Understanding Alzheimer’s and Dementia:
Diagnosis, Treatment, and Care




Section 1: Overview of Alzheimer’s Disease and Other Dementias........ccccevuuueen....

INEFOAUCTION ..ttt e e e s s ste e e e e ssaabe e e e ssasnaeessans
Definitions and Clinical TErMINOIOBY ......uuvvuiiiiiiiiiiiieeiccceeeeeeeeeeeeee e
Epidemiology and PrevalenCe....... i
Stages of DemeENtia ProgreSSiON ..........uuuveeereeerrreiieereereeeeeeereeeeerrerreerrereereeseseeeees
Implications for Psychologists in Clinical, Community, and Hospital Settings....
The Role of Early Identification.......cooeeiiiiiiiiiiiiieeeeeeeeeeee e
Interdisciplinary Collaboration ...
CONCIUSION <.ttt ettt e e ettt e s st e e e s s abee e s s s asbaeeessannaas

Section 2: Risk Factors, Early Warning Signs, and Assessment ..........ccccevvvvvvvvnnnnns

INErOAUCTION .. ettt sare e e e e e e e e e s e sarae e e e sesaaaeeeesanaeeassnnns
Biological and Genetic Risk FACtors ...,
Lifestyle and Environmental Risk FACtors.......coooevviiiiiiiiviiiiiiieieiieeeeeee,
Early Warning Signs of Dementia..........coovvviiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeeen
Assessment Tools and Clinical Evaluation...........ccooevviiiiiiiiiiiininiiiieeeiieceeee
Culturally Responsive Assessment PractiCes ........uuuuveeeeeeiiiiiiiiriviiiiiieeeeeeeeeeennns
The Role of Collateral Information and Neuropsychological Testing..................
CONCIUSION «.eviieiiiiieeeeeteee ettt et e e e s s re e e e ssssbaeeessasbaeessssssnaeessannans

Section 3: Evidence-Based Treatment and Management ........ccccoeevveevevevvevnnnceennnen.

INErOAUCTION (..t e e e e e s s bbb a e e e e e e e s essannnes
Pharmacological Treatments: Options and Limitations .........cccceeeeeeeeiiieeieeennnn.
Non-Pharmacological Interventions ...........coooveiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeee,

Caregiver TrainiNg and SUPPOIt ......vvveeuiieeeeieiieeeeeeicceeee e e e e eeeeeeens



Integrative and Holistic APProaches ... 23

The Role of Psychologists in Treatment Planning ..........ooovvvvvvviiieeiieieiineenennnnne. 24
(60] Tl (1151 [o] o USRS UUUURRRR 24
Section 4: Behavioral and Psychological Symptoms of Dementia (BPSD)................ 25
INErOAUCTION ...t e e e s re e e e e sstae e e s ssasneeessnans 25
Common Presentations Of BPSD...........uiiiiiiiiiiiieiiteeeeeeeeeeeeeee e 25
Psychological and Behavioral Intervention Strategies ........ccccceeeeeeeeeeeeiieeeeeennnn. 27
Cultural and Family CONtEXES ......oovvvviiiieeiiiiiieeeeeeeeeee e e 28
Ethical Considerations in BPSD Management...........oouvuveeieeeeeieeiiirieeeennieeeenen. 29
Collaboration and Interdisciplinary Approaches........ccceoeieeeeveiiivieiiiiieeeeeeeeeeenns 30
(603 Lol [U1-Y o] o KOO U TSP 30
Section 5: Cultural Considerations in Dementia Care ..........cccoeeevveeeeeeceeeeeeesneeeenn. 31
INErOAUCTION ..ttt e ettt e e e s aare e e e s asee e e esans 31
Disparities in Dementia Diagnosis and Treatment.........cccccoeeeeiiiiiiiieeiieieeeeennn. 32
Cultural Beliefs and SHZMA ........uuuvvriiiiieiiiiririeeeeereeereeeeeeeeeereeeeerreeeeeeeeeeeseeseeeeeeens 33
Cultural Views 0N Car@giVING .......oveuvuuiuiieeeeieieeeeeeeeiiiceeeeeeeeeeeeeerarasneeeeeeeeeeeens 33
Communication and Assessment Strategi€s.........uuuvevreeeeeereereeieieieeeeeeeeeeeeeeeeeen, 34
Integrating Culturally Specific RESOUICES.......ccceeeeeeeeeteaeereeerraaeaans 35
The Role of Cultural Humility in Professional Practice.........ccccceeeeeeiiiiiinnvnnnnnnnee. 35
(60] 0 Tl (1151 [o] o JOU USSP 36
Section 6: Caregiver Burden and Family SUPPOIt ..., 36
INEFOAUCTION ..t e e e s are e e e s sabbe e e s ssasnaeessnnns 36
Psychological and Emotional Impact on Caregivers........ccceeeeeeeeeieerreevvernnecennnnn. 37



Evidence-Based Caregiver Interventions and Education ...........cccceeeeeeeeeeennnn... 38

Culturally Responsive Family SUPPOIt......ccooiiviiiiiiiiiieeeeeeeeeeeeeeeeeeee e 43
Community-Based and Culturally Specific RESOUrCeS.........cccoovvvvvvviiieeeeiieeennnns 43
CONCIUSION «.viieiiiiieeeeettee ettt e ettt e s st e e e s s aba e e e sssasbaeessssssaaeesssnnsnns 44
Section 7: Ethical and Professional Considerations in Dementia Care.................... 45
INErOAUCTION ...ttt e et e e e s et e e e s asae e e eeaes 45

Informed Consent and Decision-Making with Cognitively Impaired Individuals....
46

Maintaining Professional Boundaries and Cultural Humility ..........cccccooiuvnnnnnns 47
Confidentiality, Privacy, and the Duty to Protect ........cccceeeeeevvviviviiiiiieiieeeeeeeeenes 47
End-of-Life Care and Advance Planning.........ccccceiieiiiiiiiiiiiiiieceeeeeeeeeeeeeeeeee, 48
Ethical Challenges in Research Involving People with Dementia....................... 49
CONCIUSION <.ttt et e ettt e e ettt e e s e sb e e e e s s rbee e e s asaeeeseannaas 50
Section 8: Integration and Application in Clinical Practice........cccccevuuvvmevrvrrnvvvvnnnnn. 50
Applying Assessment and Intervention Frameworks........ccooeeeeeeeeiieeiiiiieeieennn. 51
Multidisciplinary Collaboration..........cooueveeuuiiiiiiiiiieece e 51
Documentation, Supervision, and Continuing Education ............cccceeeeeeennnn.... 52
Psychologists as Advocates and Policy Contributors .........ccccoeeeeeeiiieeiiiieeeennn. 53
CONCIUSION «.eviieiiiiieeeeeteee ettt et e e e s s re e e e ssssbaeeessasbaeessssssnaeessannans 53
Section 9: Conclusion and Future DireCtioNS .........cccveeeirriiiieiiniiiieeeeceeeee e 54
Final Reflections on Dementia Care and Psychological Practice..........ccccuuu...... 54
(60 Lol [U1-Y o] o KU TSP 54
REFEIENCES ...ttt e e e e et e e e e e s s s s nsneaeeaeeeeees 56



Section 1: Overview of Alzheimer’s Disease and Other
Dementias

Introduction

Alzheimer’s disease and other forms of dementia represent some of the most
significant public health challenges of the 21st century. These neurodegenerative
conditions progressively impair cognitive functioning, interfere with daily living,
and have profound psychological, emotional, and financial effects on individuals,
families, and care systems. For psychologists working in diverse contexts including
clinical, community, and hospital settings, a clear understanding of dementia’s
epidemiology, clinical course, and psychological implications is essential for

informed and ethical practice.

Definitions and Clinical Terminology

Dementia is a general term that describes a set of symptoms affecting memory,
thinking, behavior, and social abilities severely enough to interfere with daily
functioning. It is not a specific disease but rather a syndrome with multiple
etiologies. Alzheimer’s disease is the most common cause of dementia,
accounting for approximately 60 to 80 percent of all cases (Alzheimer’s
Association, 2023). Other types include vascular dementia, frontotemporal

dementia, dementia with Lewy bodies, and mixed dementia.

Alzheimer’s disease is a progressive, irreversible brain disorder characterized by
the accumulation of beta-amyloid plaques and tau tangles that lead to the
degeneration of neurons, particularly in the hippocampus and cerebral cortex
(Jack et al., 2018). The disease typically begins with subtle memory impairment

and advances through stages of increasing cognitive and functional decline.



Epidemiology and Prevalence

Globally, over 55 million people live with dementia, a number projected to
increase to 139 million by 2050 due to aging populations (World Health
Organization [WHO], 2023). In the United States alone, more than 6.7 million
adults aged 65 and older are living with Alzheimer’s disease, a number expected
to double by 2060 (Alzheimer’s Association, 2023). Women and individuals from
racial and ethnic minority populations, particularly African American and Hispanic

communities, are disproportionately affected.

From an economic standpoint, dementia care imposes substantial financial
burdens on healthcare systems and families. In the United States, the total cost of
Alzheimer’s and other dementias in 2023 was estimated at $345 billion, with the
majority of costs related to long-term care and informal caregiving (Alzheimer’s

Association, 2023).

Stages of Dementia Progression

Understanding the trajectory of Alzheimer’s disease is critical for diagnosis,
intervention, and prognosis. While individual experiences vary, the disease

typically unfolds across three general stages:

1. Mild (Early) Stage

In the early stage, individuals may experience noticeable memory lapses,
particularly involving recent events. Symptoms often include difficulty finding
words, trouble with planning or organizing, and decreased performance in work
or social settings. Emotional responses may include denial, frustration, and

anxiety. At this stage, individuals often retain substantial independence.



