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1. General
1.1. Aim of the Innovative Dementia Orientated Assessment tool (IdA)
The intention behind IdA is to describe challenging behaviour by persons with dementia in
long-term care settings and to determine possible reasons and triggers for that kind of
behaviour. IdA is meant to help professional carers understand such behaviour and, thus, to
deduce individual possibilities for dealing with such behaviour. Moreover, it can serve as a
kind of conversation guide for team meetings and case conferences. The questions posed by
IdA direct the exchange towards important causes and reasons for challenging behaviour.
IdA is based on the principle “first understand, then act or refrain from acting”.

1.2. Challenging behaviour: a definition
Challenging behaviour is behaviour,


of which the intensity, duration and frequency threatens the physical, psychic and
social security of the person her-/himself, but also that of others,



which is not always and necessarily adverse,



of which the cause of does not necessarily reside with the person with dementia,



of which the interpre tation/evaluation depends on the context it occurs in,



which provokes a response from carers and their environment.

1.3. How IdA is organized
IdA consists of two parts: part 1 describes the behaviour and part 2 determines the reasons
behind challenging behaviours.
We start with part 1, the description of challenging behaviour. This part is thought to


name, describe and quantify challenging behaviour,



determine the framework/context of its occurrence,



assess the direct effects and consequences for further assessment.

The first part is an indispensable prerequisite for any further assessment. It helps carers to
objectively look at the behaviour in a distanced way – at least to the largest possible extent.
To give an example: Carers complain that a certain resident is constantly wandering off. A
result of the assessment may be that the resident shows this behaviour in the afternoon.
Around three o’clock, she starts to move around her unit (but not every day!). It seems that
she aimlessly wanders around. Frequently, she moves around the unit’s front space where
the charge office is situated and where residents find many opportunities to sit. The living
unit’s front space is also the place where the entrance door is located. Carers have observed
that the resident in question exits only if another person has just opened the door and
entered or left the unit. Once outside, the resident stays in the home’s spacious entrance hall
and occasionally asks those passing by where she actually is. So far, she has never left the
home.
This observation quantifies the term permanently (this happens four to five times per week).
It also shows that the behaviour occurs at a certain time slot in the afternoon. At that time,
the resident moves around the unit, drawn to spots where other people find themselves. Yet,
she has never left the building so far.
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Moving on from here, work continues with the second part of IdA. The latter focusses on a
description of factors which can cause or trigger challenging behaviour. A careful
consideration of these factors is followed by a decision whether they might apply to the
respective person with dementia. Many of these factors call for some kind of (re-)action on
the carers’ part; others cannot be modified but are very important in order to understand and,
thus, to better deal with the behaviour in question. All in all, five groups of factors are dealt
with: (1) health status and autonomy in daily life; (2) communication; (3) personality and life
style; (4) emotions and moods and (5) environmental influences.
For example: Carers assume that a resident’s continuous moaning (verbal utterances) may
possibly be owed to pain. Such a situation requires action on the part of carers: they have to
contact the physician, dispense pain medication (prescribed by the physician), observe the
situation, and possibly revise or confirm their assumption. Simultaneously, they learn from
the geronto-psychiatrist that due to the resident’s late stage dementia, his/her speech centre
presumably is severely damaged. This means that in her/his attempt to communicate, the
resident must fall back on those verbal utterances (moaning). This is a status which cannot
be altered by carers. Yet, to comprehend the status means to better understand the
behaviour which in turn makes carers feel less helpless and burdened. Understanding the
background enables carers to accept the behaviour as a form of communication.
Subsequent to each factor group, the detected possible triggers are summarized and
evaluated. Their detection is mediated by posing 14 key questions. The aim is to depict
which factors explain or cause the behaviour and to determine the consequences with regard
to care practices. Here, carers can see at a glance whether anything is left to be done and
what must be kept in mind when dealing with the resident and/or planning measures.

1.4. How to apply IdA
Information for IdA is gathered by all staff members working at a given unit. If possible, the
person with dementia him-/herself, informal carers/relatives as well as members of other
professional groups who work at the unit should be involved in the process of gathering
information. Different people observe different things. The multi-perspectivity is an important
precondition for filling out IdA. It is not suitable for organizational structures in which the
preparation of care planning and, thus, the filling out of the field manual is delegated to one
carer exclusively. Such a situation means that just one singular perspective and opinion goes
into the manual so that multi-perspectivity is ruled out. However, it is important that one
qualified nurse is responsible for the assessment process who moderates conference
sessions, summarizes the variety of diverse information, makes decisions in agreement with
other team members and organizes further necessary steps.
The field manual should be used for residents with dementia who exhibit challenging
behaviour. Carers can assess by themselves whether a person actually shows such
behaviour. However, they can also make use of part 1 in order to assert this. Alternatively,
they may use a different instrument for capturing challenging behaviour (e. g. the CohenMansfield scale). When doing so, it should also be considered that “challenging behaviour”
does not only apply to behaviour which “bothers” others, but also to passive forms of
behaviour such as sitting around apathetically or as not speaking. Therefore it is
recommended to systematically assess the behaviour of all residents in regular intervals in
order to make sure that no essential forms of behaviour go unnoticed in daily care practices.
Where challenging behaviour is detected by carers and is considered as requiring further
consideration, the assessment parts 1 and 2 follow suit. Both parts rely on knowledge
already held by carers. IdA is comprehensive and working with it requires time. It cannot be
filled out in short spell. Much more likely, it will take a number of different steps or sessions to
complement IdA until it is completed. However, this does not mean that carers must
postpone action until the manual is completed. Each of the questions offers clues (evidence)
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for suitable/possible interventions and ways of dealing with the behaviour. This means that
carers can initiate important steps while working on IdA.
IdA may, but need not necessarily be filled out completely. In case care interventions which
have been initiated during the assessment process show a positive effect on the behaviour,
further examination may be cancelled. However, it is recommended to fill out the complete
manual since it provides valuable information about the resident. In principle, such
information can be helpful when interacting with or caring for the resident. This may possibly
prevent another occurrence of challenging behaviour (prevention, prophylaxis).

1.5. Notes on handling IdA
In large parts, IdA accesses information which either is kept somewhere in the resident’s
care documentation or which is known to staff, but has not been taken down so far. In order
to avoid redundant documentation, references to such information should be inserted (e. g.
by noting: see fall protocol, pain assessment scale, etc.). However, it is important that such
information is always up to date. If certain pieces of information are known, but have not
been taken down so far, they must be documented in the manual. If answers to some of the
questions are not unambiguously clear or still unknown, most of the answers provide the
possibility to tick an “unclear” box. UNCLEAR means that an issue must be cleared, e.g. new
observation should be carried out or a conversation should be held with the resident, his/her
relatives or physician. “UNCLEAR” means that action must be taken in order to answer the
question.
If you have answered a question, the column “What has to be done” provides you with a
quick overview on what consequences or actions the answers have for your work.
“CLARIFICATION NECESSARY” means that aspects which are still unclear must be clarified
(see above). INTERVENTIONS NECESSARY means that action must be taken. This variant
also provides the direct connection to your own care planning (process). For example: you
presume pain to be the cause for the behaviour. In agreement with the physician the resident
receives pain-relieving medicine or the dose of already administered medicine is increased
(i. e. an intervention is made). It is important to put down in your care documentation how
long the test period is supposed to last and at what point you will reconsider whether your
assumption applies. “STAYS IMPORTANT” means that knowing the reasons for the
behaviour possibly does not provide you with options for action. Thus, no care interventions
have to be planned and yet in order to comprehend the behaviour the information is very
important. To give an example: certain experiences in the past explain the person’s
behaviour – which does not allow for deducing direct action except for that carers have to be
aware of the information and keep it in mind.
IdA cannot provide all potentially possible question-answer variants; in that case it would
grow to book size. However, almost all important thematic fields provide the possibility to put
down the missing aspects in the column “other”. The same applies to answers. The answer
options offer the most frequent or the most important selection possibilities. If from your point
of view anything should be missing, you can put this option down in the columns “other”,
“note” or “specific characteristics”.
Applying IdA requires instruction. The following notes on handling IdA contain the most
important pieces of information for using IdA. This should enable you to work with the IdA.
This symbol/icon points to practical tips
for working with the manual.
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2. Notes on part 1 “Recording the behaviour”
2.1. Naming and describing the behaviour
Questions 1 and 2 refer to naming and describing the challenging behaviour.
1.

Which kind of challenging behaviour is observed?

 Passive behaviour
 Restless, active, non aggressive behaviour

for example to withdraw oneself, to be apathetic, not reacting, not communicating

 Physically aggressive behaviour
 Verbally aggressive behaviour
 Verbally non aggressive behaviour
 Other behaviour

for example hitting, biting, scratching, pushing

for example pacing and aimless wandering, pushing objects around, collecting things,
monotonous repetitive activity/movements
for example cursing, screaming, threatening, insulting loudly
for example repetitive questions, repetitive sentences, shouting, moaning, screaming, making noises
for example uninhibited

The possibilities to answer question 1 provide a rough overview on possible forms
of behaviour divided into five groups: (1) passive behaviour; (2) restless, active,
non-aggressive behaviour; (3) physically aggressive behaviour; (4) verbally
aggressive behaviour and (5) verbal non-aggressive behaviour. For each of these
groups examples have been provided even though they are incomplete. The
intention is to just provide some orientation. In case you should not be able to
classify the behaviour of concern here, please use the category “other behaviour”
and specify the behaviour in your own words.
In case the behaviour under concern is a complex one consisting in multiple
behavioural norms which become evident in the same situation, then you can tick
off more than one form of behaviour.
For example: When a resident simultaneously claws (physically aggressive) and
insults (verbally aggressive) other persons, you can tick off both forms of behaviour
and evaluate both of them together. However, in case that resident is physically
aggressive only during washing and getting dressed in the morning, and then every
once in a while shows signs of apathy in the evening, this indicates that you are
dealing with two different situations which must be considered separately.
The manual is structured in such a way that when working on it you will note when
the different forms should be recorded together and when they should be taken
down separately.

2.

Exactly how is the resident behaving in the challenging situation?
Please take notes (cues)

This question is meant to shortly depict the behaviour or rather the whole situation.
The aim is to depict as objectively as possible what actually poses the problem.
Some terms for describing behavioural forms are imprecise and improper. For
example: What does “aggressive”, “uncooperative” or “refusal” actually mean?
These terms can have different meanings.
For example: Carers characterize a resident as uncooperative and resident refuses
care. When asked what “uncooperative” actually means with regard to that
particular resident, they say that the resident does not do what she is being told and
that her opinion constantly differs from that of her carers. Each decision and each
manoeuvre has to be negotiated with her.
Looked at from a distance the “challenging” behaviour appears in a different light;
the core of the problem is clearly stated.
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2.2. Describing the circumstances under which the behaviour occurs
Questions 3, 4, 5, 8, 9, 10, 11 and 12 ask for circumstances or the concrete context in which
the behaviour has occurred. The task is to recognize possible patterns in the behaviour and,
thus, to detect specific correlations to persons, locations or situations.
Questions 5 to 10 address “usually” occurring circumstances. In terms of their time frame,
they focus on the period of 14 days. This is important in order to capture possible vacillations
between regular weekdays and weekends and between the teams in the three shifts. Should
important particularities for the behaviour occur apart from these “regularly” occurring
circumstances, they should be put down in the form of free text.
For example: Usually, the behaviour lasts only a few minutes. However, the week before two
important exceptions occurred when the behaviour lasted for almost the whole afternoon.
This is an important piece of information in the attempt to identify possible magnifiers for the
behaviour. It could also mean that the behaviour is in a process of aggravation/degradation
and that the situation might escalate.

The question aims at determining the point in time or time slot when the behaviour
became apparent for the first time. On the one hand, this is important information
for recognizing how long the behaviour already exists/occurs. Possibly, the person
has been exerting this kind of behaviour (or a similar kind) already when living at
home. In case the behaviour has been with the person for a long time, this means
that acute triggers can be ruled out as causing the behaviour. However, in case we
are dealing with a behaviour which the person has shown only recently, this might
indicate an acute change such as an infection or pain. On the other hand, in order
to reflect whether certain events or situations have triggered the behaviour, this
information is important in relation to question 4.

See annotations to question 3

Knowing the time of occurrence can give hints to what triggers the behaviour. In
case the behaviour occurs always at a particular time, the persons, events or
measures tied to that particular time may have a relation to the behaviour. The point
in time can be marked here.
In order to answer this question, other instruments for assessing behaviour can be
used or be referred to.
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Indicating the location of the behaviour’s occurrence can also provide details with
regard to the behaviour’s reasons. In case the behaviour in question always takes
place at the same places, the environment should be considered as a possible
trigger, e.g. “hall directly in front of the charge office” or “dining-room, at the table”.

Similar to the information regarding place and time, certain persons may also
function as triggers for the behaviour. In order to answer this question, other
behavioural assessment instruments can be used or be referred to.

