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Dementia is not a normal part of aging. It is a slow disease, starting 
with mild memory problems and ending with severe brain damage. It 
is not possible to understand, diagnose and properly treat dementia 
without the contribution of psychological research, which has made 
and will certainly continue to make an important contribution in this 
field. It plays a major role in the development of programs aimed at 
reducing the risk of dementia or awareness programs. A bio-psycho-
social approach to understanding the experience of dementia provides 
an appropriate model for identifying factors that determine the nature of 
dementia, disease progression, and appropriate interventions. This arti-
cle focuses on the psychological perspective of the nature and experi-
ence of dementia. It provides a theoretical explanation of the symptoms 
of dementia from the major schools of thought in psychology, namely 
the psychodynamic, behavioral, developmental, and cognitive schools.

Key words: Alzheimer disease, dementia, bio-psychosocial approach, 
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INTRODUCTION

Dementia is a rapidly growing problem in the developing regions of the 
world. Low levels of awareness regarding dementia as a chronic degen-
erative brain syndrome are chief characteristics of these societies. In 2005, 
it was estimated that 24.3 million people worldwide and 1.8 million people 
in India were affected by dementia 1. In India, the number of people with 
Dementia of Alzheimer’s Type (DAT) and other dementia is increasing every 
year because of the steady growth in the older population and stable in-
crement in life expectancy and it is expected to increase two-fold by 2030 
and three-fold by 2050 2. The annual number of new cases will begin to 
climb sharply around the year 2040, when all the baby boomers will be 
over 65. Two factors contribute to this change: an increase in the number 
and proportion of people who survive to the oldest ages where dementia 
is more frequent  2 and an increase in survival rates of people with the 
disease 1.
Dementia is not a normal part of aging. It is a slow disease, starting with 
mild memory problems and ending with severe brain damage. The term 
dementia refers to a loss of intellectual capacity that interferes with every-
day functioning as a result of specific disease or condition 3.
One cannot deny the negative psychological impact of dementia on the 
sufferers as well as on the caretakers or guardians of dementia patients. 
As every individual is different, the impact is also different for each person. 
Dementia is defined by impairment of memory, language and reason-
ing, its most troubling disturbances and psychiatric symptoms are often 
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behavioral, it is etiologically nonspecific syndrome and 
may be caused by Alzheimer’s disease, frontal lobe de-
generation; stroke, basal ganglia degeneration, multiple 
sclerosis, trauma brain tumors, brain infection, AIDS, 
Creutzfeldt-Jakob disease, hydrocephalus Depression, 
toxic or metabolic disorders 4.
Proper understanding, diagnosing, and treating of 
Dementia is not possible without the contribution of 
psychological researches it has and will definitely con-
tinue making significant contribution in this area. It has 
a major role in the development of such programs that 
aims at reducing the risks of developing dementia or in 
short awareness programs. Psychologists make sure 
that human rights of people with dementia should not 
be violated so that they (people with dementia) could 
have an active and meaningful involvement in making 
decisions about their own lives and in planning and 
evaluating the services they receive. When the focus 
is on the person and not only on the management of 
symptoms or disease then its more beneficial for effec-
tive management of dementia people and it helps them 
to live well with dementia. A bio-psychosocial approach 
to understanding the experience of dementia provides 
an appropriate model to identify the factors that deter-
mine the nature of dementia, progression of the illness 
and appropriate interventions.
This article focuses on psychological perspective of 
the nature and experience of dementia. It provides a 
theoretical explanation of symptoms of dementia from 
some major school of thoughts of psychology i.e., psy-
chodynamic, behavioral, developmental and cognitive.

PSYCHODYNAMIC CONCEPTUALIZATION OF 
DEMENTIA 

The term “psychodynamic” is broad, but when we talk in 
terms of dementia, it includes psychoanalysis, ego analyt-
ic theory, ego developmental psychology, object relations 
theory, and self-psychology. Dementia is a vulnerable dis-
ease that results in weakened ego functioning, diminished 
mastery over the environment and increased dependency. 
It’s the ego that helps people resist the urge to engage 
in behaviors that could be in conflict with how a person 
thinks or feels. This internal control is what helps you “do 
the right thing,” especially in situations where it can be 
tempting to take actions that go against your personal 
values. Its regarded as internal voice of reason – it’s what 
helps motivate you to ensure your behavior is congruent 
with how you see yourself. But unfortunately, this ego is 
weakened among Dementia patients.
The weakened ego trigger unresolved psychodynamic 
conflicts, depending on the adequacy of defenses  5. 
In the early stages of dementia, several defense 

