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Introduction 

The DIRECT Study (Dementia in Residential Care: Education Intervention Trial) dementia 
education program was developed as part of a three year research study
the DIRECT Study dementia education program was guided by:

• findings from the first phase of the study regarding 
facilitators and preferences for dementia education

• the Expert Reference Group, 
education  

•  interviews with facility managers and key personnel
 
This dementia education program 
residents with dementia, with an emphasis on direct care staff and 

• communication with residents and family members
• personal care and activities 
• positive values 
• behaviours of concern
• pain management 
• dementia, depression and delirium 

 
These interactive, case based, low tech, practical lessons are design
sessions held on-site. The only audio
whiteboard, a DVD player and TV screen. 
 
Each lesson has been created in half hour blocks which 
lengths of time. Short “key message
key messages of the lesson. Five posters for RCF and one GP poster are available on 
 
This package provides the abbreviated lesson plans. Enquiries regarding the full less
can be sent to wacha@uwa.edu.au
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(Dementia in Residential Care: Education Intervention Trial) dementia 

developed as part of a three year research study. The developm
dementia education program was guided by: 

findings from the first phase of the study regarding unmet educational needs, 
facilitators and preferences for dementia education 
the Expert Reference Group, comprising national and local experts in dementia 

interviews with facility managers and key personnel 

program is designed for all disciplines of staff providing care to 
residents with dementia, with an emphasis on direct care staff and covers six main topics:

communication with residents and family members 
personal care and activities  

behaviours of concern 

dementia, depression and delirium  

These interactive, case based, low tech, practical lessons are designed for small group 
site. The only audio-visual requirements for these lessons include a 

whiteboard, a DVD player and TV screen.  

created in half hour blocks which can be built into sess
hort “key messages” have been provided to facilitate reinforcement of the 

Five posters for RCF and one GP poster are available on 

This package provides the abbreviated lesson plans. Enquiries regarding the full less
wacha@uwa.edu.au. 
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(Dementia in Residential Care: Education Intervention Trial) dementia 
. The development of 

unmet educational needs, barriers, 

d local experts in dementia 

is designed for all disciplines of staff providing care to 
s six main topics: 

ed for small group 
visual requirements for these lessons include a 

be built into sessions of varying 
facilitate reinforcement of the 

Five posters for RCF and one GP poster are available on request.  

This package provides the abbreviated lesson plans. Enquiries regarding the full lesson plans 
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Session 1: Think about the whole person
 
Key Message: Think about the whole person.
 

The signs and symptoms of dementia involve more than just brain function
affected by individual coping, relationships, personal life history, and how others 
respond.  

 
Step 1:  Watch the two minute clip of Meg, now in a care home, from 

Dress for Sunday Lunch 
Look for reasons that would explain 

 
The clip shows: A nurse entering Meg’s room in a care home to give Meg her 
medications. Meg holds onto her glass of water until the nurse hands her the pink 
medicine container. The nurse exits as Tom, Meg’s hus
reminisces about her life experiences while Tom sits quietly in her room. Tom notices 
Meg’s drawings of when 

 
Step 2:  Discuss the following questions: 
 

• Did Meg’s behavio
• Why did Meg hold onto the glass of water?
• What do you think was important from her life experience in affecting 

her actions?
• What disabilities, rather than dementia, might explain her behaviour?
• How can understanding 

actions help with a positive approach to care? 
 
Step 3: Watch the whole DVD 

understanding of Meg’s life and the reasons that explain her behaviour in the 
first clip.  

  
 

Look at the points highlighted on the poster: Think about the whole person
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Think about the whole person

Think about the whole person. 

The signs and symptoms of dementia involve more than just brain function
affected by individual coping, relationships, personal life history, and how others 

Watch the two minute clip of Meg, now in a care home, from 
Dress for Sunday Lunch (1) from 19 min and 28 sec. to 21 min and 28 sec.

reasons that would explain Meg’s behaviour. 

A nurse entering Meg’s room in a care home to give Meg her 
medications. Meg holds onto her glass of water until the nurse hands her the pink 
medicine container. The nurse exits as Tom, Meg’s husband enters the room.  Meg 
reminisces about her life experiences while Tom sits quietly in her room. Tom notices 
Meg’s drawings of when he went to visit his lover while Meg had a miscarriage.  

Discuss the following questions:  

Did Meg’s behaviour appear meaningless at first to you?
Why did Meg hold onto the glass of water? 
What do you think was important from her life experience in affecting 
her actions? 
What disabilities, rather than dementia, might explain her behaviour?
How can understanding Meg’s (and other resident’s with dementia) 
actions help with a positive approach to care?  

Watch the whole DVD We Always Dress for Sunday Lunch 
understanding of Meg’s life and the reasons that explain her behaviour in the 

Look at the points highlighted on the poster: Think about the whole person
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Think about the whole person 

The signs and symptoms of dementia involve more than just brain function—it also is    
affected by individual coping, relationships, personal life history, and how others 

Watch the two minute clip of Meg, now in a care home, from We Always 
19 min and 28 sec. to 21 min and 28 sec. 

A nurse entering Meg’s room in a care home to give Meg her 
medications. Meg holds onto her glass of water until the nurse hands her the pink 

band enters the room.  Meg 
reminisces about her life experiences while Tom sits quietly in her room. Tom notices 

went to visit his lover while Meg had a miscarriage.   

ur appear meaningless at first to you? 

What do you think was important from her life experience in affecting 

What disabilities, rather than dementia, might explain her behaviour? 
Meg’s (and other resident’s with dementia) 

 to gain a better 
understanding of Meg’s life and the reasons that explain her behaviour in the 

Look at the points highlighted on the poster: Think about the whole person 
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Session 2: 
 
Key Message: Focus on the experience of the resident. 
 

A positive experience for residents is helped by understanding the t
of residents with dementia in residential facilities. Research shows that most people 
with dementia understand their living situation in both negative and positive terms.

 

Step 1:   
� Think of five things that you enjoy or make your life wo
� Write each thing on separate pieces of paper. 
� You should have five pieces of paper with one item on each piece.  
� Now, screw up and throw on the floor the least important one, then the 

next most important, etc until you have thrown out all fi
 

 
This is how it often feels to someone entering a residential unit. They often say, “Nothing is 
right anymore,” and “Living here drives me mad.” (2)

� How does your life compare with those of the residents?
 
 
Step 2:  People find ways to adjust to long

losses, or imprisonment, or they go under. 
What are some of the ways you think you might cope? 

 
Look at the Poster: Think about the whole person. There are two positive bubbles: “I’m 
alright, I’ll manage” and “I am still somebody.” (2) 
Residents often need to look back to better times in their lives, and to reassure themselves 
that they can get by. 

Step 3:  How might you 
lessen the impact of the first 
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 The experience of residents

Focus on the experience of the resident.  

A positive experience for residents is helped by understanding the t
of residents with dementia in residential facilities. Research shows that most people 
with dementia understand their living situation in both negative and positive terms.

Think of five things that you enjoy or make your life wo
Write each thing on separate pieces of paper.  
You should have five pieces of paper with one item on each piece.  
Now, screw up and throw on the floor the least important one, then the 
next most important, etc until you have thrown out all fi

This is how it often feels to someone entering a residential unit. They often say, “Nothing is 
right anymore,” and “Living here drives me mad.” (2) 

How does your life compare with those of the residents?

People find ways to adjust to long term losses like a serious MVA, financial 
losses, or imprisonment, or they go under.  
What are some of the ways you think you might cope?  

: Think about the whole person. There are two positive bubbles: “I’m 
am still somebody.” (2)  

Residents often need to look back to better times in their lives, and to reassure themselves 

 
 

you strengthen the two more positive feelings of residents and 
lessen the impact of the first two, more negative ones?  
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experience of residents 

A positive experience for residents is helped by understanding the typical experiences 
of residents with dementia in residential facilities. Research shows that most people 
with dementia understand their living situation in both negative and positive terms.(2) 

Think of five things that you enjoy or make your life worth living.  

You should have five pieces of paper with one item on each piece.   
Now, screw up and throw on the floor the least important one, then the 
next most important, etc until you have thrown out all five.  

This is how it often feels to someone entering a residential unit. They often say, “Nothing is 

How does your life compare with those of the residents? 

term losses like a serious MVA, financial 

: Think about the whole person. There are two positive bubbles: “I’m 

Residents often need to look back to better times in their lives, and to reassure themselves 

strengthen the two more positive feelings of residents and 



 

    WA Centre for Health and Ageing  

 

Session 3
Part 1: What kinds of things can go wrong?

 
Key Message: Put the person before the task.
 
Keeping clean can be an enjoyable or at least a tolerable experience.
 
 
Step 1:  Consider a case scenario where bathing is not an enjoyable or at least tolerable 

experience.   
 
The suggested resource is the DVD 
the DVD in which Joanne Rader introduces bathing and what it must be like for residents. 
She reviews what often goes wr
having a lack of control. A scenario is shown of two carers showering a resident who does 
not want to be showered.  
Pause the DVD at 5 min and 52 sec. 
to happen”. We’ve just seen a shower that went horribly wrong… and we are fortunate to be 
able to learn by watching something that goes wrong 
situations similar to this one.  
 

� What were some of the things that we
�  What could the carers have done differently?

 
 
Step 2:  Continue watching the DVD 

before the task”. 
 

Pause the DVD at 7 min and 14 sec when Joanne asks “Can you identify what 
was different abou
 
Continue the DVD 
Showering’ shows. 12 min and 23 sec.

 
Step 3:  Showering often goes wrong when people do not adhere to the principle of 

“put the person be
Look at the poster “Making the shower a pleasure”
Showering’.  
 
� Would any of these tips work for the residents you shower / bathe? 

