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Overview:  
This is an outline of some solutions that may be used to manage specific responsive behaviours. This tool covers many 

causes and recommendations for responsive behaviours. This tool can be used to start a conversation and brainstorm 

with others for intervention planning. Keep in mind that there may be other causes and recommendations that are not 

mentioned below. The Intervention Tool Kit is a foundation to be built upon. Please add to this tool by contacting 

Robin Wight at Robin.Wight@ce.ccac-ont.ca 

Purpose: 
The BSO Program office coordinated the development of the Intervention Tool Kit based on requests from front-line 
staff. Included in this document are interventions for the following responsive behaviours: 
 

1. Wanders (Explores)    7.   Hallucinations/Illusionary Altered Perception 
2. Hoarding/Collecting/Rummaging  8.   Sexual Behaviour 
3. Agitated Behaviour    9.   Resists Treatment or Refuses Care 
4. Verbally Aggressive/Angry Behaviour             10.   Low Depressed Mood/Suicidal Behaviour 
5. Physically Aggressive/Angry Behaviour             11.   Disruptive Sleep Pattern 
6. Suspicious Behaviour               12.   Safety Issues, Fire Hazard, Falls, Misuse of Objects 

 
Definition of a Responsive Behaviour: 

 Means by which persons with dementia or other conditions may communicate an unmet need such as 
discomfort with something related to the physical body, social environment or the physical environment.  

 May also be referred to as ‘protective behaviour’. 
 
All behaviours have meaning:  

 Look for possible causes of responsive behaviours before trialing interventions. By understanding the person 
and meaning of the responsive behaviour this will help to choose the most suitable intervention. 

 These interventions may not eliminate the behaviour completely but may reduce the severity, frequency, 
impact and enhance quality of life. 

 As a general guideline: Make sure to rule out physical causes, think about what is different and avoid making 
assumptions. 
 

Critical considerations when implementing non-pharmacological approaches: 

 Creating an individualized care approach is critical to success.  

 Involve the direct front-line staff/caregiver in the interdisciplinary care planning team.  

 Human behaviours are dynamic - All people have good days and bad days. Fluctuations in mood and 

behaviour are a normal part of human functioning.  Following all the guidance and direction provided by this 

toolkit, it may not lead to understanding the cause for a person’s distress in a specific moment in time. 

Remember there is no quick fix and one size does not fit all. 

  

mailto:Robin.Wight@ce.ccac-ont.ca
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 It’s all about trial and error - There is no magic answer. Selecting a given approach to trial is only the 

beginning of the process. An approach that works today, may not work tomorrow, or, even an hour from now. 

Furthermore, some approaches that are effective when implemented by one direct caregiver may not work 

when implemented by another. Remember: 

  Foster a mindset of “let’s try this and see what happens”. 
  Always have a backup approach if a given approach is not successful. 
 One trial of an approach may not be sufficient. Try again another time. Remember Plan-Do-Study-Act 

(PDSA) cycles. 
 Interview and observe what a “successful” direct caregiver is doing and saying. Within his or her 

success lies important information that can be shared with others. 

Top 10 Reasons for Responsive Behaviours: Remember the 8 A’s 

 Pain 1. Amnesia ((loss of memory) 

 Other medical reasons (delirium, medications, etc.) 2. Aphasia (loss of language) 

 Boredom 3. Agnosia (loss of recognition) 

 Loneliness 4. Apraxia (loss of purposeful movement) 

 Anxiety 5. Altered perceptions (loss of environmental 

perception; depth, visual, tactile, spatial, distance) 

 Frustration 6. Apathy (loss of initiation) 

 Confusion 7. Anosognosia (no knowledge of their illness/disease) 

 Wanting to go home 8. Attention deficits (information processing/attention) 

 Feeling threatened/fear 9. Amnesia ((loss of memory) 

 Depression  

 Pain  

 

Keys to Success: 

  Know the person on an individual level  

o Work/volunteer history 

o Where he/she was born and early life story 

o Hobbies i.e. sports (favourite team), gardening, cooking, reading 

o Favourite music i.e. country/rock 

o Achievements i.e. what is he/she proud of  

o Do they have family/friends/pets? 