mechanisms are used by the weakened ego like denial, 
projection, splitting or withdrawal, in order to protect 
itself from current and subsequent losses. As the per-
son progresses through dementia stages, the individual 
struggles to maintain a sense of self and becomes in-
creasingly dependent. There is a sudden increase in 
the need of reassurance and shadowing of others. 
Gradually, the defense mechanism fails and individual 
becomes more distressed, showing signs of aggres-
sion, agitation, hostility, outburst, catastrophic reaction, 
isolation, despair, and loneliness. Self-psychologists 
and object relations theorists highlight how people with 
dementia compromise their capacity of maintaining their 
sense of self through internalized self-object relations. 
Ego-syntonic behaviors (behaviors that are aligned with 
personal values and self-image) in dementia patients 
is compromised and exchanged with ego-dystonic 
behaviors (actions that are inconsistent with ego). Peo-
ple with dementia depend on others for maintaining 
sense of self by letting the ego functions be provided 
by them 6,7 resulting in ego dystonic behaviour. This de-
pendency on the other hand, leads to the development 
of feelings of lack of confidence, apprehension of being 
separated from their loved ones, and the need to be in 
constant contact. Dementia patients doesn’t suddenly 
shift their behaviors from being largely ego-syntonic to 
being mostly ego-dystonic – this is a change that hap-
pens over time.
The past experience merges with the present situa-
tion, which stems from decline of memory. It can be of 
benefit as well as of loss. Hence, it can support self-
concept and enhance self-worth if the images of past 
evoke a sense of pleasure and accomplishment. On the 
other hand, it may also fragment the self (e.g., if dead or 
absent individuals are thought to be alive in the present 
or, if the people from the past are not recognized or 
remembered in the present). As the disease progresses 
and becomes severer, the ability to consider others 
as a mean to enhance one’s sense of self becomes 
also impair, resulting in extreme confusion, anxiety, and 
psychotic defenses 8. Several treatment models for in-
dividuals with dementia are based on psychodynamic 
theories. The basic rationale for approaches based on 
these theories is that ego functions and object relation-
ships can be maintained through a safe, accepting 
therapeutic relationship, where the individual feels un-
derstood and supported 9.

BEHAVIORAL CONCEPTUALIZATION OF DEMENTIA

A thorough assessment is critical in determining which 
approach is most appropriate when dealing with difficult 
behavior(s). The behavioural approach is a valuable and 
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effective method for treating the behavioural symptoms 
of dementia. The behavioural approach emphasises 
the managing of disabilities and the modification of 
problematic behaviours. By understanding the under-
lying causes of these symptoms and using behavioral 
principles to modify them, individuals with dementia 
can experience an improved quality of life and greater 
engagement with their surroundings. Hence, in general, 
behavioral interventions are associated with reductions 
in the overall level of behavioral disturbance 10. Health-
care professionals refer to three behavioral theories, or 
models, to help in explaining the changes in behavior:
• unmet needs;
• progressive lower threshold;
• learning (ABC) theory.

THE UNMET NEEDS MODEL 

The Unmet Needs Model  11,12 postulates that the de-
mentia process results in a decreased ability to meet 
one’s needs because of an increasing difficulty in com-
municating these needs, and a decreased ability to 
provide for oneself 13. The needs may pertain to pain/ 
health/ physical discomfort, mental discomfort, the 
need for social contacts, uncomfortable environmental 
conditions, or an inadequate level of stimulation. Ac-
cording to the Unmet Needs Model, problem behaviors 
result from an imbalance in the interaction between life-
long habits and personality, current physical and mental 
states, and less than optimal environmental conditions. 
When a person has needs that cannot be expressed 
verbally, they often communicate through their actions. 
Babies are unable to communicate their needs so they 
use actions such as: crying, tantrums, throwing things, 
etc. Individuals with dementia face similar situations 
because the illness affects their ability to organize their 
thoughts or find words quickly. Unable to express their 
needs to their caregiver, they may use other strategies 
like yelling, agitation, aggression, etc.