This question helps to reflect whether the behaviour can be associated with
recurring situations (e.g. meals, doctor’s consultation, afternoon of handicraft group)
which may provoke the behaviour. In order to answer this question, other
behavioural assessment instruments can be used or be referred to.

Question 11 asks for reactions to the behaviour. What happens with those persons
involved, including the person with dementia, when the behaviour occurs? What
reactions can be observed? This question aims at two aspects. First, it should
capture whether the behaviour enables the person to achieve what she/he possibly
intends (conditioning).
For example: A resident loudly shouts “Hello!”, and “Help!”. As a result, she is
addressed by other residents, visitors and care staff more frequently. When those
persons are not there, the resident again calls out for help. Thus, the resident
literally “calls for attention”.

Second, the question may help to depict what actually has been done in order to
react to the behaviour and to deal with it. This question closely adheres to question
11. The point is to recognize whether the emotions or reactions/actions exhibited by
the environment do have an impact on the behaviour.
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2.3. Quantifying the behaviour
Questions 6 and 7 seek to come to conclusions about the behaviour’s extent. The question is
also for the “usually” occurring quantity; the observation period relates to the past 14 days.
Both questions not only provide information about the quantity/extent of the behaviour, but
can turn into an indicator for the effect of the initiated interventions in the assessment
process.

The question refers to the behaviour’s duration which can mean a few minutes,
several hours or continuously. Other important information about duration can be
noted in the “particularities” column.
In order to answer this question, other assessment instruments can be applied or
referred to.

This question asserts the frequency of the challenging behaviour. In order to
answer this question, other assessment instruments can be used or referred to.

2.4. Denominating the consequences of the behaviour
Questions 13 and 14 are meant to assess for whom the behaviour poses a problem and a
challenge.

Question 13 seeks to find out whether the behaviour is incriminating, displeasing or
stressful for the resident her-/himself, for other residents and for staff. Since the
terms “irksome” or “unpleasant” are somewhat unspecific, there is the possibility for
more detailed explanation in case the question is answered in the affirmative.
For example: The resident concerns blushes and appears to be quite sad. The
residents sitting next to her complain that her shouting is rather loud. Carers
complain that because of the person’s behaviour they cannot complete their work in
due time.
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This question directly targets the dangers the behaviour may pose to the person
concerned, to other residents or to carers. In a very differentiated way, all of the
concerned persons/groups are considered since measures have to be adjusted
according to who exactly is being endangered by the behaviour.
For example: If the potential hazard concerns carers exclusively, this should never
be taken as a reason for changing “something” in the person concerned. In this
case, the first thing to do would be to train staff how to possibly avoid jeopardizing
situations or to initiate de-escalating steps should such a situation occur. However,
if other residents are being jeopardized, safety measures have to be taken since
most of the residents cannot be expected to learn and apply de-escalation
techniques themselves.
After filling out the behaviour assessment you have at your disposal the most important
information for describing the care problem in detail and to communicate the problem to
others (e.g. to relatives and/or doctors). Based on this information, you can already decide at
this point whether the “problem behaviour” is actually as problematic as assumed so far and,
if so, for whom. Possibly, you may realize that the behaviour does not pose a problem for the
resident her-/himself and is actually conceivable and understandable. If so, the necessary
interventions should rather be directed towards the carers (supervision, qualification,
arranging the work schedule).
If you have filled out this part of the assessment, please do not file it way and
consider it to be “completed”. Rather, keep the assessment within your reach! You
will need to link this information with information from part 2.
For example: In part 2, you assess that the person is most probably bored at a particular time
of the day since she/he is left without anything to do. Looking at part 1, question 5 tells you
that this is exactly the time when the behaviour usually occurs. You may justifiably assume
that the challenging behaviour is related to the boredom and the behaviour either serves the
person as self-stimulation or is meant to gain attention form others or that it is the person’s
only means to communicate the message “I am bored!”. Thus, you have a clear indication for
your own action and are in a position to comprehend the person’s behaviour. Since you
understand the behaviour, it is now less irksome for you.

3. Notes on part 2, “Capturing the triggers for the behaviour”
3.1. Subject area “Cognitive Status”
The characteristic traits to be assessed by the following questions concerning the person’s
cognitive status play an important role in the interpretation of the challenging behaviour. In
the case of dementia, cognitive impairments are part of the picture. Being aware of how
strong these impairments actually are can help carers to classify and, thus, to understand the
behaviour. There is no way to change such cognitive losses.
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The question for delirium or acutely impaired consciousness is meant to rule out
that the behaviour is a symptom of such an acute state. Delirium is reversible and
poses an emergency situation which calls for immediate action. Delirium sometimes
is conflated with dementia – and with quite negative consequences for the person
concerned. In case a delirium cannot be ruled out, a clarification with the
responsible physician should be of top priority.

This question is thought to clarify whether the resident has been diagnosed with
dementia or whether it is just assumed that the person is living with dementia. A
diagnosis of dementia is not an easy matter, and not any “forgetfulness” in old age
is (a sign of) dementia.
Also, there are a number of symptoms which make for similarities between
depression and dementia, but each condition calls for a different medical treatment,
a different approach and professional care. In case of doubt, a medical dementia
diagnosis should be arranged. A professional diagnosis also provides details with
regard to the type of dementia. This is important knowledge for dealing with the
person, since different types of dementia can evoke different forms of behaviour.
Knowing the exact diagnosis helps carers to understand and, thus, to deal with the
person concerned.
For example: Persons with a frontotemporal dementia tend to exhibit personality
changes as well as mood-related abnormalities. They tend to exhibit behaviour
which is impulsive and uninhibited. Persons with a dementia of the Alzheimer’s type
tend towards apathetic and anxious behaviour. Persons with a vascular dementia
rarely exhibit an unresting behaviour (the so-called “wandering”).

Knowing the person’s exact stage of dementia helps carers to recognize how far
dementia-related processes have been advanced. This background helps to assess
possible capabilities, but also impairments.
For example: The late stage of a dementia may bring about disorders in recognition
(agnosia). The persons concerned no longer recognize objects; they are no longer
able to classify an object’s function. In such a perspective, the behaviour “eats
inapt, uneatable things” is conceivable and it is clear that any form of instruction,
explanation or prohibition is an unsuitable measure.
If the person’s stage of dementia has not (yet) been diagnosed, carers can assess
the dementia’s severity by using the stage classification recommended in the
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DEGAM-guideline1. If tests for determining the stage of dementia such as the
MMST are already carried out in the institution or can be gathered from the medical
files, it can be of help to assign points in order to define the stage of dementia.

The following questions (a-i) help to assess the most important memory functions.
On the one hand, this is important in order to be able to explain and understand
certain behaviours via cognitive deficits (see example in question 3). On the other
hand, this kind of assessment provides assistance for carrying out a dementia
diagnosis or to find out what cognitive capabilities are left which can be used as
resources.
The memory functions should be assessed on a scale between “most of the time/
almost/ for the most part/ non-restrictive” to “not at all/ non-existing”. The four
gradations have been selected since it can be assumed that in most cases the first
option (existing, most of the time) does not apply to a person with dementia. Thus,
carers still have at their disposal three gradations to come up with a more
differentiated picture about the cognitive impairments and, thus, also about the
consequences of the dementia. Apart from the intensity of cognitive impairments,
the question is whether this function is stable throughout the day/night or if it is
unstable/ alternating. The person’s actual condition or form of the day plays an
important role in dementia.
For example: A resident can remember her past quite well during the day, but not
so in the evening, In this case, “yes, most of the time” can be ticked off with the
note “during daytime” or “until the evening”. Additionally, the note “hardly ever” is
completed by the note “in the evening/at night” and “capacity for remembering
variable”. In case it is not possible to determine at what time the capacity to
remember is good or bad, it is sufficient to tick off the average capacity and the
answer “variable”.
The long-term memory function should be assessed on a scale between “most of
the time/almost everything” and “not at all”.
If the cognitive abilities have already been assessed in this form/way in another part
of the document, there is no need for a reassessment here, if the assessment is still
up-to-date. In this case, please refer to the relevant sheets.

This question is thought to assess the long-term memory’s functional capability. The
exhibited behaviour may possibly relate to that capability.
For example: The explanation for the resident’s behaviour could be that she
believes to be thirty years old and living on her farm. Therefore, she beds out all
greens and stays up all night in order to milk her cows. In this case, attempts to
1

DEGAM = Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin (German Society for
General Medicine and Family Medicine).
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deflect her by diversion via television or telling her that the plants are not hers or
that she should take her medication so that she can sleep at night are, in this case,
rather unsuitable or insufficiently successful steps.

This is to find out in how far the person still recognizes him-/herself.
For example: The person wanders around the unit all day long. She actually is
looking for something familiar, e.g. her own dwelling, his/her room. She is
constantly asking where to find it. The carers show her the way or point to the
beautiful large name plate at the door. Yet: the resident no longer knows her name;
the photographs in her room are strange to her. She is unable to find the feeling of
safety and security which she is looking for.

This is to ask whether the person still knows what situation, what phase or stage of
her life she is in?
For example: In the case of the resident, these memories are in part still there, if in
variable ways. Every once in a while the resident is in a very sad mood and is quite
apathetic. Perhaps these are the moments when he is aware of his situation which
in turn distresses him a lot. In such situations encouragements, conversations and
empathy would make more sense than a call for action or constant motivation to do
something.

This question asks addresses spatial orientation. It is meant to assess whether and
in how far the person with dementia is capable to orient him-/herself in his/her own
space (room), in his/her living unit in the home and in the immediate outdoor area –
whether s/he recognizes the rooms and knows his/her way around.
For example: Wandering around may be an expression of being disoriented.
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This question is to assess in how far the person still has a sense of time. The sense
of time and the related sleep/wake rhythm is controlled by certain brain areas.
Disruptions in these areas or of processes located there lead to functional loss.
For example: Getting up at night or long sleeping periods during daytime can be the
result of a disrupted sleep/wake rhythm and can be compensated for only partially.

The question, whether the person is actually capable to cognitively follow through a
certain operation or activity may help carers to recognize whether certain
behaviours are shown/done deliberately or not.
For example: A resident is considered to be agitated, hyper-active and
uncooperative. He constantly rummages around, moves back and forth and doesn‘t
do the most simple things by himself (e.g. getting dressed) even though from a
physical point of view he should well be capable to do so. When carers address the
resident and ask him why he hasn’t dressed, he reacts in a rather short-tempered
way. A possible explanation for this kind of behaviour is that the resident forgets
what he must do while executing a certain activity. He cannot understand the
questions or requests since he no longer knows what he was supposed to have
done.

This is to assess in how far the person with dementia is still capable to accurately
classify objects and to identify their function. An agnosia causes an inaccurate
handling of these objects and is misinterpreted by outsiders as “wrong behaviour”.
For example: A resident eats the ornamental plants placed on the tables in the
dining room. She does not recognize that these plants are unfit for consumption,
but feels hungry or simply is in the mood for a snack.
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The question relates to what conventionally is called short-term memory. Since
persons with dementia forget what they have done recently, they show behaviour
which is inexplicable or strange for those living without dementia.
For example: A resident continuously asks when the meal will be served, no matter
whether she has just finished eating or not. On the one hand, this question can be
an indication of hunger. Perhaps the resident doesn’t eat enough during a meal or
her blood sugar tends to sink rapidly which leads to feeling hungry. Or it may be
that the resident no longer has a sense of time and tries to orient herself by posing
the question.

Summary Subject area “Cognitive status”
The subsequent key questions are meant to support you in producing a résumé of subject
area “Cognitive status”. This enables you to get a picture of what kind of information related
to “Cognitive status” may possibly help to explain the challenging behaviour. In case you can
explain these relationships between the inquired causes and the behaviour (“probably yes”),
please make a short description of your assumptions. The reference “please take down
possible correlations” is a chance for you to take down the most important assumptions and
explanatory approaches in order to not get lost. These assumptions and explanatory
approaches can also be incorporated into care planning. Subsequently, you should reflect
upon whether this can result in certain interventions. Please consider that not every single
interrelation you have asserted calls for an intervention but, rather, may simply give reasons
for the behaviour. In this case, please tick “to be taken into account in interactions with the
resident.”

It is obvious that cognitive impairments are an essential cause for the behaviour.
However, the question is: What is the exact relationship between these cognitive
impairments and the exhibited behaviour? If such relationships exist (tick off
“presumably yes” or “no”), does this result in any care-related steps (if yes, please
tick off “plan steps”)? Even if no immediate care-related steps have to be executed,
these cognitive factors may possibly explain the behaviour and, thus, may help
handling the behaviour and putting less strain on carers.
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3.2. Subject area “Physical Status and Discomfort”
Most of the time, the aging and dementia process have a negative impact on health status
and well-being. Physical constraints or indispositions lead to ailment, functional impairment
and, finally, to dependencies in everyday life. People try to deal with these deficits and
develop strategies. In the case of people with dementia and depending on the condition’s
respective stage, this process of adaptation is more or less impaired or doesn’t proceed as
the outside world “normally” knows it to work. Challenging behaviour can be a coping
strategy. Yet, it can also be a cry for help on the person’s part, a way of expressing a need
for help which the person is still capable to perform. The challenging behaviour can also be
an expression of emotions evoked by the losses, the increasing dependency and
helplessness or the anxiety that comes with the physical impairments.