2. Moderate (Middle) Stage

This stage is often the longest and is marked by increasing memory loss,
confusion, and difficulty with language, attention, and reasoning. Individuals may
forget personal history, become disoriented in familiar environments, and struggle
with complex tasks like managing finances or medications. Behavioral and
psychological symptoms such as depression, irritability, and agitation may emerge.

Personal care and safety become increasing concerns.

3. Severe (Late) Stage

In the late stage, cognitive and functional abilities deteriorate significantly.
Individuals often lose the ability to respond to their environment, carry on a
conversation, or control movement. Assistance is required for all activities of daily
living, including eating, dressing, and toileting. Communication becomes limited,

and the risk of complications such as infections and falls increases.

Implications for Psychologists in Clinical, Community, and Hospital
Settings

Clinical Settings

Psychologists in outpatient and private practice settings are often the first
healthcare professionals to detect early cognitive changes indicative of
Alzheimer’s disease and related dementias. This is largely due to their unique role
in providing longitudinal mental health care, often through regular, extended
contact with patients who initially present with symptoms of depression, anxiety,
or general cognitive complaints. Many older adults experiencing cognitive decline
will seek care for emotional distress, such as irritability, low mood, or withdrawal,
before recognizing or attributing symptoms to a neurodegenerative process.

Family members may also raise subtle concerns about memory lapses, personality



changes, or increased difficulty with everyday tasks during psychological intake
interviews or therapy sessions. As a result, psychologists are frequently in a
privileged position to identify these early warning signs, even before patients

reach neurologists or geriatricians.

In these settings, psychologists contribute significantly to early detection and
differential diagnosis, often using tools such as the Mini-Mental State Examination
(MMSE), Montreal Cognitive Assessment (MoCA), or more extensive
neuropsychological batteries. These assessments help differentiate between
normal aging, mild cognitive impairment (MCI), depression-related cognitive
complaints, and early-stage Alzheimer’s disease (Chu, Leino, & Sue, 2021). By
integrating cognitive testing with mental health evaluations, psychologists can
offer a nuanced clinical picture that informs next steps in care and ensures timely
referral to neurologists, geriatric psychiatrists, or multidisciplinary memory clinics
when appropriate. They also provide emotional support, psychoeducation, and

cognitive interventions tailored to patients’ stage of functioning.

Community Mental Health Programs

Within community-based services, psychologists are instrumental in developing
and implementing care plans that address the multifaceted needs of individuals
with dementia and their families. Interventions often include behavioral
activation, caregiver training, support groups, and health literacy programs.
Community programs also offer culturally specific support to underserved

populations disproportionately affected by the disease.

Hospital and Inpatient Settings

In hospitals, psychologists contribute to multidisciplinary teams managing patients
with co-occurring medical and cognitive conditions. Acute confusion or delirium,

often superimposed on dementia, can complicate medical treatment.



Psychologists help with behavioral assessments, capacity evaluations, mood
screenings, and discharge planning. They also educate staff about the behavioral

and emotional manifestations of dementia.

The Role of Early Identification

Early detection of Alzheimer’s disease and related dementias is associated with
improved outcomes for patients and caregivers. It allows individuals to participate
in medical and financial planning, initiate pharmacologic and non-pharmacologic
interventions, and access community resources. From a clinical perspective,
psychologists can detect subtle cognitive changes during routine therapy sessions,

especially among older adults with depression, anxiety, or adjustment issues.

Furthermore, early diagnosis provides opportunities for enrollment in clinical trials
and participation in lifestyle interventions that may slow disease progression.
Psychologists also support patient autonomy by facilitating discussions about

advanced directives, living wills, and preferences for care.

Interdisciplinary Collaboration

Effective dementia care requires collaboration among medical, mental health,
social work, and caregiving professionals. Psychologists offer unique perspectives
grounded in behavioral science, psychological assessment, and systems theory.
They contribute to comprehensive care planning, staff training, and research on

interventions aimed at improving quality of life and reducing caregiver burden.

In hospital and skilled nursing environments, psychologists often work with
neurologists, geriatricians, nurses, occupational therapists, and speech-language
pathologists. Psychologists also advocate for trauma-informed and culturally

responsive practices to ensure ethical and inclusive care.



Conclusion

Alzheimer’s disease and other dementias present a growing public health concern
with complex cognitive, emotional, and social dimensions. For psychologists,
understanding the epidemiology, clinical presentation, and progression of these
disorders is foundational to effective practice. Early detection, comprehensive
assessment, and interdisciplinary collaboration can significantly enhance patient
care and support for families. As the prevalence of dementia increases,
psychologists are uniquely positioned to lead efforts in diagnosis, treatment

planning, and culturally responsive intervention.

Section 2: Risk Factors, Early Warning Signs, and
Assessment

Introduction

Understanding the risk factors, early warning signs, and assessment strategies for
Alzheimer’s disease and other dementias is central to the psychologist’s role in
improving early detection, supporting differential diagnosis, and facilitating timely
care. Dementia is not a singular condition but a clinical syndrome with multiple
etiologies. Alzheimer’s disease is the most prevalent form, followed by vascular
dementia, Lewy body dementia, and frontotemporal dementia. Each has unique
contributing factors, symptom profiles, and progression rates. This section
provides an overview of biological, genetic, lifestyle, and psychosocial risk factors,
highlights the early indicators of dementia, and reviews validated assessment

tools with an emphasis on cultural responsiveness and clinical relevance.



Biological and Genetic Risk Factors

Aging is the most robust and consistent biological risk factor for Alzheimer’s
disease and other dementias. Although dementia is not a natural part of aging,
the incidence increases significantly with age, particularly beyond 65 years. Age-
related brain changes such as oxidative stress, synaptic loss, and mitochondrial
dysfunction contribute to vulnerability in neural networks, especially in the

hippocampus and prefrontal cortex (Hou et al., 2019).

Genetic influences are also well-documented, particularly in early-onset
Alzheimer’s disease. Mutations in the amyloid precursor protein (APP), presenilin
1 (PSEN1), and presenilin 2 (PSEN2) genes are associated with autosomal
dominant Alzheimer’s disease and typically result in symptoms before age 60. In
contrast, the apolipoprotein E (APOE) €4 allele is the strongest genetic risk factor
for late-onset Alzheimer’s disease. Individuals with one copy of APOE €4 have
approximately a threefold increased risk, while those with two copies may face up

to a twelvefold increase (Belloy et al., 2019).

Additionally, sex-based disparities exist. Women are more likely than men to
develop Alzheimer’s disease, even when controlling for longevity. Hormonal
factors, particularly estrogen decline during menopause, have been linked to
increased amyloid accumulation. Structural differences in the female brain and
sociocultural influences on cognitive reserve are also being explored (Ferretti et
al., 2018).

Comorbid health conditions such as diabetes, hypertension, obesity, and high
cholesterol are also associated with increased dementia risk. These conditions
contribute to cerebrovascular damage, white matter lesions, and impaired blood-
brain barrier integrity, thus increasing vulnerability to both vascular and mixed

dementia types. The interplay between neurodegenerative and vascular pathology

10



underscores the importance of managing cardiovascular health in midlife to

prevent late-life cognitive decline (Livingston et al., 2020).

Lifestyle and Environmental Risk Factors

Cognitive reserve theory posits that individuals with higher education, complex
occupational attainment, and engagement in cognitively stimulating activities are
less likely to show clinical symptoms despite underlying neuropathology. In
contrast, individuals with fewer years of formal education face an elevated risk of
dementia, possibly due to reduced synaptic density or neural compensation

mechanisms (Stern et al., 2020).

Physical inactivity is another modifiable risk factor. Regular aerobic exercise has
been shown to promote neurogenesis, improve cerebral perfusion, and reduce
systemic inflammation. Midlife exercise is particularly protective and has been
associated with a significantly lower risk of developing both Alzheimer’s disease

and vascular dementia (Laurin et al., 2019).

Diet also plays a critical role in brain health. The Mediterranean and DASH diets,
as well as the hybrid MIND diet, have shown strong associations with delayed
cognitive decline and reduced incidence of dementia. These diets emphasize
fruits, vegetables, whole grains, legumes, lean proteins, and healthy fats, while

minimizing intake of saturated fats and processed foods (Morris et al., 2018).

Smoking and excessive alcohol consumption contribute to cognitive decline
through mechanisms including oxidative stress, neurotoxicity, and cerebrovascular
damage. Chronic alcohol misuse, in particular, is linked to Wernicke-Korsakoff
syndrome and alcohol-related dementia. Even moderate alcohol use has been

associated with brain atrophy in large cohort studies (Topiwala et al., 2021).
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Psychosocial stressors, particularly social isolation and loneliness are increasingly
recognized as independent risk factors for cognitive decline. Social isolation may
impact neuroendocrine function and immune responses, which in turn affect
brain health. Long-term loneliness has been associated with increased risk of
Alzheimer’s disease, even after accounting for other factors (Cacioppo &
Cacioppo, 2018).

Early Warning Signs of Dementia

Dementia often begins with subtle cognitive and behavioral symptoms that can go
unnoticed or be misattributed to aging or mood disorders. The earliest cognitive
deficits frequently involve episodic memory, especially the ability to learn and
retain new information. Individuals may repeat questions, misplace items, or
forget appointments. Executive dysfunction may manifest as poor judgment,

reduced planning capacity, or impaired problem-solving skills.

