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Abstract

Post-traumatic stress disorder (PTSD) is associated with cognitive dysfunc-
tions and is an independent risk factor for dementia. A recent study has
found the prevalence of PTSD in people with dementia is 4.7%–7.8%. How-
ever, little is known about the effectiveness of PTSD treatment for people
with dementia. The primary aim of the current study is to review previous
studies on the treatment of PTSD in people with dementia. A structured
literature review was performed using a ‘Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses’ analysis in PubMed, Embase, Psy-
cINFO and CINAHL. Two independent researchers screened titles and
abstracts. The inclusion criteria were: PTSD symptoms present, diagnosis
of dementia, PTSD treatment form described and effects of the treatment
mentioned. Articles that matched these criteria were included and content
and quality were analyzed. We included nine articles, all case reports, with
a total of 11 cases. The discussed treatment options are eye movement
desensitisation and reprocessing (EMDR) (n = 3), prolonged exposure
(n = 1), cognitive behavioural therapy (n = 1) and pharmacological treat-
ment (n = 4). All articles reported a positive effect of the intervention on
several monitored symptoms. Evidence for positive effects and feasibility of
EMDR were most reliable, and it was applied in two articles of sufficient
quality published in 2018 and 2019. EMDR ‘on-the-spot’ was described
with positive effect in one article in which three cases were discussed. The
quality of included papers ranged from insufficient to sufficient. This review
shows that people with PTSD and dementia can benefit from PTSD treat-
ment. EMDR, prolonged exposure, acceptance and commitment therapy
and pharmacological treatment are applicable in this population. EMDR
treatment is most described in this population (n = 5) and shows positive
results, and the studies are of sufficient quality (n = 3). Further research in
the form of a randomised controlled trial is required to study the effectivity
of different treatment interventions in this population.

INTRODUCTION
Post-traumatic stress disorder (PTSD) is a psychiatric
condition that may develop after exposure to a trau-
matic event.1 Main symptoms of PTSD are the onset
of intrusive symptoms after a traumatic event, hyper-
arousal, changes in mood or cognition and avoid-
ance of trauma-associated triggers.2 The lifetime
prevalence in the general population of PTSD is 7%–

8%.3 People with PTSD experience a high burden of
disease with a higher risk of suicide attempts and
anxiety compared to people without PTSD.4 There is
also a high caregiver burden related to the increased
symptom severity in PTSD.5,6 Effective treatments for
PTSD can improve quality of life.7–9

In people with dementia, the combination of neu-
rodegeneration and decreased cognitive reserve may
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increase the reactivation of traumatic memories and
thereby elicit PTSD symptoms.10,11 Although research
on the prevalence of PTSD in people with dementia is
scarce, a recent literature review described a preva-
lence of 4.7%–7.8%, based on three studies in vet-
erans.12 It appears that in people with dementia, PTSD
is difficult to recognise and a trauma history is often
not documented.13 In addition, people with dementia
and PTSD can show a variety of symptoms often
associated with neuropsychiatric symptoms of demen-
tia and not as symptoms of PTSD.14 Examples are ver-
bal agitation, physical aggression, flashbacks, fear and
nightmares.15,16 For neuropsychiatric symptoms seen
in people with dementia the treatment options reported
are broad with low grades of evidence.17 A thorough
investigation of the possible cause of the symptoms is
required as the symptoms are often mistreated.18,19

We believe recognising PTSD in this population can
provide more effective treatment options. Currently
caregivers are often not trained to recognise PTSD
symptoms in people with dementia due to lack of
available literature and diagnostic tools.12 To ade-
quately reduce the symptoms of PTSD it is important
to diagnose and adequately treat PTSD. This review
focuses on the treatment options for PTSD in people
with dementia.

Several treatment options exist for PTSD in
adults and elderly people without dementia. For
example, substantial empirical evidence exists for
the effectiveness of eye movement desensitisation
and reprocessing (EMDR) and (trauma-focused)
cognitive behavioural therapy (CBT) in reducing
PTSD symptoms.9,20–22 Studies focusing on older
people with dementia are scare. The purpose of this
literature review is to systematically summarise the
available literature on the treatment of PTSD in peo-
ple with dementia.