The capacity to move or, put differently, the inability to change the position of one’s
body in a given space can be very strainful. Mobility-related constraints in terms of
endurance or coordination have an influence on that capacity. Dementia-related
changes and certain drugs can also have an impact on the demand for movement;
the latter can be increased or reduced. All these aspects can cause or at least
explain the challenging behaviour. Immobility in general can restrict the capacity to
attend to one’s needs. In such a case, the behaviour can be an expression of that
restriction.
For example: A resident with vascular dementia is rather agitated during meals.
She tends to leave the table relatively soon without having eaten much. She
smears herself with food; the food frequently ends up on her clothes and on the
table and the liquid spills from the glass. Persons with vascular dementia can have
problems with motor functions requiring hand-eye coordination (and likewise with
activities such as buttoning/unbuttoning clothes or tying one’s shoes). Also, lack of
strength in arms and legs, abnormal reflexes or gait deviations are neurological
signs of that specific cerebrovascular disease. Possibly, the particular resident
realizes that eating on her own does not work out. This may put a lot of strain on
her. She is uncomfortable; in part, she is annoyed by herself and therefore wishes
to free herself from that uncomfortable situation by leaving the table.

When thinking about the causes of the behaviour, it is important to check whether
the resident’s most important basic needs are satisfied. Could the behaviour be an
expression of hunger or thirst? In order to assess this, it can be helpful to clarify
whether the person is actually capable of taking in food in sufficient quantities or
whether s/he may have oral problems or dysphagia. Simultaneously, the individual
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problem areas can cause the behaviour even though they do not affect the person’s
nutritional status.
For example: Teeth-related problems can evoke pain which in turn may cause the
“refusal of food”. The constraints with regard to food intake make a person depend
on being assisted by others. This can be experienced as embarrassing and strainful
and show in aggression or withdrawal on the part of the person.

Urinary infection, urinary retention or obstipation cause discomfort and pain. Urge to
urinate or diarrhoea makes a person “mobile” and agitated. All this can express
itself in challenging behaviour.
For example: A resident has a bladder (blister) infection. She feels a strong burning
and pain. Yet, since her verbal capabilities are strongly constricted, she cannot
verbally communicate what exactly is wrong with her. By loudly shouting “Help!
Help!” the resident expresses her suffering to the outside world.

In general, an elderly person frequently does not sleep well since s/he has more
wake phases and only few slow wave sleep phases. In care homes, persons may
wake up faster because of being disturbed by others (e.g. the night shift). Also,
more sleep-related breathing problems may occur at night. Less sleep or qualityreduced sleep can, among other things, lead to nocturnal wandering, shouting and
aggressiveness. Furthermore, dementia itself has a negative effect on the brain’s
sleep-wake centre. This may result in a day/night reversion which can be remedied
only to a rather limited degree.
For example: A resident always wakes up when the night duty enters the room.
Afterwards she is anxious, seems to be disoriented and no longer stays in bed.
During the day she is always very excited and irritable. Another resident who is in
the late stage of his dementia exhibits a complete day/night reversion. He tends to
sleep for most of the day and is rather active between 8.00 p.m. – and 4.00 a.m.
Both residents show similar behaviours, yet the causes differ and they need
different measures.

Cardiovascular diseases express themselves in symptoms such as low or high
blood pressure values or in breathing problems caused by respiratory disorders.
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Such symptoms can relate to shouting or nocturnal wandering. Insufficient supply
with oxygen can cause passivity. Generally speaking, acute infections or diseases
can relate to challenging behaviour. The person feels that something is wrong even
before showing the first symptoms.
For example: For the last two days a resident frequently has been getting up and
pacing back and forth in his room. This can be a sign of low blood pressure which
the person subconsciously seeks to push up.

There is a strong relationship between depression and agitated, disturbed
behaviour or with apathy. Treating the depression might also positively influence the
behaviour.
For example: A resident who has been living in the home for quite some time has
been showing an unusually anxious behaviour which is accompanied by verbal
aggression. Furthermore, she shows sleeping disorders and hardly has any
appetite. The neurologist diagnoses a medium to severe depression which is
treated by antidepressant drugs. Another seven weeks later the signs of agitation or
aggressiveness have vanished.

There is a frequent tendency to significantly underestimate the chance that persons
with dementia who can no longer articulate themselves clearly may be in pain. If on
the one hand persons with dementia lose the capability to articulate pain, on the
other hand they also complain much less about actually existing pain. Furthermore,
persons with Alzheimer’s disease have a much higher tolerance limit for pain than
other people. This means that while these persons feel the same kind of pain, they
can endure or tolerate pain much longer. Once the pain becomes too strong, they
cannot adequately articulate the pain. Pain has a relationship both to agitated as
well as to passive behaviour and to shouting.
It is very important that carers can doubtlessly rule out pain as a cause of a
resident’s behaviour. A special pain assessment for people with dementia or people
with impaired consciousness can provide valuable support in that kind of
assessment. Most of the time, such an assessment requires precise observation
and a good knowledge of the residents. With regard to that purpose, relatives also
provide an important source of information. In case of a doubt, pain-relieving drugs
should be tested with the resident and it should be observed whether the behaviour
changes.
For example: A resident who is strongly impaired sings “mamamamamamam” in
different pitches and levels of sound for the most part of the day. Her singing
becomes the loudest when carers have to move her. It is agreed with the doctor to
tentatively administer a pain-relieving drug for five days in order to check whether
the vocal behaviour is an expression of pain.
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Delusions or hallucinations can be the cause of challenging behaviour. Sometimes
they are triggered by external stimuli and physical impairments (e.g. visual
problems). In any event, an agreement with a medical specialist is necessary in
order to clarify a possible treatment and to find out whether certain drugs have
triggered the delusions or hallucinations.
If a timely appointment with the medical specialist cannot be arranged, a pharmacist
can certainly help to answer the most important questions about the drugs and both
their side and reciprocal effects.

Some drugs come with the undesired side effect of triggering agitated, depressive
or passive behaviour. Or the behaviour is triggered by a reciprocal effect with other
drugs. Reading the package insert and consulting the doctor or pharmacist should
be a matter of course in search of the causes behind the behaviour.
For example: Ever since his last hospital stay, a resident with dementia shows a
strong agitation. He paces back and forward and is unable to sit still. Carers realize
that an antipsychotic has been prescribed at the hospital which has been dispensed
ever since. The package insert indicates a possible side effect, a so-called akathisia
(“sitting anxiousness”). Carers consult with the responsible medical expert for
alternatives.

Here you can register all other physical discomfort, problems, impairments or
diseases which from a formal carer’s point of view can have a possible and
traceable impact on the behaviour.

Summary Subject area “Physical Status and Discomfort”
The subsequent key question is meant to support you in producing a résumé of subject area
“Physical Status and Discomfort”. This enables you to get a picture of what kind of
information related to “Physical Status and Discomfort” may possibly help to explain the
challenging behaviour. In case you can explain these relationships between the inquired
causes and the behaviour (“probably yes”), please make a short description of your
assumptions. The reference “please take down possible correlations” is a chance for you to
take down the most important assumptions and explanatory approaches in order to not get
lost. These assumptions and explanatory approaches can also be incorporated into care
planning. Subsequently, you should reflect upon whether this can result in certain
interventions. Please consider that not every single interrelation you have asserted calls for
an intervention but, rather, may simply give reasons for the behaviour. In this case, please
tick “to be taken into account in interactions with the resident.”
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The clarification whether physical factors might possibly evoke the behaviour is the
basis for any further care-related action planning. To apply validating techniques or
milieu-therapeutical action (according to Boehm) doesn’t help anyone if the person
with dementia is in pain, has breathing difficulties or an urinary infection and
behaves in the way s/he does because of these causes.

3.3. Subject area “Independence in Everyday Life”
The restricted capability to fulfil one’s own needs can cause certain behaviours to develop.
Thus, dependency on others in the execution of certain life activities can provoke both
aggressiveness and depression. Also, in compensating for this dependency, too much or too
little care-related support can result in challenging behaviour. The more dependent people
are, the more frequent and stronger the occurrence of challenging behaviour. The following
two questions seek to clarify in how far the existing dependency has an impact on the
behaviour.

This question seeks to motivate carers to reflect upon which dependencies in daily
life may possibly constitute the largest strain for the person showing challenging
behaviour. In order to do this, knowing the person’s biography and personality is
very important.
For example: The fact she cannot execute her personal hygiene on her own gets to
a resident. Moaning, crying and complaining – this is her reaction to the situation.
Carers learn from her daughter that the resident has been a very shy and uptight
person and has carefully watched to not get into displeasing and distressing
situations (“appearances have to be kept up!”). In the past, she would have
considered the actual situation regarding her personal hygiene as a “tragedy”.
Another resident gets angry when he needs help with his meals. He cannot
articulate his anger and rapidly reacts in a verbally aggressive way. From his
biography, carers know that he was a high level banker who attached great
importance to his appearance and good manners. The fact that food has to be cut
for him now and that he drops his cutlery every once in a while seems to be quite
stressful to him.
Adequate instruments can help to assess whether the person depends on help from
others and to what extent. With their help, carers can objectively assert whether
dependencies exist, in what areas they exist and why they exist. It is also important
to find out whether the person still holds potentials for autonomy and independence
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which have not been sufficiently exhausted so far, thus leading to unnecessary
dependency.

For a person with dementia, a situation of dependency must not constitute a burden
per se. But such a burden or strain can be brought about by the execution of carerelated activities. And challenging behaviour can be an expression of such burden
or strain. Frequently, carers talk of “refusal” on the resident’s part or of him or her
“being uncooperative”. This assessment question intends to clarify who or what
exactly leads to burdensome or stressful situations in the accomplishment of daily
activities.
For example: A resident doesn’t accept or understand why she has to get
undressed and take a shower right now. She resists the attempts to get her
undressed and shouts when placed in the shower and wetted. As soon as she can,
she runs away.
Summary Subject area “Independence in everyday life”
The subsequent key question is meant to support you in producing a résumé of subject area
“Independence in everyday life”. This enables you to get a picture of what kind of information
related to “Independence in everyday life” may possibly help to explain the challenging
behaviour. In case you can explain these relationships between the inquired causes and the
behaviour (“probably yes”), please make a short description of your assumptions. The
reference “please take down possible correlations” is a chance for you to take down the most
important assumptions and explanatory approaches in order to not get lost. These
assumptions and explanatory approaches can also be incorporated into care planning.
Subsequently, you should reflect upon whether this can result in certain interventions. Please
consider that not every single interrelation you have asserted calls for an intervention but,
rather, may simply give reasons for the behaviour. In this case, please tick “to be taken into
account in interactions with the resident.”

This question specifically seeks to find out why the challenging occurs in certain
everyday situations. Different action is taken depending on the answers on
independence in daily life in questions 15 and 16.
For example: With regard to the first example (in question 1) carers must reflect
how they create a situation so that it imposes the least possible strain on the
resident. A validating, biography-oriented approach is certainly appropriate and it
should be considered how the embarrassing or irregular notions can be reduced to
a minimum (e.g. by a generous covering of the body or by using adequate cutlery
and tableware). Yet, if the cause of the stressful situation is more owed to the rules,
processes or a certain understanding of care (smelling good, taking a shower every
day, being clean) as indicated in question 2, carers particularly are challenged to
develop a new strategy and to re-think their own rules on behalf of the resident.
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3.4. Subject area “Communication”
Communicating with people is an essential need for everyone. Communication problems can
lead to serious misunderstandings on both sides, i.e. on the side of the “sender” and that of
the “receiver”. You cannot not communicate. However, the question is whether recipients can
decode the transferred signals in an appropriate way. Challenging behaviour can also be a
form of communication.

The intention of addressing the questions of auditory and visual potential is to clarify
whether the basic conditions for communication are met.

Problems with proper hearing can lead to misunderstandings in communication.
Limitations in visual sight can mean that the person does not recognize or does
misinterpret individuals, objects, or rooms. This may result in orientation problems,
hallucinations, insecurity or feelings of anxiety.
For example: A new resident’s behaviour is marked as “uncooperative”. He does
not always follow the directives given by staff. This is particularly the case with
regard to care practices. Following a conversation with the resident’s immediate
family, carers realize that the resident is hard of hearing, but has always denied this
impairment. In the past, he has refused to see a medical specialist and did not want
to wear a hearing aid device. In this particular case, the person’s “uncooperative”
behaviour could be owed to the resident’s stubborn, bull-headed personality. On the
other hand, however, the behaviour might be the immediate result of the resident’s
hearing problems in that he simply may be unable to properly hear and understand
the directives given by staff.
Another example: There are frequent problems with a resident when this person
takes a shower. It is clear that the resident does not like to enter the bathroom and
acts rather anxiously particularly in the beginning of the showering procedure. This
anxiety then increases to agitation; in this situation the resident screams at times
and clutches the care person next to her. An ophthalmologist asserts that the
resident can barely see. Her eyesight is restricted to the recognition of the very
contours of persons and objects. In a dark room such as her bathroom she cannot
even recognize that much. Thus, her behaviour is an expression of insecurity
caused by her visual constraints.
Acousticians and opticians do visit care homes. With appropriate equipment, they
can identify the person with dementia’s eye-sight and aural sense.