  Dementia in Residential Care Training
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3:  Make bathing a pleasure
Part 1: What kinds of things can go wrong?

Put the person before the task. 

Keeping clean can be an enjoyable or at least a tolerable experience. 

se scenario where bathing is not an enjoyable or at least tolerable 

The suggested resource is the DVD Bathing without a Battle (3). Watch the first 5 minutes of 
in which Joanne Rader introduces bathing and what it must be like for residents. 

She reviews what often goes wrong during bathing, such as feeling cold, embarrassed, or 
having a lack of control. A scenario is shown of two carers showering a resident who does 

Pause the DVD at 5 min and 52 sec. just after Joanne says that “Forced bathing doe
We’ve just seen a shower that went horribly wrong… and we are fortunate to be 

able to learn by watching something that goes wrong – and we’ve all been there 
 

 
What were some of the things that went wrong?  
What could the carers have done differently? 

Continue watching the DVD which lists the principles of “Putti
before the task”.  

Pause the DVD at 7 min and 14 sec when Joanne asks “Can you identify what 
was different about that shower?” Let the participants answer.

Continue the DVD and stop the DVD when the end of the list on ‘Tips on 
Showering’ shows. 12 min and 23 sec. 

Showering often goes wrong when people do not adhere to the principle of 
“put the person before the task.”  

the poster “Making the shower a pleasure” and discuss ‘Tips for 

Would any of these tips work for the residents you shower / bathe? 
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Make bathing a pleasure 
Part 1: What kinds of things can go wrong? 

se scenario where bathing is not an enjoyable or at least tolerable 

Watch the first 5 minutes of 
in which Joanne Rader introduces bathing and what it must be like for residents. 

ong during bathing, such as feeling cold, embarrassed, or 
having a lack of control. A scenario is shown of two carers showering a resident who does 

just after Joanne says that “Forced bathing does not have 
We’ve just seen a shower that went horribly wrong… and we are fortunate to be 

and we’ve all been there – in 

lists the principles of “Putting the person 

Pause the DVD at 7 min and 14 sec when Joanne asks “Can you identify what 
t that shower?” Let the participants answer.  

the end of the list on ‘Tips on 

Showering often goes wrong when people do not adhere to the principle of 

and discuss ‘Tips for 

Would any of these tips work for the residents you shower / bathe?   
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Session 4
   Part 2: Shower Chair Comfort

 
Key Message: Put the person before the task.
 
Shower chair comfort is important.
 
 
Step 1:  Consider the experience of bathing on a shower chair.  
 

The suggested resource is the DVD 
from 12 min and 23 sec to 15 min and 48 se
Joanne Rader talks about shower chair comfort and provides tips on how to make it 
more comfortable.  
 

� What measures have you attempted to make the shower chair more 
comfortable for the resident? 

� Try sitting on a shower chair that is used at your facil
� Is it comfortable to sit on? 
� What could you do to make it more comfortable?

 
 
 
Step 2:  Watch the DVD from 15 min and 48 sec to 19 min 20 sec. 
 

� Are these scenes relevant to your work? 
� What does the shower or bath room in your facility look like? 
� How could it be made to look more homey or inviting?

 
 
 
Step 3:  Look at the poster “Making the shower a pleasure”. 
 

� Have you tried any of the tips listed? If so, how did it go?
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4: Make bathing a pleasure 
Part 2: Shower Chair Comfort 

Put the person before the task. 

Shower chair comfort is important. 

Consider the experience of bathing on a shower chair.   

The suggested resource is the DVD Bathing without a Battle (3). Watch the DVD 
from 12 min and 23 sec to 15 min and 48 sec.  
Joanne Rader talks about shower chair comfort and provides tips on how to make it 

What measures have you attempted to make the shower chair more 
comfortable for the resident?  
Try sitting on a shower chair that is used at your facility.  
Is it comfortable to sit on?  
What could you do to make it more comfortable? 

Watch the DVD from 15 min and 48 sec to 19 min 20 sec.  

Are these scenes relevant to your work?  
What does the shower or bath room in your facility look like? 
How could it be made to look more homey or inviting? 

Look at the poster “Making the shower a pleasure”.  

Have you tried any of the tips listed? If so, how did it go? 
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Make bathing a pleasure  

(3). Watch the DVD 

Joanne Rader talks about shower chair comfort and provides tips on how to make it 

What measures have you attempted to make the shower chair more 

 

What does the shower or bath room in your facility look like?  
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Session 5
   Part 3: The towel bath demonstr

 
 
Key Message: Put the person before the task.
 

Keeping clean can be an enjoyable or at least a tolerable experience.
 
 
Step 1:  Consider how to perform a towel bath.
 

The suggested resource is the DVD 
Watch the DVD fr
towel bath demonstration.
 
 Discuss any experience staff may have had giving or receiving a towel bath or 
using “no rinse” products.

 
 
Step 2:  Go through the stages of giving a towel bath on a volu

You will need: 
• a bed, 
• sheets,
• towels and washcloths,
• 2 volunteers as carers, 
• 1 volunteer as the resident, 
• 1 volunteer as the coach (only the coach talks).

 
Go through the demonstration again only this time switch the carers and 
resident, keepin

 
 
Steps 3:  Ask each volunteer that played a role: “What was it like?”
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5: Make bathing a pleasure 
The towel bath demonstration 

Put the person before the task. 

Keeping clean can be an enjoyable or at least a tolerable experience. 

Consider how to perform a towel bath. 

The suggested resource is the DVD Bathing without a Battle
Watch the DVD from 19 min and 20 sec to 28 min and 03 sec and observe the 
towel bath demonstration. 

Discuss any experience staff may have had giving or receiving a towel bath or 
using “no rinse” products. 

Go through the stages of giving a towel bath on a volunteer. 
You will need:  

a bed,  
sheets, 
towels and washcloths, 
2 volunteers as carers,  
1 volunteer as the resident,  
1 volunteer as the coach (only the coach talks). 

Go through the demonstration again only this time switch the carers and 
resident, keeping the same coach. 

Ask each volunteer that played a role: “What was it like?” 
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Make bathing a pleasure  

ithout a Battle (3).  
om 19 min and 20 sec to 28 min and 03 sec and observe the 

Discuss any experience staff may have had giving or receiving a towel bath or 

nteer.  

Go through the demonstration again only this time switch the carers and 
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Session 6
  Part 4: Hair washing

 
Key Message: Put the person before the task.
 

Forced bathing is neither needed nor acceptable. 
Making a positive change requires support from staff, nursing, administration and families.

 
Step 1:  Consider ways to make 

more pleasurable.
 
The suggested resource is the DVD 
Watch the DVD from 28 min and 03 sec to the end of the DVD. Hair washing is covered in 
detail; various staff members endorse the approach and Joanne Rader stresses that “Forced 
bathing is neither needed nor acceptable.” 
 
Making positive changes requires consistent staffing, nursing and administrative support, as 
well as family education. 

 
 
 
Step 2:  Problem- solve a few case studies using examples provided by the 

participants. 
 
 
 
Step 3:  Review the poster: “Making the shower a Pleasure”.
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6: Make bathing a pleasure 
Hair washing 

Put the person before the task. 

Forced bathing is neither needed nor acceptable.  
Making a positive change requires support from staff, nursing, administration and families.

Consider ways to make difficult components of bathing (such as hair washing) 
more pleasurable. 

The suggested resource is the DVD Bathing without a Battle (3).  
Watch the DVD from 28 min and 03 sec to the end of the DVD. Hair washing is covered in 
detail; various staff members endorse the approach and Joanne Rader stresses that “Forced 
bathing is neither needed nor acceptable.”  

uires consistent staffing, nursing and administrative support, as 

solve a few case studies using examples provided by the 

Review the poster: “Making the shower a Pleasure”. 
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Make bathing a pleasure  

Making a positive change requires support from staff, nursing, administration and families. 

(such as hair washing) 

Watch the DVD from 28 min and 03 sec to the end of the DVD. Hair washing is covered in 
detail; various staff members endorse the approach and Joanne Rader stresses that “Forced 

uires consistent staffing, nursing and administrative support, as 

solve a few case studies using examples provided by the 
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Session 7: The Person Centred Approach as VIPS
 
Key Message: Think positive 
 

 
The term Person-Centred Care is frequently mentioned in care homes, but not always evident 
in our practice. Implementing person
improvement. This session outlines four elements of person
staff in providing person-centred care. Staff may value dignity and respect, but may not the 
skills to recognise when they are inadvertent
the impact is the same! 
 
 
Step 1:  Read the journal article ‘What is person

Brooker (4) and note 
care. Think positive, think VIPS:

• Valuing Everyone 
• Individualised 

• Taking the R
• Positive Social 

 
 
Step 2:  Read the following service scenario:  “

to create some beautiful life story books with residents. These were much 
admired by visitors who saw them on display in the fac

 
 
Step 3:  Which of the four themes are being used by this service? Which are yet to be 

included? 
 
 
 
Answers: The life story scenario promotes 
resident and taking their P
than a useful tool that the resident has to look at and share.
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The Person Centred Approach as VIPS

Think positive – think ‘VIPS’ 

Centred Care is frequently mentioned in care homes, but not always evident 
in our practice. Implementing person-centred care is a process and there is always room for 
improvement. This session outlines four elements of person-centred care: ‘VIPS’ to assist 

centred care. Staff may value dignity and respect, but may not the 
skills to recognise when they are inadvertently undermining dignity. Whether intended or not, 

the journal article ‘What is person-centred care in dementia?’ by Dawn 
and note the descriptions of the four elements of person

Think positive, think VIPS: 

veryone Equally 
ndividualised Approach 

the Resident’s Perspective 
ocial Relationships 

Read the following service scenario:  “The activities staff made a special effort 
to create some beautiful life story books with residents. These were much 
admired by visitors who saw them on display in the facility’s foyer.”