METHOD
Data sources and search
This review used a structured design. The literature
search was conducted in PubMed, Embase, Psy-
cINFO and CINAHL, according to the ’Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses’ (PRISMA) guidelines. The search strategy
consisted of terms related to dementia and PTSD or
trauma history. The complete search strategy is pro-
vided in Appendix A1.

Study selection
Publications until January 2022 were included in the
search. Titles and abstracts were screened by two
researchers and selected based on the following inclu-
sion criteria:1 inclusion of people with PTSD symp-
toms;2 inclusion of people with the diagnosis of
dementia;3 the treatment form applied in the study
must be adequately described;4 the effect of the treat-
ment form applied must be reported;5 the study must
have used one of the following designs: clinical trial,
cohort study, cross-sectional study or case report.

The search was executed by two researchers in
January 2022, including articles up to January 2022.
When there was doubt about an inclusion, a third
researcher was consulted, complete consensus was
achieved. Studies were screened based on title and
abstract, relevant full text studies were read and the
reference list was screened to include possible mis-
sed studies.

Data extraction and quality assessment
Data were extracted by the first and second authors
by using a standardised data collection table (Table 2).

The tool for evaluating the methodological quality
of case reports and case series by Murad (2018) was
used to assess the quality of the included case
reports by the first author and checked by a second
author.23 The paper’s quality was then described as
sufficient, dubious or insufficient, where sufficient
papers score positive on more than 50% of the
criteria, dubious scores positive on 50% of the
criteria and insufficient scores positive on less than
50% of the criteria.

RESULTS
The results will be sectioned per treatment method.
We will first describe the background of the treatment
addressed in the articles. Second, the results
described in the papers will be summarised, and their
quality described. The systematic searches yielded a
total of 5087 papers (4074 after the removal of dupli-
cates). Of these articles, 4018 were excluded based
on title and abstract. Then, 56 articles were selected
for the screening of the full text. Seven out of these
met the inclusion criteria. The screening of the refer-
ence lists resulted in the inclusion of two additional
articles. This resulted in a total of nine arti-
cles (Fig. 1).
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All included articles (n = 9) were case reports, in
which a combined total of 11 cases were discussed.
Of the nine case reports, four were of sufficient qual-
ity (Table 1). Eight case reports discussed one patient
per paper, and one case report discussed three
patients. All were without the use of control interven-
tions. In three case reports, a combination of two
treatment forms was used.24–26 Two cases were
treated with EMDR,27,28 and three cases with a modi-
fied form of EMDR, EMDR ‘on-the-spot’.24 In addi-
tion, four cases were treated with, each a different
form of, pharmacological treatment,25 29–31 one case
received prolonged exposure therapy26 and one
CBT.32 The way the diagnosis of PTSD was
assessed, the form of dementia and comorbidities
differed between cases. Table 2 shows the main
study characteristics.

EMDR
EMDR is a protocolised psychological treatment
method aimed at reducing the distress related to an
experienced traumatic life event. It requires a

person to recall the traumatic event and select the
most distressing part of this event that is accompa-
nied by dysfunctional thoughts and feelings. While
visualising and discussing this moment, a dis-
tracting stimulus is applied. The participant must
follow the therapist’s finger movements from right
to left. This uses the working memory and
decreases the ability to feel the emotions con-
nected to the traumatic event, giving the body the
ability to connect a different emotional and physical
meaning to the event – rescripting.33–35

Our literature search resulted in two case reports
that described EMDR in two people with PTSD and
dementia.27,28 Van der Wielen (2019) described a
woman of 69 with a mild stage of Alzheimer’s demen-
tia and trauma-related stress symptoms. She suffered
from intrusive trauma-related memories about her
mother’s institutionalised palliative care phase paired
with emotional outbursts and feelings of guilt. She
received one session of EMDR-conforming standard
care with the presence of her husband during the ther-
apy session. The authors concluded that EMDR

Figure 1 Flowchart showing selection of articles.