Language deficits, particularly anomia (difficulty retrieving words), circumlocution,
and declining fluency, also appear early. Visuospatial difficulties may become
evident through challenges with navigation or interpreting spatial relationships.
Affective changes are also common and may precede overt cognitive impairment.
Symptoms such as apathy, irritability, social withdrawal, and mild depression or

anxiety can indicate early neuropsychiatric involvement.

Functional impairments in instrumental activities of daily living, such as managing
finances, preparing meals, or maintaining hygiene, often precede dependence in
basic tasks like dressing and eating. These early deficits are critical indicators of

disease progression and are highly relevant in both diagnosis and care planning.

12



Assessment Tools and Clinical Evaluation

Early and accurate assessment of cognitive decline is essential for differential
diagnosis, care coordination, and therapeutic planning in individuals suspected of
having Alzheimer’s disease or related dementias. Psychologists are uniquely
qualified to conduct comprehensive evaluations that integrate cognitive,
emotional, behavioral, and functional domains using both standardized tools and
culturally responsive clinical judgment. Importantly, these assessments should be
person-centered and contextualized within the individual’s educational
background, cultural identity, language proficiency, and medical history to avoid

misinterpretation and diagnostic error.

Standardized assessment tools, when selected and administered thoughtfully,
offer critical insights into the nature, extent, and functional impact of cognitive
changes, as well as potential areas for intervention. Among the most frequently
used instruments is the Mini-Mental State Examination (MMSE), a brief, 30-point
screening tool that evaluates domains such as orientation to time and place,
immediate and delayed recall, attention and calculation, language, and
visuoconstructional skills. Example items include questions such as “What is the
date today?” (orientation), “Spell the word ‘world’ backwards” (attention), and
“What is this object?” while pointing to a pencil (language/naming). While the
MMSE has clinical utility, it is limited in detecting mild cognitive impairment (MCI)
and may produce false positives or negatives in individuals with limited education,
non-dominant English speakers, or those from non-Western cultural backgrounds
(Chu, Leino, & Sue, 2021).

To address these limitations, many clinicians prefer the Montreal Cognitive
Assessment (MoCA) for early detection. The MoCA is also a 30-point screening
measure but includes more challenging tasks that probe executive function,

abstraction, visuospatial skills, delayed recall, and working memory. For instance,
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one item asks patients to draw a clock showing a specific time, a task that assesses
multiple cognitive domains including planning, visual processing, and attention.
Another task asks the individual to describe how two items (e.g., “train” and
“bicycle”) are alike, which requires abstract reasoning. The MoCA also includes a
brief memory task involving five words, where immediate and delayed recall are
measured after an interference task, providing insights into short-term memory

and retrieval.

For collateral input from caregivers or family members, the AD8 Dementia
Screening Interview is a valuable informant-based tool. It consists of eight yes/no
guestions assessing change in areas such as memory, problem-solving, judgment,
and interest in activities. Sample questions include, “Has the person begun to
have trouble learning how to use a tool, appliance, or gadget?” and “Does the
person have trouble remembering appointments?” The ADS8 is particularly helpful
in identifying changes that might not be evident in a structured clinical setting,
and it is often used when direct patient testing is not feasible due to visual,

hearing, or expressive language impairments.

Another robust tool is the Clinical Dementia Rating (CDR) scale, which uses a semi-
structured interview format to assess cognitive and functional performance across
six domains: memory, orientation, judgment and problem solving, community
affairs, home and hobbies, and personal care. Ratings range from 0 (no
impairment) to 3 (severe impairment). For example, a psychologist might ask, “Tell
me how you typically spend your day,” or “Have you had any difficulty managing
your medications or finances?” This provides both quantitative and qualitative

insights that guide staging of the disease and clinical planning.

To assess real-world functioning and the degree to which cognitive decline
interferes with independence, psychologists often use instruments such as the

Functional Activities Questionnaire (FAQ) or the Lawton-Brody Instrumental
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Activities of Daily Living (IADL) Scale. These tools evaluate abilities in domains like
managing finances, preparing meals, using transportation, housekeeping, and
handling medications. A sample FAQ question includes, “Does the patient have
difficulty remembering appointments or important dates?” The Lawton-Brody
IADL might ask whether the individual is “able to use the telephone on their own
initiative and look up numbers.” These assessments are particularly helpful for
informing safety-related decisions such as whether an individual can continue

driving or living alone.

Mood and behavioral symptoms should also be routinely assessed, as affective
and neuropsychiatric symptoms are both risk factors for and manifestations of
dementia. Depression and apathy are common early symptoms, while psychosis,
agitation, and disinhibition may emerge later. The Geriatric Depression Scale (GDS)
is a widely used self-report measure for older adults, available in both 15- and 30-
item formats. Questions are phrased simply and require yes/no answers, such as
“Do you feel that your life is empty?” or “Do you feel full of energy?” The GDS
avoids somatic symptom questions that might be confounded by age-related

physical illness, making it especially useful for older populations.

The Neuropsychiatric Inventory (NPI) is another valuable tool that captures a
broad range of behavioral and psychological symptoms of dementia, including
delusions, hallucinations, irritability, sleep disturbances, and appetite changes. It
relies on caregiver input and includes follow-up questions about symptom
frequency, severity, and associated caregiver distress. This allows psychologists to
assess both patient well-being and caregiver burden, which is an important

component of holistic dementia care.

For patients with cognitive impairment, especially in moderate to severe stages,
the Cornell Scale for Depression in Dementia offers a reliable method for

detecting depression through observations and informant interviews. It includes
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items such as “Appears sad or says he/she is sad,” and “Shows lack of interest in
usual activities,” rated on a severity scale. The Cornell scale helps clinicians
differentiate between depressive symptoms and those attributable to

neurodegeneration, which can be diagnostically complex.

When conducting assessments, psychologists must also consider cultural,
linguistic, and educational factors that may influence test performance. For
example, performance on language-based tasks may be impacted by English
language proficiency, cultural familiarity with test content, or historical
experiences of educational exclusion or mistrust in healthcare. In such cases,
alternate forms or adapted tools, such as language-congruent versions of the
MoCA or functional assessments with more contextualized examples, may
improve validity. Additionally, incorporating qualitative data from patient
interviews, collateral sources, and behavioral observations ensures that the
assessment process reflects the client’s lived experience rather than simply test

scores.

Ultimately, cognitive and psychological assessment in suspected Alzheimer’s
disease must be part of a comprehensive, person-centered, and culturally
informed evaluation process. Psychologists are called to move beyond checklists
to integrate test results with narrative accounts, historical trauma, systemic

factors, and family dynamics. By doing so, they uphold the ethical standards of

competence, respect for people’s rights and dignity, and justice as outlined in the

APA Ethical Principles of Psychologists and Code of Conduct (APA, 2017).

Culturally Responsive Assessment Practices

Psychologists must adopt culturally responsive practices to ensure valid and
ethical assessment. Cognitive tests may be biased by language, literacy, and

cultural assumptions. For example, tasks involving proverbs, verbal fluency, or

16



reading may disadvantage individuals from non-Western backgrounds or with
limited formal education. Translation alone is not sufficient; measures should be

normed and validated within the target population.

Use of professional interpreters, culturally adapted materials, and awareness of
culturally normative behavior is essential. For example, direct eye contact or test-
taking behavior may differ across cultures and should not be misinterpreted as
disinterest or cognitive impairment. Clinicians should avoid assumptions about
baseline functioning and instead seek collateral information from family or

community sources.

Health literacy must also be considered. Providing clear explanations of test
results and treatment options in accessible language helps patients and families
engage more fully in the care process. Respect for values, traditions, and belief
systems that shape individuals’ understanding of aging, memory loss, and mental

health is central to culturally competent care.

The Role of Collateral Information and Neuropsychological Testing

Collateral information from caregivers, family members, or healthcare
professionals is often essential for understanding the nature and trajectory of
cognitive decline. This information provides context for interpreting test results
and identifying discrepancies between observed behavior and self-report. In many
cases, individuals with cognitive impairment may lack insight into their symptoms,

making informant input critical for accurate diagnosis.

When more detailed evaluation is needed, neuropsychological testing offers a
comprehensive profile of cognitive strengths and weaknesses. These batteries
assess memory, attention, processing speed, executive functioning, language, and

visuospatial skills, and can differentiate between Alzheimer’s disease and other

17



forms of dementia such as frontotemporal dementia, dementia with Lewy bodies,

or Parkinson’s disease dementia.

Neuropsychological testing is particularly valuable when symptoms are subtle,
when differential diagnosis is complex, or when functional implications of
cognitive changes must be documented for legal, vocational, or care planning
purposes. Psychologists conducting such assessments must be aware of practice
effects, test-retest reliability, and the importance of normative data matched for

age, education, and culture.

Conclusion

Psychologists are integral to the early identification and assessment of dementia.
They bring a unique skill set that includes expertise in cognitive testing, behavioral
analysis, emotional assessment, and family consultation. Understanding the
interplay between biological, genetic, lifestyle, and cultural factors allows
psychologists to provide nuanced, accurate, and compassionate care. Culturally
responsive assessment practices are essential in delivering equitable services,

particularly as dementia increasingly affects diverse populations.