Which of the four themes are being used by this service? Which are yet to be 

Answers: The life story scenario promotes Individualising; but may not be 
Perspective if the goal is a beautiful product in the lobby, rather 

than a useful tool that the resident has to look at and share. 
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The Person Centred Approach as VIPS 

Centred Care is frequently mentioned in care homes, but not always evident 
nd there is always room for 

centred care: ‘VIPS’ to assist 
centred care. Staff may value dignity and respect, but may not the 

ly undermining dignity. Whether intended or not, 

centred care in dementia?’ by Dawn 
s of the four elements of person-centred 

The activities staff made a special effort 
to create some beautiful life story books with residents. These were much 

ility’s foyer.”  

Which of the four themes are being used by this service? Which are yet to be 

ndividualising; but may not be Valuing the 
a beautiful product in the lobby, rather 
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Session 8: Awareness of ageism by self
 
Key Message: Ageism is in us all. 
 
 

In this session, we reflect on ageism in our society and
care for people with dementia.

 
 
Step 1:  Everyday ageism in society is 

� How does it make you feel to see older people represented the way they are? 
� Do you think ageism is all
� What do family and friends say when you tell them where you work? 
� Do they say you must be a saint to work in aged care, or how can you stand it?

 
 
 
Step 2:  Think of five words to describe your own showering experience. 

� Is it different if you are at home or somewhere else? 
� A chore or a pleasure? 
� Do you think or sing?
� Now think of five words to describe the showering experience of residents. 
� How is showering with residents thought of
� What words are used by you an

 
 
 
 
Step 3:  What can we do to become more aware of ageism and how this affects how we 

provide care for older people with dementia? 
Perhaps we need to ask ourselves: “Would I be acting like this if I was working 
with Kevin Rudd, Kylie Min
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Awareness of ageism by self-reflection

Ageism is in us all.  

In this session, we reflect on ageism in our society and, in particular, its impact on how we 
care for people with dementia. 

Everyday ageism in society is often illustrated in birthday cards.
How does it make you feel to see older people represented the way they are? 
Do you think ageism is all-pervasive in society?  
What do family and friends say when you tell them where you work? 
Do they say you must be a saint to work in aged care, or how can you stand it?

Think of five words to describe your own showering experience. 
if you are at home or somewhere else?  

A chore or a pleasure?  
Do you think or sing?   
Now think of five words to describe the showering experience of residents. 
How is showering with residents thought of in your workplace? 
What words are used by you and other staff?   

What can we do to become more aware of ageism and how this affects how we 
provide care for older people with dementia?  
Perhaps we need to ask ourselves: “Would I be acting like this if I was working 
with Kevin Rudd, Kylie Minogue or George Clooney?” 
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reflection 

, in particular, its impact on how we 

illustrated in birthday cards.  
How does it make you feel to see older people represented the way they are?  

What do family and friends say when you tell them where you work?  
Do they say you must be a saint to work in aged care, or how can you stand it? 

Think of five words to describe your own showering experience.  

Now think of five words to describe the showering experience of residents.  
in your workplace?  

What can we do to become more aware of ageism and how this affects how we 

Perhaps we need to ask ourselves: “Would I be acting like this if I was working 
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Session 9: Review of communication basics
 
Key Message: Bridge the communication gap. 
 
As language skills become more difficult for the person with dementia, they are in danger of 
becoming socially isolated. Staff must 
and sustain human contact and well being for the person with dementia. 

 
Step 1:  Prompt the group to

important about communicating?”
 

The suggested resource is the DVD 
founder of Validation Therapy, talks about the importance of communicating, about 
reaching out and being in the world of people with dementia. 
Watch the two minute clip of the DVD. 

 
Step 2:  How does dementia affect the way people communicate? Talk from your own 

experiences in communicating with people with dementia.
 
 

Step 3:  As communication changes for the person with dementia, so others around 
them have to increase their effort to keep communicatio
going. Watch the first 20 mins of the DVD 
people with dementia
communication with a person with dementia: 

 
• Focus attention

• Speak clearly
• Be patient—
• Limit choices

• Reduce reliance on memory
• Observe non

• Be aware of own body language
• Communicate without words
• Don’t argue

• Communicate for enjoyment 
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Review of communication basics

Bridge the communication gap.  

As language skills become more difficult for the person with dementia, they are in danger of 
becoming socially isolated. Staff must make more of an effort to keep communication going 
and sustain human contact and well being for the person with dementia.  

Prompt the group to consider “Why do we communicate?”,
important about communicating?” 

is the DVD There is a Bridge (5) (chapter 1). Naomi Feil, the 
founder of Validation Therapy, talks about the importance of communicating, about 
reaching out and being in the world of people with dementia.  
Watch the two minute clip of the DVD.  

ementia affect the way people communicate? Talk from your own 
experiences in communicating with people with dementia. 

As communication changes for the person with dementia, so others around 
them have to increase their effort to keep communication and relationships 
going. Watch the first 20 mins of the DVD Effective Communication with 
people with dementia (6) which presents the following 10 points for effective 
communication with a person with dementia:  

Focus attention 

Speak clearly 
—avoid rushing 

Limit choices 

eliance on memory 
Observe non-verbal messages 

Be aware of own body language 
Communicate without words 
Don’t argue—reassure and calm 

Communicate for enjoyment  
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Review of communication basics 

As language skills become more difficult for the person with dementia, they are in danger of 
make more of an effort to keep communication going 

”, “What is so 

(chapter 1). Naomi Feil, the 
founder of Validation Therapy, talks about the importance of communicating, about 

ementia affect the way people communicate? Talk from your own 

As communication changes for the person with dementia, so others around 
n and relationships 

Effective Communication with 
which presents the following 10 points for effective 
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Session 10
 
Key Message: Relationship-centred care: Caring for 
 

Family members have continuing roles to play for residents and themselves. Residential 
care does not replace family care.

 
Step 1: We want to start this session by giving you a “feel” of what it is like to 

be a family member. 
 

What are their
member in a care home? Read the 3 examples given on pages 10 
in the book entitled 
What do t

 
Step 2:   Research on family involvement tells us the following:

• Family caring doesn’t stop at the care home’s door, it continues in 
a different and still stressful way.

• Feelings of guilt are a m
experienced by many relatives following admission.

• A Swedish study suggested that “nursing home hassles” 
contributed most to burn out in relatives visiting a person with 
dementia in a nursing home at least weekly.

• Family members’ strain is also related to the changes in the person 
with dementia, including aspects such as the person not recognising 
them or asks questions repeatedly.

• On a more positive note, care homes that see family members as 
people with needs tha
achieve family integration and good relations with family.

 
Step 3: How can we form good relationships with the family members of our 

resident? 
See Involving Families in Care Homes
Communicat
• Good relationships take time.

• Start early to develop good rapport with families.
• Try to understand the needs of family members.

• Deal positively with concerns and complaints.
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10: Feeling what families feel

centred care: Caring for the family.  

Family members have continuing roles to play for residents and themselves. Residential 
care does not replace family care. 

We want to start this session by giving you a “feel” of what it is like to 
be a family member.  

What are their concerns and how do they react to having their family 
member in a care home? Read the 3 examples given on pages 10 
in the book entitled Involving Families in Care Hom
What do these examples tell us about the concerns of family members?

Research on family involvement tells us the following:
Family caring doesn’t stop at the care home’s door, it continues in 
a different and still stressful way. 
Feelings of guilt are a major contributor to the emotional distress 
experienced by many relatives following admission.

A Swedish study suggested that “nursing home hassles” 
contributed most to burn out in relatives visiting a person with 
dementia in a nursing home at least weekly. 
Family members’ strain is also related to the changes in the person 
with dementia, including aspects such as the person not recognising 
them or asks questions repeatedly. 
On a more positive note, care homes that see family members as 
people with needs that they can help to meet are most likely to 
achieve family integration and good relations with family.

How can we form good relationships with the family members of our 
resident?  

Involving Families in Care Homes (7), Chapter 5 on 
Communication. 

Good relationships take time. 

Start early to develop good rapport with families.
Try to understand the needs of family members. 

Deal positively with concerns and complaints. 
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Feeling what families feel 

Family members have continuing roles to play for residents and themselves. Residential 

We want to start this session by giving you a “feel” of what it is like to 

concerns and how do they react to having their family 
member in a care home? Read the 3 examples given on pages 10 – 12 

Involving Families in Care Home (7).  
hese examples tell us about the concerns of family members? 

Research on family involvement tells us the following: 
Family caring doesn’t stop at the care home’s door, it continues in 

ajor contributor to the emotional distress 
experienced by many relatives following admission. 

A Swedish study suggested that “nursing home hassles” 
contributed most to burn out in relatives visiting a person with 

Family members’ strain is also related to the changes in the person 
with dementia, including aspects such as the person not recognising 

On a more positive note, care homes that see family members as 
t they can help to meet are most likely to 

achieve family integration and good relations with family.(7) 

How can we form good relationships with the family members of our 

(7), Chapter 5 on 

Start early to develop good rapport with families. 
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Session 11: Including families: “Partners in Care”
 
Key Message: Family caring doesn’t stop
 
 
Family members have continuing roles to play for residents and themselves. Residential care 
does not replace family care. 
 
 
Step 1:  In Session 10, we 

much like getting married…. When you get married or enter a relationship, 
you’re not only in bed with your partner, but the whole clan. So it is with 
caring for a resident, you not only care for him or her, but the whole family.

 
 
 
Step 2:  How do we develop a rela

Think of the following restaurant scenarios: In the first scenario, you are in a 
restaurant where you go regularly and are happy, but the food one night is 
terrible and you complain. Without any hesitation, they apo
you cake (free of charge). 
In the second scenario, you are in a restaurant for the first time, the food isn’t 
good and you complain but the staff shrug their shoulders and say “so what”. 
In the first scenario, rapport and trust was alread
However, in the second scenario, no trust or rapport had been built.