o Personality traits i.e. introvert, extravert, how do they handle stress 

o Religion/values/spiritual beliefs/cultural beliefs 

o Unique talents i.e. piano, art, singing, story telling 

o Quirks, i.e. don’t like to be hugged, don’t like their sheets tucked in at the end of the bed, don’t like to 

wear socks or pajamas. 

o Fears or phobias i.e. spiders 

o Rituals and routines i.e. check doors and windows before bed, gets up at 5:00 am to milk the cows, 

worked shift so stays up late and sleeps in. 
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 Share knowledge with other caregivers: 

o Verbally  

o Document in Care Plan/whiteboard/communication binder 

o Use the Behavioural Assessment Tool (BAT)  

o All About Me/ Then and Now/ Day in a Life/ posters/book/tip sheet 

o Modelling/care coaching 
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Intervention Tool Kit links to Assessment Tools 

1. Physical: 

1.1. DOS (Dementia Observation System)  http://bcbpsd.ca/part-1/assessment/behaviour.php  

1.2. Cohen - Mansfield Agitation Inventory (CMAI) Cohen-Mansfield Agitation Inventory - Appendix S 

1.3. CAM (Confusion Assessment Method) 
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppHfromScreening3DBPG.pdf 

1.4. I WATCH DEATH http://pda.rnao.ca/content/causes-delirium    
 

2. Discomfort: 

2.1  Abbey Pain  Scale http://www.apsoc.org.au/PDF/Publications/4_Abbey_Pain_Scale.pdf  

2.2 Numeric Rating Scale (NRS) 

http://www.geriatricpain.org/Content/Assessment/Intact/Documents/Numeric%20Rating%20Scale.pdf  

2.3 Faces Pain Rating Scale  

http://iasp.files.cms-plus.com/Content/ContentFolders/Resources2/FPSR/facepainscale_english_eng-au-ca.pdf 

2.4 Brief Pain Inventory http://www.npcrc.org/files/news/briefpain_short.pdf 

2.5 Geriatric Pain Scale 

http://www.geriatricpain.org/Documents/Core%20Principles%20of%20Pain%20Assessment%20_UPDATED_2013.pdf 

2.6 PAINAD (Pain Assessment in Advanced Dementia) Scale 

http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppQfromCaregivingDDDBPG.pdf 

 

3. Disability: 

3.1 Lawton-Brody Scale http://www.healthcare.uiowa.edu/igec/tools/function/lawtonbrody.pdf  

3.2 Montessori Sight and Reading Ability Assessment 

http://www.dementiability.com/pdf/Dementiability_Intake_Documents_04-12-2015.pdf 

 

4. Intellectual: *Note: MMSE  - use under review due to copyright issues 

4.1 MoCA http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-English_7_1.pdf 

4.2 Mini Cog http://www.alz.org/documents_custom/minicog.pdf 

4.3 Clock Test http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppFfromScreening3DsBPG.pdf 

4.4 7 As http://caregivingwithpurpose.com/7531/dementia-info/alzheimers-symptoms-what-are-the-7-as-of-dementia/    

 