Early detection of cognitive impairment not only enhances clinical outcomes but
also empowers individuals and families to make informed decisions. Through
interdisciplinary collaboration, evidence-based assessment tools, and ethical
sensitivity, psychologists can contribute significantly to the evolving landscape of

dementia care.
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Section 3: Evidence-Based Treatment and
Management

Introduction

Effective treatment and management of Alzheimer’s disease and other dementias
require an integrative approach grounded in scientific evidence, clinical judgment,
and person-centered values. Dementia is a chronic, progressive syndrome that
affects cognitive, emotional, behavioral, and physical functioning. While there is
no cure, a growing body of research supports various pharmacological and non-
pharmacological interventions that can improve quality of life, alleviate
symptoms, and delay functional decline. Psychologists play a key role in designing,
implementing, and evaluating these interventions in clinical, community, and
institutional settings. This section explores current pharmacological treatments,
non-pharmacological strategies, and integrative approaches, including caregiver

training and environmental modifications.

Pharmacological Treatments: Options and Limitations

Pharmacologic treatment remains a central component of dementia
management, particularly for Alzheimer’s disease. The most commonly prescribed
medications include cholinesterase inhibitors, donepezil, rivastigmine, and
galantamine, and the NMDA receptor antagonist memantine. These drugs are
approved for mild to moderate stages of Alzheimer's disease and have been
shown to modestly improve cognition, behavior, and functional outcomes in some

individuals.

Cholinesterase inhibitors work by preventing the breakdown of acetylcholine, a

neurotransmitter important for memory and learning. These medications may
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offer temporary symptomatic relief, although their effectiveness varies among
individuals. Memantine, approved for moderate to severe stages, regulates
glutamatergic activity and may reduce excitotoxicity that contributes to

neurodegeneration (Cummings et al., 2019).

In recent years, novel pharmacological agents have emerged, most notably
monoclonal antibodies targeting beta-amyloid, such as aducanumab and
lecanemab. These disease-modifying therapies have generated both excitement
and controversy. Clinical trials have shown that such agents can reduce amyloid
plaques, but cognitive outcomes remain mixed, and adverse effects like amyloid-
related imaging abnormalities (ARIA) have raised safety concerns (Knopman et al.,
2021). As of 2023, the U.S. Food and Drug Administration granted full approval to
lecanemab, offering cautious optimism for modifying disease progression in early-

stage Alzheimer’s disease.

However, pharmacological treatments are limited in scope. They do not halt
disease progression, and their benefits are generally modest. Moreover, many
individuals experience side effects such as gastrointestinal discomfort,
bradycardia, dizziness, and sleep disturbances, which may compromise
adherence. Therefore, a comprehensive treatment plan should include
psychosocial, behavioral, and environmental interventions tailored to individual

needs.

Non-Pharmacological Interventions

Cognitive Behavioral and Psychosocial Interventions

Cognitive-behavioral therapy (CBT) has demonstrated effectiveness in managing
mood disturbances in individuals with early-stage dementia. While cognitive

deficits may limit the complexity of traditional CBT, modified approaches can help
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individuals address symptoms of depression, anxiety, and apathy. Techniques such
as behavioral activation, relaxation training, and structured problem-solving can

be adapted to suit cognitive capacities (Stanley et al., 2020).

Reminiscence therapy, which involves discussing past experiences using prompts
like photographs, music, or personal objects, has been associated with improved
mood, social interaction, and a sense of identity. Life review interventions can be
particularly beneficial for individuals experiencing emotional distress or identity

loss.

Validation therapy, another widely used psychosocial intervention, emphasizes
empathy and emotional attunement rather than correcting cognitive distortions.
This approach supports dignity and reduces agitation, especially in moderate to

severe stages.

Environmental Modifications

The environment plays a crucial role in shaping the behavior and emotional well-
being of individuals with dementia. Modifying physical surroundings to reduce

confusion, promote independence, and minimize safety risks is a central tenet of
dementia care. Strategies include using clear signage, contrasting colors, adaptive

lighting, and simplified layouts to aid navigation and orientation.

Technology-based solutions, such as electronic medication reminders, motion
sensors, and GPS tracking, also enhance autonomy and safety. Environmental
interventions are most effective when combined with staff or caregiver training
that promotes consistent routines, person-centered communication, and sensory

stimulation.
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Behavioral Interventions for Challenging Symptoms

Non-pharmacological approaches are the first line of treatment for behavioral and
psychological symptoms of dementia (BPSD), such as aggression, agitation, and
wandering. Interventions based on behavioral analysis, identifying antecedents,
behaviors, and consequences, can reduce problematic behaviors without resorting

to medication.

Music therapy, art therapy, and sensory stimulation activities have shown promise
in reducing anxiety and improving engagement, particularly in long-term care
settings. Structured activities tailored to personal preferences and life history are
more effective than generalized programming. Techniques such as redirection,

distraction, and offering choices can also mitigate resistance to care.

Caregiver Training and Support

Caregivers are the cornerstone of dementia care, often providing the majority of
support in home and community settings. Psychologists play a critical role in
equipping caregivers with skills to manage behavioral symptoms, communicate

effectively, and maintain their own mental health.

Structured caregiver interventions such as the Resources for Enhancing
Alzheimer’s Caregiver Health (REACH) and the Savvy Caregiver Program provide
evidence-based strategies to enhance coping, reduce burden, and improve
outcomes for both caregivers and care recipients. These programs incorporate
psychoeducation, stress management techniques, role-play, and social support

components.

Incorporating caregivers into the treatment process not only improves adherence
to interventions but also fosters a sense of competence and connection.

Psychologists should assess caregiver burden routinely and offer interventions
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that address depression, anxiety, grief, and burnout. Group-based formats,
including support groups and educational workshops, offer normalization and
peer support, while individualized counseling may address more complex

emotional or relational issues.

Integrative and Holistic Approaches

A growing body of literature supports the integration of holistic approaches in
dementia care. Mindfulness-based interventions, for example, have been shown
to reduce stress and improve emotional regulation among caregivers and
individuals with mild cognitive impairment. Although cognitive deficits may limit
formal meditation practice, adaptations such as guided breathing, body scans, or
nature-based mindfulness have shown feasibility and acceptability (Wells et al.,
2019).

Occupational therapy, speech therapy, and physical therapy contribute to
maintaining independence and quality of life. Occupational therapists assist in
modifying tasks and environments to preserve function and safety, while speech-
language pathologists address communication deficits and swallowing issues.
Physical activity programs, including tai chi, walking groups, and resistance
training, support physical health and reduce falls, while also providing mood-

enhancing and cognitive benefits.

Spiritual and existential interventions can also support well-being, especially in
later stages when verbal communication becomes limited. Chaplaincy services,
legacy-building activities, and creative arts therapies offer pathways for meaning-

making and emotional expression.
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The Role of Psychologists in Treatment Planning

Psychologists are uniquely qualified to coordinate interdisciplinary care plans that
address the cognitive, emotional, and behavioral aspects of dementia. They assess
treatment response, guide adjustments to care plans, and provide education to
patients, families, and professional caregivers. In hospital and long-term care
settings, psychologists consult on challenging behaviors, support staff training,

and assist with transitions in care.

In outpatient settings, psychologists may lead support groups, provide individual
therapy, or facilitate care planning sessions with family members. They are also
key contributors to capacity evaluations and end-of-life planning. As part of an
integrated care team, psychologists ensure that treatment aligns with individual

goals, cultural values, and ethical standards.

Conclusion

While pharmacological treatments offer limited symptomatic relief for Alzheimer’s
disease and related dementias, non-pharmacological and integrative strategies
form the cornerstone of effective management. Psychologists play a critical role in
delivering evidence-based interventions that address cognitive, emotional, and
behavioral needs while also supporting caregivers and enhancing quality of life. As
research continues to evolve, clinicians must stay current with emerging therapies
and maintain a holistic, person-centered approach to dementia care. By
combining clinical expertise with cultural sensitivity and interdisciplinary
collaboration, psychologists can significantly impact outcomes for individuals living

with dementia and their support networks.
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Section 4: Behavioral and Psychological Symptoms of
Dementia (BPSD)

Introduction

Behavioral and psychological symptoms of dementia (BPSD) encompass a wide
range of non-cognitive disturbances that frequently occur in individuals with
Alzheimer’s disease and other dementias. These symptoms include agitation,
depression, anxiety, apathy, psychosis, aggression, and disinhibition. BPSD are
prevalent across all types and stages of dementia and can significantly impair
quality of life, accelerate institutionalization, and increase caregiver burden.
Understanding the manifestation, causes, and management strategies for BPSD is
essential for psychologists who are involved in assessment, intervention, and
interdisciplinary care planning. This section explores common presentations,
evidence-based behavioral strategies, and the importance of culturally tailored

interventions in managing BPSD effectively.

Common Presentations of BPSD

Up to 90 percent of individuals with dementia will experience at least one
behavioral or psychological symptom during the course of the illness (Kales et al.,
2019). The frequency and severity of symptoms may fluctuate and are influenced
by the type of dementia, stage of illness, environmental stressors, physical health,
and interpersonal interactions. The most common and clinically challenging

symptoms include:
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Agitation and Aggression

Agitation refers to excessive motor activity, restlessness, pacing, or verbal
outbursts, often triggered by environmental changes, unmet needs, or cognitive
confusion. Aggression may be verbal or physical and often arises when the person
feels threatened or overwhelmed. These behaviors can be particularly distressing
for caregivers and may lead to inappropriate use of antipsychotic medications or

early institutionalization.

