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Neurocognitive Domains in DSM 5
American Psychiatric Association

Complex 
Attention

Executive 
Function

Learning and 
Memory

Social 
Cognition

Perceptual-
Motor

Language

COPYRIGHT 2016 M NASH, MD AND S FOIDEL, OTD
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Cognitive Skills:

CRYSTALIZED

Skills, abilities, and 
knowledge that is 
overlearned

Vocabulary, general 
knowledge

Stable or improve with aging

FLUID

Problem solving and reasoning

Executive functioning, 
processing speed, memory, 
psychomotor ability

Peaks in 3rd decade of life
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Cognitive changes in normal aging
Memory
◦ Long term knowledge remains stable
◦ Recent memory and formation of memories is vulnerable in aging

Attention
◦ Simple or focused such as ability to watch a TV show is usually preserved
◦ Divided attention often presents difficulties, i.e. watching TV and talking on the 

phone

Language
◦ Vocabulary is preserved
◦ Word retrieval or the process of getting words out takes longer and is more 

challenging but the information is not lost.
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Cognitive changes in normal aging
continued

Reasoning and problem solving
◦ Traditional ways of problem solving preserved

◦ Problems not previously encountered may take longer to work out

Speed of Processing 
◦ Declines with normal aging
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Other factors affecting cognitive aging
Medications

Hearing loss, vision loss

Pain, Heart Failure, Kidney Failure, COPD and other health 
conditions

Changes in mood or anxiety decreasing one’s motivation
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People with Dementia –
Identify Basic Needs

COPYRIGHT 2015 NASH

How 5 types of dementia affects brain 
functioning differently can include but are not 
limited to:

Whether language is affected early or late in that disease

How to plan for the near and intermediate future based on the trajectory of the disease

What type of memory impairment is there in that type of dementia and which strategies will help 
the person be the most successful

COPYRIGHT 2015 NASH

Parade Day Downtown

o 74 year old Beatrice drives to same store using same 
streets for decades

o Streets barricaded with detour signs

o Returning home from the store, Beatrice crashes through 
the barricade on the parade route

o She becomes extremely anxious and pleads with the 
police officer that she needs to get home to her young 
children
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Alzheimer’s Disease

Dementia Types: AD

o Alzheimer’s disease

o Trouble with, then inability to, form a new episodic memory 

o Word finding trouble progressing to problems understanding and 
using language, speech becomes vague

o Preserved “memory” of how to do things like use a tool in early 
illness 

o In early and even moderate disease, disturbed by those with poor 
social skills and appearance

COPYRIGHT 2015 NASH

Treatment Planning for those with 
Alzheimer’s Disease

• People respond positively to structure and simple routine
• ADL independence may be encouraged and maintained by simplifying 

tasks, providing setup, and problem solving routine

• Validation - communicate with emotions
• Distraction - decreases false ideas

• Provide Long Term Memory based activities
• Positive response to social norms, “familiar life patterns”

• Develop client-centered interventions

• Educate family and caregivers

COPYRIGHT 2015 NASH, FOIDEL, SHINDLER 
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Vague Speech

• Pay attention if someone changes the subject 
(especially with a joke or answering a question 
with a question) 

• or tries to get you to “fill in the blanks” for them

Red Flags

• Reports of change in personality

• Angry denial or sincere profession of absolutely 
no memory of alleged events (inability to form 
new memories is primary deficit in Alzheimer’s)

More red flags

• Using the exact same words to describe events, 
tell a story, time after time

• Knowledge becomes context specific
o I don’t know any Joe, I don’t have a friend named Joe, 
no one helped me move, “Yes I have an son-in-law Joe. 
He helped me move this bed from the other place.”
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To make certain someone understands what 
you are saying: Avoid Yes/No Questions

• Require a person to paraphrase what you just 
explained to them

• Ascertain if they understand how it applies to 
their specific situation

• Assess consistency of choice repeatedly during 
same interaction and in subsequent 
interactions

Advancing Alzheimers Disease
•Delusions, paranoia, and perseveration 
correlate with moderate levels of impairment

•Impairments in understanding likely reflect 
marked losses in attention, concentration, 
short term memory, and executive functioning

Most common errors we make 
when speaking to people with 

dementia

• Being misled by the ability to carry on a normal 
sounding conversation

• Not taking into account significance of loss of 
previous level of functioning

• Verify information given even if it sounds 
reasonable
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Cartoon of a Lewy Body

Cleo

• 91yo living in her own house.