 
 
Step 3: How can we make family members feel and be part of the team caring for the 

resident? 

• Giving clear signals that the relative is welcome to provide care, such as 
inviting the person to stay, making space or providing a chair, inviting to 
take part in activities events and outings

• Making time during visits to give input, and consulting on care plans, 
invite feedback or comments on care through surveys

• Introduce them to oth
with a wider circle of acquaintances, noting if family member feels 
comfortable when visiting.
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Including families: “Partners in Care”

ring doesn’t stop—it changes.  

Family members have continuing roles to play for residents and themselves. Residential care 
 

, we introduced relationship-centred care. Caring for a resident is 
getting married…. When you get married or enter a relationship, 

you’re not only in bed with your partner, but the whole clan. So it is with 
caring for a resident, you not only care for him or her, but the whole family.

How do we develop a relationship? Trust is an important factor. 
Think of the following restaurant scenarios: In the first scenario, you are in a 
restaurant where you go regularly and are happy, but the food one night is 
terrible and you complain. Without any hesitation, they apologise and give 
you cake (free of charge).  
In the second scenario, you are in a restaurant for the first time, the food isn’t 
good and you complain but the staff shrug their shoulders and say “so what”. 
In the first scenario, rapport and trust was already there.  
However, in the second scenario, no trust or rapport had been built.

How can we make family members feel and be part of the team caring for the 

Giving clear signals that the relative is welcome to provide care, such as 
g the person to stay, making space or providing a chair, inviting to 

take part in activities events and outings 
Making time during visits to give input, and consulting on care plans, 
invite feedback or comments on care through surveys 
Introduce them to other relatives, making sure the resident stays in touch 
with a wider circle of acquaintances, noting if family member feels 
comfortable when visiting. 
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Including families: “Partners in Care” 

Family members have continuing roles to play for residents and themselves. Residential care 

Caring for a resident is 
getting married…. When you get married or enter a relationship, 

you’re not only in bed with your partner, but the whole clan. So it is with 
caring for a resident, you not only care for him or her, but the whole family. 

tionship? Trust is an important factor.  
Think of the following restaurant scenarios: In the first scenario, you are in a 
restaurant where you go regularly and are happy, but the food one night is 

logise and give 

In the second scenario, you are in a restaurant for the first time, the food isn’t 
good and you complain but the staff shrug their shoulders and say “so what”.  

However, in the second scenario, no trust or rapport had been built. 

How can we make family members feel and be part of the team caring for the 

Giving clear signals that the relative is welcome to provide care, such as 
g the person to stay, making space or providing a chair, inviting to 

Making time during visits to give input, and consulting on care plans, 

er relatives, making sure the resident stays in touch 
with a wider circle of acquaintances, noting if family member feels 
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Session 12: Communication of well

 
Key Message: Well-being thr

 
Step 1:  Everyone can and should have well

experience that is important to their subjective quality of life, not what they 
have produced or done or cognitive functioning. 
The relationship between s
important factor to quality of life. Well
unable to communicate in words. 

 
Prompt participants to consider and reflect on the components of wellbeing, 
how to conceptualise th

 
The suggested resource is
Discuss the 14 
person is scored from 0 (no sign) to 2 (significant signs) of well
completed, the profile provides a score which indicates 
well-being.  
However, staff are encouraged to add additional comments about factors 
such as noise, time of day and type of activity 
well-being at the time of the evaluation.

 
Referring to the score on
information about well
the information gained from the profile to plan an appropriate programme of 
care.  

 
Step 2:  Points to keep in mind:

• It is the p
produced or done.

• Staff and quality of care are a strong influence on Well
in relationships.

• Well-being can vary over time, 
staff member to staf

 
Step 3:   Homework: Try assessing residents’ well being 

and think about what you can do to improve the residents’ well
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Communication of well-being in people no 
longer able to talk 

being throughout life. 

Everyone can and should have well-being throughout life.  It is the person’s 
experience that is important to their subjective quality of life, not what they 
have produced or done or cognitive functioning.  
The relationship between staff and the person with dementia is the most 
important factor to quality of life. Well-being can be assessed in residents 
unable to communicate in words.  

Prompt participants to consider and reflect on the components of wellbeing, 
how to conceptualise the wellbeing of PWD, and how to measure wellbeing.

The suggested resource is the Well-Being Profile Pack (8).  
Discuss the 14 indicators and the indicator definitions. For each indicator the 
person is scored from 0 (no sign) to 2 (significant signs) of well
completed, the profile provides a score which indicates the person’s level of 

However, staff are encouraged to add additional comments about factors 
such as noise, time of day and type of activity – that can have an influence on 

being at the time of the evaluation. 

Referring to the score on each of the 14 indicators provides more useful 
information about well-being than the overall score. Professionals can then use 
the information gained from the profile to plan an appropriate programme of 

Points to keep in mind: 
t is the person’s experience that is important – not what they have 

produced or done. 
taff and quality of care are a strong influence on Well

in relationships. 
being can vary over time, and can be assessed as different from 

staff member to staff member. 

Homework: Try assessing residents’ well being at different times of the day 
and think about what you can do to improve the residents’ well
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being in people no 

being throughout life.  It is the person’s 
experience that is important to their subjective quality of life, not what they 

taff and the person with dementia is the most 
being can be assessed in residents 

Prompt participants to consider and reflect on the components of wellbeing, 
e wellbeing of PWD, and how to measure wellbeing. 

 
For each indicator the 

person is scored from 0 (no sign) to 2 (significant signs) of well-being. Once 
the person’s level of 

However, staff are encouraged to add additional comments about factors – 
that can have an influence on 

each of the 14 indicators provides more useful 
being than the overall score. Professionals can then use 

the information gained from the profile to plan an appropriate programme of 

not what they have 

taff and quality of care are a strong influence on Well-being – created 

can be assessed as different from 

at different times of the day 
and think about what you can do to improve the residents’ well-being. 
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Session 13: Communication that supports the person
 
Key Message: Using communicatio
 

 
Step 1:  According to Adams and Gardiner

undermine the person with dementia. ‘Enabling communication’ allows the 
person with dementia to express their thoughts, feelings, wishes, and making 
decisions about their own care. ‘Disabling communication’ prevents the 
person with dementia form these.

 
Step 2:  Read the two scenario

• Was the situation enabling or disabling for tho person with dementia? 
• What lead to that outcome
• How did the staff member improve the situation?

 
Mrs. F pointed to where her husband, who had dementia, was sitting, staring into the 
distance. “He’s been like this for days. He doesn’t know what’s going on anymore.” the 
mental health nurse approached M
“Hello Mr. F, how are you feeling today?” Mr. F turned, smiled and held his hand out. He 
uttered some incomprehensible phrases but the word ‘sun’ was clear. The mental health 
nurse replied “yes, it is lovely to see the sun today.” After a pause, he asked, “Does seeing 
the sun, make you feel good?” “Yes,” Mr. F replie
 
Step 3:   
 
Mr. D had had dementia for a number of years and was a lively and sociable man, though 
when his family visited he rarely 
although they tried to include hi, he 
quickly and speak too loudly and would often use long and rambling sentences. At a meeting 
with staff in which a change of medication 
reply that Mr. D had made. At this point, Mr. 
his fife. He grimaced and looked to the 
matter and he replied: “I do not know what you are all talking about.
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ommunication that supports the person

ommunication that supports, rather than undermines,

Adams and Gardiner (9), communication can support or 
undermine the person with dementia. ‘Enabling communication’ allows the 
person with dementia to express their thoughts, feelings, wishes, and making 

t their own care. ‘Disabling communication’ prevents the 
person with dementia form these. 

scenarios and answer the following questions.

Was the situation enabling or disabling for tho person with dementia? 
What lead to that outcome?  
How did the staff member improve the situation? 

Mrs. F pointed to where her husband, who had dementia, was sitting, staring into the 
distance. “He’s been like this for days. He doesn’t know what’s going on anymore.” the 
mental health nurse approached Mr. F with his hand out ready to shake hands, saying, 
“Hello Mr. F, how are you feeling today?” Mr. F turned, smiled and held his hand out. He 
uttered some incomprehensible phrases but the word ‘sun’ was clear. The mental health 

vely to see the sun today.” After a pause, he asked, “Does seeing 
the sun, make you feel good?” “Yes,” Mr. F replied. (9)  

Mr. D had had dementia for a number of years and was a lively and sociable man, though 
when his family visited he rarely spoke. His wife and her sister usually came together, and 
although they tried to include hi, he found it difficult to keep up. The others would reply too 
quickly and speak too loudly and would often use long and rambling sentences. At a meeting 

change of medication was being discussed, his wife disagreed with a 
r. D had made. At this point, Mr. D looked at the staff member while pointing to 

his fife. He grimaced and looked to the sky. The staff member asked Mr. D 
I do not know what you are all talking about.”  (9) 
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ommunication that supports the person 

, rather than undermines, the person. 

communication can support or 
undermine the person with dementia. ‘Enabling communication’ allows the 
person with dementia to express their thoughts, feelings, wishes, and making 

t their own care. ‘Disabling communication’ prevents the 

questions.  
Was the situation enabling or disabling for tho person with dementia?  

Mrs. F pointed to where her husband, who had dementia, was sitting, staring into the 
distance. “He’s been like this for days. He doesn’t know what’s going on anymore.” the 

r. F with his hand out ready to shake hands, saying, 
“Hello Mr. F, how are you feeling today?” Mr. F turned, smiled and held his hand out. He 
uttered some incomprehensible phrases but the word ‘sun’ was clear. The mental health 

vely to see the sun today.” After a pause, he asked, “Does seeing 

Mr. D had had dementia for a number of years and was a lively and sociable man, though 
spoke. His wife and her sister usually came together, and 

he others would reply too 
quickly and speak too loudly and would often use long and rambling sentences. At a meeting 

eing discussed, his wife disagreed with a 
looked at the staff member while pointing to 

 what was the 
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Session 14: The experience of activities
 
Key Message: Put the person before the task. 
 