Depression and Anxiety

Depressive symptoms in dementia can manifest as persistent sadness, withdrawal,
sleep disturbances, reduced appetite, and loss of interest in previously enjoyed
activities. Anxiety may appear as excessive worry, fearfulness, or avoidance
behaviors. These symptoms may precede or accompany cognitive decline and are
often exacerbated by loss of autonomy, social isolation, and awareness of memory
deficits.

Apathy

Apathy, defined as a loss of motivation, initiative, and emotional engagement, is
one of the most prevalent symptoms in dementia. It is distinct from depression,
though the two often co-occur. Apathy contributes to reduced participation in

activities, caregiver frustration, and poorer outcomes in cognitive and functional

domains.

Psychosis and Delusions

Psychotic symptomes, including delusions and hallucinations, are more common in
certain types of dementia, such as dementia with Lewy bodies and Parkinson'’s

disease dementia. Individuals may report seeing non-existent people or animals or
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develop false beliefs about theft, infidelity, or danger. These symptoms are

distressing and may increase the risk of harm if not properly managed.

Sleep and Circadian Rhythm Disruption

Disrupted sleep patterns, including insomnia, night-time wandering, and day-
night confusion, are common in dementia. Such disturbances increase the risk of
falls, caregiver fatigue, and delirium. Factors contributing to these disturbances
include neurodegeneration in circadian-regulating brain regions, medication side

effects, and environmental cues.

Psychological and Behavioral Intervention Strategies

Non-pharmacological interventions are the first-line approach for managing BPSD,
as recommended by multiple clinical guidelines. These interventions target
underlying causes of behavior, such as unmet needs, sensory overload, pain, or
emotional distress, and aim to enhance engagement, predictability, and emotional

support.

Person-Centered Care

Person-centered care emphasizes the individuality, preferences, and life history of
the person with dementia. This approach involves adapting routines and
interactions to the person’s needs, values, and emotional state. Interventions that
incorporate personal interests, cultural background, and communication

preferences are more effective in reducing agitation and improving cooperation.

Behavioral Analysis and Functional Assessment

Applied behavior analysis principles are effective in identifying antecedents and

consequences of problematic behaviors. Functional assessments involve observing

27



behaviors in context, identifying triggers, and testing interventions. For instance,
aggression during bathing may be alleviated by modifying the routine, offering

choices, or ensuring privacy.

Behavioral approaches such as the ABC model (Antecedent, Behavior,
Consequence) guide intervention planning. Interventions can include modifying
the environment, adjusting staff communication styles, or providing meaningful

activities to reduce boredom or frustration.

Structured Activities and Sensory Stimulation

Engagement in structured and meaningful activities reduces restlessness and
behavioral disturbances. Activities should match the individual's cognitive and
physical abilities and reflect personal interests. Examples include gardening,
music, art, pet therapy, and light exercise. Sensory stimulation interventions, such
as massage, aromatherapy, or multisensory rooms, can reduce anxiety and

agitation, particularly in advanced dementia.

Communication Techniques

Effective communication is essential in managing BPSD. Strategies include
speaking slowly and clearly, using simple sentences, maintaining eye contact, and
offering reassurance. Validation techniques involve acknowledging the person’s
feelings rather than correcting factual inaccuracies, which may escalate conflict.
Providing choices, redirecting attention, and using positive reinforcement also

improve compliance and reduce resistance.

Cultural and Family Contexts

The presentation and interpretation of BPSD are shaped by cultural values, family

dynamics, and health beliefs. Some behaviors may be normalized or stigmatized
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differently across cultures. For example, wandering may be seen as spiritual
restlessness in some communities, while hallucinations may be interpreted
through religious frameworks. Understanding these perspectives is essential for

tailoring interventions that respect cultural identities and beliefs.

Families from collectivist cultures may place high value on filial duty and
caregiving, which can influence how symptoms are interpreted and managed. In
such contexts, caregivers may be reluctant to discuss behavioral symptoms or seek
external help due to stigma or fear of judgment. Culturally informed
psychoeducation can help normalize BPSD, reduce shame, and increase

acceptance of support services.

Language barriers, health literacy, and access to culturally competent care also
impact the effectiveness of interventions. Psychologists must assess and adapt
interventions to ensure they are meaningful, respectful, and accessible. This may
involve translating materials, working with cultural mediators, or incorporating

traditional healing practices alongside evidence-based approaches.

Ethical Considerations in BPSD Management

Managing BPSD involves ethical complexities, particularly when safety concerns
arise or when individuals resist care. Respecting autonomy while ensuring safety
requires careful assessment of decision-making capacity, risk, and least-restrictive
alternatives. Psychologists should avoid using restraint or coercion and advocate

for interventions that preserve dignity and consent.

Informed consent may be challenging when individuals lack decisional capacity. In
such cases, involvement of legal guardians or health care proxies is essential.
Advance directives can guide decision-making but are often underutilized in
dementia care. Psychologists should facilitate discussions about values and

preferences early in the disease course.
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Confidentiality must be maintained while balancing the need to communicate
with caregivers and other professionals. Documentation should clearly outline
behaviors, interventions, and outcomes, ensuring transparency and continuity of

care.

Collaboration and Interdisciplinary Approaches

Managing BPSD effectively requires collaboration across disciplines, including
psychology, nursing, medicine, occupational therapy, and social work.
Psychologists contribute behavioral expertise, emotional assessment, and
therapeutic interventions, while medical professionals assess for underlying

causes such as infection, pain, or medication effects.

In institutional settings, psychologists can lead staff training on de-escalation
techniques, person-centered care, and behavior tracking. Training programs that
build empathy, increase knowledge, and reduce fear of challenging behaviors have

been shown to improve staff performance and patient outcomes.

In outpatient settings, psychologists may work with families to develop behavior
management plans, provide education, and offer emotional support. Regular team
meetings, consistent documentation, and shared care plans enhance coordination

and responsiveness.

Conclusion

Behavioral and psychological symptoms of dementia are complex, prevalent, and
impactful components of the dementia experience. These symptoms not only
affect the well-being of individuals but also influence caregiver burden, healthcare

utilization, and institutionalization. Psychologists play a central role in identifying
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BPSD, understanding their root causes, and implementing evidence-based,

person-centered, and culturally responsive interventions.

Non-pharmacological strategies should be prioritized, including structured
activities, communication techniques, behavior analysis, and caregiver training.
Interventions must be adapted to individual preferences, cognitive abilities, and
cultural contexts to be effective. Ethical considerations such as autonomy, safety,

and informed consent must guide practice.

Through interdisciplinary collaboration, continued research, and a deep
commitment to dignity and respect, psychologists can contribute to more
compassionate and effective care for individuals living with dementia and their

families.

Section 5: Cultural Considerations in Dementia Care

Introduction

Cultural perspectives shape every aspect of dementia care, including symptom
recognition, caregiving dynamics, help-seeking behavior, and treatment
engagement. As the global and U.S. populations age, dementia care providers are
increasingly encountering individuals from diverse racial, ethnic, and linguistic
backgrounds. The effectiveness and ethical integrity of dementia care depend on
cultural responsiveness, health equity, and the capacity to understand the lived
experiences of patients and families. Psychologists are uniquely positioned to
bridge cultural gaps, reduce disparities, and facilitate person-centered care that is
inclusive of clients’ social, cultural, and spiritual contexts. This section provides an

expanded overview of cultural disparities in diagnosis and treatment, the impact
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of stigma and health beliefs, and strategies for effective communication and

culturally tailored interventions.

Disparities in Dementia Diagnosis and Treatment

Research consistently shows that racial and ethnic minorities in the United States
face disparities in both the diagnosis and treatment of dementia. African
American and Hispanic older adults are more likely to develop Alzheimer’s disease
and other dementias, but they are also less likely to be diagnosed early or receive
adequate follow-up care. African Americans, for instance, have nearly twice the
risk of Alzheimer's disease compared to non-Hispanic Whites, while Hispanic
Americans have about one and a half times the risk (Alzheimer’s Association,
2023).

These disparities are influenced by a combination of structural and systemic
barriers. Limited access to specialists, underutilization of cognitive screening tools,
lack of insurance coverage, and culturally insensitive assessment practices
contribute to delayed diagnoses. Additionally, minority populations are
underrepresented in clinical research, which limits the generalizability and cultural

relevance of many evidence-based interventions (Gilmore-Bykovskyi et al., 2019).

Institutional racism and implicit bias may also impact the diagnostic process.
Studies have shown that clinicians may attribute cognitive symptoms in minority
patients to depression, stress, or low educational attainment rather than
considering dementia as a differential diagnosis. This can result in misdiagnosis,

inadequate treatment, and missed opportunities for early intervention.
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Cultural Beliefs and Stigma

Cultural values play a central role in how dementia is perceived and responded to
within families and communities. In many collectivist cultures, aging is revered,
and memory changes may be viewed as a normal part of getting older rather than
a sign of disease. This belief can delay recognition of dementia and reduce

motivation to seek medical evaluation.

Stigma associated with mental iliness and cognitive decline also remains a barrier
to care. In many cultures, dementia is not discussed openly, and families may hide
symptoms out of shame or fear of social exclusion. Individuals with dementia may
be viewed as burdensome or spiritually “cursed,” particularly in rural or under-
resourced communities. These beliefs can lead to social withdrawal, delayed

diagnosis, and refusal of supportive services.

Health literacy compounds the issue. A lack of understanding about what
dementia is, how it progresses, and what treatments are available can result in
resignation or fatalism. Families may not recognize the value of early intervention
or may view cognitive assessments with suspicion. Consequently, dementia-

related services are underutilized among many minority groups.

