices to know when a glass has been filled) may assist people with PCA to accomplish
activities of daily life. This type of equipment also includes adaptive clothing (e.g., using

https://www.raredementiasupport.org/wp-content/uploads/2020/03/Home-Safety-Tips-and-Recommendations-Visual-Dysfunction-in-Dementia.pdf
https://www.raredementiasupport.org/wp-content/uploads/2020/03/Home-Safety-Tips-and-Recommendations-Visual-Dysfunction-in-Dementia.pdf
https://www.raredementiasupport.org/wp-content/uploads/2020/03/Home-Safety-Tips-and-Recommendations-Visual-Dysfunction-in-Dementia.pdf
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elastics and Velcro to replace zips, laces, buttons, or sleeveless ponchos to reduce the need
for garment orientation) to reduce barriers to dressing [85].

The ReadClear app, available in app stores, is a digital aid specifically developed to
assist with reading for people with PCA [81]. A clinical trial showed that ReadClear can
improve reading for people with PCA through three main text manipulation techniques:
the use of a digital reading ruler, greying out the surrounding text around the ruler line,
and using wider interline spacing and a shorter length of lines [81].

3. Models and Delivery of Rehabilitation Services

Although scarce, rehabilitation services for people with dementia do exist and at
times provide interventions specific to people with YOD. In the UK, for example, some
rehabilitation services for YOD exist in a variety of formats, including as part of reablement
services integrated in the social care system, outpatient community teams, memory services,
specialised cognitive disorder services, and services offered by third-sector (e.g., charities,
social enterprises) organisations [86,87]. There is inconsistency in the provision of these
services and wide heterogeneity in the type of therapeutic activities delivered. For instance,
whether services are offered in combination (i.e., multidisciplinary) or as stand-alone
options, and whether they are delivered as a group or are individualised [86].

YOD rehabilitation may be delivered by psychologists, occupational therapists (OTs),
speech and language therapists (SLTs), nurses, social workers, and physiotherapists [7,87,88].
The core features of YOD rehabilitation services are the ability to provide age-appropriate
and specialist support, integration within existing services, and continuity of care [25,89].
Below, we provide four case studies of YOD rehabilitation services across three continents,
reflecting the diverse and flexible approach that can be taken to promote rehabilitation and
health in YOD populations (see Table 1 for a summary).
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Table 1. Characteristics of four YOD rehabilitation service case studies.

Characteristics Case Study 1: A Third-Sector
Organisation in the UK

Case Study 2: A Private and Public
Collaborating Service in Brazil

Case Study 3: A Public Hospital
in Chile

Case Study 4: A Public Hospital
in India

Service setting and remit The core remit of the charity is to
provide long-term support to people
with aphasia. The PPA service is a
dedicated care pathway within the
charity.

The private rehabilitation clinic,
SER.COG (non-hospital embedded), sees
neurological patients, including those
with YOD.

The public service is part of a public
hospital and public university. For
rehabilitation services, only PPA patients
are accepted.

The Memory Unit is part of a public
hospital. It serves people with
dementia, including YOD.

The Cognitive Disorders Clinic sits
within the Neurology Department
of a public hospital. It serves people
with dementia, including YOD.

Funding system Self-funded: users pay a subsidised
fee for 1:1 sessions with a specialist
SLT and they make a small
contribution to peer-support group
sessionss (50% reduced fee compared
to a private clinic).

The charity raises additional funds
from grant-making trusts and
donations, which enables them to
charge less than 50% of the rate of a
SLT working in private practice. It
also holds a bursary fund which may
be used to support people unable to
pay.

Private service (SER.COG): Self-funded,
with some services provided at a
discounted rate. Service costs vary
depending on the professional and
frequency of sessions, with average
monthly costs being USD 250 for OTs and
SLTs, and USD 283 for neuropsychology.

Public service: publicly funded within the
Brazilian Unified Health System.

Funded primarily by the Public
Health System, with one
administrative staff position funded
by the University of Chile’s Faculty
of Medicine. The University of Chile
also provides the unit’s physical
facilities. The service is free for
people with dementia with public
health insurance living in the area
covered by Hospital del Salvador.