It is the person’s experience of activity and interaction that is important, not 
produce. Emphasise maintaining relationships and community links. 

 
 

Step 1:  Activities are part of care 
activity therapist or the occupational therapist
and glue. There are 
first chapter of 
(10).  
An example of an activi
“Look out the window
You might not have thought of that as an activity
watching something of interest and discussing it may give the resident a 
chance to relate
read as there are other

 
 
Step 2:  Do you ever find that family members come and visit but are at a loss of what 

to do during their visit
Discuss using a case from your own facility. 

 
 
Step 3:  Review other activities mentioned in the book (10).  Discuss what you could 

implement in your facility, keeping in mind the goal of not production, but 
relationships. 
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The experience of activities 

Put the person before the task.  

It is the person’s experience of activity and interaction that is important, not 
produce. Emphasise maintaining relationships and community links.  

Activities are part of care – everyone plays a part. It’s not just the role of the 
ctivity therapist or the occupational therapist. And, it’s not all about glitter 

There are many activities that do not need any materials
of The Best Friends Book of Alzheimer’s Activities Volume One

of an activity that can be done on the spur of the moment is 
“Look out the window”, (see page 17).  
You might not have thought of that as an activity, but looking out the window
watching something of interest and discussing it may give the resident a 
chance to relate something about their past. This is a good chapter for carers to 

as there are other ideas listed which can be done as you provide care. 

Do you ever find that family members come and visit but are at a loss of what 
during their visit with the resident?  

Discuss using a case from your own facility.  

Review other activities mentioned in the book (10).  Discuss what you could 
implement in your facility, keeping in mind the goal of not production, but 
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It is the person’s experience of activity and interaction that is important, not what they 

everyone plays a part. It’s not just the role of the 
. And, it’s not all about glitter 

activities that do not need any materials. Review the 
The Best Friends Book of Alzheimer’s Activities Volume One 

ty that can be done on the spur of the moment is 

but looking out the window, 
watching something of interest and discussing it may give the resident a 

something about their past. This is a good chapter for carers to 
you provide care.  

Do you ever find that family members come and visit but are at a loss of what 

Review other activities mentioned in the book (10).  Discuss what you could 
implement in your facility, keeping in mind the goal of not production, but 
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Session 15: Recognising pain in people with dementia
 
Key Message: Be a “Pain Detective”
 

Pain in older people includes older people with dementia. Recognising pain in people with 
dementia is challenging as they may not be able to tell you of their pain
lookout for signs of pain. 

 
 

Step 1:  Many people assume that pain is a normal part of the ageing process, but this 
is not true. Pain is not part of the ageing process.

 
 

Step 2: Do residents with dementia experience less pain? 
The findings of three research studies show dramatic differences in the 
identification of pain between people with and without dementia.
 
• Doctors identified pain in 43% of communicative nursing home res

and only 17% in non

•  Care staff identified pain in 21.5% residents with no or mild dementia, 
13.6% residents with moderate dementia, and 8.2% with severe 
dementia.(13)

•  Patients with identified chronic pain and dementia receive 50% of 
quantity of paracetamol compared with cognitively intact patients

 
Step 3:  Older people, especially residents with dementia, underreport pain and receive 

less analgesia. 
Why do you think this is so?

 
• Some people don’t report pain because they think pain is expected, they 

don’t want to bothe
fear side effects of pain medication.

• Older people may not report feeling pain due to cognitive or sensory 
impairments or difficulties with language or speech.
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Recognising pain in people with dementia

Be a “Pain Detective” 

Pain in older people includes older people with dementia. Recognising pain in people with 
dementia is challenging as they may not be able to tell you of their pain. We have to be on the 

Many people assume that pain is a normal part of the ageing process, but this 
is not true. Pain is not part of the ageing process. 

Do residents with dementia experience less pain?  
findings of three research studies show dramatic differences in the 

identification of pain between people with and without dementia.

Doctors identified pain in 43% of communicative nursing home res
and only 17% in non-communicative residents.(12) 

Care staff identified pain in 21.5% residents with no or mild dementia, 
13.6% residents with moderate dementia, and 8.2% with severe 

(13) 

Patients with identified chronic pain and dementia receive 50% of 
y of paracetamol compared with cognitively intact patients

Older people, especially residents with dementia, underreport pain and receive 
less analgesia.  
Why do you think this is so? 

Some people don’t report pain because they think pain is expected, they 
don’t want to bother anyone, they don’t think treatment will help, or they 
fear side effects of pain medication. 
Older people may not report feeling pain due to cognitive or sensory 
impairments or difficulties with language or speech.(15)
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Recognising pain in people with dementia 

Pain in older people includes older people with dementia. Recognising pain in people with 
. We have to be on the 

Many people assume that pain is a normal part of the ageing process, but this 

findings of three research studies show dramatic differences in the 
identification of pain between people with and without dementia.(11) 

Doctors identified pain in 43% of communicative nursing home residents 

Care staff identified pain in 21.5% residents with no or mild dementia, 
13.6% residents with moderate dementia, and 8.2% with severe 

Patients with identified chronic pain and dementia receive 50% of 
y of paracetamol compared with cognitively intact patients.(14) 

Older people, especially residents with dementia, underreport pain and receive 

Some people don’t report pain because they think pain is expected, they 
r anyone, they don’t think treatment will help, or they 

Older people may not report feeling pain due to cognitive or sensory 
(15) 
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Session 16: Pain

 
Key Message: Be a “Resident Advocate” by recognising and managing pain in residents with 
dementia.  
 
Make pain management a priority.
 
Step 1:  Untreated or undertreated pain can drastically affect a resident’s quality of life.

Be a “Resident Advocate” by re
 

 
Step 2:  How do we identify pain in residents with dementia

As a pain detective, what clues do you look for?
• Look at facial expression
• Look at body language

• Listen for groaning or moaning, crying, whimpering
• Consider their mood
• Investigate behaviours in more detail…do they occur on movement, during 

certain activities, or at particular times of the day? 
 

  
Step 3:  Care staff play a key role in providing basic comfort measures!!! 

Simple measures often provide substantial relief. These ar
every day, probably without even realising it. 
Responses may include: repositioning, massage, distraction, adjusting the 
environment (too hot/cold/noisy/glare/uncomfortable clothing), aromatherapy, 
exercise 

 
Show the poster 
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Pain interventions for people with 
dementia 

Be a “Resident Advocate” by recognising and managing pain in residents with 

Make pain management a priority. 

Untreated or undertreated pain can drastically affect a resident’s quality of life.
Be a “Resident Advocate” by recognising pain in residents with dementia.

How do we identify pain in residents with dementia?  
As a pain detective, what clues do you look for? 

Look at facial expression 
Look at body language 

Listen for groaning or moaning, crying, whimpering 
onsider their mood 

Investigate behaviours in more detail…do they occur on movement, during 
certain activities, or at particular times of the day? (16) 

Care staff play a key role in providing basic comfort measures!!! 
Simple measures often provide substantial relief. These are things you do 
every day, probably without even realising it.  What are they?
Responses may include: repositioning, massage, distraction, adjusting the 
environment (too hot/cold/noisy/glare/uncomfortable clothing), aromatherapy, 

Show the poster “Finding the clues for pain”.  
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people with 

Be a “Resident Advocate” by recognising and managing pain in residents with 

Untreated or undertreated pain can drastically affect a resident’s quality of life. 
cognising pain in residents with dementia. 

Investigate behaviours in more detail…do they occur on movement, during 
 

Care staff play a key role in providing basic comfort measures!!!  
e things you do 

What are they? 
Responses may include: repositioning, massage, distraction, adjusting the 
environment (too hot/cold/noisy/glare/uncomfortable clothing), aromatherapy, 
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Session 17: Distinguishing dementia, depression and 

 
Key Message: Record and report changes in behaviour
 
Dementia is often confused with depression or delirium. But the causes
each are very different.  

 
Step 1:  Prompt participants to identify distinguishing features of delirium, depression 

and dementia. 
 
Suggested activity: Provide handout material with required information. We utilised a Carer 
Information brochure from Royal Perth Hospital, an Alzheimer’s Australia Update Sheet: 
Depression and Dementia (2007) and page 10 of 
participants into three groups. Ask each group to describe the characteristics of
three D’s: dementia, depression 

 
Dementia – slow, progressive loss of cognitive and functional living skills, clear 
consciousness, often emotional and behavioural
 
Depression – low mood, loss of energy/activiti
the future is bleak, unable to enjoy self), weight change, pain, poor concentration 
usually treatable.  
 
Delirium  – is an acute confusional state 
combine hyper vigilance 
physical causes which are

 
Step 2:  Residential care

reporting any behavioural changes in residents, including withdrawal.
circumstances of admission 
depression and delirium.

 
 

Step 3:  Can you recall any residents with dementia 
depression?  
How was it recognised, assessed, and monitored?
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Distinguishing dementia, depression and 
delirium 

Record and report changes in behaviour to distinguish the “3 D’s”

Dementia is often confused with depression or delirium. But the causes and management of 

Prompt participants to identify distinguishing features of delirium, depression 
 

Suggested activity: Provide handout material with required information. We utilised a Carer 
ochure from Royal Perth Hospital, an Alzheimer’s Australia Update Sheet: 

(2007) and page 10 of Delirium in Older People
participants into three groups. Ask each group to describe the characteristics of

dementia, depression or delirium.   

slow, progressive loss of cognitive and functional living skills, clear 
consciousness, often emotional and behavioural changes - usually irreversible

low mood, loss of energy/activities, negative thoughts (worthlessness, 
the future is bleak, unable to enjoy self), weight change, pain, poor concentration 

is an acute confusional state which often fluctuates during the day
combine hyper vigilance with severe confusion.  Delirium is often the result of 

which are usually reversible. 