Cultural Views on Caregiving

Caregiving practices and expectations vary significantly across cultures. In some
communities, providing care for an elderly relative is considered a moral and
social obligation rooted in respect for elders. For example, Latino, Asian, and
African immigrant families often provide multigenerational care at home, with less
reliance on formal caregiving services or long-term care facilities (Sayegh & Knight,
2019). While this caregiving model can foster close familial bonds, it can also

result in isolation, stress, and unrecognized caregiver burden.
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Cultural beliefs may also influence caregiving roles. In some traditions, women,
particularly daughters or daughters-in-law, are expected to assume primary
caregiving responsibilities, regardless of their own mental health or economic
capacity. Gendered expectations can increase the risk of caregiver burnout and

delay requests for outside help.

Psychologists working with caregivers must assess their emotional well-being and
perceptions of caregiving within their cultural framework. Interventions should
incorporate culturally congruent values such as family unity, spiritual faith, and

community interdependence to promote resilience and engagement.

Communication and Assessment Strategies

Psychologists must develop strong communication strategies that are attuned to
cultural and linguistic diversity. The use of culturally validated assessment tools is
essential. Cognitive screening instruments such as the MoCA or MMSE may be
biased when used with individuals who have limited formal education or who
speak English as a second language. Translated versions, where available, should

be used, and scores should be interpreted with caution and cultural awareness.

When assessing clients with limited English proficiency, trained medical
interpreters, not family members, should be used to maintain confidentiality and
accuracy. Clinicians should avoid idiomatic expressions and overly technical
language. Checking for understanding, encouraging questions, and using visual

aids can support comprehension and participation in care.

Involving family members in interviews and treatment planning, when
appropriate, can help elicit culturally grounded information and strengthen
therapeutic rapport. Psychologists should also explore cultural norms around
decision-making, as in some communities, the eldest son or spouse may be the

primary health decision-maker rather than the patient themselves.
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Integrating Culturally Specific Resources

Connecting clients and families to culturally specific support systems is a critical
step in delivering holistic care. Faith-based organizations, ethnic community
centers, and culturally aligned home health agencies can provide services that are
linguistically and culturally familiar. Offering support groups in a family’s preferred
language or led by facilitators from the same cultural background can increase

engagement and reduce stigma.

Community-based dementia education programs tailored to specific populations
have been shown to improve knowledge, attitudes, and willingness to seek help.
Programs that use storytelling, religious teachings, or respected community
leaders as messengers may be particularly effective in shifting cultural perceptions

and promoting early intervention.

Psychologists should also advocate for the development and dissemination of
culturally adapted educational materials, including visual formats for individuals
with limited literacy. Resources should be accessible across digital and print

platforms and sensitive to cultural values around aging, illness, and caregiving.

The Role of Cultural Humility in Professional Practice

Cultural humility is a foundational principle in culturally competent psychological
care. Unlike cultural competence, which emphasizes knowledge acquisition,
cultural humility involves lifelong self-reflection, recognition of personal and
systemic biases, and a commitment to respectful partnerships with clients.
Psychologists must be aware of how their own cultural identities and assumptions

influence the therapeutic relationship and decision-making process.

Supervision, continuing education, and consultation with culturally diverse

colleagues are essential strategies for enhancing cultural humility. Psychological
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practice in dementia care should prioritize openness, empathy, and the ability to

learn from clients and commmunities themselves.

Psychologists can also contribute to systemic change by advocating for policy
reforms that address inequities in dementia care, including improved access to
diagnosis, greater representation in research, and workforce diversity in geriatric

mental health.

Conclusion

Culture influences every aspect of dementia care, from symptom interpretation
and diagnosis to caregiving roles and treatment acceptance. Psychologists working
with culturally diverse populations must engage with clients and families using
culturally responsive, inclusive, and respectful practices. By integrating cultural
knowledge with clinical expertise, psychologists can reduce disparities, promote

equity, and enhance the quality of life for individuals affected by dementia.

A comprehensive approach requires acknowledgment of structural barriers,
intentional adaptation of assessment and communication strategies, and
collaboration with culturally aligned community resources. Ultimately, culturally
responsive care is not only ethical, it is essential to effective and person-centered

dementia practice.

Section 6: Caregiver Burden and Family Support

Introduction

Caring for a person with dementia presents profound psychological, emotional,
and physical challenges that extend across the disease trajectory. As dementia

progresses, caregiving demands increase, often placing significant strain on
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informal caregivers, primarily family members, who frequently provide unpaid,
around-the-clock support. Psychologists play a critical role in identifying caregiver
burden, offering evidence-based interventions, and connecting families to
culturally relevant community resources. This section explores the multifaceted
impact of caregiving, current best practices in caregiver support, and strategies for

addressing systemic and cultural barriers to family well-being.

Psychological and Emotional Impact on Caregivers

Caregivers of individuals with dementia experience higher rates of stress,
depression, anxiety, and health problems compared to caregivers of individuals
with other chronic conditions. These adverse outcomes are associated with the
unique cognitive, behavioral, and emotional challenges posed by dementia,
including memory loss, disorientation, aggression, and communication difficulties
(Tremont et al., 2020).

Emotional responses commonly include grief, guilt, resentment, and helplessness.
Many caregivers experience “ambiguous loss,” mourning the psychological
absence of a loved one who is still physically present. This disenfranchised grief is
compounded by social isolation and reduced participation in previously fulfilling
roles or activities. The emotional toll is exacerbated when caregivers feel
unprepared or unsupported in their role, especially during transitions such as

diagnosis, institutionalization, or end-of-life care.

Moreover, caregiver burden is multidimensional. It encompasses objective aspects
such as time spent caregiving, financial strain, and disruption of work, as well as
subjective experiences of emotional distress and perceived overload.
Psychological distress among caregivers is not only detrimental to their own
health but also associated with poorer outcomes for the person with dementia,

including increased risk of institutionalization and hospitalization.
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Evidence-Based Caregiver Interventions and Education

Psychologists have developed and implemented a variety of empirically supported
interventions to address caregiver burden and promote adaptive coping. These
interventions range from individual therapy to group-based psychoeducation and

skill-building programs.

Psychoeducation

Psychoeducation is an essential component of dementia care, offering both
informational and emotional support to individuals living with Alzheimer’s disease
and their caregivers. These structured programs provide evidence-based guidance
on the progression of cognitive decline, symptom management, communication
strategies, and legal planning. Through the use of clear and accessible
information, psychoeducation reduces uncertainty, normalizes the challenges
caregivers face, and increases a sense of control and preparedness. For many
families, understanding the nature of dementia and what to expect over time

helps reduce anxiety and promotes more effective long-term planning.

Effective psychoeducation addresses core caregiving concerns, including how to
adapt communication styles as language abilities decline, manage difficult
behaviors, and create supportive daily routines. Caregivers are taught how to
engage in validating and empathetic interactions, use redirection techniques
during episodes of confusion or agitation, and establish structured environments
that reduce frustration for the person with dementia. Additionally,
psychoeducation emphasizes the emotional impact of caregiving, including stress,
guilt, and isolation, offering strategies for coping and accessing support. Programs
also cover legal and financial considerations such as establishing power of

attorney, advance directives, and identifying community resources.
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Programs like the Savvy Caregiver Program and REACH Il (Resources for Enhancing
Alzheimer’s Caregiver Health) have demonstrated strong outcomes in improving
caregiver knowledge, self-efficacy, and emotional well-being. The Savvy Caregiver
Program teaches caregivers to view themselves as skilled providers and focuses on
understanding the illness and planning for the future. REACH Il, developed for
diverse populations, integrates culturally relevant content with stress reduction
and behavior management strategies. These interventions have been shown to
reduce caregiver burden and depressive symptoms while enhancing confidence
and caregiving capacity, particularly among underserved and minority

communities.

It is important that psychoeducation be culturally responsive and accessible,
taking into account differences in language, literacy, and caregiving norms.
Programs must be tailored to meet the needs of diverse populations and offered
through various modalities, including group sessions, telehealth, and self-guided
formats. Psychoeducation should be viewed as a dynamic, ongoing process rather
than a one-time event, evolving alongside the caregiving journey. Psychologists
play a key role in delivering and adapting these interventions, ensuring that they
support not only clinical outcomes but also the dignity and autonomy of

individuals and families affected by dementia.

Cognitive Behavioral Approaches

Cognitive Behavioral Therapy (CBT) has emerged as an effective psychological
intervention for reducing emotional distress among caregivers of individuals with
dementia. Given the chronic stress, role strain, and emotional burden associated
with caregiving, many caregivers are at heightened risk for developing symptoms
of depression and anxiety. CBT-based approaches target these symptoms by
helping individuals identify and reframe maladaptive thought patterns, such as

catastrophic thinking, self-blame, or hopelessness, that contribute to emotional
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suffering. By examining the connection between thoughts, emotions, and
behaviors, CBT provides a structured and evidence-based framework to promote

more adaptive coping and improved psychological well-being.

In the context of caregiving, CBT is often tailored to address the unique cognitive
and emotional challenges faced by those supporting individuals with progressive
cognitive decline. Sessions may include behavioral activation, which encourages
caregivers to re-engage with pleasurable or meaningful activities that have been
neglected due to caregiving demands. This can combat anhedonia and social
withdrawal, common features of caregiver depression. Relaxation training, such as
progressive muscle relaxation, guided imagery, and diaphragmatic breathing, is
also frequently integrated into caregiver-focused CBT to address physiological
symptoms of stress and anxiety. Teaching these techniques not only enhances
self-regulation but can also improve caregivers’ ability to remain calm during

challenging interactions with their loved one.