PROGRESSIVE LOWER THRESHOLD 

There are various challenging behaviors that are as-
sociated with Alzheimer’s disease and related dementia 
(ADRD). In order to reduce these challenging behaviors 
a proper understanding of Progressive Lowered Stress 
Threshold Model (PLST) can be very beneficial. PLST 
can provide a frame of reference for understanding such 
challenging behavior. PLST model holds the assumption 
that people with ADRD have difficulty in comprehend-
ing, receiving, processing, and responding to the stimuli 
from the environment 14. People with dementia face such 

difficulty because of the continuous deterioration in cog-
nitive, affective, and functional abilities. The severity and 
frequency of behavior vary according to environmental 
factors and the stage of dementia in which the person is. 
As the stages of dementia advance correspondingly, the 
behavior becomes more and more typical. Person with 
dementia encounters stress on a daily basis and these 
stress inducers can be internal as well as external. These 
stress inducers are thought to be at the root of behav-
ioral disturbances such as hitting, resisting care, yelling, 
anxiousness, pacing, and sun downing. Everyone has a 
point when they become agitated at something within the 
environment or something internal. Some have a higher 
threshold for stress than others. For people with demen-
tia, the threshold for agitation is very low. When dealing 
with stress in their environment the person with dementia 
can become overwhelmed and act out as a result.

LEARNING ABC THEORY 

The ABC model is a framework used to understand be-
havior and identify potential interventions to modify or im-
prove problem behaviors. When it comes to individuals 
with dementia, the ABC model can be particularly use-
ful in identifying and addressing challenging behaviors. 
These behaviors may include agitation, aggression, wan-
dering, or verbal outbursts, among others. This theory 
also focuses on the impact of a caregiver’s response to 
the behavior of a person with dementia and how that 
response can potentially perpetuate the behavior(s). 
This theory looks at:
• antecedent (triggers) for the behavior – what hap-

pened before the behavior;
• the behavior(s);
• the consequence or what happened after the be-

havior and caregiver’s response to the behavior(s).
The response from another person or the caregiver can 
make the behavior better or worse. The ABC method 
gives clinicians an idea of what could be causing the 
behavior and how the behavior might be reduced or 
maintained depending on the responses of others. 
Behavioral theories provide explanations for Behavio-
ral and Psychological Symptoms of Dementia (BPSD) 
which occurs at a later stage. Having a theoretical 
framework helps to address these symptoms of de-
mentia. The important thing to remember with these 
models is that they offer various ways of thinking about 
the causes of BPSD and therefore help to guide how 
best to manage BPSD. Just like medication, some-
times one type is sufficient to treat the medical issue, 
other times a combination of drugs is required.
By using the ABC model to better understand challeng-
ing behaviors in individuals with dementia, caregivers 
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and healthcare professionals can develop targeted 
interventions that address the root causes of these 
behaviors and promote better outcomes for both the 
individual and their caregivers.

RETROGENESIS THEORY: PIAGET 
DEVELOPMENTAL LEVELS AND STAGES OF 
ALZHEIMER DISEASE 

Individuals suffering from dementia often tended to 
become ‘childlike’ as the disease progressed  15. Re-
searchers have focused on elucidating this process 
of “returning to childhood” that has been anecdotally 
documented to occur in patients with dementia. De-
generative mechanism reverses the order of acquisition 
in normal human development, this process is known 
as Retrogenesis 16 and involves functional, behavioral, 
cognitive, and neurological degeneration as well as to 
the neuro-pathological changes that occur in demen-
tia. This process of retrogenesis is so robust that the 
stages of Alzheimer’s disease can be translated into 
corresponding developmental ages. This is important 
because awareness of the participant current devel-
opmental age can assist in providing proper care and 
management of Dementia patients.
Ajuriaguerea and Tissot 17 were the first researchers to 
take an empirical approach to the study of retrogenesis. 
They observed that the decline in certain capacities in 
dementia appeared to reverse Piaget’s developmental 
stages. Four major stages of Jean Piaget’s theory of in-
tellectual 18 have emphasized the interactive relationship 
between internal operations and environment in the 
acquisition of knowledge. Cognition and behavior de-
velopment in children and loss in people with dementia 
is found to be remarkably similar 19. Alzheimer patients 
go backward through the sensorimotor, preoperational, 
concrete operational and formal operation stages de-
fined by Piaget.
Although the retrogenesis theory may not be strictly 
true in all cases, it is a framework that may be helpful to 
developmental psychologist, neuropsychologist, occu-
pational therapist, physical therapist, speech therapist 
and social workers and other rehabilitation profession-
als to examine the qualitative nature of changes tak-
ing place in patients with AD. It holds implication for 
rehabilitation professionals with a specific emphasis 
on involving young children in rehabilitation programs 
and designing activities that are appropriate to the de-
velopmental age of older adults with AD. With careful 
planning and implication of evidence-based treatment 
practices, positive consequences can be expected for 
behavior and cognition, including a reduction in the 
speed of decline.

