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Assessment and Treatment of Apraxia
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Apraxias are deficits of higher motor behavior that are not primarily caused by sensorimotor dysfunction,
or communication problems, or dementia. A patient with apraxia does not know what to do, because
the plan of action is disrupted, or in other cases, the patient knows what to do but not how to do
it. A variety of forms of apraxia originate from lesions of different levels and structures of the motor
system, reflecting its complexity. The multifarious types of apraxia differentially affect the activities of
daily living and hence show marked differences in the prognosis of recovery and the need of treatment.
Therefore, objective diagnosis and appropriate treatment of the different types of apraxia are of foremost
clinical importance. In this paper, we reviewed the current literature on the assessment and treatment
of apraxia. (Brain & NeuroRehabilitation 2009; 2: 64-70)
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Table 1. Overview of Studies on the Prevalence of Apraxia2

% Apraxia
Author

LBD RBD
Liepmann (1908) 50 0
Pieczuro & Vignolo (1967) 46 9
De Renzi, Pieczuro & Vignolo (1968) 28 0
Basso, Luzatti & Spinler (1980) 39 -*
De Renzi, Motti & Nichelli (1980) 50 20
De Renzi, Faglioni & Sorgato (1982) 32347 2/6"
Kertesz & Ferro (1984) 55/45 -
Basso, Faglioni & Luzatti (1985) 45 -
Basso, Capitani, Della Sala & 43 -
Laiacona (1987)
Barbieri & De Renzi (1988) 57 34

50 13
Goldenberg (1996) 43 13
Goldenberg & Hagmann (1998) 55 al
Donkervoort, Dekker & 28/37§

van den Ende, et al. (2000)

LBD: left brain damaged, RBD: right brain damaged. *No patients
with right brain-damage were included in the study. T Imitation
and object use pantomime were tested respectively. TRBD
patients were tested but the percentages cannot be derived from
the publication. SPatients were tested in rehabilitation centers and
nursing homes, respectively.
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Table 2. Apraxia Testing Methods®
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Method

Example

Gesture to command: should include both transitive
movements (tool use) and intransitive movements
(nonverbal communication).

Gesture to imitation

Transitive: “Show me how you would open the door with a key, use a hammer”
Intransitive: “Show me how you hitchhike, salute, wave good-bye”

Examiner produces a gesture and asks the client to “do it the same way I do

it; don’t name the gesture and don’t start until I'm finished”; can be familiar
gestures or nonsense gestures (e.g., hand to the forehead).

Gesture in response to tool

Visual: Examiner shows the tool and says, “Show me how you use this” Tactile:

With eyes closed or covered, client examines the tool by hand and examiner
says, “Show me how you use this”

Gesture in response to seeing object on which the
tool acts: tool selection task

Examiner presents client with object representing an incomplete action (e.g., if
the target is sawing, client is shown a partially cut piece of wood); client must

choose the correct tool from a choice of three, one of which is the saw.

Actual tool use

Gesture decision: discrimination between correctly
and incorrectly pantomimed movements

Gesture comprehension

Patient is given a tool (e.g., hammer) and asked, “Show me how you use this”

Examiner makes a gesture and asks the client, “Is this the correct way to...” (e.g.,
use a pair of scissors).

Examiner makes a gesture and asks the client, “Tell me what I am doing” “What

tool am I using?” “Am I using a hammer or a saw?”

Serial acts

Examiner tells client, “Fold letter, put it in an envelope, seal envelope, and place
stamp on it”
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Apraxia  Trained . . Treatment Generali- . Apraxia ADL
. Duration Intensity . Maintenance .
type (s) items effect  zation impact impact
Multiple cues n = 1) IMA Gestures 2 wks 1 hr daily Y Y Y-tested items NA NA
only (2 wks)

Error type reduction IMA Gestures ~ Varied; Varied; once daily 4 Y N Y-tested error N NA

(n = 2) 6~11 wks days/wk or twice daily types only (2
2 days/wk wks)

Six-stage task hierarchy IMA + JA Gestures 8 mos 45 mins; once weekly Y N NA N NA
(=1

Conductive education IMA Gestures 3 wks Daily Y N NA NA NA
(=1

Strategy training (n = 89) IA?* ADL Varied, Varied; 25 sessions, Y Y N (5 mos) Y Y

8~12 wks 15 hrs total

Transitive/intransitive IMA Gestures 10~11 wks 35 sessions, 50 mins each Y Y NA Y NA
gesture training (n = 13)

Rehabilitative treatment IA or IMA Gestures 10 wks 30 sessions, 50 mins each Y Y Y (2 wks) Y Y
(n = 20)

Errorless completion + NA ADL 2~5 wks 5 days/wk plus 20~40 Y N Y (6~30 mos) NA NA
exploration training mins of practice daily
(m = 15)

Errorless completion IMA ADL 2 wks 6 sessions, 1 hr each Y N Y (3 mos) NA NA
(n = 6)

Exploration training IMA ADL 2 wks 6 sessions, 1 hr each N N Y (3 mos) NA NA
(n =6

IMA: ideomotor apraxia, IA: ideational apraxia, Y: yes, N: no, NA: not assessed/no information provided. *Inability to carry out

purposeful activities.
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