Problem-solving skills training is another core element of CBT for caregivers. This
component emphasizes structured approaches to resolving practical caregiving
challenges, such as managing behavioral symptoms, accessing community
resources, or negotiating family support. By fostering a sense of mastery and
agency, problem-solving interventions can reduce the feelings of helplessness and
overwhelm that many caregivers report. Additionally, some CBT protocols
incorporate components focused on grief processing and anticipatory loss,
acknowledging the emotional toll of watching a loved one gradually lose cognitive
and functional abilities. Addressing these themes within a CBT framework allows
caregivers to process complex emotions while developing constructive coping

mechanismes.

Research supports the efficacy of CBT-based interventions for improving caregiver

outcomes. Studies have shown reductions in depressive symptoms, anxiety, and
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caregiver burden, along with increases in perceived coping ability and quality of
life. Interventions are often delivered in individual or group formats and can be
adapted for telehealth, increasing accessibility for those with time or mobility
constraints. For psychologists working with dementia caregivers, CBT offers a
flexible and evidence-based approach that can be tailored to the individual’s
cognitive, emotional, and contextual needs. Moreover, by emphasizing skill-
building, CBT empowers caregivers to navigate the ongoing demands of caregiving

with greater resilience and psychological clarity.

Mindfulness and Stress Reduction

Mindfulness and stress reduction approaches, particularly Mindfulness-Based
Stress Reduction (MBSR), have gained growing empirical support as effective
interventions for caregivers of individuals with Alzheimer’s disease and related
dementias. These programs emphasize present-moment awareness, acceptance,
and nonjudgmental observation of one’s internal experiences, such as thoughts,
emotions, and bodily sensations. Caregiving for someone with progressive
cognitive decline can involve persistent stressors, including role overload,
emotional exhaustion, and anticipatory grief. MBSR equips caregivers with tools to
better respond to these stressors, promoting psychological flexibility and reducing

the tendency to react impulsively or become overwhelmed by distress.

MBSR typically consists of structured, eight-week group sessions involving guided
meditation, body scans, mindful movement (such as yoga), and exercises in breath
awareness. Participants learn to observe their thoughts and emotional responses
without suppression or judgment, which can foster greater emotional regulation
and cognitive clarity. These practices encourage caregivers to develop more
compassionate self-awareness, which is particularly important in a context where
self-neglect and burnout are common. As caregivers practice mindfulness

regularly, they report an increased ability to pause in moments of stress, access a
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sense of calm, and make more deliberate, values-driven decisions in response to

caregiving challenges.

Empirical studies have shown promising outcomes associated with MBSR for
dementia caregivers. Research by Brown et al. (2020) found that caregivers
participating in an MBSR program experienced significant reductions in perceived
stress, anxiety, and depressive symptoms, along with improvements in sleep
quality and overall well-being. Other studies have identified benefits including
decreased caregiver burden and increased coping self-efficacy. While many
studies remain preliminary and limited by small sample sizes, the emerging
evidence suggests that mindfulness training may help buffer the physiological and
psychological toll of chronic caregiving. The focus on body awareness and
emotional attunement may also improve caregivers' responsiveness and patience

in interactions with their loved ones.

To maximize effectiveness, mindfulness interventions should be adapted to the
specific needs of dementia caregivers. This includes accounting for time
constraints, physical fatigue, and emotional vulnerability, which may limit
caregivers’ ability to participate in traditional group-based programs. Offering
flexible formats, such as online sections, shorter sessions, or caregiver-specific
adaptations—can help increase accessibility and adherence. Additionally,
integrating culturally responsive mindfulness practices can enhance relevance for
diverse caregiving populations. Psychologists delivering mindfulness-based
interventions must be mindful of these considerations and support caregivers in
cultivating sustainable practices that promote resilience, self-compassion, and

long-term mental health.

Support Groups

Peer-led or professionally facilitated support groups offer caregivers the

opportunity to share experiences, express emotions, and exchange strategies.
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Support groups reduce isolation and foster a sense of solidarity and validation.
Virtual support groups have expanded access, especially for caregivers in rural or

underserved areas.

Culturally Responsive Family Support

Culture plays a fundamental role in shaping caregiving roles, values, and
expectations. In many cultures, family caregiving is regarded as a moral or spiritual
duty, and seeking external help may be viewed as a failure of familial obligation.
These beliefs can contribute to hidden caregiver burden and underutilization of

available services.

Culturally tailored interventions that integrate language preferences, religious
beliefs, and cultural values are more effective in engaging caregivers and
sustaining participation. For instance, framing caregiver education within the
context of familismo in Latino cultures or filial piety in Asian cultures can enhance
receptivity. Offering materials in multiple languages, engaging bicultural
facilitators, and respecting traditional healing practices further improve cultural
fit.

Psychologists should assess not only individual stress levels but also family
structure, cultural values, and support systems. Multigenerational households,
interdependent decision-making styles, and hierarchical family dynamics influence
how caregiving is managed. Understanding these factors can guide clinicians in

tailoring interventions that align with the family’s cultural context.

Community-Based and Culturally Specific Resources

Connecting caregivers to community resources enhances both psychological and

practical support. These may include adult day programs, respite services,
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caregiver training workshops, and legal or financial counseling. Programs offered
by local aging agencies, Alzheimer’s Association chapters, and community health

centers are essential components of a caregiver support system.

Faith-based organizations and ethnic community centers often serve as trusted
sources of information and support. Collaborating with these organizations can
increase service accessibility and reduce stigma. Community health workers may

serve as cultural brokers, facilitating trust and navigation of healthcare systems.

Additionally, respite care, temporary relief provided to caregivers, has been shown
to reduce stress, prevent burnout, and improve long-term caregiving capacity. In-
home respite services, adult day programs, or short-term residential stays can

provide much-needed breaks and improve caregiver health outcomes.

Psychologists should maintain an up-to-date directory of local and culturally
relevant resources, and actively refer clients to services that match their linguistic
and cultural needs. Helping caregivers navigate complex systems such as
Medicaid, VA benefits, or home health services is also a critical part of family

support.

Conclusion

Caregiver burden is one of the most profound challenges associated with
dementia, affecting the mental health, physical health, and quality of life of
millions of family members worldwide. Psychologists play a central role in
identifying signs of distress, offering evidence-based interventions, and promoting

resilience in caregiving relationships.

Effective caregiver support must address both individual psychological needs and
systemic factors, including culture, access, and social support. Integrating

psychoeducation, cognitive behavioral strategies, mindfulness, and community
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resources into caregiver interventions offers a comprehensive and compassionate
model of care. Culturally responsive practices ensure that support is not only

effective but also respectful, accessible, and sustainable.

As the prevalence of dementia continues to rise, equipping caregivers with the
tools, knowledge, and emotional support they need is not only a clinical priority
but an ethical imperative. Psychologists are essential in leading these efforts to
build a dementia care system that is inclusive, equitable, and responsive to the

needs of caregivers and families.

Section 7: Ethical and Professional Considerations in
Dementia Care

Introduction

Psychologists working in dementia care frequently encounter complex ethical and
professional challenges related to autonomy, informed consent, capacity
evaluation, cultural differences, and end-of-life decision-making. As dementia
progresses, the individual’s ability to participate meaningfully in their care
diminishes, placing greater responsibility on caregivers, healthcare providers, and
legal surrogates. Navigating these issues requires a strong foundation in ethical
principles, clinical competence, and cultural sensitivity. This section addresses key
ethical issues in dementia care, emphasizing psychologists’ roles in promoting

dignity, safety, and ethically sound decision-making.
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Informed Consent and Decision-Making with Cognitively Impaired
Individuals

Informed consent is a cornerstone of ethical practice. However, in the context of
dementia, particularly in moderate to severe stages, individuals may lack the
cognitive capacity to understand, appreciate, and reason through decisions about
their care. Psychologists are often tasked with evaluating decision-making
capacity, which is decision-specific and can vary over time or across domains
(Moye & Marson, 2021).

Capacity assessment involves evaluating whether the individual can:
1. Understand relevant information.
2. Appreciate the situation and its consequences.
3. Reason about treatment options.
4. Communicate a consistent choice.

Psychologists must use both clinical interviews and standardized tools, such as the
MacArthur Competence Assessment Tool for Treatment (MacCAT-T), and ensure

that assessments are culturally appropriate and trauma-informed.

When individuals are found to lack capacity, legal surrogates or health care
proxies, appointed through advanced directives or guardianship, are responsible
for decision-making. Psychologists may support this process by explaining clinical
implications, facilitating communication among stakeholders, and documenting

findings in a clear and defensible manner.

It is ethically imperative to involve individuals with dementia in decisions to the
extent they are able and to uphold their values, preferences, and dignity even

when formal capacity is lacking.
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Maintaining Professional Boundaries and Cultural Humility

Therapeutic boundaries are essential in any professional relationship, but they can
be particularly challenging to navigate in dementia care due to increased caregiver
involvement, emotional intensity, and long-term contact. Dual relationships may
emerge, especially in home-based care, rural settings, or small communities.
Psychologists must clarify their role, avoid conflicts of interest, and maintain

objectivity while still fostering trust and empathy.

Working with families often blurs traditional therapeutic boundaries. For example,
family members may seek personal advice, involve the psychologist in decision-
making beyond their role, or attempt to control the patient-clinician relationship.
While collaboration is vital, psychologists must ensure that the autonomy and

rights of the person with dementia remain central.