5. Emotional: 

5.1 Cornell Scale for depression http://img.medscape.com/pi/emed/ckb/psychiatry/285911-1335300-1356106-

1392041.pdf 

5.2 Geriatric Depression Scale http://ltctoolkit.rnao.ca/sites/ltc/files/resources/Geriatric%20Depression%20Scale%20-

%20Appendix%20K.pdf 

5.3 SIG E CAPS  http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppIfromScreening3DsBPG.pdf   

5.4 7 Ds http://www.piecescanada.com/pdf/PIECES_Laminate_Nov_09.pdf    

http://bcbpsd.ca/part-1/assessment/behaviour.php
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppSfromCaregivingDDDBPG.pdf
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppHfromScreening3DBPG.pdf
http://pda.rnao.ca/content/causes-delirium
http://www.apsoc.org.au/PDF/Publications/4_Abbey_Pain_Scale.pdf
http://www.geriatricpain.org/Content/Assessment/Intact/Documents/Numeric%20Rating%20Scale.pdf
http://iasp.files.cms-plus.com/Content/ContentFolders/Resources2/FPSR/facepainscale_english_eng-au-ca.pdf
http://www.npcrc.org/files/news/briefpain_short.pdf
http://www.geriatricpain.org/Documents/Core%20Principles%20of%20Pain%20Assessment%20_UPDATED_2013.pdf
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppQfromCaregivingDDDBPG.pdf
http://www.healthcare.uiowa.edu/igec/tools/function/lawtonbrody.pdf
http://www.dementiability.com/pdf/Dementiability_Intake_Documents_04-12-2015.pdf
http://www.mocatest.org/wp-content/uploads/2015/tests-instructions/MoCA-Test-English_7_1.pdf
http://www.alz.org/documents_custom/minicog.pdf
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppFfromScreening3DsBPG.pdf
http://caregivingwithpurpose.com/7531/dementia-info/alzheimers-symptoms-what-are-the-7-as-of-dementia/
http://img.medscape.com/pi/emed/ckb/psychiatry/285911-1335300-1356106-1392041.pdf
http://img.medscape.com/pi/emed/ckb/psychiatry/285911-1335300-1356106-1392041.pdf
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/Geriatric%20Depression%20Scale%20-%20Appendix%20K.pdf
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/Geriatric%20Depression%20Scale%20-%20Appendix%20K.pdf
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppIfromScreening3DsBPG.pdf
http://www.piecescanada.com/pdf/PIECES_Laminate_Nov_09.pdf
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5.5 Agitated Behaviour Scale http://tbims.org/combi/abs/abs.pdf    

5.6 Suicide Risk in the Older Adult 

http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppMfromScreening3DsBPG.pdf 

 

6. Capabilities: 

6.1 Lawton-Brody Scale http://www.healthcare.uiowa.edu/igec/tools/function/lawtonbrody.pdf     

6.2 Montessori Method Tools http://www.dementiability.com/books  

 

7. Social and Cultural Factors: 

7.1 All About Me 

7.2 Admission Documents 

 

 

  

http://tbims.org/combi/abs/abs.pdf
http://ltctoolkit.rnao.ca/sites/ltc/files/resources/3Ds/AssessmentTools/AppMfromScreening3DsBPG.pdf
http://www.healthcare.uiowa.edu/igec/tools/function/lawtonbrody.pdf
http://www.dementiability.com/books
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Behaviour: Wanders (Explores) (aimless wandering, exit seeking, pacing, wandering in wheelchair) (BAT #1) 

a) Wanders aimlessly in and out of rooms 

b) Wanders and will leave immediate environment if not prevented 

c) Wanders halls but does not attempt to leave immediate environment  

d) Exit Seeks 

Possible Causes/Triggers: 

 Environmental triggers i.e. doors, windows, shoes/coats, people coming in and out of the door, noise. 

 Person believes they are fine and are able to go home i.e. anosognosia. 

 The behaviour often has a purpose for the person with dementia i.e. hungry (looking for dining room/ 

fridge), looking for washroom, “I need to get to…” 

 An attempt to return to a familiar place or person, or in search of security or a specific location (i.e. 

bathroom). 

 Feeling anxious, restless, bored or confused. 

 Desire to engage in a past interest. i.e. previous occupation, hobbies. 

 Increased disorientation from medication change, acute illness etc. 

 Change in schedule or routine. 

 New admission- new environment.  

Possible Interventions    Try this!                                                                       

Adhere to a routine 
 

 Create personalized calendar/schedule 

 Consider using previous routines prior to admission i.e., 
toileting, meal, bath schedule  

Assist person if they appear to be confused or lost   Ask/bring person to the washroom 

 Provide Wayfinding signs e.g., arrows, pictures etc.  

 Personalize door to their room e.g. photo and name of 
person, flag of country of origin, childhood pet/family 
photo, and favourite things 

Register the person with Medic Alert Safely Home 
program www.medicalert.ca/Safely-Home. The 
patient will be required to wear a bracelet or necklace 
with contact information 

 Ensure resident wears identification bracelet that has 
their name, home/LTCH address and room #  

 Attach to wheel chair/walker if refusing to wear  

 Other identification materials: clothing labels, cards in 
pocket/wallets, etc.  

Keep doors locked; add a keyed deadbolt, or keypad 
to the doors.  

