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PROFESSIONAL PROTOCOLS

Cognitive Decline & Exercise: Programming Guidance

for MCI and Early-Stage Alzheimer's

Adaptations, contraindications, and communication strategies for training clients with mild
cognitive impairment or early-stage Alzheimer's.
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This protocol summary is intended for fitness and rehabilitation professionals working within their scope of practice. It
does not replace a physician's clearance or an individualized plan of care. Always coordinate with the client's medical team
and refer out when signs exceed your scope.

MCI vs. Early-Stage Alzheimer's: Know the Difference

Mild cognitive impairment (MCI) involves noticeable memory or thinking changes that are greater than expected for age,
but don't yet significantly interfere with daily independence. Not everyone with MCI progresses to dementia — some
remain stable, and some even improve. Early-stage Alzheimer's, by contrast, is a confirmed diagnosis where cognitive
changes have begun affecting daily function. This distinction matters for programming: MCI clients often benefit from
more cognitively demanding dual-task work, while early Alzheimer's clients need more structure and repetition built in
from the start.

What the Evidence Shows

Multiple randomized controlled trials support aerobic exercise as one of the most evidence-backed non-
pharmacological interventions for MCI, with some studies showing measurable improvement in cognitive test scores
after sustained aerobic programs. Resistance training has separately shown benefits for executive function independent
of aerobic effects. The strongest evidence favors combined programming (aerobic + resistance + dual-task) over any
single modality alone. Exercise is not shown to reverse or cure dementia — it is a genuine, evidence-supported

intervention for slowing functional decline and maintaining quality of life, and clients should understand it in those terms.

Intake Adaptations for Cognitive Clients

e Involve a caregiver or family member in intake whenever possible — they can fill gaps in history the client may not
reliably recall.

« Simplify intake paperwork or complete it verbally rather than handing over a long form, which can be overwhelming
or embarrassing for someone with word-finding difficulty.



¢ Screen for physical comorbidities common alongside cognitive decline — cardiovascular disease, arthritis, and
balance issues frequently co-occur and shape safe programming.

Programming Adaptations

e Consistency in structure. Keep session format, exercise order, and location as consistent as possible session to
session — novelty that would engage a typical client can create anxiety here.

« Demonstrate, don't just describe. Show the movement rather than relying on verbal instruction alone; mirror the

movement alongside the client rather than just cueing from the front.

e Break complex movements into smaller steps and allow more repetitions to build motor learning before
progressing.

e Use dual-task training deliberately for MCI clients — for example, stepping patterns paired with naming categories
(animals, colors) — since this combination shows some of the strongest cognitive benefits in the research.

« Build in more rest and simpler cueing for early-stage Alzheimer's clients, prioritizing safety and consistency over
progression speed.

Communication Strategies That Work

e Use short, single-step instructions rather than multi-part directions.

e Avoid quizzing or correcting memory lapses mid-session ("Do you remember what we did last time?") — this can
cause distress without functional benefit.

e Use positive, specific feedback ("Great, your balance held there") rather than general praise, which reinforces the
specific motor pattern.

e Watch for nonverbal cues of frustration or confusion and be ready to simplify or pause rather than pushing through.

Contraindications & Red Flags

Pause and refer to the client's physician if you observe: sudden worsening of confusion (which can indicate a UTI,
medication interaction, or other treatable acute issue rather than disease progression), new falls, chest pain during
exertion, or significant agitation that doesn't respond to your usual de-escalation approach. Cognitive decline
programming sits close to clinical territory — coordinate with the care team rather than guessing when something
changes.

A Sample Session Flow

1. Orientation (2-3 min): Greet by name, briefly reorient to place/purpose of the session in a low-key way.
2. Warm-up (5 min): Simple, familiar movements the client has done before.
3. Aerobic block (1015 min): Walking, stationary cycling, or similar at a conversational intensity.

4. Resistance block (10-15 min): 2 sets of major muscle groups, demonstrated each time rather than assumed from
memory.

5. Dual-task or balance block (5-10 min): For MCI clients able to tolerate cognitive load; simplified balance work for
more advanced clients.

6. Cool-down and positive close (5 min): End on a successful, simple movement and specific praise.
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