Cultural humility is also critical to ethical practice. Psychologists must recognize
their own cultural assumptions, engage in ongoing self-reflection, and respect the
diversity of cultural beliefs regarding illness, aging, family roles, and death.
Cultural humility involves asking rather than assuming, listening before advising,

and co-creating care plans that reflect the client’s worldview.

Professional competence includes knowing when to refer, consult, or seek
supervision, especially when facing unfamiliar cultural norms, language barriers,

or complex legal concerns. Failure to do so can result in harm or ethical violations.

Confidentiality, Privacy, and the Duty to Protect

Confidentiality is a fundamental ethical obligation. However, it becomes
increasingly complex in dementia care, where caregivers, family members, and

healthcare providers often need access to sensitive information. Psychologists
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must carefully balance the individual’s right to privacy with the practical needs of

care coordination and safety.

In cases where the person with dementia has capacity, their consent is required
before sharing information. When capacity is lacking, legally authorized
representatives may provide consent. Psychologists should obtain informed
consent at the earliest possible stage and revisit this process periodically as

cognition changes.
Limits to confidentiality include:
e Suspected abuse or neglect.
e Risk of harm to self or others.
e Mandated reporting requirements.
e Court orders or legal proceedings.

Psychologists must be transparent about these limitations and communicate them
clearly to patients and families. In all cases, only the minimum necessary

information should be disclosed to meet ethical and legal obligations.

Privacy concerns also extend to documentation, electronic health records, and
telehealth. Psychologists must ensure secure storage of records, adherence to

HIPAA regulations, and informed consent specific to virtual platforms.

End-of-Life Care and Advance Planning

End-of-life issues are particularly sensitive in dementia care, where progressive
cognitive decline eventually impairs the ability to communicate preferences about

medical treatment, palliative care, and dying. Psychologists have a vital role in

48



supporting advance care planning, facilitating family discussions, and promoting

person-centered values in treatment decisions.

Advance directives, including living wills, durable powers of attorney, and
Physician Orders for Life-Sustaining Treatment (POLST), should be introduced
early, when the individual retains decision-making capacity. Psychologists can
guide clients through these discussions, address emotional barriers, and ensure

documentation aligns with their goals and beliefs.

As dementia advances, comfort-focused care and quality-of-life considerations
become primary. Hospice and palliative care services offer interdisciplinary
support to manage pain, emotional distress, spiritual concerns, and caregiver
burden. Psychologists contribute by supporting anticipatory grief, resolving family

conflict, and helping caregivers cope with guilt or fear.

Cultural attitudes toward death and dying vary widely and must be honored. In
some cultures, open discussions about death may be avoided, while in others,
spiritual rituals and family involvement are essential. Psychologists should ensure
culturally sensitive conversations that align with the client’s values and respect

cultural traditions.

Ethical Challenges in Research Involving People with Dementia

Involvement of individuals with dementia in research presents ethical challenges
related to consent, risk, and autonomy. Because of cognitive impairment,
participants may not fully understand the implications of research participation.
Federal guidelines require that individuals lacking capacity must be protected

through surrogate consent, assent procedures, and risk minimization.

Psychologists involved in research must adhere to institutional review board (IRB)

protocols, use capacity screening procedures, and provide materials in accessible
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language and culturally appropriate formats. Ethical research requires balancing
the need for scientific advancement with the rights and safety of vulnerable

populations.

Conclusion

Ethical and professional practice in dementia care requires more than knowledge
of cognitive disorders, it demands clinical sensitivity, respect for human dignity,
and a commitment to culturally and legally sound care. Psychologists must be
prepared to navigate ethical dilemmas surrounding consent, confidentiality,

surrogate decision-making, boundaries, and end-of-life choices.

By applying ethical principles of autonomy, beneficence, nonmaleficence, justice,
and fidelity, psychologists can support individuals with dementia and their families
through some of life’s most difficult transitions. Ongoing education, peer
consultation, and cultural humility are essential to uphold ethical integrity and

ensure that dementia care is equitable, compassionate, and person-centered.

Section 8: Integration and Application in Clinical
Practice

This section serves as a capstone, integrating the core competencies, ethical
standards, and culturally responsive approaches covered in the previous sections.
It aims to translate theory into actionable practice across clinical, community, and
hospital settings. Psychologists working with individuals with dementia are often
embedded in multidisciplinary teams, navigating complex systems, and delivering

services that must be adaptive, compassionate, and grounded in evidence.
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Applying Assessment and Intervention Frameworks

Effective dementia care begins with thorough, person-centered assessment.
Psychologists should integrate brief screening tools, functional evaluations,
neuropsychological testing when indicated, and collateral interviews into a flexible
battery tailored to each client’s presentation. Integration also means viewing the
person holistically, not just through the lens of cognitive decline but in terms of

mood, identity, life history, social context, and goals.

Once assessment results are synthesized, clinicians must translate findings into
clear, accessible feedback for patients and families. This includes highlighting
strengths, normalizing concerns, and linking assessment outcomes to specific
recommendations. For instance, if a patient demonstrates executive dysfunction
and mild memory impairment, recommendations may include structured

routines, external memory aids, psychoeducation, and caregiver training.

Interventions should be guided by stage of disease, cultural background, caregiver
capacity, and individual preferences. Early-stage interventions might include CBT,
activity scheduling, or engagement in cognitive stimulation programs. Mid- and
late-stage care requires behavioral interventions, environmental adaptations,

caregiver education, and anticipatory planning.

Multidisciplinary Collaboration

Psychologists in dementia care work alongside primary care providers,
neurologists, social workers, occupational therapists, and home health aides.
Effective collaboration requires mutual respect, regular communication, and
clarity of roles. Psychologists offer expertise in behavior management, emotional

support, cognitive evaluation, and capacity assessment.

51



In hospital settings, psychologists may consult on cases of delirium versus
dementia, assist with discharge planning, and address BPSD through staff training
and behavior plans. In skilled nursing facilities, they may monitor residents for
mood disorders, advise on non-pharmacological interventions, and support staff

facing compassion fatigue.

Collaboration also means integrating patient voices into decision-making. Using
team meetings and family conferences, psychologists can advocate for person-

centered planning, address family dynamics, and resolve ethical dilemmas.

Documentation, Supervision, and Continuing Education

Documentation in dementia care must be clear, detailed, and defensible. Reports
should include functional status, capacity evaluations when needed, treatment
rationales, and communication with care partners. Psychologists must also
document consent, limitations of testing due to cognitive impairment, and

collaborative decision-making processes.

Supervision is essential for psychologists working in dementia care, particularly
when managing complex family systems, cultural issues, or end-of-life
conversations. Peer consultation and interdisciplinary supervision improve clinical

decision-making, reduce burnout, and promote reflective practice.

Continuing education ensures that psychologists stay informed about evolving
treatments, diagnostic tools, ethical standards, and culturally responsive
frameworks. Attendance at dementia-focused workshops, trainings, and research

reviews enhances both competence and confidence in practice.
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Psychologists as Advocates and Policy Contributors

Beyond direct care, psychologists play a role in shaping systems and policies that

affect people living with dementia. They can advocate for:
e Equitable access to diagnostic services
e Representation of diverse populations in research
e Dementia-inclusive mental health systems
e Expansion of caregiver support programs
e Ethical protections for cognitively impaired individuals

Psychologists may serve on ethics committees, public health coalitions, or
institutional advisory boards to advance dementia-sensitive policies. Writing op-
eds, presenting at public forums, or supporting dementia-friendly community

initiatives are additional ways to influence the broader landscape.

Conclusion

Integrating assessment, intervention, cultural competence, and ethical reasoning
in dementia care requires both clinical expertise and human sensitivity.
Psychologists must remain attuned to the dynamic needs of clients and families,

shifting their approach as the disease progresses and circumstances evolve.

The future of dementia care demands that psychologists be not only
knowledgeable clinicians but also compassionate communicators, collaborative
team members, and advocates for equity. Through reflective, person-centered,
and interdisciplinary practice, psychologists can ensure that individuals living with

dementia are supported with dignity, effectiveness, and care.

53



Section 9: Conclusion and Future Directions

Final Reflections on Dementia Care and Psychological Practice

The complexities of Alzheimer’s disease and related dementias demand that
psychologists expand beyond traditional roles to meet the evolving needs of
individuals, families, and systems of care. Over the course of this CE program,
participants have engaged with the multifaceted dimensions of dementia,
including neurobiological mechanisms, early detection, treatment modalities,
cultural responsiveness, caregiver dynamics, ethical practice, and interdisciplinary

collaboration.

Dementia is not solely a medical condition, it is a deeply human experience that
intersects with identity, autonomy, relationships, and meaning. Psychologists are
uniquely positioned to address the emotional, cognitive, and relational
consequences of this disease, applying evidence-based strategies within ethical
and culturally responsive frameworks. As the population ages and prevalence
rates increase, psychologists must adapt their practices, advocate for systemic
change, and contribute to a more compassionate, inclusive, and competent care

model.

Conclusion

Psychologists are vital to the future of dementia care. With their dual expertise in
human behavior and evidence-based intervention, psychologists can guide
families through one of life’s most challenging journeys. As the field continues to
evolve, a commitment to lifelong learning, humility, advocacy, and patient-

centered care will define ethical and effective practice.
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This course provides not only foundational knowledge but also a call to action: to
lead with empathy, to practice with integrity, and to innovate with purpose.
Whether working in clinical practice, hospitals, research, education, or policy,
psychologists are essential to building a dementia care system that is scientifically

sound, ethically responsible, and deeply humane.
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