ERIKSON’S LIFE CYCLE: OUTLOOK TO 
DEMENTIA 

According to Erikson, the dominant antithesis in old age 
is “integrity versus despair”  20. As interpreted by Miller, 
integrity involves “the acceptance of one’s limitations, a 
sense of being a part of a larger history that includes 
previous generations, a sense of owning the wisdom of 
the ages, and a final integration of all the previous stag-
es” 21. Despair, conversely, refers to “a disgust of one’s 
self, regret for things done and not done, and a fear of 
death” 21. Erikson interpreted the basic strength at this 
stage as that of wisdom, or “an informed and detached 
concern with life itself in the face of death itself”  20. In 
essence then, “old age is a time of wisdom forged out of 
a search for meaning in the face of death” 22. How can 
this developmental context be applied to dementia? One 
could argue that despair is the inevitable outcome here, 
because patients with advanced dementia often lack the 
faculties to forge such wisdom and meaning at this stage 
in their lives due to their illness. An equally simplistic view 
treats dementia as a representation of a reversal of the 
stages of Erikson’s life cycle. This view might be sup-
ported by some caregivers who witness first hand that, 
just like at the beginning of their lives, dementia patients 
need help with decisions, dressing, feeding and hygiene, 
and they tend to exhibit behavioral problems 23.
Erickson’s 24,25 theory of psychosocial development pro-
vides a theoretical framework for Reminiscence and life 
review approaches for older adults. Promotion of intraper-
sonal and interpersonal functioning and improvement of 
well-being are the primary goals of reminiscence therapy. 
Reminiscence functions intrapersonally to enhance self-
understanding and a sense of personal continuity, aid in 
achieving a sense of meaning to one’s life, and facilitate 
resolution of the final life state-ego integrity versus de-
spair. Reminiscence also serves interpersonal functions 
such as leaving a legacy 26-28. The goals of reminiscence 
therapy are typically achieved with the use of themes, 
props, and triggers 29. One problem lies in whether the 
use of these tools will necessarily promote the sorts of 
reflection and integration of experience which are the 
critical components to achieving resolution of the crisis 
of ego integrity versus despair.

ATTACHMENT THEORY AND DEMENTIA

According to John Bowlby’s attachment theory, a child’s 
relationship with their caregiver plays a significant role 
in how they will develop relationships in the future. This 
theory can also benefit those with dementia by explaining 
why certain people may become more reliant or attached 
when faced with this condition. It also offers insight into 
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how their connections may have been developed in the 
past. Even if a person develops dementia, it has been 
hypothesized that attachment types formed in infancy are 
likely to last into adulthood 30. It may be possible to better 
understand and assist people with dementia by having a 
better understanding of the attachment types that form 
during childhood. For instance, if a caregiver is aware that 
the patient has had trouble developing relationships in the 
past as a result of attachment difficulties, they may be bet-
ter able to comprehend why particular behaviors are oc-
curring now and how best to treat or manage them mov-
ing ahead. Therefore, understanding a person’s history of 
attachments can give caregivers important information 
about the potential causes of challenging behaviors linked 
to dementia so they can create effective intervention plans 
tailored to meet the needs of each individual. It can also 
give caregivers further insights into what might agitate or 
distress specific patients based on prior experiences from 
earlier stages of development 31-33.

CONCLUSIONS

The behavior of dementia patients cannot be explained 
with the help of a single theory or explanation. This arti-
cle has discussed in detail about psychological theories 
of dementia, these theories contribute to our under-
standing of dementia symptoms; however, neither en-
compasses all the holistic elements (cultural, spiritual, 
geographical, psycho-economic, social, educational, 
environmental and physical) of concern of dementia. In 
conclusion, dementia has many dimensions that have 
been explained by multiple theoretical perspectives. 
Collectively, these theories reveal that dementia is a 
complex phenomenon still in need of research. Demen-
tia results from interplay of bio-psychosocial factors. 
Health professionals can use this knowledge as they 
plan and implement ways to promote the health care 
of dementia patients. Therapists are developing a rich 
body of knowledge regarding the care of demented 
individuals; these psychological theories provide them 
theoretical knowledge on the basis of which they can 
plan their intervention strategies. 
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