Funded by the public health system.
Costs are subsidised for people with
low socioeconomic status and a
Below Poverty Line (BPL) certificate.
People with middle to high
socioeconomic status pay standard
public hospitals charges (in India,
the public healthcare system is
funded by the government but still
requires users to pay for the medical
consultation, at a lower rate than in
the private sector).
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Table 1. Cont.

Characteristics Case Study 1: A Third-Sector
Organisation in the UK

Case Study 2: A Private and Public
Collaborating Service in Brazil

Case Study 3: A Public Hospital
in Chile

Case Study 4: A Public Hospital
in India

Referrals and patient flow Sixty-five percent of the referrals in
2022-23 were made by family
members of people with PPA and the
remainder by professionals (SLTs and
neurologists).

Patient flow: all referrals are screened
for suitability by the lead SLT.

Private service (SER.COG) referrals:
received from physicians (especially
geriatricians, neurologists, and
psychiatrist) and self-referrals.

Private service (SER.COG) patient flow:
After a multidisciplinary assessment, the
patient undergoes one to two weekly
one-hour rehabilitation sessions until the
patient is discharged (often due to disease
progression). Patients are managed
primarily by the neuropsychologist or OT.
The SLT is involved as necessary, with
one weekly session.

Public service referrals: typically routed
through the network from primary and
secondary care.

Public service—patient flow:
availability of rehabilitation is restricted
to those diagnosed with PPA, with an
average of 12 weekly SLT sessions
provided.

The Memory Unit receives referrals
from the eight districts of the
Eastern Metropolitan Health Service.
A referral protocol is established
from primary care where YOD
patients are consistently referred to
the Memory Unit [88].

Patient flow: Once a dementia
diagnosis is confirmed, people with
YOD are enrolled in a care program
that includes interventions aimed at
maintaining functionality. The
number of sessions is tailored to the
specific needs of both the patients
and their caregivers [90].

The Cognitive Disorders Clinic
receives referrals from neurologists,
other medical doctors, and primary
health centres across the country
and self-referrals.

Patient flow: patients with YOD
receive diagnostic and
multidisciplinary care, including
input from neuropsychology,
psychiatry, social work, SLTs, OTs,
and gait and balance
training.

The Cognitive Disorders Clinic
attends to around 400 people with
dementia annually [91].
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Table 1. Cont.

Characteristics Case Study 1: A Third-Sector
Organisation in the UK

Case Study 2: A Private and Public
Collaborating Service in Brazil

Case Study 3: A Public Hospital
in Chile

Case Study 4: A Public Hospital
in India

Professionals in the service Staff:

• SLT-1 is part-time (Head),
and there are two casuals
(contribute to group
courses and online support
as needed).

• Psychology: links with one
independent counselling
psychologist (provides
individual support and
advice on peer group
planning).

Private service (SER.COG)—staff:

• SLT: two;
• Psychology: one clinical

psychologist and one
neuropsychologist;

• OT: two.
• Private service

(SER.COG)—delivery:
primarily in-person, with
telehealth as an option for
those living far from the clinic.

• Public service—staff:
• SLT: three;
• Psychology: seven;
• OT: three;
• Physicians: six (neurologists,

psychiatrists).

Staff:

• SLT: one;
• Psychology: one clinical

psychologist and four
neuropsychologists;

• OT: two;
• Physicians: three

neurologists and three
psychiatrists;

• Other: one clinical nurse,
one social worker, and
two administrative
professionals.

Staff:

• SLT: two;
• Psychology: two clinical;
• OT: one;
• Physicians: three

cognitive neurologists;
• Other: two public health

experts, two psychiatric
social workers, one
geneticists, two imaging
specialists, and one
physiotherapist.

Mode of delivery of therapy Delivery: mostly in-person; telehealth
services available for PPA education
and communication partner training
for couples and families.

Delivery: services are all in-person. Delivery: mostly in-person with
home visits when necessary. Some
interventions
(e.g., psychoeducation for
caregivers) are available via
telehealth.

Delivery: mostly in-person in the
Cognitive Neurology ward.
Home-based care is provided if
required.