Dementia and PTSD
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according to the protocol is applicable for people with
mild Alzheimer’s dementia (Table 2). The quality of this
paper is sufficient with a relatively long follow-up of
13 months (Table 1).

Ahmed (2018) described a case of a Caucasian
woman 83 years old with mild Parkinson’s dementia
who had experienced multiple traumatic life events.
She had a history of depression and neuropathic
pain. She underwent six weekly EMDR sessions
according to standard protocol. She reported fewer
complaints of tension related to the traumatic mem-
ory, less avoidance and felt more resilient. Her
depression and fear increased, which she reported
being a consequence of her decline due to parkin-
sonism. The authors concluded that EMDR is a real-
istic treatment option for the treatment of people with
dementia who suffer from traumatic memories but
requires more research (Table 2). The quality of this
case report is sufficient with a follow-up of 9 months
and an adequate description of the intervention
(Table 1).

EMDR ‘on-the-spot’
EMDR ‘on-the-spot’ is a version of EMDR where,
when the person shows the mentioned symptoms,
therapy is executed by bilateral tapping on shoulders
or knees and using simple words while they are
reliving the traumatic experience (whereas in EMDR,
a person is asked to actively think of this experi-
ence).24 Amano (2014) described three cases in a
case series, involving three Asian nursing home resi-
dents. All three cases experienced challenging
behaviour often associated with neuropsychiatric
symptoms of dementia, such as physical aggression,
screaming, restlessness, agitation, wandering and
sleeping disorders. Due to trauma in the past, they
were thought to have PTSD, but a formal diagnosis
was not made. In these cases, a personalised and
more simplified form of EMDR, which they named
EMDR ‘on-the-spot’, was used as people included
could not follow the therapist’s instructions due to
the severity of the dementia. The EMDR ‘on-the-
spot’ sessions were held four to six times. All three
cases showed a significant improvement in symp-
toms (less anger, less reliving of the trauma, more
smiling) in the caregiver reports (Table 2). The quality
of this paper is dubious as the outcome was evalu-
ated using only patient files and clinical observation
(Table 1).

Prolonged exposure
Prolonged exposure is a form of trauma-focused
CBT.36 It combines exposure in thoughts and in
practice in such a way that the traumatic memory
can be processed. The focus is on repetitive and long
reliving in which avoidance is brought to a mini-
mum.37,38 Prolonged exposure requires 8–15 ses-
sions, each of 60–90 min; it is a validated form of
psychotherapy for PTSD.36

One article was found that used prolonged expo-
sure for the treatment of PTSD in a person with
dementia26 (n = 1). Duax et al. described a 65-year-old
male veteran with PTSD and early-stage Lewy body
dementia. He had symptoms of agitation, apathy,
sleeping disorders, nightmares and cognitive prob-
lems. PTSD was diagnosed following clinical interviews
and a detailed history with his wife. The standard pro-
tocol for prolonged exposure was adjusted to better fit
the needs of the patient; some sessions lasted longer,
sessions were recorded for re-watching by the patient,
and the partner was present to guide the patient in the
first five sessions. After the 14 sessions of prolonged
exposure, additional therapy sessions were held every
2 weeks for 6 months to monitor progress and/or
decline. The content of these sessions was diverse,
among others, behavioural activation and exposure,
risk assessment and monitoring, discussions of care-
giver burden. After the treatment, the Clinician-Admin-
istered PTSD Scale for Diagnostic and Statistical
Manual of Mental Disorders 4th edition showed a posi-
tive effect of treatment on PTSD symptoms as did the
self-reports. The positive effect was still present
6 months after treatment (Table 2). This case report is
of sufficient quality with good ascertainment of the
treatment outcomes (Table 1).

Multiple psychological interventions
We found one case report that used multiple forms of
interventions not included in the other case reports.32

They combined CBT, acceptance and commitment
therapy (ACT), psychoeducation and the formation of
a memory book.

