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promoting processes such as
neuroplasticity and/or cognitive
reserve.46 CT programmes have been
shown to improve working memory 
and produce significant transfer
improvements to working memory
tasks that were not part of the training
programme, episodic memory, fluid
intelligence and reasoning.47

One of the most important aspects in
helping patients and their carers with
dementia is to plan management at the
very beginning, before the point of
diagnosis when a patient presents to
their GP with symptoms of dementia. 

A considered approach to treatment
and care planning of the various stages
of Parkinson’s disease dementia requires
that at the early stage the palliative care

»

and a Cochrane review support the use
of cholinesterase inhibitors in the
treatment of cognitive decline and
psychosis in Parkinson’s disease.42,43

However, the response to cholinesterase
inhibitor therapy is variable and the
distressing side effects such as
worsening of tremor, nausea and
vomiting may impair compliance.
Further research is needed to identify
those patients who will benefit from 
this treatment. 

A multidisciplinary team approach is
essential. Patients with speech and
swallowing difficulties will need speech
and language assessment, whereas
motor symptoms often require input
from a physiotherapist and occupational
therapist. 

In the context of complex multidrug
regimens for motor symptoms 
with multiple adverse effects, non-
pharmacological treatment approaches
are highly relevant. NICE recommends
the use of psychological interventions
for patients with Parkinson’s disease
dementia.44 These include cognitive
behaviour therapy (CBT), animal-
assisted therapy, reminiscence therapy,
multisensory stimulation and exercise.
CBT can also alleviate impulse control
disorders in Parkinson’s disease.45

Cognitive training (CT) is a promising
prevention tool for cognitive impairment
in Parkinson’s disease. CT may ameliorate
or delay cognitive decline by slowing the
progression of neurobiological changes
contributing to dementia and by

Table 2 

Diagnostic criteria for Alzheimer’s disease, Parkinson’s disease dementia and dementia with Lewy bodies

Alzheimer’s disease

Movement disorder or focal 
neurological findings absent until 
late in the course of illness

Insidious onset of impairment in 
learning and recall plus one or more 
of the following:
• Aphasia
• Apraxia
• Agnosia
• Executive dysfunction

Table 3 

Clinical features of Parkinson’s disease dementia compared with delirium and Parkinson’s disease psychosis

Onset

Course

Conscious level

Cognitive deficits

Hallucinations

Key symptoms

Parkinsons’s disease dementia

Movement disorder precedes 
cognitive decline

Insidious onset of:
• Impaired attention
• Executive dysfunction
• Language impairment
• Apathy
• Personality changes
• Psychosis and visual hallucinations

Parkinson’s disease dementia

Insidious

Steadily progressive, gradual
decline in cognition

Clear

Complex attention, executive
function, learning and memory,
language, perceptual-motor,
social cognition

Not common

• Clear evidence of decline in
memory and learning

Delirium

Acute or subacute

Develops over a short period of time,
tends to fluctuate

Often impaired, fluctuating over time

Significant changes in baseline
cognition with memory deficits,
reduced attention and disorientation 

Common

• Reduced ability to direct, focus,
sustain and shift attention
• Reduced orientation to the
environment

Parkinson’s disease psychosis

Varies

Progressive with exacerbations
and remissions

Clear

No significant change in
baseline cognition

Characteristic

• Mild visual distortions, visual
hallucinations, especially
presence or passage, auditory
hallucinations, delusions

Dementia with Lewy bodies

Cognitive impairment occurs before or
concurrently with parkinsonism but
cognitive impairment is more
prominent than movement disorder

• Pronounced fluctuation in memory
function
• Visual hallucinations
• Parkinsonism symptoms
• REM sleep behaviour disorder
• Severe autonomic dysfunction