YOD: young-onset dementia; PPA: primary progressive aphasia; SLT: speech and language therapist; OT: occupational therapist; UFMG: Universidade Federal de Minas Gerais.
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3.1. Case Study 1: A Third-Sector Organisation in the UK

The UK National Health Service (NHS) provides public universal healthcare free
at the point of delivery. Ten percent of UK residents are also privately insured. There
are approximately 214 memory clinics in England [92]. The National Memory Service
Accreditation Programme provides standards to benchmark services [93]. These include
having a named lead for people with YOD. In the 2019 NHS England National Memory
Service Audit [94], 7% of clients were aged under 65, and just over half of services had a
named lead for YOD. Existing alongside the NHS funded services, there are other healthcare
providers, including third-sector organisations.

In this case study, we report the specialised PPA rehabilitation service provided by
Dyscover, an aphasia charity based in Southeast England accepting national referrals (see
Case Study 1, Table 1). Dyscover was established in 1994 by an SLT to provide long-term
support for people with aphasia after stroke. In 2015, the Dyscover Director and Lead
recognised a lack of long-term specialist support for people living with progressive aphasias
and initiated a separate, dedicated service based on Life Participation Approach to Primary
Progressive Aphasia principles [95].

3.2. Case Study 2: A Private and Public Collaborating Service in Brazil

In Brazil, the Unified Health System (SUS) provides universal free outpatient and
hospital care. Additionally, people may elect to take out supplementary health insurance if
they can afford the monthly premiums. There are also private services, generally available
in private offices, clinics, and hospitals.

In this case study, we report the collaborating service offered by the private Special-
ized Cognitive Service “SER.COG” and the publicly funded Behavioral and Cognitive
Neurology Unit, Hospital das Clínicas and Faculdade de Medicina, Universidade Federal
de Minas Gerais (UFMG) (see Case Study 2, Table 1).

The UFMG outpatient clinic was founded in 2003 by behavioural neurologists and
offers free care services (once a week), alongside research activities. It also offers formal
training for healthcare professionals regarding the management of cognitive impairment
and dementia. The private service was started in 2019 by its three clinical leaders (neu-
ropsychologist, OT, SLT) who were at the time researchers at the UFMG unit.

3.3. Case Study 3: A Public Hospital in Chile

Chile operates a two-tiered health system, comprising both public and private sectors.
The public system provides coverage for over 69% of the population and is organised by
territory and by level of complexity, ranging from primary to quaternary care. In 2005, a
reform known as Universal Access with Explicit Guarantees (AUGE) was implemented,
ensuring access to diagnosis and treatment and the right to receive this within certain
timeframes. AUGE provides explicit guarantees for 87 health problems established by law
which must be fulfilled for all Chileans [96]. In 2019, Alzheimer’s disease and other forms
of dementia, including YOD, were incorporated into AUGE [97].

This case study reports the Memory Unit at Hospital del Salvador, in Santiago de
Chile, which is integrated into the Memory and Neuropsychiatry Centre (CMYN), a joint
initiative between the public health system and the University of Chile (see Case Study 3,
Table 1). The purpose of the CMYN is to care for individuals with dementia of all ages,
including YOD, provide postgraduate student training, offer continuous education for
professionals, and conduct research on neurocognitive disorders. The Memory Unit started
in the context of Chile’s National Dementia Plan, launched by the Ministry of Health
in 2017. This plan proposed a model of coordinated care for people with dementia and
their caregivers, extending from primary care centres to specialised Memory Units. These
Memory Units have been implemented in three hospitals nationwide, with the purpose
of providing assessment for people with dementia and their caregivers when their health
needs cannot be managed at the primary care level.
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3.4. Case Study 4: A Public Hospital in India

The healthcare system in India is characterised by a mix of public and private health-
care services. The public sector, primarily represented by government-funded facilities,
comprises a network of primary health centres, community health centres, district hospitals,
and specialised referral hospitals. These facilities offer subsidised or free healthcare services
to the population, especially in rural and underserved areas. The private healthcare sector
is vast and diverse, ranging from small clinics to large corporate hospitals offering ad-
vanced medical treatments. Private healthcare providers play a significant role in delivering
healthcare services, particularly in urban areas, and cater to a considerable portion of the
population, including those who can afford to pay out-of-pocket medical expenses or have
medical insurance [98].

In this case study, we present the Cognitive Disorders Clinic at the Neurology De-
partment of the National Institute of Mental Health and Neurosciences, a public hospital
in Bengaluru, funded by the central government of India (see Case Study 4, Table 1).
The Cognitive Disorders Clinic was set up in 2018 by the lead neurologist and her team.
The purpose was to provide multidisciplinary care to patients with dementia of all ages
including YOD [91,99].