CBT is based on the theory that a person’s prob-
lems are maintained by potentially modifiable cogni-
tions and behaviour. It is a form of psychotherapy
that teaches to think differently about a stressful
event in such a way that it does not raise intense
emotions.39 In contrast, in ACT, the goal is not to
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analyze and change your cognitions, but rather to
accept them for what they are and instead to focus
on personal values and goals. The goal is that as a
consequence, internal experiences will have less
influence on emotion and behaviour.40 Jacobs and
Dinoff discussed the case of a 90-year-old Caucasian
man, with significant vascular dementia, somatoform
disorder and PTSD symptoms after WWII trauma. The
patient experienced a fear of dying, gastrointestinal
symptoms, feelings of depression, lack of energy and
agitation. He was also aggressive. The patient received
multiple therapy sessions divided into three phases
using multiple forms of therapy: CBT, ACT and psy-
choeducation combined with a memory book.

In the study by Jacobs and Dinoff, phase I con-
sisted of a geropsychological evaluation with a
behavioural analysis and therapy sessions. In the
therapy sessions, both the patient and his wife were
involved for 6 months and specific issues, such as
the fear of abandonment by his wife, were
addressed. Following this, primary improvements in
mood, agitation and anxiety were seen. Phase II con-
sisted of CBT and ACT. The CBT was adjusted to
accommodate vascular dementia. Sessions were
slower than usual, visual aids were used, and infor-
mation was repeated more often. Regardless, it did
not appear possible for him to challenge his own
thoughts sufficiently for the CBT to have an effect.
Therefore, ACT started, and it was possible for the
patient to experience creative hopelessness and he
felt grief for his situation. He no longer wanted to go
home and accepted living in the nursing home, but
the distress and fear of dying remained. Phase III
consisted of psychoeducation and ‘treatment’ of the
dementia in the form of a memory book. The memory
book and psychoeducation helped the participant
when he was agitated, resulting in a decrease in lor-
azepam use32 (Table 2). The paper by Jacobs and
Dinoff is of sufficient quality with a short follow-up
term but a detailed case description (Table 1).

Pharmacological treatment
The symptoms of PTSD can also be targeted with
pharmacological treatment. Clinical practice shows
that people with PTSD and dementia are often admin-
istered anti-psychotics.41 PTSD is not a registered indi-
cation for treatment with anti-psychotics, and often
anti-psychotics have a high risk of adverse events and
side effects, requiring caution in their administration for

off-label use.42 Specific serotonergic agents have been
proven to be effective in the treatment of PTSD,
but not superior to trauma-focused-psychotherapy
forms.21,43

We found four case studies in which pharmaco-
logical treatment was given to people with PTSD and
dementia25,29–31 (n = 4). Chopra (2011) described an
85-year-old Caucasian man with PTSD and mild to
moderate dementia. He had PTSD as a consequence
of WWII trauma. At the onset of the study, he had
been receiving treatment with citalopram 40 mg once
daily over the past 2 years, which was continued dur-
ing the course of the study. The patient suffered from
sleeping disorders and nightmares and first prazosin
1 mg was started, which was increased to 3 mg over
the course of 5 weeks with no effect. Due to side
effects, orthostatic hypotension causing falls, the
prazosin was stopped. Consequently, memantine
was titrated to 10 mg twice daily without side effects
(Table 2). This paper is of dubious quality with no
challenge-rechallenge phenomenon, but a relatively
good measurement of outcomes using a structured
but not validated measuring tool (Table 1).