 Put up a stop sign to discourage person from exiting 

 Use safety door knobs (can be placed on top of the old 
ones at low cost) © 

 Wanderguard bracelet  

 Keypad for elevators 

 If exit seeking, use phases such as, “this door is out of 
order” or “I don’t have the key to open the door” 

 Validate the persons feelings of anger or frustration e.g., 
“this must make you feel frustrated, how can I help?” 

 Attach deterrent across bed room entrance to avoid 

http://www.medicalert.ca/Safely-Home
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aimless wanderer’s entering into co-resident's room  
e.g., stop sign, caution tape, do not enter sign, Velcro 
yellow strip, white strip with alarm, magnet fabric 
ribbon 

Camouflage exits  Hide exits with curtains, mural, strips of black tape or 
paint a black circle on the floor. Often the individual will 
think it is a hole and will not exit 

 Camouflage the door knob with material of roughly the 
same colour as the door. Cover any windows on the 
door. This can remove the ‘trigger’ point (the door 
knob), and prevent an impulsive reaction to open the 
door 

 Visit http://brainxchange.ca/Public/Resource-Centre-
Topics-A-to-Z/Design-and-dementia.aspx for dementia 
design considerations  

Install a chime that will trigger when the door opens  Wanderguards 

 Locating devices i.e. GPS © 

 Battery operated door alarm (can be purchased at the 
dollar store) 

Ensure the area the person wanders in is safe for 
them 

 Remove all objects from floors that may pose a risk 

 Walk with the person; you don’t need to talk simply 
walking is enough. Provide an activity at the end of walk  
for reassurance  

Create “rest stations” with benches and additional 
engaging activity  

 Activity examples: pictures, scents, recorded sounds, 
wall art or an activity board in hallways or wandering 
areas that provide opportunities for tactile stimulation 

 Reduce unnecessary objects at rest stations, but leave 
some items accessible to the person that may be of 
interest to him/her e.g., magazines, puzzles, maps and 
books 

 Create tickets, passes, whiteboard to show the resident 
that they will be travelling another day but enjoy a 
complimentary gift with all accommodation paid for in 
full for the night   

 

Schedule outdoor or off-unit individualized activities 
for a person who is frequently exit-seeking 

 Garden walks 

 Exercise program to expend energy 

 Use of Snoezelen room/cart  

 Take them on a tour of the home 

 Shopping, movie, concert, or a drive   
 

If the person seems to be looking for personal items, 
consider producing duplicates for them 

 Such as, a wallet or purse so item is readily available 

Engage the person in purposeful activities  Folding towels, dusting, setting/clearing table, wiping 
tables, golf putting, gardening, handing out aprons etc.  

 Look through “Now and Then” /memory book  

http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Design-and-dementia.aspx
http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Design-and-dementia.aspx
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 Watering all the plants in the home  

 Squirting out hand sanitizer for residents entering the 
dining room  

 Post sign that would let the person know what to do 
with the objects e.g., “Fold these” with an arrow 
pointing to the items  

 iPod with personalized music 

Visit findingyourwayontario.ca for more tips and tools 
© 

 Work with family to develop a safety plan 

Inform neighbours and local police ©  Contact your local police department about vulnerable 
person registry 

New interventions: 
 

Try This: 

   

http://www.findingyourwayontario.ca/
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Behaviour: Hoarding/Collecting/Rummaging (BAT #2) 

a) Hoards food or medication   

b) Collects objects which are lying around,  but does not search other’s belongings 

c) Rummages other’s belongings looking for food, medications or objects 

Possible Causes/Triggers: 

Please note it is important to distinguish if the behaviour is associated with dementia versus a diagnosis of hoarding as 
the interventions will be very different. Consider: 

 Traumatic past or personal history 

 Can be a response to loss of memory, friends or a meaningful purpose in life  

 May be associated with the anxiety of knowing you might lose something 

 Link to mental illnesses such as: 

o Psychotic Disorders, Schizophrenia, Bipolar Disorder  

o Dementia (20% exhibit hoarding behaviours) 

o Depression  

o Traumatic Brain Injury  

o Asperger’s Syndrome  

o Intellectual Disabilities  

o Attention Deficit Disorder (ADD) 

* Hoarding or collecting and the person with dementia 
** Hoarding disorder i.e. diagnosed 

Please see Resource section for additional information about hoarding.                                                                       

Possible Interventions              Try This!  