• Independent in basic ADLS. Not driving anymore.

• Every night before she goes to sleep she sees a small cherub sitting in 
the corner of her room near the ceiling. It never talks to her. When 
she closes her eyes it disappears but it is there when she opens 
them. Only happens at night.

• She is not frightened by it. 
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Mary

• 84 year old in an apartment.

• Independent in basic ADLS. Not driving due to legal blindness.

• Feels threatened that a man named Jack was coming into her 
apartment at night, moving things around. She has seen him a number 
of times at night at her window or in her apartment. He does not speak 
to her. 

• “I don’t know what he’ll do to me!” 
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Robert
• 74 year old living in independent senior living apartment for three years.

• Independent in basic ADLS and still driving.

• Taken to the Emergency Department because he was seeing people who were not 
there and he had become paranoid 

• Robert is taken to the ER. Prescribed a medicine.

• The next night he was screaming and trying to wake everyone in his building to get 
them out because of the fire.
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Dementia Types: LBD/PDD

o Lewy body Disease/ Parkinson’s Disease Dementia

o Slowed retrieval of memories and words

o Perseveration or getting stuck on one thought or topic

o Fluctuating status and symptoms throughout the day

o Hallucinations as side effect of Parkinsons medications or as natural 
part of the disease

o Quite sensitive to psychoactive medications

COPYRIGHT 2015 NASH

Treatment Planning for those with 
Lewy Body Dementia

• Varies greatly person to person

• Plan for “the safest” when looking at level of care

• Monitor side effects of medications

• Caregiver Education

• Home safety evaluation

• Do not over react to hallucinations

• Provide a variety of activities to accommodate for cognitive 
fluctuations, grade appropriately

• Structure, support, and predictable environment

COPYRIGHT 2015 NASH
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Frontotemporal Dementia

COPYRIGHT 2015 NASH

ADM Testing
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ADM 3.6
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Mr ADD

• 58yo Male with 3 month history

• Increasing agitation, irritability making poor financial decisions

• Increase in swearing with variable sleep
• Diagnosed by Neurologist with Bipolar
• EEG, CT scan normal
• Prescribed a mood stabilizer but refused it
• Used to be fastidious, now poor hygien

COPYRIGHT 2013 NASH
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SPECT scan of ADD showing 
FTLD
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SPECT scan of ADD showing
FTLD
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Man goes to sheriff to report a crime

• 65 yo Dick sees cans and bottles in his yard, becomes delusional about 

local children

• He goes to local Sheriff’s office to complain about the neighbor’s 

children harassing him

• Deputy tells him to remove a pocket knife from his belt before 
entering the office to file a complaint

• Dick does not respond to the request and the Deputy controls the 
situation by using a tazer to subdue Dick

COPYRIGHT 2015 MAUREEN NASH 
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Dementia Types: FTD

o Frontotemporal dementia (FTD) has several types:

o Memory problems may not be apparent until quite late in the 
illness but the challenge is the person’s judgement about what is 
pertinent (behavioral variant)

o Speech becomes telegraphic then nonsensical or absent in one 
variant (non-fluent progressive aphasia)

o Loss of nouns then word salad in the 3rd variant (Semantic 
dementia or Primary Progressive Aphasia)

COPYRIGHT 2015 NASH

Treatment Planning for those with 
FrontoTemporal Dementia 

• Recognize and correctly “label” behaviors

• Adapt environment to promote ADL completion

• Assist in providing information to clarify diagnosis

• Recognize memory and orientation may be more intact than social/ 
language skills

• Identify appropriate communication techniques (reality orientation vs. 
validation/ distraction)

• Educate family and caregivers

• Set realistic goals

COPYRIGHT 2015 NASH, FOIDEL, SHINDLER 

Dementia Types: Vascular and TBI

o Vascular neurocognitive impairment

o Depends on where the damage occurs

o The most common type of ischemic stroke is left mid cerebral 
artery (MCA) where there is often a prominent aphasia or loss of 
ability to use speech

o Memory impairment may be spotty

o Traumatic brain injury

o Often similar to Parkinson’s or Vascular Dementia 

COPYRIGHT 2015 NASH
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Descriptive Features for all Dementia Types

With Psychosis

With Mood Disturbance

With Apathy

With Agitation

With Other Behavioral Disturbance

COPYRIGHT 2015 NASH, FOIDEL, SHINDLER 

Neuropsychiatric Inventory (NPI)

Symptom Anytime during 
illness

Shown in last 
month

Delusions 50% 35%

Hallucinations 28 20

Agitation/Aggression 63 52

Depression 54 45

Anxiety 50 44

Apathy 76 75
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Craig D et al: Am J Geriatr Psych 13:460-8, 2005

Neuropsychiatric Inventory (NPI)
Symptom Anytime during 

illness
Shown in last 
month

Euphoria 27 23

Irritability 63 55

Aberrant Motor Behaviors 65 57

Sleep Disturbance 54 42

Appetite 64 54
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What is the outcome we desire?