In case verbal communication is (still) possible, this question settles which is the
language in which the person can make him- or herself understood. This does not
necessarily have to be the language the person has used prior to the onset of
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his/her dementia. Sometimes a power of speech becomes reactivated which hasn’t
been used for years. Or a person returns to the language in which s/he feels secure
and comfortable.
For example: Residents with a good understanding of German prior to the onset of
their dementia lose mastery over this second language and return to their former
mother tongue. This can lead to communication problems and misunderstandings:
“Resident does not want to understand or understands only what s/he wishes to
understand.”

In case of communication problems, it is important to clarify on what end of the
communication set-up (“sender” or “receiver”) the difficulties occur. The question
seeks to settle whether the person with dementia is able to make her-/himself
verbally understood or whether s/he uses body language. Is it possible for others to
understand what the person says or communicates? Is there any chance for the
person to make his/her needs understood? This is a very significant aspect since
behaviour can be the person’s ultimate form of communicating with his/her
environment. And this is the very aspect sought to be clarified by addressing
questions 4 to 9.
For example: A resident tends to “track” carers in the evenings. She constantly
follows them around, something which is experienced as quite bothersome on the
carers’ part. This behaviour occurs at a point in time when the person’s dementia
has reached a rather advanced stage. For one thing, this means that her verbal
language is severely restricted. Frequently, the person’s verbal utterances seem to
be out of context. Also, she sometimes uses words that do not exist in conventional
language. Thus, others cannot understand her verbal utterances.
It may be the case that in the evening the person wants to tell others that she is
tired and that she would like to go to bed. This could explain why she follows a care
person to catch her or his attention. And indeed, this actually is the way she
successfully catches the care person’s attention and causes her or him to bring her
to bed. From the person with dementia’s perspective, this behaviour is quite
successful for reaching her goal!

This is a further exploration of Question 4. The focus is on a situation where the
person with dementia is able to communicate verbally. Against this background the
question addresses the issue of quality in terms of the utterances. Carers are
expected to assess whether the person speaks in coherent sentences or whether
s/he just uses single words or tries to communicate by resorting to sounds. On the
part of the person with dementia, even sounds can be endowed with a meaning.
The person is capable to communicate with his or her environment – even though
the chance to be understood is low.
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For example: A resident utters incomprehensible sounds which sometimes are
loud, and sometimes quiet. Perhaps that person wants to eat or drink something or
go to the toilet. The person may even be in pain. Yet, the utterances can also be a
call for attention or serve the purpose of self-stimulation.

While the previous questions have concentrated on the point how the person’s
utterances are being understood, this question focusses on the kind of
understanding produced by the immediate environment. Can carers or relatives
recognize if what they say is being understood by the person? Can gestures of
those in the immediate environment be understood by the person with dementia?
This also implies the issue of whether the person actually reacts to verbal address
or to touch. Or could it be that the person no longer adequately perceives of her
environment?
For example: A resident’s “uncooperative” behaviour might be caused by the fact
that she no longer understands what is said to her. The person no longer relates
the utterances to herself. One resident reacts by screaming if she is physically
approached by someone. A well-intended embracement leads to verbal outbreak.
Perhaps this resident does not understand the well-intended gestures. For her, the
gestures signify assault and violation. In such a case biographical work certainly is
the next thing to do.

Generally speaking, the issue of reading and writing does not have first priority in
working with residents with dementia. However, to know whether reading and
comprehending the read-out text is still possible is extremely important in terms of
orientation-related clues. This also implies a reflection about the fact that certain
persons in this group may no longer be able to decode printed characters while
there the capability to recognize and decode old German lettering is still there. Or it
might also be the case that the person is left with the capability to exclusively read
Russian, Arabic or Asian lettering.
For example: “Nurse, I am looking for my room.” “Just turn right. There is a big sign
on your door with you name on it! You can go in there!” Three minutes later: “Sorry,
nurse, I am looking for my room.” Referring to the sign on the door may no longer
be useful in this situation; the message can no longer be decoded and therefore no
longer provides any help for orientation. In this situation, photographs or familiar
objects may be a better choice.
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This question converges information provided by all of the previous questions. It is
meant to illuminate one of the most important aspects in the query for the reasons
behind challenging behaviour. Is the person with dementia actually capable to
intelligibly communicate her/his own wishes and needs? Can carers confide in that
the person can comprehensively convey when s/he doesn’t feel well or when s/he
needs something? If this is not the case, behaviour must always be perceived as
the ultimate form of communication which cannot simply be done away with.
Otherwise, we deprive that person of the chance of being able to communicate at
all.
For example: A resident with dementia is generally considered as calm. Yet, from
the carers’ point of view, his behaviour has been somewhat strange over the past
week. At times, he rejects food, at other times, he eats whatever gets into his hands
(even non-comestibles). At night he gets up and aimless wanders around the ward.
Sometimes, he shouts “hello” or moans loudly. When one afternoon he throws up,
the GP is called in who discovers an acute appendicitis. This resident was no
longer capable to communicate his ailments via language and gestures. It was only
by his behaviour that he was able to draw attention to his problems.

This question refers to the person with dementia’s capability to make contact to
others. Human beings are social creatures and lack of contact can evoke
challenging behaviour such as shouting, moaning, uttering sounds or making
stereotypical movements. These are ways of self-stimulation when a person feels
lonely, left alone, not sufficiently challenged etc. This can also happen in a crowded
room if the person is no longer capable to make contact to others. In such cases,
carers are challenged to mediate or enable contact and to approach the person.
For example: A resident shouts non-descript words and sounds. Since the other
residents feel bothered by this behaviour, the resident now spends most of the time
in her room. This also means that her cries and sounds becomes even louder.
Summary Subject area “Communication”
The subsequent key questions are meant to support you in producing a résumé of subject
area “Communication”. This enables you to get a picture of what kind of information related
to “Communication” may possibly help to explain the challenging behaviour. In case you can
explain these relationships between the inquired causes and the behaviour (“probably yes”),
please make a short description of your assumptions. The reference “please take down
possible correlations” is a chance for you to take down the most important assumptions and
explanatory approaches in order to not get lost. These assumptions and explanatory
approaches can also be incorporated into care planning. Subsequently, you should reflect
upon whether this can result in certain interventions. Please consider that not every single
interrelation you have asserted calls for an intervention but, rather, may simply give reasons
for the behaviour. In this case, please tick “to be taken into account in interactions with the
resident.”
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The two questions summarize whether communication problems provoke certain
behaviours (since the resident simply does not understand or cannot make him/herself understood or is hard of hearing) OR whether the behaviour as such must
be conceived as a message since the person with dementia has no other means at
his/her disposal to express his/her needs.
Care-related or medical action directed exclusively to suppressing the behaviour
would result in dangerous failure.
For example: A resident suffers from pain and reveals this by agitatedly pacing up
and down – which he does until he is completely exhausted. The attending doctor
decides to prescribe sedatives. The resident calms down, but the pain is still there
and remains untreated.

3.5. Subject area “Personality and Lifestyle before the Dementia”
The fact that biographical work is a basic requirement for working with people with dementia
is well known and does not need further explication. Challenging behaviour may be an
expression of the person’s character/personality and thus explain the behaviour. Yet, a
biography’s varied and blurred traits confront carers with problems. These traits make it
difficult to identify which information is important and which information plays a minor role
with regard to the person’s actual behaviour. This subject area comprises aspects which are
discussed in the context of challenging behaviour. It does not cover the whole realm of
biography work, but instead focusses on behaviour-related aspects.

This question aims at a rough characterization of the person with dementia. Of
course, a human being’s personality cannot comprehensively be described by
providing a few terms or concepts. However, carers need some clues in order to be
able to assess whether the demonstrated behaviour is part of the person’s
personality. The response options are owed to a five-factor-model of personality (or
character). The model knows of five essential character traits by which a person’s
personality can be described: neuroticism, extroversion, openness, goodnaturedness and conscientiousness. Carers are asked to find out which traits are
more applicable by talking to people who know the person with dementia very well.
Carers can accomplish this by marking the exact position on the line between two
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contrasting traits which most likely corresponds to the person’s description. This
way, a character profile is produced.
For example: A resident leans towards being vulnerable and emotionally sensitive,
but on the other hand is very sociable and open to new things. All of her life, she
has been very helpful to others, but also somewhat chaotic. If carers know this, they
may possibly interpret the person’s whiny and anxious behaviour or her tendency to
follow carers like a “shadow” in a different light: as an expression of being hurt and
a quest for sociality.
Carers can point to additional and in their eyes important personality/character
descriptions (see e.g. biography sheet p.2, issue 3) or shortly describe them in the
“Other” section.

Challenging behaviour can be a reaction to the experience of stress. Each
individual usually reacts to stress or frustration in some way or the other. Yet, the
reaction of some is much faster and shows whenever there is a difficulty while
others can “take a lot” and are more resistant to pressure and strain. It is important
for carers to know how fast the person with the dementia has reacted to strainful,
frustrating or stressful events prior to her/his dementia. This information makes it
easier to interpret and classify the exhibited behaviour. As to question 2, carers
should make a decision between three possibilities. In contrast to this, question 3 is
open to multiple answers.
For example: A resident’s morning toilet poses quite a challenge to carers. The
resident frequently and rapidly becomes short-tempered, grumbles and throws
around objects. Carers learn from his wife that he has always been rather shorttempered, just the typical choleric personality. Now that due to his dementia he has
become forgetful and no longer can carry out more complicated functions without
problems and increasingly depends on others for help, the fact that the water may
be just a bit too cold or the shirt has been buttoned incorrectly or that he just does
not know what has to be done next in a given situation suffices to make him feel
under pressure and react accordingly. And the resident reacts in that way just like
he has reacted all of his life – which obviously has been quite successful for him
and which has allowed him to accomplish everything which was necessary to
accomplish. In this case, re-educating that person would be a completely useless
attempt or measure.
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Questions 4 and 5 ask for essential positive and negative events in the person’s
past. Knowing about such key events can help carers to interpret the behaviour
against this background. Such events can be identified only by tightly focussed
biographical work.
For example: His wife’s death has been a rather traumatic experience for a
resident. Yet, due to his dementia he tends to forget that his wife is dead so that he
constantly looks for her in the unit. When carers and relatives try to remind him that
his wife has been dead for several years, he reacts by outbursts of anger which
may even culminate in the resident’s dealing out blows. Thus, to confront this
person with the facts does not seem to be the right response. A validating
conversation and diversion appear to be more promising strategies.
Another resident causes lots of work to carers since she constantly seeks to leave
the unit and the care home. Fortunately, the home’s main entrance leads to a safe
exterior environment with a protected garden designed for taking walks. Also, the
garden provides many opportunities for sitting down and relaxing such as small
niches etc. This is where carers will usually find her. When found, it tends to take
lots of persuasion to bring her back to the living unit. By talking to her son, carers
learn that the carer’s childhood home had a garden and that later on, in the
beginning of her marriage, she had a garden with fruit, vegetables and flowers. This
garden used to be her passion which she also liked to talk about with others.

The question about leisure activities complements the previous questions. The task
is not only to determine the preferred activities of the past, but to find out into what
types of activities those formerly preferred ones can be classified. The response
options contain specific forms of leisure activities; the examples given in brackets
are just meant as such and do not provide any detailed account. Multiple answers
are possible.
For example: If a resident loved to play soccer, it may no longer be possible for him
to practice this activity. However, just watching others playing soccer will probably
not suffice as a replacement of that activity. After all, playing soccer is about
experiencing movement, i.e. physical agility and flexibility, and about tactics and
being actively involved in a team – qualities that are by no means provided by
merely watching a soccer game. This could mean that this resident should be
provided with proposals for activities which imply the qualities of playing soccer if he
is to be engaged in a satisfying way. If no proposal has been made, his agitated
29

pacing up and down could be interpreted as his way of satisfying his need for
movement, for being physically engaged and experiencing himself in a physical
way.

Similar to the question for leisure activities, this question aims at a characterization
of the (professional) occupation formerly practiced by the resident. The task is to
come up with a clearer picture of the inner significance that comes with a given
occupation: What does it actually mean to be a baker, a sales person, or a
secretary or clerk? Did the occupation imply a lot of physical movement or
interaction with people? Is there a way to relate this to the person’s current
behaviour and to explain the current behaviour?
For example: A resident has been a librarian in his occupational life. Most of the
time, he was deeply enmeshed in the books and catalogues. He didn’t have much
contact with other people (in libraries one of the priorities was/is quietness in order
to not disturb others who are reading). The resident’s dominant pattern of spending
his working hours was sitting (down). Now carers characterize him as passive,
absent-minded, distanced. He cannot be attracted with any of the activity proposals.
Most of the time, he leaves the group when such a proposal is made and refuses
any activity. His behaviour corresponds to the kind of occupation practiced by him
for decades.