Residential care staff have a very important role in becoming aware of and 
reporting any behavioural changes in residents, including withdrawal.
circumstances of admission to residential care are often risk factors for 
depression and delirium. 

Can you recall any residents with dementia you have known with delirium or 

How was it recognised, assessed, and monitored? 
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Distinguishing dementia, depression and 

to distinguish the “3 D’s”. 

and management of 

Prompt participants to identify distinguishing features of delirium, depression 

Suggested activity: Provide handout material with required information. We utilised a Carer 
ochure from Royal Perth Hospital, an Alzheimer’s Australia Update Sheet: 

Delirium in Older People. (17) Divide the 
participants into three groups. Ask each group to describe the characteristics of one of the 

slow, progressive loss of cognitive and functional living skills, clear 
usually irreversible 

es, negative thoughts (worthlessness, 
the future is bleak, unable to enjoy self), weight change, pain, poor concentration – 

fluctuates during the day. It may 
Delirium is often the result of 

staff have a very important role in becoming aware of and 
reporting any behavioural changes in residents, including withdrawal. The 

are often risk factors for 

have known with delirium or 
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Session 18: Care Interventions for

 
Key Message: Good care makes a difference.
 
Dementia is often confused with depression or delirium. But the causes and management of 
each are very different.  

 
Step 1:   How do you suppor

• better exercise, better sleep, better diet, 
• more preferred activities, more social participation; 
• talk based interventions eg changing of thinking style, resolution of 

interpersonal/relationship issues; 
• anti-depressants for m

 
How would you respond to depressive talk such as, ‘I feel so useless stuck here in 
this place—it is like my life was all for nothing….’ 
about interventions for depression that they have used successfully.  

 
Step 2:  How do you support someone with delirium?

• Reduce physical health risk factors 
liver/kidney, sleep, infection, electrolytes, senses.

• Increase predictability & support 
day/night con

• Ensure care is excellent 
 

Search positively and optimistically for depression and delirium because these 
are treatable conditions.”

 
Step 3:  How do you support someone with dementia?

• Use communication that supports, help residents express their thoughts, 
feelings and wishes and allow them to be involved in decisions where 
possible. 

• Increase predictability & support 
day/night contrast, better signage 

• Promote positive social relationships

• Observe non
• Promote good nutrition, hydration, exercise and sleep.
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Care Interventions for Depression, 
and dementia 

Good care makes a difference. 

Dementia is often confused with depression or delirium. But the causes and management of 

How do you support someone with depression?  
better exercise, better sleep, better diet,  
more preferred activities, more social participation;  
talk based interventions eg changing of thinking style, resolution of 
interpersonal/relationship issues;  

depressants for major depression  

How would you respond to depressive talk such as, ‘I feel so useless stuck here in 
it is like my life was all for nothing….’ Encourage participants to talk 

about interventions for depression that they have used successfully.  

How do you support someone with delirium? 

Reduce physical health risk factors – review meds, hydration/diet, 
liver/kidney, sleep, infection, electrolytes, senses. 
Increase predictability & support – same staff, keep to routine, more 
day/night contrast, better signage, simplify - less clutter, single room.
Ensure care is excellent – hydration, nutrition, calm interactions…. 

Search positively and optimistically for depression and delirium because these 
are treatable conditions.” 

ou support someone with dementia? 

Use communication that supports, help residents express their thoughts, 
feelings and wishes and allow them to be involved in decisions where 

Increase predictability & support – same staff, keep to routine, more 
ay/night contrast, better signage  

Promote positive social relationships 

Observe non-verbal cues for indication of pain or discomfort
Promote good nutrition, hydration, exercise and sleep. 
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Depression, delirium 

Dementia is often confused with depression or delirium. But the causes and management of 

talk based interventions eg changing of thinking style, resolution of 

How would you respond to depressive talk such as, ‘I feel so useless stuck here in 
Encourage participants to talk 

about interventions for depression that they have used successfully.   

review meds, hydration/diet, 

same staff, keep to routine, more 
less clutter, single room. 

hydration, nutrition, calm interactions….  

Search positively and optimistically for depression and delirium because these 

Use communication that supports, help residents express their thoughts, 
feelings and wishes and allow them to be involved in decisions where 

same staff, keep to routine, more 

verbal cues for indication of pain or discomfort 
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Session 19: What are behaviours of concern & what causes them?
 
Key Message: Who is complaining about
 
Behaviours of concern include behaviours that staff feel stressed about and also behaviours 
that indicate distress in a resident.  
It is vital to find out ‘Who is complaining and why?’ by tal
the resident, as the first step to understanding a behaviour of concern.    

 
 

Step 1:  Ask each participant to separately list the four behaviours of residents that are 
of most concern to them during a shift.  Describe the
resident.  

 
 
Step 2:  Pair each participant with another person who works with the same group of 

residents.   Ask each pair to compare their lists and what they find of concern 
about each behaviour.

 
 
Step 3:  Ask the pairs to feedb

staff where one person finds a behaviour stressful but another does not or that 
a resident behaves in one way with one staff and differently with another.  
Highlight this to show that behaviours of co
of the beholder’.   

 
Reinforce this idea by noting that getting up at night or early in the morning 
may be quite OK in your own home, but possibly seen as a problem in a group 
residential home. 
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What are behaviours of concern & what causes them?

complaining about this behaviour and why?   

Behaviours of concern include behaviours that staff feel stressed about and also behaviours 
that indicate distress in a resident.   
It is vital to find out ‘Who is complaining and why?’ by talking to many staff who work with 
the resident, as the first step to understanding a behaviour of concern.     

Ask each participant to separately list the four behaviours of residents that are 
of most concern to them during a shift.  Describe the behaviour and name the 

Pair each participant with another person who works with the same group of 
residents.   Ask each pair to compare their lists and what they find of concern 
about each behaviour. 

Ask the pairs to feedback to the larger group.  Highlight differences between 
staff where one person finds a behaviour stressful but another does not or that 
a resident behaves in one way with one staff and differently with another.  
Highlight this to show that behaviours of concern are at least partly ‘in the eye 
of the beholder’.    

Reinforce this idea by noting that getting up at night or early in the morning 
may be quite OK in your own home, but possibly seen as a problem in a group 
residential home.  
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What are behaviours of concern & what causes them? 

Behaviours of concern include behaviours that staff feel stressed about and also behaviours 

king to many staff who work with 

Ask each participant to separately list the four behaviours of residents that are 
behaviour and name the 

Pair each participant with another person who works with the same group of 
residents.   Ask each pair to compare their lists and what they find of concern 

ack to the larger group.  Highlight differences between 
staff where one person finds a behaviour stressful but another does not or that 
a resident behaves in one way with one staff and differently with another.  

ncern are at least partly ‘in the eye 

Reinforce this idea by noting that getting up at night or early in the morning 
may be quite OK in your own home, but possibly seen as a problem in a group 
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Session 20: Observations and severity
 
Key Message: What you see is what you say and write.  
 
Encourage staff to report what they saw and heard rather than add in an interpretation.  
Important things to record are the behaviour, how often it happens and how inten
it is.   

 
Step 1:  Refer to the DIRECT Steps poster for behaviours of concern, pointing out that 

the first step is to describe the behaviour.  Use case example: 
at the front door fiddling with the front of his trousers.  Staff me
was being ‘sexually threatening as trying to expose himself to visitors’.  Staff 
B said he was ‘expressing a need to go and find the toilet’
different interpretations.  
Write what you see

 
Step 2:  Ask each person to write down what they would think a resident was actually 

doing if they were told during a handover that they were ‘agitated’.  
 
 
Step 3:  Give each person 

grouped as Poor, Better and V
frequency and indication of severity of the behaviour without any 
interpretation of what is behind it.
each participant to write Poor and Very good descriptions 
each clip. Discuss after each clip to shape writing behavioural descriptions.

 
The DVD clips are from 
People with Dementia

1. Jim (Title 6 Ch2 2min 15secs to 2 min 35secs) 
2. Neville (Title 7 Ch1 0
3. Neville (Title 7 Ch2 2 min 11sec to 3min 27sec) 
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Observations and severity 

What you see is what you say and write.   

staff to report what they saw and heard rather than add in an interpretation.  
Important things to record are the behaviour, how often it happens and how inten

Refer to the DIRECT Steps poster for behaviours of concern, pointing out that 
the first step is to describe the behaviour.  Use case example: 
at the front door fiddling with the front of his trousers.  Staff me
was being ‘sexually threatening as trying to expose himself to visitors’.  Staff 
B said he was ‘expressing a need to go and find the toilet’.  
different interpretations.   
Write what you see, not interpretation. 

ach person to write down what they would think a resident was actually 
doing if they were told during a handover that they were ‘agitated’.  

Give each person Session 20 worksheet. Discuss why descriptions have been 
grouped as Poor, Better and Very Good.  Note the Very good descriptions give 
frequency and indication of severity of the behaviour without any 
interpretation of what is behind it. Watch the following DVD clips and ask 
ach participant to write Poor and Very good descriptions of the be

iscuss after each clip to shape writing behavioural descriptions.