Symptom 
management

Meeting needs 
supporting 

function

COPYRIGHT 2015 NASH

Therapeutic Approach to  Dementia Care
Identify/ Assess  Causes of Behavior

Identify unmet physical 
& psychological needs

Identify environmental 
causes

Recognize psychiatric 
symptoms

Key stage for 
assessments of Cognitive 
and Functional Abilities

Utilize behavioral rating 
scales

Select Interventions based on assessments

Apply Interventions

Caregiving Approaches

Adapt Environment

Evidence -based 
interventions (sensory, 
activity, communication)

Staff Training

Monitor Outcomes

Behavior rating scales

Staff training

Individualize interventions

Document preference and 
positive outcomes

Quality of life scales

Caregiver report

COPYRIGHT 2015 NASH

Reevaluate 
Needs 

Therapeutic Approaches

for Dementia

“The Practical Part of Dementia Care”

• Communication

• Person Centered

• Environment

• Touch/Physical Direction
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Communication

• Nonverbal vs. Verbal

• Listen for the emotions behind the words

• Positive eye contact, greet, get at person’s level

• Supportive Communication
– Listen for the message, not the content

– Watch for emotions, not words

– Validate feelings

– Redirect with purposeful activity

– Do not ask questions, provide simple information

An 88 year old lady is pacing at nurse’s station... 

“I left my purse with my Mom and I want to go home.”

Person Centered

• Identify the world in which they live, avoid reality 

orientation

• People with dementia cannot change, you can

• Respect personality, dislikes, interests

• Retain composure, non reactive responses

Example: 84 year old man with dementia spends the day washing floors with his hands and taking 
the molding off walls. He says he “has to work”

Environment

• Sensory
Perceptions, interpretation of stimuli

• Cognition
Agnosia, Apraxia, Aphasia

• Choices
Safe, understandable, respectful

• Demands
How many, what kind, cognitively appropriate? 
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Touch/Physical Direction 

• Clarity of purpose- why are you touching?

• Safety- supportive not confrontational

• Do not create a power struggle

• Awareness of sensory loss in the older adult, provide 

warning before touch

• Appropriate assessment of abilities to determine need for 

physical intervention

• Maintain appropriate social space, and then allow the 

person with dementia to approach.

Person Environment Mismatch => Behavior Disturbance

Person 

has limited

functional abilities 
& unmet needsUnable to 

engage due 
to demands 
of ADLs and 

leisure

Environment                       
too challenging
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Millie
Millie has lived in an assisted living for years. Recently Millie has become verbally hostile, 

including scratching and biting with care. She is referred to the hospital.

COPYRIGHT 2015 NASH
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Millie
Noticed that patient looked scared and would claw, growl, bite, hit or threaten when asked a question

Intervention: Used only statements to speak with patient. Even questions as benign as “How are you?” 
Terrified her (because she did not know the answer?)

Put signs all around her room and did education with all staff not to ask her any questions.

Millie
Slowly she became calmer

Left finger foods in her room for her and she began to eat a little

Reoriented with each contact: “Hi. I am Dr Nash, You are Millie and you are in the hospital. I am 
glad to see you today.”

Gave simple direct commands: Come with me, eat this, drink this, we are going to the bathroom 
now

The communication challenges specific to people with 
dementia can include but are not limited to the 

following:

Decreased ability to understand language

Decreased ability to use expressive language

Intact social speech misleading others to underestimate deficits
◦Especially in Alzheimer’s Disease

COPYRIGHT 2015 NASH
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The approaches to use with people who have 
dementia can include but are not limited to the 

following:

Using nonverbal communication such as cheerful greeting

Responding to the emotions underlying speech

Recognizing behaviors as communication of challenges or 
success

COPYRIGHT 2015 NASH

Questions?
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