This question complements the previous ones. What is at stake here are not just
rituals such as the glass of milk before going to bed, but also daily routines which
have been practiced for years and which now may shed a light on the exhibited
behaviour.
For example: A resident has been working in a managerial position in a mediumsized bank institute. His professional clothing always consisted in a freshly ironed
shirt and formal pants, a necktie and a business jacket. Also, the resident was
highly conscientious of his outer appearance and stuck to his dressing style after he
retired. Now he sometimes exhibits a somewhat unusual behaviour. He gets
undressed during the day, also in the middle of the dining room! Carers assert that
his new clothing style tends much more to the practical side. He wears pants made
from elastic material held together by an elastic waist and a sweeter. Sometimes,
those garments rapidly become covered with stains produced during meals. Carers
have decided to watch more closely whether undressing occurs when the clothes
have been stained and whether a necktie (a professional dressing style) might
prevent the undressing.
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Summary Subject area “Personality and Lifestyle before the Dementia”
The subsequent key questions are meant to support you in producing a résumé of subject
area “Personality and Lifestyle before the Dementia”. This enables you to get a picture of
what kind of information related to “Personality and Lifestyle before the Dementia” may
possibly help to explain the challenging behaviour. In case you can explain these
relationships between the inquired causes and the behaviour (“probably yes”), please make
a short description of your assumptions. The reference “please take down possible
correlations” is a chance for you to take down the most important assumptions and
explanatory approaches in order to not get lost. These assumptions and explanatory
approaches can also be incorporated into care planning. Subsequently, you should reflect
upon whether this can result in certain interventions. Please consider that not every single
interrelation you have asserted calls for an intervention but, rather, may simply give reasons
for the behaviour. In this case, please tick “to be taken into account in interactions with the
resident.”

The finalizing questions help to focus the collected information on three important
aspects: Does the behaviour reflect the person with dementia’s personality? Can
past events explain the behaviour? Or, last but not least, could the behaviour
possibly be a reaction to stress? All these questions help carers to understand the
behaviour. Some information provides concrete starting points for actively dealing
with challenging behaviour and for coming up with ways of preventing it.
For example: Concrete starting points for dealing with challenging behaviour: see
examples in assessment questions 5 or 6 in the subject area “Personality and Life
Style”.
Understanding behaviour: see the example of assessment questions 1, 2 and 3 in
the subject area “Personality and Lifestyle”.

3.6. Subject area “Moods and Emotions”
Challenging behaviour can be an expression of a person’s constitutive emotions (somebody
is seen as a basically anxious or depressive person). Or it could be an expression of a
spontaneously emerging emotion or disposition (e.g. being dismayed or sad). Thus, and to
give an example: agitation and vocal behaviour frequently are associated with feelings of
anxiety and fear.
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Questions 1 and 2 address the issue of an anxious disposition or mood. Question 1
seeks to target a general anxiousness which does not necessarily relate to a
specific situation or action. Please assess whether this kind of anxious disposition
occurs sometimes, frequently or not at all.
For example: A resident “traces” carers, She is constantly right where they are –
which partly interferes with carers’ work. Through observations and conversations,
carers assert that the resident conveys a frightened, unsettled and somewhat whiny
impression. Carers agree that as a next step they want to observe whether this
frightened disposition appears in combination with her “tracing” behaviour.

Question 2 concretely asks for situations which may trigger anxiety. Here, you
should observe whether certain practices (morning toilet, a visit to the doctor) or
more generally certain times of the day (darkness, visiting hourse, transfer) can
trigger anxiety. Whether the person with dementia actually is afraid (or anxious) or
not must be assessed by asking, via body language, behaviour, utterances and
interpreted in conversations with relatives.
For example: Frequently, a resident appears to be rather excited, restless and
unable to concentrate on his/her snack during coffee time in the afternoon. At that
time of the day, there are quite a lot of people (in relative terms) in the unit. There is
lots of movement, the entrance door opens and closes, and the doorbell rings
constantly. Carers are busy looking after to those residents who stay in their rooms
or with doing housekeeping activities. They suspect that the resident might have the
feeling of being left or forgotten, since there is no one near whom he recognizes.
His restlessness is an expression of his uneasiness and fear.

Questions 3 and 4 ask for the feeling of fatigue or exhaustion. Question 3 relates to
a general weariness or fatigue. Elderly people frequently suffer from health- or
simply age-related constraints. This can have effects on their achievement
potential; simple tasks turn into major challenges which cost strength and energy.
The accruing dementia-related changes, the visible or invisible daily fight against
forgetting is also energy-sapping. Additional acute changes such as an infection,
sleeping problems or certain medicines can amplify these effects. Fatigue or
tiredness is the logical consequence. These feeling of fatigue can express
themselves in the form of passive, frantic behaviour, but equally as strong agitation.
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For example: A resident tends to trace carers from early afternoon on. She
constantly follows them which is experienced as somewhat bothersome by carers.
The resident’s dementia is in an advanced state. Her speech is strongly constraint;
she frequently utters sentences which are completely out of context. Sometimes
she utters words which do not exist. Therefore, the others cannot understand what
it is she is saying. She may possibly want to tell others in the evening that she is
tired and would like to go to sleep. But this is not understood by the others. This is
why she is following carers in order to make herself noticed. And this is how she,
most of the time successfully, causes carers to bring her to bed. Her behaviour is
successful for reaching her goal!

Question 4 aims at certain states or situations which can be exhausting for the
person with dementia.
For example: Carers are worried about a resident who regularly refuses to eat.
Most of the time, this regards breakfast, but often it also refers to dinner. Carers
observe that the resident doesn’t want to eat in the evening when she has attended
an afternoon activity group for residents with dementia. Carers suspect that the
activity is so exhausting for the resident that she has no energy and appetite left
afterwards. In the morning, the lack of appetite could have to do with toileting
procedures which may be experienced as rather stressful. Carers decide to make
room for a break after the resident has received her morning care and to offer
breakfast after that break. On days where there are group activities in the
afternoon, the resident takes her sandwiches along so that she can eat them during
the activity. Dinner is then served to her at a later point than usual. Or, in case she
is already sleeping at that time, it is offered to her as a late night snack.

Questions 5, 6 and 7 seek to assess whether the challenging behaviour could be a
consequence of loneliness or the lack of close relationships and contacts. Verbal
forms of behaviour are frequently associated with loneliness; a lack of physical
contact and human closeness can be misinterpreted as hypersexuality.
Question 5 asks for loneliness or the feeling of isolation. To find out whether those
feeling are at stake is certainly quite difficult. Carers should think about whether the
person with dementia gets into contact with others during the day, whether s/he has
visitors, whether what s/he is doing (e.g. being alone in her/his room) is a hint to
possible loneliness. Are there times of the day in which the person is “left alone”?
Does the challenging behaviour occur during such times? Note that biography also
plays an important role here.
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For example: A resident every now and then tends to vocal behaviour. She makes
sounds which others interpret as some kind of lament. Because of her physical
constitution, the resident is immobile and spends most of the day in bed. Once a
week she is visited by her niece. Otherwise, there is no contact except for that with
carers. In this resident’s case, it certainly can be assumed that the person is lonely
and isolated and that her behaviour is the expression of this.

The fact that persons with dementia are regularly visited or are in contact with other
residents does not tell us anything about the quality of these relations. People need
tight relationships that reach well beyond loose contact. It is only such relationships
that can mediate a feeling of security, safety or intimacy. Question 6 asks whether
there are such relationships in the life of the person with dementia and if these
relationships are also an integral part of the person’s daily life. Knowing about this
and knowing these persons (who may also be carers) can also help to receive
important information about that person, to clarify things when problems arise or to
function as a possible catalyst in acute crises.
Question 7 immediately follows up on the previous question. If there are close
relationships, can they convey a feeling of security and safety or love? Is the person
being hugged, kissed or touched?
Does the person with dementia have a chance at all to experience those existential
feelings and gestures? A life without satisfaction of these basic human needs can
hardly be imagined and the development of challenging behaviours as a
consequence of such a neglect is certainly comprehensible (not only in the case of
people with dementia).
The questionnaire has deliberately refrained from asking about the frequency of
visits. The reason behind this is that frequency does not say anything about the
quality of these visits and relationships. This holds particularly true for people with
dementia who often have forgotten about the visit five minutes after they have been
visited. What is more important than frequency is that you are sensitive to the
question whether there are close and deep contacts in the lives of those persons
you care for?
For example: Care staff has a lot of problems with regard to a resident and his
personal hygiene. The resident doesn’t want to take a shower or get washed or
take a bath – neither in the morning, nor in the evening. The daughter who has
cared for him for two years at home offers to assist in having him take a bath twice
a week – something which he formerly has enjoyed quite a lot. Carers observe that
his daughter’s presence seems to calm the resident and to provide security. The
bathing procedure is successfully carried out without any critical incidents.
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The next three questions (8, 9, 10) try to assess whether the challenging behaviour
is an expression of boredom (when there is too little activity) or excessive demand
(when there is not enough activity).
Question 8 helps to assert at what times Monday through Friday and during the
weekends the person with dementia is not involved in any kind of activity. The term
activity comprises all care procedures, occupational supply, visits, conversations
with others and outings. “Time without occupation” is the time where a healthy
person independently looks for something to do or engage in (read, watch TV,
make a phone call). The question seeks to find out whether the “time without
occupation” is identical with the periods in which the challenging behaviour occurs
or if at least there is a temporal connection to that behaviour. In case you find out
that the resident actually is being kept busy non- stop with daily activities or
offers/supply, this may also point to overstimulation and, thus, to excessive
demand.
For example: Walking around usually starts after breakfast when there are no
activities on offer and staff is still busy with personal care. Or, likewise, most of the
time vocalizations occur during off-time in the afternoon when residents take their
nap and carers are busy preparing their shift handover.

This question links the differing information about the resident’s personality, activityrelated interests and leisure activities which have already been asked for. Carers
are requested to assess whether the offered activities and occupations actually
correspond to the person’s dispositions, interests as well as to his/her personality or
character. Even a well-intended occupational supply can be boring and, thus, evoke
challenging behaviour if it doesn’t fit with the person’s dispositions and interests.
For example: During a group activity, a resident with dementia exhibits signs of
agitation. She gets up and sometimes seeks to leave the space. This behaviour
shows particularly pointedly during a gymnastics sequence. Information gathered in
the section “personality and lifestyle before the onset of dementia” and
conversations with her children suggest that the resident used to be a rather
withdrawn personality who was not very fond of big events, preferred to be engaged
with herself and her household and was not a sports-type kind of person at all.
Carers recognize that group activities, and particularly those involving sportsrelated activities, do not match the resident’s needs. In order to keep her moving
anyway they decide to arrange daily walks with a volunteer.
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In conclusion, question 10 asks whether the person with dementia may be bored for
the most part of the day. In order to assess this, information deriving from the
person’s day to day observation plus information provided by the previous
questions is very important. In case the answer to the question is “yes”, carers must
consider whether the challenging behaviour might relate to the resident’s boredom.
For example: The pacing back and forth always starts after breakfast when no
activities are being offered and staff is still quite busy with their care-related work. In
another scenario, the vocal behaviour starts during the unattended time period in
the early afternoon when most residents take their nap and carers are busy
preparing their shift handover.
Summary Subject area “Moods and Emotions”
The subsequent key questions are meant to support you in producing a résumé of subject
area “Moods and Emotions”. This enables you to get a picture of what kind of information
related to “Moods and Emotions” may possibly help to explain the challenging behaviour. In
case you can explain these relationships between the inquired causes and the behaviour
(“probably yes”), please make a short description of your assumptions. The reference
“please take down possible correlations” is a chance for you to take down the most important
assumptions and explanatory approaches in order to not get lost. These assumptions and
explanatory approaches can also be incorporated into care planning. Subsequently, you
should reflect upon whether this can result in certain interventions. Please consider that not
every single interrelation you have asserted calls for an intervention but, rather, may simply
give reasons for the behaviour. In this case, please tick “to be taken into account in
interactions with the resident.”

Resulting from this information collection, you should be able to assert whether the
behaviour is an expression of emotions or moods (boredom, fear, loneliness, a
lacking feeling of security or contact) and whether the behaviour is used by the
person as a means of getting something without outside support (self-stimulation).
In both cases you have quite concrete points of departure for action.
For example: While sitting, a resident sways her upper body, arms crossed in front
of the body. With her hands, she carries out rather monotonous movements along
her upper arms. This movement might point to self-stimulation: a kind of aid against
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feelings of loneliness, anxiety and insecurity. These movements calm her down and
convey physical contact.