The DVD clips are from Learning the Language of Behaviour 
People with Dementia (18): 

Jim (Title 6 Ch2 2min 15secs to 2 min 35secs)  
Neville (Title 7 Ch1 0-45secs)  
Neville (Title 7 Ch2 2 min 11sec to 3min 27sec)  
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staff to report what they saw and heard rather than add in an interpretation.  
Important things to record are the behaviour, how often it happens and how intense or severe 

Refer to the DIRECT Steps poster for behaviours of concern, pointing out that 
the first step is to describe the behaviour.  Use case example: Mr D was seen 
at the front door fiddling with the front of his trousers.  Staff member A said 
was being ‘sexually threatening as trying to expose himself to visitors’.  Staff 

   Same behaviour, 

ach person to write down what they would think a resident was actually 
doing if they were told during a handover that they were ‘agitated’.   

Discuss why descriptions have been 
Note the Very good descriptions give 

frequency and indication of severity of the behaviour without any 
Watch the following DVD clips and ask 

of the behaviours on 
iscuss after each clip to shape writing behavioural descriptions. 

Learning the Language of Behaviour – Working with 
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Session 21: Preventing
 
Key Message: Know a resident’s previous life to understand their unmet needs.   
 
Some behaviours of concern can be better understood when the former lifestyle and 
environment is known by staff

 
Step 1:  Remind participants of session 1 in which they saw a short excerpt from 

Always Dress for Sunday Lunch
when events in the person’s earlier life were known and understood.  

 
 
Step 2:  We also have to “expect the unexpected”. 

previous role before being president of the USA was 
he developed dementia
of himself as the lifeguard and enjoyed endless hours of cleaning the pool of 
leaves. 

 
 
Step 3:  The suggested resource is 

modified as follows: 
 

Jack Welch is a 
been a very independent man who never married. 
His main interests involved meeting friends at the local bowls club, going to 
the races and more recently Burswood Casino. 
He is a well built man wh
things upset him. He has just moved into a residential 
his increasing confusion and being at risk in his own home.

 

How do you think 
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Preventing behaviours of concern - environment

Know a resident’s previous life to understand their unmet needs.   

oncern can be better understood when the former lifestyle and 
environment is known by staff. 

Remind participants of session 1 in which they saw a short excerpt from 
Always Dress for Sunday Lunch. (1)  The behaviour shown only made sense 

vents in the person’s earlier life were known and understood.  

We also have to “expect the unexpected”. For example, Ronald Reagan
previous role before being president of the USA was that of 

developed dementia, instead of reverting to the role of president, he thought 
of himself as the lifeguard and enjoyed endless hours of cleaning the pool of 

The suggested resource is What Behaviour? Whose Problem?
modified as follows:  

Jack Welch is a retired shearer who has Alzheimer's disease. He has always 
been a very independent man who never married.  
His main interests involved meeting friends at the local bowls club, going to 
the races and more recently Burswood Casino.  
He is a well built man who speaks loudly and is prone to swearing when little 
things upset him. He has just moved into a residential care facility because of 
his increasing confusion and being at risk in his own home. 

How do you think Jack will respond to living in a residential 
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environment 

Know a resident’s previous life to understand their unmet needs.    

oncern can be better understood when the former lifestyle and 

Remind participants of session 1 in which they saw a short excerpt from We 
The behaviour shown only made sense 

vents in the person’s earlier life were known and understood.   

Ronald Reagan’s 
that of a lifeguard. When 

reverting to the role of president, he thought 
of himself as the lifeguard and enjoyed endless hours of cleaning the pool of 

What Behaviour? Whose Problem?(19), which we 

retired shearer who has Alzheimer's disease. He has always 

His main interests involved meeting friends at the local bowls club, going to 

o speaks loudly and is prone to swearing when little 
facility because of 
 

living in a residential care home? 
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Session 22: Early action to prevent
 
Key Message: Early action to
 

 
Step 1:  Facilitate participants considering how structuring of the day can prevent 

behaviours of concern.
 

The suggested resource is
Alzheimer’s Disease 
Show the DVD clip 
issues about how to structure the day.  
 

1. Stressor
2. Soothers
3. Signs of trouble brewing

 
 
Step 2:  Facilitate participants 

common behaviours of concern, such as repetitive questioning.
 

The suggested resource is
Alzheimer’s Disease. (20)
repetitive questioning and includes a
want to go home.   

 
 
Step 3:  Points to emphasise (in both Steps

1. That is it usually better to interact in a supportive way with someone who 
is showing distress rather than ignore them or hope that it will pass.

2. There are no guarantees that any one approach will work with any one 
particular resident 
from watching and talking to other staff who work successfully with 
residents.   
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Early action to prevent behaviours of concern

Early action to prevent behaviours of concern. 

Facilitate participants considering how structuring of the day can prevent 
behaviours of concern.    

e suggested resource is the DVD Caring for someone with mid to late stage 
s Disease (20)  

how the DVD clip starting at Chapter 5 (11-17 min) – which covers basic 
issues about how to structure the day.   

Stressors 
Soothers 
Signs of trouble brewing 

Facilitate participants discussing successful strategies to care for people with 
common behaviours of concern, such as repetitive questioning.

The suggested resource is the DVD Caring for someone with mid to 
(20) Show DVD starting at Chapter 6 (17-19 min)

repetitive questioning and includes an example of responding to someone saying they 

s to emphasise (in both Steps) are: 
t usually better to interact in a supportive way with someone who 

is showing distress rather than ignore them or hope that it will pass.
There are no guarantees that any one approach will work with any one 
particular resident – it may be trial and error – and much can be learned 
from watching and talking to other staff who work successfully with 
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behaviours of concern 

Facilitate participants considering how structuring of the day can prevent 

Caring for someone with mid to late stage 

which covers basic 

discussing successful strategies to care for people with 
common behaviours of concern, such as repetitive questioning. 

Caring for someone with mid to late stage 
19 min) which shows 

example of responding to someone saying they 

t usually better to interact in a supportive way with someone who 
is showing distress rather than ignore them or hope that it will pass. 
There are no guarantees that any one approach will work with any one 

and much can be learned 
from watching and talking to other staff who work successfully with 
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Session 23: Useful
 
Key Message: Communicate, don’t ignore.  
 
 
Step 1: Facilitate participants consi

as distressing to staff but are distressing to residents, such as crying, fear or 
embarrassment.
Discuss strategies 

 
The suggested resource is 
Feil talking about responding to lady who says ‘you smell’.  (
from 2 min 12 sec to 5 min 5 sec.)
This clip introduces the idea that the mind may seek to defend itself against 
the pain of awful or intolerable reality 
highly valued personal cleanliness defends themselves against the awfulness 
of smelly incontinence by blaming another person for the smell.  
The key here is that this explanation has a func
the pain of reality 

 
 
Step 2:  Show and discuss 

Feil responding to man under the bed. Title 1 Ch
min. and 26 sec.

 
 
Step 3:  Show the suggested 

has lost most speech
Points to mention
• Without NF’s actions the person would still be crying
• Shows how the quality of what a worker does can impact on the person’s 

quality of life 
the singing 
interaction?.

• Worker takes some risks 
the person’s world (remind of the speech bubbles) with knowledge of what 
interests the person.  NF is totally focused on the person.

• Singing and music ability may be retained after speech lost 
touch.   

• Not suggesting that staff get into doing this without training 
possibilities

  Dementia in Residential Care Training
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Useful interventions with behaviours of concern

Communicate, don’t ignore.   

Facilitate participants considering behaviours of concern that may not be seen 
as distressing to staff but are distressing to residents, such as crying, fear or 
embarrassment.  
Discuss strategies staff have used to prevent similar behaviours of concern.   

The suggested resource is a clip from the DVD There is a Bridge
Feil talking about responding to lady who says ‘you smell’.  (

2 min 12 sec to 5 min 5 sec.)  
This clip introduces the idea that the mind may seek to defend itself against 

awful or intolerable reality – in this case that a person who had 
highly valued personal cleanliness defends themselves against the awfulness 
of smelly incontinence by blaming another person for the smell.  
The key here is that this explanation has a function to protect the person from 
the pain of reality – it is not about aggression/dislike of the other person.  

Show and discuss the suggested resource with staff: a DVD clip (5)
esponding to man under the bed. Title 1 Chapter 3 from 5 m

min. and 26 sec.  

the suggested DVD clip (5) of Naomi Feil working with a person who 
has lost most speech. Title 6 Chapter 6 from 25 min 10 sec. 

mention: 
Without NF’s actions the person would still be crying. 
Shows how the quality of what a worker does can impact on the person’s 
quality of life – the person seems to be having a good experience during 
the singing – and won’t the worker also be on a high after such an 
interaction?. 
Worker takes some risks – being physically close/touching reaching into 
the person’s world (remind of the speech bubbles) with knowledge of what 
interests the person.  NF is totally focused on the person.
Singing and music ability may be retained after speech lost 

Not suggesting that staff get into doing this without training 
possibilities. 
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with behaviours of concern 

behaviours of concern that may not be seen 
as distressing to staff but are distressing to residents, such as crying, fear or 

used to prevent similar behaviours of concern.    

Bridge (5) of Naomi 
Feil talking about responding to lady who says ‘you smell’.  (Title 1 Chapter 2 

This clip introduces the idea that the mind may seek to defend itself against 
in this case that a person who had 

highly valued personal cleanliness defends themselves against the awfulness 
of smelly incontinence by blaming another person for the smell.   

tion to protect the person from 
it is not about aggression/dislike of the other person.   

: a DVD clip (5) of Naomi 
rom 5 min 6 sec. to 7 

of Naomi Feil working with a person who 
25 min 10 sec.  

Shows how the quality of what a worker does can impact on the person’s 
the person seems to be having a good experience during 

and won’t the worker also be on a high after such an 

ng physically close/touching reaching into 
the person’s world (remind of the speech bubbles) with knowledge of what 
interests the person.  NF is totally focused on the person. 
Singing and music ability may be retained after speech lost - also use of 

Not suggesting that staff get into doing this without training – showing 
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Session 24: Analysis and intervention
  
Key Message: Individual solutions from understanding the individual causes.
 