4. Using Telehealth to Extend Services

Telehealth involves the use of communications technology (e.g., videocalls) to provide
healthcare at a distance [100] and is increasingly utilised for diagnostic and rehabilitation
services in YOD [101–106]. Telehealth assists in overcoming barriers of geographical
distance, an absence of local specialised services (a frequent limitation given the low
prevalence of YOD), and travel arrangements to attend frequent clinical appointments
(e.g., carers having to take time off). For people with dementia, telehealth has been shown to
be a feasible mode of delivery of cognitive rehabilitation [107], occupational therapy [108],
and speech and language therapy [73,109–111]. Moreover, remote delivery of cognitive
rehabilitation reduces time and the travel costs of staff, making rehabilitation cheaper and
more sustainable [112]. The adoption of telehealth requires access to the internet and the
ability to use technology. In high-income countries, the internet penetration rate is high
(≥90%) and in low- and middle-income countries, it is rapidly growing (44% increase since
2020) [113]. A lack of confidence using technology seems to be a more significant barrier
for people with dementia and their families to engage with telehealth rather than access
to the internet [114]. However, people with YOD belong to a segment of the population
with high levels of digital literacy in general [115], and in the cases where this is not true,
IT skills may be taught.

The following two vignettes illustrate real examples of the use of telehealth in PPA
and PCA.

Vignette 1: PPA Telehealth Rehabilitation Therapy

Jose, a bilingual Spanish–English science teacher, was diagnosed with logopenic
variant PPA. His local speech–language pathologists do not know much about PPA and
Jose would like to seek services from a bilingual SLT who speaks Spanish. The nearest
specialist lives a three-hour drive away but offers therapy via telehealth. During the initial
videocall, Jose and the SLT agree that working on lexical retrieval training to address
word-finding difficulties is an important component of the treatment plan, alongside
communication partner training (CPT). The SLT has Jose and his family virtually “walk”
her through their home and his classroom so she can take photographs of objects that are
challenging for Jose to name. During teletherapy sessions, the SLT uses these images via
virtual screen sharing to practice lexical retrieval of these personally relevant objects. CPT
is also delivered over videocall.

Vignette 2: PCA Telehealth Rehabilitation Therapy

Aysha has been living with PCA for two years but has not received rehabilitation
because there are no OTs specialised in PCA in her area. Aysha’s neurologist invites her to
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take part in a clinical trial where occupational therapy is delivered via telehealth by OTs
based at a specialised centre overseas. Aysha is assessed via videoconference and shows
her OT how she struggles to get dressed, prepare meals, and set the table at lunch time.
Her OT prescribes adaptive clothing and compensatory strategies to help Aysha with her
dressing skills. The OT also trains Aysha and her husband on how to use visual cues and
environmental modifications to reduce her disability in the kitchen. Aysha’s daughter was
also able to join the sessions from a different town and learned strategies to support her
mother when visiting on weekends.

5. Conclusions

This article summarises current evidence and practice in the delivery of rehabilitation
for people with different forms of YOD. A review of the scientific literature shows that
there is Class II and Class III evidence that rehabilitative therapies are beneficial for people
with YOD. Through examples from high- and low–middle-income countries, we show that
the provision of rehabilitation services is possible through a variety of different models and
modes of delivery. Setting up rehabilitation services requires a high degree of specialism
from clinical leads, both in relation to YOD and nonpharmacological treatments for demen-
tia. This dual expertise is not common but can be built in collaboration with psychologists,
OTs, SLTs, and other allied health professionals. An additional common barrier for the
provision of YOD rehabilitation therapies across countries and continents is the shortage of
resources that impedes Cognitive Disorder and Memory Units to provide services beyond
diagnosis and neurology follow-ups. However, as we show in this paper, rehabilitation
services can take many forms, be sustainable (e.g., using telehealth), be supported by a
wide range of rehabilitation professionals, and can be designed flexibly to adapt to existing
resources. We would hope that this paper helps policy makers, commissioners, and clinical
leads to see the importance of supporting the development of rehabilitation programmes
for people with YOD within existing dementia services.
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