3.7. Subject Area Environmental Influences
The person’s physical environment does have a strong influence in his or her well-being and,
therefore, on his or her behaviour. Environment refers to physical aspects such as light,
temperature, design and noises as well as social aspects such as contact, networks or
structure of staff. Both too many and not enough stimuli can cause challenging behaviour.
Hence, carers must quite individually decide whether certain environmental aspects have a
positive or negative impact on a certain person with dementia. Environment or setting is a
quite complex field which consists in numerous components. The following questions
concentrate on the most important ones which have been described to be significant in the
development of challenging behaviour. When assessing these aspects it is important for
carers to try to take up the person with dementia’s perspective. The issue is not whether you
or your colleagues consider these aspects to be good or bad. Rather, the issue is whether
those aspects might be pleasant or unpleasant for the person with dementia. In this kind of
assessment carers must rely on their observations of the person, on existing information
about preferences and habits as well as on state of health and existing constraints or on
conversations with relatives.

Questions 1a – 1g assess the conditions in the spaces in which the person stays
most frequently. In case this implies several rooms or spaces, e.g. the resident’s
personal room plus the dining room, both should be assessed and accordingly
documented in the response options (e.g. dark room/dining room).

Question 1a refers to the quality of lighting. Light and lighting have a major
influence on the human body. Here, carers should assess the lighting conditions several response options are provided. Insufficient lighting can generate a
depressive state and agitation; for persons with visual constraints it can produce
insecurity. Yet, very bright light can also be experienced as unpleasant in the long
run. It can cause a glare and contribute to persons’ dislike for staying in the room.
Light normally comes with different kinds of colouring. Blue light is often sensed a
cold and somewhat unpleasant. Lighting with an unchanged intensity disrupts the
body’s own rhythm. In order to function properly, the body’s circadian rhythm needs
natural lighting conditions in order to identify the beginning of the active (day) or
passive (night) phase.
Shadows and reflections can promote hallucinations. Nocturnal lighting can be
beneficial with regard to security, but be rather disruptive for a person’s sleep. The
consequence may be the development of nocturnal wandering. “Lighting which
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cannot be individually adjusted” means that the person must always bear with the
general lighting and that lighting cannot be adjusted to the person’s demands.
For example: For the past two weeks, a resident has shown an unusual behaviour.
In the afternoons especially she is agitated, does not stay anywhere for long,
wanders around the units and enters other residents’ personal rooms. Carers
discover that this behaviour has started shortly after the unit has been equipped
with Christmas decoration and fairy lights. Since then, the afternoons are spent
around the table: there is candle light and a cosy lighting, hot spiced wine is served,
stories are read and there is singing of Christmas songs. As soon as this starts, the
resident quite promptly leaves the round and sets off. The carers observe that she
then frequently can be found in rooms with bright light. They suspect that the cosy
Christmas illumination is too dark and thus unpleasant for the resident and that she
therefore escapes to a brighter environment.

This is to assess the noise level; multiple answers are possible. A very quiet
environment is too boring, can cause anxiety or fear and lacks stimulation. An
environment which is too loud can cause stress. Too many noises which the person
with dementia her/himself cannot regulate can lead to overstimulation/excessive
demand. All this can find its expression in challenging behaviour.
For example: In case the main lounge is situated next to the charge office, this can
mean that the residents who sit there are confronted with a variety of noises: the
phone is ringing, staff members talk to each other, something is being dropped,
someone shouts. For some residents this can be very interesting (something’s
happening here!), others may feel bothered and express this by challenging
behaviour.

Odours also have a positive or negative effect on human beings. Unpleasant
odours (from the kitchen, from the disposal room) can dislodge or aggravate
people. A mixture of many different odours can have a similarly unpleasant effect.
An environment will remain strange and unpleasant as long as it doesn’t have a
familiar smell.
For example: Ever since the cleaning staff uses new cleansing material and a new
disinfectant, a resident literally “escapes” from the residential area. On Fridays a
resident is particularly agitated. The carers learn from her daughter that she has
loathed fish and fish dishes. On Fridays, practically the whole care home frequently
smells of fried fish.
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An uncomfortable, unfriendly and impersonal environment doesn’t really invite you
to stay. It has a negative impact on the mood and limits well-being. You feel like a
stranger. This can generate challenging behaviour such as wandering off, pacing up
and down or falling into a depressive mood. An environment which radiates warmth
reminds us of old times and feels familiar has a positive impact on the psyche. This
particularly holds true for persons with dementia for whom so many things appear
rather strange.
For example: Long hallways, emptied out for reasons of fire protection, are not a
very inviting place to stay. However, for some persons, to monotonously pace up
and down such a hallway can be the only exciting thing to do. An easy-care
automatic bed, a generous wardrobe with space-saving sliding doors and a
washable chair adapted to the needs of an old person – all of these certainly are
reasonable solutions geared to security and convenience. And yet – where is the
worn-out wing chair, the old dresser and the soft marriage bed? When a person
needs those objects for his or her domesticity, s/he will possibly always be in
search for them (and thus will enter the rooms of others, pace back and forth, will
want to go home, leave the unit etc.)

Not only human beings, but also the physical environment can mediate a feeling of
security or insecurity. For people with dementia any environment increasingly
becomes strange and unknown. Therefore it is all the more important that at least in
the environment where the person stays most of the time there are familiar people
and objects (as long as this is still possible). Among other things, this question
should help to assess whether the environment actually is familiar and recognizable
for the person with dementia. The same applies to the question regarding persons
who stay in immediate proximity. A feeling of foreignness can provoke challenging
behaviour.
Another aspect of a familiar environment is security. Increasing with their condition,
people with dementia cannot recognize possible sources of danger or they cannot
assess them properly. Their ability for orientation is on the decline. Carers feel
responsible for their security. This can lead to situations where people with
dementia are deprived of certain liberties – [supposedly] for their own good. This
starts with “always keeping an eye on the resident” and moves on to preventing
her/him to leave the unit, to locking doors and to restraining measures. All these –
in a wide sense – mobility-restraining measures strongly intervene into the person’s
basic rights and can have a negative influence on her well-being. This can result in
more challenging behaviour. An environment which eliminates as many sources of
danger as possible (tripping hazards, injuries, bad signage) for the person and
nonetheless leaves freedom can have a preventive effect on challenging behaviour.
For example: A resident is called a “go gumper” by a carer. He frequently leaves
the unit, manages to find his way from the fifth floor to the entrance hall and then
sometimes leaves the care institution if not held off by other staff, residents or
visitors. For the care staff this behaviour means a lot of strain. The same resident
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with strong motor activity has now been living in a unit on the top floor of the
institution for a while. This unit has been built up as a small living group. The unit
has direct access to a fenced outdoor area. In his movement phase, the resident
directly heads for the terrace door and walks around the garden area up to half an
hour. Most of the time, he then comes back in on his own and tells the others about
his experiences. These carers don’t have a problem with his motor activity – it
cannot be reduced or prevented, but doesn’t cause any strain for them.

Most of the time, life in a care home implies limitations with regard to privacy.
Residents share living rooms, bathrooms, dining rooms, hallways and the TV set.
Everyone can see how the other person is doing, who comes to visit and how often
etc. People need spaces to retreat to in order to get away from others, or from noise
and other stimuli. They need a private space where they can be just themselves
and where they feel safe and protected. People with dementia have the same need
for a private space and they are just as entitled to privacy as everyone else. The
violation of these existential entitlements can provoke challenging behaviour.
This question should help to evaluate whether the person with dementia actually
has the possibility of retreating and of behaving as s/he pleases. Of course, this
also implies the right to decorate and use their own rooms according to their own
tastes and wishes. And it implies the right to set up their own schedule. For carers,
this raises major challenges since as a condition, dementia means that the person
needs assistance with regard to structure and structuring. Simultaneously, however,
a person with dementia also needs liberties just like everyone else. Time and again,
carers have to assess how much structure and how much freedom is necessary at
a given point in time.
For example: Carers feel responsible for the well-being of residents with dementia;
they tend to have an eye on “their” residents. Frequently, they seat those residents
in the unit’s central spaces where they spend most of their day under observation.
Since those residents are highly visible for all other residents, visitors, therapists,
and doctors in that spot, special attention is given to them being dressed properly,
with their hair done nicely, and them looking neat and clean. Yet, in case one of
these residents at some point feels the need to take off some of his clothes (since
he used to wear just an undershirt when he walked around in his former home) then
this behaviour is marked as “inappropriate”. Or if a resident shouts “hello” every
time she sees someone in white clothes, this is being problematized as “permanent
shouting”. Possibly this resident reacts in a quite comprehensible way: she has
been sitting in this row for quite a while waiting for something. And every once in a
while she sees someone important (the colour white being associated with
hospitals, medical examinations, disease etc.) and just wants to call attention to
herself in order to be released from this “waiting situation”.
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In closing, the question is posed whether the environment possesses sufficient
positive stimuli for the person with dementia in case all of the above aspects have
been considered. Everyone needs external stimuli in order to activate all senses.
Lack of stimuli may provoke challenging behaviour. Yet, every person also needs
times where s/he can calm down. Too many different stimuli can be overburdening
and, thus, likewise provoke challenging behaviour. There is no fixed rule as to how
much is too much or too little. Carers can only decide in each individual case, watch
the person, interpret her or his behaviour, talk to relatives and use information about
the person’s life.
For example: Sitting on a chair, a resident sways her upper body; her arms are
crossed in front of the upper body and her hands move monotonously along her
upper arms. This movement can be a sign of self- stimulation since the environment
doesn’t offer enough stimuli.

This question ties in with an important aspect of shaping contact which in part has
shortly been dealt with in other subject areas. It explicitly relates to environmental
aspects which can be favourable or unfavourable to making contact. Does the
environment in which the person with dementia stays most of the time actually offer
any possibility to make contact to others?
For example: A resident spends most of her time in bed. She has a roommate, yet
she is not in the room most of the time. In this environment, the resident has no
chance to making contact independently. A resident with a beginning dementia lives
in a special care unit. All of the other residents are far more advanced in their
dementia. In the group, he does not find a partner with whom he can communicate
according to his capabilities. The only persons he can rely on for satisfying this
need are the carers. Yet they cannot always find the time for a talk with him.

The next two questions (question 3 and 4) aim at the quality and quantity of the
relationship between residents and carers. Dementia care requires an empathic,
stable and reliable relation to carers. Carers intervene into the most personal and
intimate spheres in the lives of those persons – sometimes without the respective
person being able to follow why something is happening. S/he must trust the
strangers that everything is alright. The becoming of such a relationship which
provides security and familiarity requires that carers know the person. This takes
time and a genuine interest in the other person.
Question 3 is thought to settle whether carers relate well to the person with
dementia and who has a good relationship with the respective person. It is unlikely
that all carers know, like or take to all residents equally well. The same holds true
41

reciprocally. Some carers find better access to certain residents, and some carers
to other residents. It is of great advantage in dementia care when such advantages
can be benefitted from.
For example: A unit consists in two equal sides or parts; its centre is made up by
charge office, dining room and lounges. In order to save walking distances, carers
are allocated to one of the two sides. This is mostly done via weekly rotation so that
no carer must deal exclusively with the “more difficult” side or the “more
problematic” residents. What warrants a principle of fairness among carers and may
mean a certain degree of relief for them, is quite difficult on the part of the residents
with dementia. They don’t have a chance to develop a confiding relationship or at
least the chance for a certain degree of recognition.

This question complements the previous questions in assessing the frequency of
changing responsibilities and/or the period of responsibility. The organization of
living units differs quite strongly; most of the time, the organization complies with
general procedures and the structure of staff. Many homes work with part-time staff
that frequently comes in for only some hours. What is of advantage for
organizational processes can have major consequences for the person with
dementia. For one thing, it means that it is hardly possible to establish a good
relationship and contact. Also, each carer tends to exert his/her own priorities,
working methods, preferences and practical ways of doing things consciously or
subconsciously while doing his/her care work. Missing information or information
which isn’t up to date can additionally aggravate the situation. In most cases, a
person with dementia lacks the capability to adjust to such new or constantly
changing conditions. This makes challenging behaviour a logical consequence.
For example: A carer works only every other weekend. When working, she is
responsible for 10 residents in the early shift. Even though she has carefully taken
up the information about these residents, the feeling of insecurity whether she has
done everything correctly does not leave her for the whole weekend. She perceives
seven of the residents as somewhat difficult, she needs more time than her
colleagues to accomplish the basic nursing tasks and in spite of that is advised of
mistakes or deficits. Sometimes visitors complain that their relatives behave in
strange ways, are being agitated or completely apathetic or more disoriented than
usual.
Summary Subject area “Environmental Influences”
The subsequent key questions are meant to support you in producing a résumé of subject
area “Environmental Influences”. This enables you to get a picture of what kind of information
related to “Environmental Influences” may possibly help to explain the challenging behaviour.
In case you can explain these relationships between the inquired causes and the behaviour
(“probably yes”), please make a short description of your assumptions. The reference
“please take down possible correlations” is a chance for you to take down the most important
assumptions and explanatory approaches in order to not get lost. These assumptions and
explanatory approaches can also be incorporated into care planning. Subsequently, you
should reflect upon whether this can result in certain interventions. Please consider that not
every single interrelation you have asserted calls for an intervention but, rather, may simply
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give reasons for the behaviour. In this case, please tick “to be taken into account in
interactions with the resident.”