Uses the Poster Changed Behaviours: Steps to a positive interventio
to give an overview of how to respond to more complex behaviours of concern.

 
Step 1:  Divide participants into small groups of 2

be staff who work with the same residents.
Provide each group with a large sheet of butcher paper and a pen.
 
Ask each group to select a behaviour of concern to use as a case example: 
1. Describe the behaviour (step 1 on poster)Talk briefly about using 

observation and discussion among staff to find

• When, where and with whom the behaviour occurs
• What are the

take preventive action.
2. Describe the

 
Step 2:   Complete the other three steps indicated on t

• Identify Reasons 
partly person’s coping style, dementia, physical health/disabilities, match to 
environment they are living in, their personal history, medication side
etc.  Also look for the triggers that happen immediately before the behaviour.

• Select Strategies 
include trying to avoid the triggers occurring, changes to routines and 
physical environment, how staff act,
staff education and emotional support etc.

• Evaluate Results 
working.   

 
Step 3:  Highlight that the overall purpose is to improve quality of life for residents,

families and staff (these groups make up the facility community) and not just 
to reduce a behaviour of concern. 
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nalysis and intervention behaviours of concern

Individual solutions from understanding the individual causes.

d Behaviours: Steps to a positive intervention 
to give an overview of how to respond to more complex behaviours of concern.

Divide participants into small groups of 2-3. Participants in each group should 
be staff who work with the same residents.  
Provide each group with a large sheet of butcher paper and a pen.

Ask each group to select a behaviour of concern to use as a case example: 
escribe the behaviour (step 1 on poster)Talk briefly about using 

observation and discussion among staff to find out: 

When, where and with whom the behaviour occurs
What are the early warning signs -- that give staff the opportunity to 
take preventive action. 

Describe the resident’s life (previous and present) 

Complete the other three steps indicated on the poster:  

Identify Reasons – that will be many and individual to that person.  May be 
partly person’s coping style, dementia, physical health/disabilities, match to 
environment they are living in, their personal history, medication side

o look for the triggers that happen immediately before the behaviour.

Select Strategies – will be on lots of levels, depending on the reasons.  May 
include trying to avoid the triggers occurring, changes to routines and 
physical environment, how staff act, medication or other care procedures, 
staff education and emotional support etc. 
Evaluate Results – useful if keep good records so that know if changes are 

Highlight that the overall purpose is to improve quality of life for residents,
families and staff (these groups make up the facility community) and not just 
to reduce a behaviour of concern.  
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behaviours of concern 

Individual solutions from understanding the individual causes.    

to give an overview of how to respond to more complex behaviours of concern. 

3. Participants in each group should 

Provide each group with a large sheet of butcher paper and a pen. 

Ask each group to select a behaviour of concern to use as a case example:  
escribe the behaviour (step 1 on poster)Talk briefly about using 

When, where and with whom the behaviour occurs 
that give staff the opportunity to 

that will be many and individual to that person.  May be 
partly person’s coping style, dementia, physical health/disabilities, match to 
environment they are living in, their personal history, medication side-effects 

o look for the triggers that happen immediately before the behaviour. 

will be on lots of levels, depending on the reasons.  May 
include trying to avoid the triggers occurring, changes to routines and 

medication or other care procedures, 

useful if keep good records so that know if changes are 

Highlight that the overall purpose is to improve quality of life for residents, 
families and staff (these groups make up the facility community) and not just 
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Session 25: Behaviours of concern short case examples
 
Key Message: Individual solutions from understanding the individual causes.  
 
 
 
Step 1:     Use the DIRECT Step 
 

The suggested scenario is 
Challenging Behaviours in Dementi
12 sec. to 23 min and 7 sec. just before and after the man slams the plate down.
Ask participants for details about:
1. The Behaviour 

directed against?  What are the environmental factors?  What was the short 
term trigger immediately before the plate slam?  How serious is the behaviour.

2. What may they think are possible reasons for the man’s actions?
3. What can you gather about the person?

 
 
Step 2:  Consider antecedents to escalating 
 

Show the clip again. This time show more of the lead up, which includes the part 
when the man is in the dining room talking to himself up until the same
(from 20 min. and 40 sec. to 23 min. and 7 sec.)
Discuss:  

1. The Behaviour, 
2. The Person,  
3. The Reasons  
4. Strategies. 

 
 
Step 3:  Show the solution that is on the DVD

33 sec. which shows the person eating in own bedroom 
 

How good a solution this is
Will it help the man socialise in the longer term
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Behaviours of concern short case examples

Individual solutions from understanding the individual causes.  

tep Process to analyse an example of aggressive behaviour

The suggested scenario is taken from the DVD resource Understanding 
Challenging Behaviours in Dementia.(21)  Show the DVD clip from 22min. and 

and 7 sec. just before and after the man slams the plate down.
Ask participants for details about: 

The Behaviour – ask them what did they see?  Who or what is the behaviour 
directed against?  What are the environmental factors?  What was the short 

igger immediately before the plate slam?  How serious is the behaviour.
What may they think are possible reasons for the man’s actions?
What can you gather about the person? 

Consider antecedents to escalating behaviours of concern. 

p again. This time show more of the lead up, which includes the part 
when the man is in the dining room talking to himself up until the same
(from 20 min. and 40 sec. to 23 min. and 7 sec.). 

The Behaviour,  

Show the solution that is on the DVD (21) from 23 min and 9 sec to 
which shows the person eating in own bedroom – discuss 

ow good a solution this is?  
ill it help the man socialise in the longer term? 
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Behaviours of concern short case examples 

Individual solutions from understanding the individual causes.   

to analyse an example of aggressive behaviour.    

Understanding 
Show the DVD clip from 22min. and 

and 7 sec. just before and after the man slams the plate down. 

ask them what did they see?  Who or what is the behaviour 
directed against?  What are the environmental factors?  What was the short 

igger immediately before the plate slam?  How serious is the behaviour. 
What may they think are possible reasons for the man’s actions? 

p again. This time show more of the lead up, which includes the part 
when the man is in the dining room talking to himself up until the same end point  

from 23 min and 9 sec to 24 min and 
discuss the Results.  
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Session 26:
 
Key Message: Replace restraint
 
  Restraint should be seen as a
 
Step 1:   The reasons for adopting a 

disadvantages of restraint:

• that it is often distressing for residents, relatives 
• That it tends to be used on the most frail people.
• That it is ineffective in reducing falls 

• that it can make agitat
increasing anger and resentment, and not meeting the person’s needs

• that it can be an infringement of basic human rights 
movement 

 
Step 2:  Despite these disadvantages restraint 

used in residential facilities. This is probably because people believe it is the 
best thing to do in difficult situations 
the request of family.

 
Step 3:  Consider the following assumptions that ofte
 

1. It is extremely important to avoid accidents and injuries for residents
- People with dementia need risk free care 
an everyday part of life and services should have a balanced view of the 
advantages and disadvantages of trying to achieve a risk
 

2. Without restraint we cannot get through the shift
compensate for inadequate staff 
more smoothly.

 
 

3. There is no better alternative
issue and cannot see their way out of it. It is often useful to bring in an 
outside expert to provide a fresh look and ideas 
 

4. Relatives and carers want restraint
what staff do or believe themselves that's restraint offers the safest option 
education on better alternatives may be needed.

 

  Dementia in Residential Care Training

Centre for Health and Ageing  www.wacha.org.au

: Minimising the use of restraint

Replace restraint 

a "last resort" where there is absolutely no alternative.

The reasons for adopting a “last resort” policy is because of the acce
disadvantages of restraint: 

that it is often distressing for residents, relatives -- and also staff.
That it tends to be used on the most frail people. 
That it is ineffective in reducing falls – leads to loss of muscle strength

that it can make agitation and other behavioural issues worse through 
increasing anger and resentment, and not meeting the person’s needs
that it can be an infringement of basic human rights -- freedom of 
movement -- of a person who may be unable to speak up for themselves

Despite these disadvantages restraint -- physical restraint -- 
used in residential facilities. This is probably because people believe it is the 
best thing to do in difficult situations -- for safety reasons and sometimes at 

est of family. 

onsider the following assumptions that often support the use of restraint 

It is extremely important to avoid accidents and injuries for residents
People with dementia need risk free care -on the other hand accidents are

an everyday part of life and services should have a balanced view of the 
advantages and disadvantages of trying to achieve a risk

Without restraint we cannot get through the shift -- restraint is used to 
compensate for inadequate staff numbers and to enable see facility to run 
more smoothly. 

There is no better alternative -- staff are exhausted with a particular 
issue and cannot see their way out of it. It is often useful to bring in an 
outside expert to provide a fresh look and ideas for other alternatives.

Relatives and carers want restraint -- may be reluctant to challenge 
what staff do or believe themselves that's restraint offers the safest option 
education on better alternatives may be needed. 
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the use of restraint 

alternative. 

policy is because of the accepted 

and also staff. 

leads to loss of muscle strength 

ion and other behavioural issues worse through 
increasing anger and resentment, and not meeting the person’s needs 

freedom of 
of a person who may be unable to speak up for themselves 

 still tends to be 
used in residential facilities. This is probably because people believe it is the 

for safety reasons and sometimes at 

n support the use of restraint (19):  

It is extremely important to avoid accidents and injuries for residents 
on the other hand accidents are 

an everyday part of life and services should have a balanced view of the 
advantages and disadvantages of trying to achieve a risk-free environment. 

restraint is used to 
numbers and to enable see facility to run 

staff are exhausted with a particular 
issue and cannot see their way out of it. It is often useful to bring in an 

for other alternatives. 

may be reluctant to challenge 
what staff do or believe themselves that's restraint offers the safest option - 
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