Hamilton, Workman Jr., Hargrave and colleagues
and Severson and McCartney performed studies dat-
ing further back.25,30,31 One of the case reports
describes a Caucasian man of 94 years old with
moderate Alzheimer’s dementia and combat-related
post-traumatic stress symptoms. The patient was
treated with trazodone combined with haloperidol
and lorazepam. A good effect of the combination
therapy with an improvement of sleep and no more
night-time agitation was described.31

The case report of Hargrave (1993) describes a
Caucasian man of 70 years old with multi-infarct
dementia and PTSD without trauma description. He
was treated with trazodone and buspirone. It shows
a positive effect of the treatment with decreased
combativeness, decreased yelling and resolved flash-
backs and nightmares.30

The case report of Severson and McCartney
describes a Caucasian woman of 82 years old with
Alzheimer’s dementia who suffered from PTSD after
sexual trauma. She was treated with trazodone and
sertraline. The person became calmer and showed
less rushing through the hallways25 (Table 2). These
papers are all of insufficient quality due to the short
description of treatment outcomes without the use of
measuring tools (Table 1).
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DISCUSSION
This review shows that studies of the treatment of
PTSD in people with dementia are rare and only iden-
tified a few studies in the form of case reports. The
quality of the nine case reports varies. There were
three case reports, all discussing pharmacological
intervention, of insufficient quality,25,30,31 two dubious
studies discussing EMDR ‘on-the-spot’24 and
memantine29 and four case reports of sufficient
quality,26–28,32 of which two described EMDR,27,28

one applying prolonged exposure26 and a fourth
describing a combination of therapies.32

The quality of case reports describing EMDR were
sufficient; a clear case description was given
(Table 1).24,27,28 EMDR is an approved intervention
for PTSD and is described in practice guidelines.33–35

All three studies that describe EMDR in people with
dementia, describe it as a feasible intervention. The
case reports show positive effects on the symptoms
measured or described, such as fewer flashbacks,
more acceptance of the past and less restless-
ness.24,27,28 Positive effects of EMDR on neuropsy-
chiatric symptoms often associated with challenging
behaviour of dementia can reflect the alternative clini-
cal presentation of PTSD in people with dementia,
showing symptoms such as screaming.16 These case
reports indicate that EMDR might be also feasible
and effective for reducing PTSD symptoms in people
with dementia. In the case report of Amano et al. the
intervention was combined with pharmacological
intervention.24 As a consequence, the effect of the
EMDR alone cannot be established, but these results
are transferable to common practice, where patients
often also receive pharmacological treatment.

Four papers discuss pharmacological treatment, but
the quality of these papers is dubious29 or insuffi-
cient.25,30,31 Chopra (2011) showed a careful positive
effect of memantine in addition to citalopram on PTSD
symptoms and cognitive decline in people with mild–
moderate dementia, but a challenge-rechallenge and
dose–response effect is not ascertained. Further stud-
ies on pharmacological interventions for PTSD, such as
an open label trial by Ramaswamy, also showed a pos-
itive effect of memantine in 26 veterans with PTSD and
mild cognitive disorders, but this study excluded peo-
ple with dementia.44 Future research could be benefi-
cial to explore the effects of memantine in people with
PTSD and dementia. The other three included case

reports all administered trazodone in combination with
another form of medication, such as haloperidol with
lorazepam, buspirone or sertraline. They reported posi-
tive effects with improved sleep, yelling less, being
calmer and smiling more.25,30,31 The paper of Bruneau
described treatment with antipsychotic medication in
two cases of PTSD with dementia. In one case, it was
ceased due to side effects and in a second case it was
effective, but the specific type of antipsychotic is not
mentioned.45 The quality of found literature provides
insufficient reliable evidence for the pharmacological
treatment of PTSD in people with dementia.

Prolonged exposure is described in one case
report with positive effects on PTSD symptoms, even
after 6 months. The quality of the paper is sufficient,
but due to the combination of pharmacological treat-
ment, the positive results cannot be directly linked to
prolonged exposure. Prolonged exposure is a well-
researched form of therapy proven successful in the
treatment of PTSD.46 The current case report shows
us that prolonged exposure can also be applied in
people with dementia. Nonetheless, there is insuffi-
cient evidence of the positive effect of prolonged
exposure in people with dementia.