The concluding questions sum up the information and focus on the environment’s
security/familiarity, its effect on the person and his/her behaviour and the impact of
staff on challenging behaviour. This subject area most clearly reveals that the
challenging behaviour cannot be “blamed” on the person exclusively. Rather, a
major contribution must be attributed to the environment. This area of
environmental issues should encourage discussions about a resident-oriented
environment and organization. An appropriate environment can on the one hand
prevent the behaviour; on the other hand, it can help to not perceive existing
behaviour as problematic or burdening.
For example (see Example question 1e)

4. Appendix: Innovative dementia-orientated Assessment system –
English Version (IdA-E)
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IdA Innovative Dementia Orientated Assessment Tool
1. Which kind of challenging behaviour is observed?

Assessment of challenging behaviour and its effects

 Passive behaviour
 Restless, active, non aggressive behaviour

for example to withdraw oneself, to be apathetic, not reacting, not communicating
for example pacing and aimless wandering, pushing objects around, collecting things,
monotonous repetitive activity/movements

 Physically aggressive behaviour
 Verbally aggressive behaviour
 Verbally non aggressive behaviour
 Other behaviour

for example hitting, biting, scratching, pushing
for example cursing, screaming, threatening, insulting loudly
for example repetitive questions, repetitive sentences, shouting, moaning, screaming, making noises

for example uninhibited
2. Exactly how is the resident behaving in the challenging situation?
Please take notes (cues)

 Unknown

3. When did the behaviour occur for the first time?

 Unclear

Please write down period of time/moment:

 Unknown

4. Did a particular event take place shortly before the behaviour occurred for the first time?

 Move in
 Stay in hospital

 New room neighbor
 Change of medications

 Illness
 Others, please note:

 Change in nursing team

 Unclear

5. At what time (daytime/night‐time) does the behaviour usually occur (in the last fortnight)?
1am

2

3

4

5

6

7

8

9

10

11

12

1pm

2

3

4

5

6

7

8

9

10

11

12

Remarks on the time:

 Unclear

Remarks:
6. For how long does the behaviour usually last (in the last fortnight)?

 Short period of time, a few minutes

hours per day
Remarks:
7. How often does the behaviour usually occur (in the last fortnight)?
 Rare (less than once a week)
 Several times per day

 Once a week
 Several times an hour

 Nearly the whole time

 Several times per week
 Continuously/always

Remarks:
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 Unclear

 Once a day

 Unclear

IdA Innovative Dementia Orientated Assessment Tool
8. Where does the challenging behaviour usually happen (in the last fortnight)?

Assessment of challenging behaviour and its effects

 Unclear

Place:
Remarks:
9. Who is usually present while the challenging behaviour occurs (in the last fortnight)?

 Nurses/staff (who exactly?)
 Other residents (who exactly?)
 Friends/Family (who exactly?)

 No other people

 Doctors (who exactly?)
 Others (who exactly?)

 Unclear

Remarks:
10. Are there certain situations in which the behaviour usually occurs (in the last fortnight)?

 No

Yes, which ones?:

 Unclear

11. Which emotions or reactions does the behaviour cause in the people involved?

Please take notes:

 Unclear

12. What consequences/effects do these emotions/reactions have on the resident´s behaviour?

Non
Positive consequences: Behaviour is influenced in a positive way
Negative consequences: Behaviour is influenced in a negative way

 Unclear

Remarks:
13. Are there any signs, that the behaviour shown by the resident is irksome or unpleasant?
For the resident
For other residents

 No
 No
 No

 Unclear
 Unclear

 No
 No
 No

 Unclear
 Unclear

 Yes, in what respect:
 Yes, in what respect:
 Yes, in what respect:

For the staff
14. Are there any signs, that the behaviour shown by the resident has an impact on the issue of safety?
Resident (puts himself/herself at risk)
Other Residents (puts other residents at risk)
Staff (puts staff at risk)

 Yes, in what respect:
 Yes, in what respect:
 Yes, in what respect:

2
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IdA Innovative Dementia Orientated Assessment Tool
1.

A: State of health and independence in everyday life

 Yes

Can a delirium/ an acute clouding of consciousness be excluded?

2. Has the resident been diagnosed with dementia?
Yes, by whom:

 No
Type of dementia:

, when:

 No  Unclear

 Unclear

Area I: Cognitive status

3. At what stage of dementia is the resident?
Stage:
According to:

 If unknown please assess here (according to…)

What has to be done?

o
o
o
o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important
Clarification necessary
Interventions necessary
Stays important

Interventions necessary
Stays important

4. Which of the resident´s memory functions are still intact?

 Unclear

a. Does s/he still remember important events from her/his past?

 Yes, most of the time/nearly everything
 Parts
 Only a few things/seldom
 Nearly nothing

 Ability to remember is unstable
 Ability to remember is stable

Interventions necessary
Stays important

Remarks:
b. Can s/he her/his own personal data (name, age marital status, profession etc.)?

 Mostly unrestricted
 Partly restricted
 Strongly restricted
 Nearly nothing

 Ability to remember is unstable
 Ability to remember is stable

Remarks:
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3

 Unclear
Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool
4. Which of the resident´s memory functions are still intact?

A: State of health and independence in everyday life
What has to be done?

c. Is s/he aware of her/his present situation (place of living, life circumstances, illnesses etc.)?

 Yes, most of the time/nearly everything
 Parts
 Only a few things/seldom
 Nearly nothing

 Unclear

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important

 Ability to remember is unstable
 Ability to remember is stable

Remarks:

Area I: Cognitive status

d. Does s/he find her/his way around in the rooms that are important for her/his everyday life?
(e.g. her/his private room, in the residential areas, in the home, outside the home)

 Mostly unrestricted
 Partly restricted
 Strongly restricted
 Nearly nothing

 Unclear

 Sense of orientation is unstable
 Sense of orientation is stable

Interventions necessary
Stays important

Remarks:
e. Does s/he still have sense of time (time of day, time of weeks, seasons etc.)?

 Mostly unrestricted
 Partly restricted
 Strongly restricted
 Nearly nothing

 Unclear

 Sense of time is unstable
 Sense of time is stable

Interventions necessary
Stays important

Remarks:
f.

Is s/he able to complete an activity (brushing teeth, eating her/his meal etc.)?

 Mostly unrestricted
 Partly restricted
 Strongly restricted
 Nearly nothing

 Ability is unstable
 Ability is stable

Remarks:

Copyright: M. Halek (2010), German Center for Neurodegenerative Diseases (DZNE),
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 Unclear
Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool
4. Which of the resident´s memory functions are still intact?

A: State of health and independence in everyday life
What has to be done?

 Unclear

Area I: Cognitive status

g. Does she/he recognize important items of everyday life (agnosia)?

 Mostly unrestricted
 Partly restricted
 Strongly restricted
 Nearly nothing

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important

 Ability is unstable
 Ability is stable

Remarks:
h. Does s/he remember information, received a day or less beforehand?

 Mostly unrestricted
 Partly restricted
 Strongly restricted
 Nearly nothing

 Unclear

 Ability is unstable
 Ability is stable

Interventions necessary
Stays important

Remarks:
5. Does s/he show any mobility-related impairment?

Area II: Physical situation and discomfort

Change of body / positional change
Change of place / locomotion
Stamina
Coordination

 No limitation
 No limitation
 No limitation
 No limitation
 increased

 Limitations
 Limitations
 Limitations
 Limitations
 decreased

 Unclear
 Unclear
 Unclear
 Unclear
 Does not fit  Unclear

 Yes
 Yes
 No limitation
 No limitation
 increased
 No limitation

 No
 No
 Limitations
 Limitations
 decreased
 Limitations

 Unclear
 Unclear
 Unclear
 Unclear
 Does not fit  Unclear
 Unclear

Movement need
Other limitations:
6. Does she/he have problems in connection with food or fluid intake?
Hunger
Thirst
Oral health / dental status
Ability to swallow
Energy requirements
Independent food intake
Other:

5
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Interventions necessary
Stays important

Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool
7. Does s/he show limitations with bowel or bladder function?
Urge to urinate/urinary retention
Defecation
Urinary tract infection

A: State of health and independence in everyday life
What has to be done?

 increased
 Obstipation
 Yes

 decreased
 Diarrhoea
 No

 Yes
 Yes
 Yes

 No
 No
 No

 Yes
 Yes
 high
 Yes

 No
 No
 normal
 No

 Does not fit  Unclear
 Does not fit  Unclear
 Unclear

o
o
o

Clarification necessary

 Unclear
 Unclear
 Unclear

o
o
o

Clarification necessary

 Unclear
 Unclear
 Does not fit  Unclear

o
o
o

Clarification necessary

 Unclear

o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

Clarification necessary

Interventions necessary
Stays important

Other:
8. Does s/he have sleep problems?
Disturbed nightly sleep

Area II: Physical situation and discomfort

Circadian dysryhthmia

Sleeps a lot at during the day
Other sleeping problems:
9. Does s/he have trouble with vital physical functions?
Breathing trouble
Circulatory disorders
Blood pressure
Fever

 low

Interventions necessary
Stays important

Interventions necessary
Stays important

Other:
10. Are there signs of a depression?

11. Is it possible that she/he is in pain?

 Yes

 No

 Yes, see assessment according to

 No

 Unclear

12. Is it possible that she/he has delusions or hallucinations?
Delusions
Hallucinations

 Yes
 Yes

13. Does s/he take drugs, which causes adverse side effects?

 No
 No
 No

 Unclear
 Unclear
 Unclear

 Yes, which medication and which side effects:
14. Does s/he have other significant illnesses, physical impairment or discomfort?

 No

 Yes, please note:
Copyright: M. Halek (2010), German Center for Neurodegenerative Diseases (DZNE), Witten
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 Unclear

Interventions necessary
Stays important
Clarification necessary
Interventions necessary
Stays important
Clarification necessary
Interventions necessary
Stays important
Clarification necessary
Interventions necessary
Stays important
Clarification necessary
Interventions necessary
Stays important

Area III: Independence in everyday-life

IdA Innovative Dementia Orientated Assessment Tool
A: State of health and independence in everyday life
15. Is s/he emotionally burdened/stressed by being limited in self-maintenance/ self-care ability for daily life activities/everyday situations?
Dependency with movement/locomotion
Dependency with physical care
Dependency with getting dresses
Dependency with fluid/food intake

 No burden/stress
 No burden/stress
 No burden/stress
 No burden/stress
 No burden/stress

 Burden/stress
 Burden/stress
 Burden/stress
 Burden/stress
 Burden/stress

 Unclear
 Unclear
 Unclear
 Unclear
 Unclear

Dependency with execration
Other (for example getting in contact with others):
16. Does nursing-assistance in everyday life activities/situations cause stress or burden for the resident?

 Yes, which:

 No  Unclear

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Summary

 No

A 1. Can the challenging behaviour be explained by the type or stage of dementia?

 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:
 No

A 2. Can the identified cognitive impairments explain the challenging behaviour?

 Events form the past
 Information about oneself
 Present living situation
 Orientation in important rooms
 Sense of time
 Complete activities
 Recognizing important everyday items
 Remembering information received a day or less beforehand
 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:

Copyright: M. Halek (2010), German Center for Neurodegenerative Diseases (DZNE), Witten
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Interventions necessary
Stays important

Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool

A: State of health and independence in everyday life

 No

A 3. Can the identified physical impairment or discomfort somehow related to the challenging behaviour?

 Mobility
 Fluid and food intake
 Sleep
 Vital physical functions
 Pain
 Delusions/hallucinations
 Other illnesses/physical impairments
 Probably yes please take down possible correlations

 Excretion functions
 Depression
 Medication with adverse side-effects

 To be taken into account in interactions with the resident

 Plan interventions:

A 4. Can the identified stressful/burdening dependencies in everyday-life activities have provoked the challenging behaviour?

 Emotional burden/stress by care dependencies
 Probably yes please take down possible correlations

 Emotional burden/stress by care interventions

 To be taken into account in interactions with the resident

 Plan interventions:
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 No

IdA Innovative Dementia Orientated Assessment Tool
1. Does the resident hear properly?

 Without difficulties and without aids
 With limitations
 Without aids

B: Communication
What has to be done?

 Without troubles but with aids
 With aids

 Unclear

Remarks:
2. Can the resident see properly?

 Without difficulties and without aids
 With limitations
 Without aids

 Without troubles but with aids
 With aids

 Unclear

Remarks:
3. In what language can verbal communication with the resident take place?

 English

 Other languages:

 Unclear

Remarks:

 Unclear

4. Is the resident´s verbal/nonverbal communication understandable to others?

 always
 always

Verbal:

 sometimes
 sometimes

 never
 never

Remarks:

Nonverbal:
Remarks:
5. If verbal communication with the resident is possible, in what form does it take place (quality of verbal communication)?

 Speaks in coherent sentences
 Uses single, but understandable words
 Uses word which do not make sense (for other people)  Uses only sounds

 Unclear

Remarks:
6. Does the resident comprehend verbal / non verbal utterances made by others?

 never
 Does not react when being addressed

Remarks:
Comprehends non verbal communication

 always
 sometimes
 Reacts when being addressed

Clarification necessary

o
o
o

Clarification necessary

o
o
o
o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important

Interventions necessary
Stays important

Interventions necessary
Stays important
Clarification necessary
Interventions necessary
Stays important

Interventions necessary
Stays important

 Unclear

Comprehends verbal communication

 always
 sometimes
 Reacts when being addressed

o
o
o

 never
 Does not react when being addressed

Remarks:

Copyright: M. Halek (2010), German Center for Neurodegenerative Diseases (DZNE), Witten
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Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool
7. Can the resident comprehend written messages?

 always

 sometimes

B: Communication
What has to be done?

 never

Uncle ar

Remarks:

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important

8. Does the resident clearly utter her/his own wishes and needs (verbally/non-verbally?

 Usually clearly utters personal wishes/needs
 Cannot clearly utter personal wishes/needs

 Seldom utters clearly personal wishes/needs

 Unclear

Remarks:
9. Is the resident capable of making contact to others?

 Yes

 No

 Unclear

Remarks:

Interventions necessary
Stays important

Interventions necessary
Stays important

Summary

 No

B 1. Is it possible that the identified comprehension/ communication difficulties have triggered/ provoked the challenging behaviour?

 Hearing
 Seeing well
 Comprehensibility of speech
 Quality of verbal communication
 Resident understands written language  Contact to others
 Probably yes please take down possible correlations

 Language of communication
 Understands verbal communication
 Can communicate personal wishes/desires

 To be taken into account in interactions with the resident

 Plan interventions:

B 2. Is it possible for the behaviour itself to present a form of communication and to explain the behaviour accordingly?

 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:

Copyright: M. Halek (2010), German Center for Neurodegenerative Diseases (DZNE), Witten
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 No

IdA Innovative Dementia Orientated Assessment Tool
C: Personality and life style before the dementia
1. How can the resident´s character/personality prior to the onset of dementia be described best? (e.g. ten years before the onset of What has to be done?
o Clarification necessary
dementia - more than one answer is possible)

 Unclear

Please mark the tendencies with x
Emotionally tough, robust
Extroverted, sociable
Willing to try something new
Trustful, good-natured, ready to help
Purposeful, reliable, sense of duty
Other:

emotionally sensitive, vulnerable
loner, introverted
conservative
suspicious, egocentric
inattentive, erratic, spontaneous

o
o

Interventions necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Stays important

 Not known/not assessable
2. How high has the resident´s stress and frustration tolerance been with regard to strain- and stressful situations?

 Stress tolerance at normal level (reacted balanced to stress situations)
 Low stress tolerance (easily stressed)
 High stress tolerance (could bear a lot of stress)

 Unclear

Remarks:

Interventions necessary
Stays important

 Not known/ not assessable
3. How did the resident usually cope with stressful situations before the onset of dementia (more than one answer is possible)?
 Rather active (for example movement/activity like sports, housework, crafting)
 Rather passive (for example relaxing through watching TV, listening to music, reading)
 Trough contact, talking to others
 Through being alone, introverted
 Being afraid, being reserved, unsure of herself/himself, giving up
 Over active, aggressive, very emotionally, short-tempered
Other:

 Not known/not assessable
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 Unclear
Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool
C: Personality and life style before the dementia
4. Have there been any particular past situations or events which have been strongly threatening to the person or related to negative What has to be done?
o Clarification necessary
emotions (incisive events)?

 No

 Yes, which ones

 Not known/not assessable

Interventions necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Stays important

 Unclear

5. Have there been any particular pleasant situations or events in the past which have had a positive influence on life or have been
associated with strong positive feelings?

 No

o
o

 Yes, which ones

 Not known/not assessable

Interventions necessary
Stays important

 Unclear

6. Which leisure-activities have been preferred by the resident prior to her/his dementia (more than one answer is possible)?

 Rather passive activities (for example watching TV, reading, listening to music, relaxing)
 Rather active activities (for example sports, gardening, dancing, hiking)
 Rather creative activities (for example drawing, knitting, tailoring, baking, playing music)
 Group activities (for example team games, playing cards, bowling, cooking together)
 Solidarity activities (for example individual sports, taking a stroll, museum visits, reading)
 Different activities:
 Not known/not assessable

 Unclear
Interventions necessary
Stays important

7. Which kind of job/housework did the resident do before s/he fell ill (more than one answer is possible)?

 Unclear

Please name the job:

 Physically passive jobs (office work, driver, shop assistant)
 Physically active jobs (building, farming, housework)
 Much contact with other people at work
 Hardly any contact to other people while working
8. Has there been a stable daily rhythm or firm daily rituals to which the resident attached particular importance?

 No

 Yes, which one(s):

 Unclear

12
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Interventions necessary
Stays important

Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool

C: Personality and life style before the dementia
Summary

 No

C 1. Can the challenging behaviour be an expression of the resident´s personality?

 Personality before the onset of dementia
 Management of stressful situations before the dementia
 Probably yes please take down possible correlations

 Stress tolerance resp. frustration tolerance

 To be taken into account in interactions with the resident

 Plan interventions:

C 2. Can the challenging behaviour be related to past life events or the person´s former lifestyle?

 No

 Events, which were connected with negative emotions or events which were threatening
 Events which were associated with positive impact/emotions
 Leisure time before the onset of dementia
 Occupation
 Daily rhythm/daily rituals with special importance
 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:
 No

C 3. Can the challenging behaviour be a reaction to stress?

 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:

Copyright: M. Halek (2010), German Center for Neurodegenerative Diseases (DZNE), Witten
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IdA Innovative Dementia Orientated Assessment Tool

D: Moods and emotions

 No

1. Does the resident convey the impression that s/he is scared?

 sometimes

 often

What has to be done?

 Not assessable

 Unclear
 No

2. Are there situations/times of the day that trigger states of anxiety?

 Yes, which:

 Unclear
 Not assessable

 Sometimes, at which times of the day?
2

3

4

5

6

7

8

9

 Unclear
10

11

12

1pm

2

3

4

5

6

7

8

9

10

11

12

 Often, at which times of the day?
1am

2

3

4

5

6

7

8

9

10

11

12

1pm

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important

Interventions necessary
Stays important

 No

3. Does the resident convey the impression to be tired or fatigued?
1am

o
o
o

2

3

4

5

6

7

8

9

10

11

Interventions necessary
Stays important

12

 Not assessable
 No

4. Are there certain events/ situations which exhaust or tire out the resident?

 Yes, which:

 Unclear
 Not assessable

Interventions necessary
Stays important

5. Does the resident convey the impression of loneliness or isolation?

 Sometimes, at which times of the day?
1am

2

3

4

5

6

7

8

9

 Unclear
10

11

12

1pm

2

3

4

5

6

7

8

9

10

11

12

 Often, at which times of the day?
1am

2

3

4

5

6

7

8

9

10

11

12

1pm

2

3

4

5

6

7

8

9

10

11

Interventions necessary
Stays important

12

 Not assessable
6. Are there people, who have a closer relationship with the resident?

 No

 Yes, which people:
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 Unclear

Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool
7. Do these relationships convey trust, security, physical contact, affection and acceptance to the resident (tick all applicable)?

 Truthfulness
 Other:

 Safety

 Physical contact

 Affection

 Acceptance

 Unclear

8. At what times of the day is the resident left without some kind of occupation – be it care procedures, activity supply, self induced
activities or interests, sleep etc)?
Monday to Friday
1am

2

3

4

5

6

7

8

9

10

11

12

1pm

2

3

4

5

6

7

8

9

10

11

12

Saturday and Sunday
1am

2

3

4

5

6

7

8

9

10

11

12

1pm

2

3

4

5

6

7

8

9

10

11

 No

 Sometimes

 Unclear

3

4

5

6

7

8

9

10

11

12

1pm

2

3

4

5

6

7

8

9

10

11

Or situations:
2

3

4

 Not assessable
5

6

7

8

9

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Stays important

Interventions necessary
Stays important

Interventions necessary
Stays important

12

Often, at which times of the day?
1am

o
o
o

Interventions necessary

 Unclear

Sometimes, at which times of the day?
2

Clarification necessary

 No

10. Does the resident convey the impression of being bored most of the day time?
1am

o
o
o

12

Remarks on the time:
9. Do the activities suggested to and taken up by the resident meet his/her personal preferences?

 Yes

D: Moods and emotions
What has to be done?

10

11

12

1pm

2

3

4

5

6

7

Or situations:

8

9

10

11

12

 Not assessable
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Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool

D: Moods and emotions
Summary

 No

D 1. Can the challenging behaviour be an expression of certain moods and emotions?

 Being afraid
 Tiredness/exhaustion
 Closer relationship to the resident
 Relationship show confidence, safety etc.
 Times without occupation
 Boredom
 Occupational activities/leisure time activities/structure of the day do not match the residents personal preferences
 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:
 No

D 2. Can the challenging behaviour serve as self-stimulation?

 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:
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IdA Innovative Dementia Orientated Assessment Tool
1. What characterizes the environment in which the resident spends most of her/his time?

What has to be done?

 Unclear

a. Lighting?

 dark
 A lot of shadows/reflections
 Same lighting throughout the day
 Lighting at night
 Does not fit

E: Environmental influences

 bright/harsh
 Unpleasant/cold light
 Light which cannot be adjusted individually

 Unclear

 noisy
 quiet
 Many different noises, permanent music, telephone, signal of nurse call button etc.
 Does not fit
 Other:
 Unclear

c. Smells/odours?

 Many different smells
 Other:
 Unclear

d. The furnishing / the equipment?

 Not personal
 Uncomfortable/unfriendly
 Does not fit

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important

 Other:

b. Noises in the environment?

 Unpleasant smells
 No homely/known smells
 Does not fit

o
o
o

 Only practical, not home like

Interventions necessary
Stays important

Interventions necessary
Stays important

Interventions necessary
Stays important

 Other:
 Unclear

e. Sense of safety/familiarity?

 Strange, unknown surroundings
 People I do not recognize
 No obvious orientation signs/no orientation signs that suit cognitive abilities
 Danger of injuries/falls
 Danger of getting lost
 Restricted movement
 Does not fit
 Other:

17

Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool
1. What characterizes the environment in which the resident spends most of her/his time?
f.

What has to be done?

 Unclear

Sense of privacy?

 No possibility to be on ones´ own/to retreat
 No possibility to fulfill private desires
 No individual daily rhythm
 Does not fit
 Other:

E: Environmental influences

 No protected privacy
 No possibility for ones´ own time structure

 Unclear

g. Positive stimuli/stimulation (persons or objects)?

 A little/few stimuli, boring surroundings (understimulation)
 Lots of stimuli (overstimulation)
 Does not fit
 Other:
 Yes  No
 Unclear
 No possibility to get in touch without help
 Long time intervals without verbal stimulation
 No persons who fit the resident´s communication interests and levels
 Other:

2. Does the resident´s environment provide enough chances for making contact with others?

3.

Does the resident prefer certain carer/ caregivers as significant others (closer relationship, easier intercourse, more profound quality
of relationship, empathy, gender)?

 Yes: Please take notes (cues)

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

o
o
o

Clarification necessary

Interventions necessary
Stays important

Interventions necessary
Stays important

Interventions necessary
Stays important

Interventions necessary
Stays important

 Unclear

4. How long is an individual caregiver responsible for a certain resident?

 Same caregiver for the week including weekend in the
 Same caregiver throughout the week excluding weekend in the
 Same caregiver at least three days a week in the
 Different/new caregiver every day in the
 Other:

o
o
o

 Early day shift
 Early day shift
 Early day shift
 Early day shift
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 Late day shift
 Late day shift
 Late day shift
 Late day shift

Interventions necessary
Stays important

IdA Innovative Dementia Orientated Assessment Tool

E: Environmental influences
Summary

 No

E 1. Can the challenging behaviour have to do with certain environmental characteristics?

 Lighting
 Noise in the surroundings
 Furnishing
 Privacy
 Probably yes please take down possible correlations

 Smells
 Getting in touch with others

 To be taken into account in interactions with the resident

 Plan interventions:

E 2. Can the challenging behaviour have to do with a lacking sense of security and familiarity?

 Probably yes please take down possible correlations

 To be taken into account in interactions with the resident

 Plan interventions:
 No

E 3. Can staff structure have an impact on the challenging behaviour?

 Preference of caregiver
 As a primary caregiver
 Probably yes please take down possible correlations

 Positive stimuli/stimulations

 Continuity of primary caregivers

 To be taken into account in interactions with the resident

 Plan interventions:
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 No