Jacobs and Dinoff describe an elaborate combina-
tion of therapy forms: CBT, ACT and psychoeducation
combined with a memory book.32 CBT is an approved
form of PTSD treatment in people without dementia.47

The case described showed the complexity of CBT,
due to the combination of PTSD with dementia and
this part of the treatment was unsuccessful. ACT man-
aged to give the patient insight into his limitations and
the effects of the memory book were not described.
This case report of sufficient quality describes
expected challenges in the use of CBT in people with
dementia; there is too little evidence to exclude CBT
in this population altogether.

Overall, the studies included patients with different
forms of dementia with varying severity. We found no
description regarding the objective assessment of
severity of dementia. The severity of dementia plays an
important part in clinical practice as certain neuropsy-
chiatric symptoms are more prevalent in certain stages
of dementia.48 Five cases describe Alzheimer’s
dementia, three describe vascular dementia, two
describe a form of Lewy body or Parkinson’s dementia
and in one case the aetiology is not mentioned. There
is no literature describing the influence of different
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forms of dementia on trauma processing and/or PTSD.
PTSD increases the risk of dementia in general, but so
far, studies have not found PTSD to accelerate certain
aetiologies of dementia.49 Four females and seven
males are included in the case reports. Six men had
combat and/or war-related traumas; in one of the
cases, the cause of trauma was not mentioned. Two
of the women experienced sexual trauma and two
experienced violence during their childhood. Women
have a higher risk of developing PTSD due to gender
roles, predisposition and hormonal influences.50

Besides the variation in the diagnosis of dementia,
in five case reports, a clear diagnostic description
and/or tool for diagnosing PTSD in people with
dementia is missing. In multiple cases, there was no
formal diagnosis of PTSD but the descriptive diagno-
sis of ‘PTSD symptoms’24,31,32 or ‘history of traumatic
events’.27,28 Of the included studies, Ahmed (2018),
Jacobs and Dinoff (2012), and van der Wielen (2019),
did not use tools for the specific evaluation of PTSD
symptoms but tools aimed at fear, depression and/or
cognition to measure treatment outcome. Amano
extracted data from patient files and clinical observa-
tions which are not further specified. Chopra and Duax
used a structured tool, the PTSD – cognitive impaired
tool, which is a structured but not yet a validated tool.
The PTSD checklist – civilian is used by Duax.

This study contributes to the existing knowledge
and marks the need for further research, but there are
limitations. The scientific evidence of this review is lim-
ited due to the absence of any controlled and/or ran-
domised studies. Four of the included case reports
have a sufficient level of quality, but the sole inclusion
of case reports may lead to publication bias with mainly
positive results. Selection bias is increased as the
method of inclusion is not clear in any of the case
reports. In addition, although the results are assessed
with objective questionnaires, only afew are specifically
aimed at measuring PTSD symptoms. Thus, an objec-
tive comparison of the effects between the case reports
is not feasible. In five of the nine case reports the for-
mal diagnosis of PTSD has been formed.25,26,29,30,32

Relevant comorbidities are described in all but two
case reports.24,25

CONCLUSION
The case reports in this structured literature review
show us PTSD treatment in people with dementia

can be effective in reducing symptoms possibly
related to PTSD. EMDR, prolonged exposure, ACT
and pharmacological interventions are feasible inter-
ventions in this population, even in cases of severe
dementia. The case reports show the most hopeful
results of EMDR. The clinical implications of the
included studies are limited due the demographic
variables such as type of dementia and severity,
absence of validated diagnostic tools for PTSD and
validated PTSD symptom evaluation tools, making
the quality baseline comparison for treatment effects
limited.

The treatment of PTSD in people with dementia
starts with recognising PTSD in this population. To
recognise PTSD it is important to differentiate PTSD
from symptoms often associated with neuropsychiat-
ric symptoms of dementia; for this, a structured diag-
nostic tool of PTSD for people with dementia could
be beneficial.51 Besides this, more research is
required to study the effectiveness of different treat-
ment interventions in this population using a
standardised measuring tool for PTSD symptoms.
Based on this review, randomised controlled trials to
analyze the effect of EMDR in people with dementia
and PTSD are most hopeful, but so far, evidence is
limited due to the low number of studies in this
population.
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