**Re-organize and create a safe environment with 
the person’s assistance 

 Create a plan for on-going maintenance and “checking in” 
to ensure the space stays de-cluttered 

 Sort objects with the resident. Say “we are going to clean 
up the room because your sister is visiting”.  

 Provide schedule if person hoards food and unsure when 
next meal will be 

 

**Remove items gradually in collaboration with the 
person   

 Avoid trigger words e.g., “I’m throwing this out,” “this is 
garbage,” “you don’t need this,” etc. substitute with “I am 
going to find it a new home” or “I’m going to donate it to 
someone who needs it.”  

 Provide reassurance that the item will be okay, re-used 

 Take photos of the item 

 Replace with a positive reinforcement i.e. activity, music 

 Explore a need for Cognitive Behavioural Therapy (CBT) 
involvement  

 Be aware of regular “hiding places” and limit them by 
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locking rooms, closets and drawers that are not regularly 
used 

 If you know the items they are taking i.e., cups/ cutlery, 
be mindful of when they are finished eating and remove 
them from his/her table 

 Limit what is being put on the table. Be aware of table 
mates items 

 If there are no safety concerns allow the resident to keep 
the item and then remove it when they are absent or 
sleeping 

*/** Validate the persons emotional attachment to 
the item 

 Ask the person what is the meaning attached to the items  

 Document and communicate items that have significant 
meaning/attachment to person 

* Look at items being collected to see if there is a 
theme e.g., texture, colour, category  

 Lost and found 

 Rummaging box / reuse a recycle bin  

 Activity Apron 

 Store  
 

New interventions: Try this: 
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Behaviour: Agitated Behaviour (BAT #3) 

a) State of restlessness, , inability to relax, pacing  

b) Nagging, pleading, calling out  

c) Repetitiveness, unrealistic fears 

Possible Causes/Triggers: 
Agitation has many potential causes which can include:  

 Physical:  

o Needing to go to the washroom 

o Constipation, pain or discomfort  

o Inability to communicate needs, or understand what is being said (aphasia) 

o Lack of exercise and fresh air 

 Environmental: 

o Moving to a new setting 

o Temperature (too hot/too cold) 

o Sensitivity to noise or light 

o New roommate 

o New staff/caregiver 

o New care approach 

 Emotional: 

o Anxiety, fear and insecurity 

o Something that has happened in the past  

o Boredom, over/under-stimulation 

o Person is looking for something comforting and familiar       

Possible Interventions         Try This!                                                          

Maintain resident’s preferred routine  All About Me/Then and Now/Day in the Life 

Provide stimulating  activities  Folding laundry, towels or face clothes, sorting 
activities 

 Looking through pictures 

 Providing a small snack may be helpful in calming the 
person  

 Puzzles, word search, dominoes, bingo  

 Reminiscing and looking at photos 

 Prepare a ‘fidget kit’ which includes items of different 
textures and materials (busy apron, tool belt), stress 
balls 

 Offer a warm bath 

 Take person out for regular walks 

 Play personalized, meaningful music for that 
individual 

 Doll therapy  

 Aroma therapy 
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 Sorting items by colours, textures, sizes, etc. 

 Colouring, drawing, art therapy 

 Engage in group reading – large font  

Calming strategies  Reduce noise, clutter  and distractions 

 Dim lights in person’s room  

 Use Snoezelen room/cart 

 Offer person quiet area to relax 

 Offer any favourite beverage, for persons with 
alcohol orders, a  glass of alcohol sometimes helps to 
settle  

Use verbal and non-verbal means to communicate based 
on your knowledge of the person 

 Speak respectfully and be supportive 

 Make eye contact to ensure you have the person’s 
attention 

 Be aware of vision and hearing impairments 

 Use short simple sentences to communicate using 
language the person understands 

 Be aware of your own body language and 
tone/volume of voice 

 Does this person respond well to touch, smiling and 
eye contact? 

Respond to the emotional theme, or idea of the person’s 
statement e.g., “I want to go home” 

 Validate – Join – Distract - Redirect (GPA) 
o Validate -  “tell me about home” 
o Join -  “I want to go home too” 
o Distract with personalized conversation about 

home  
o Redirect with an activity the person is missing 

from home  

 Encourage families to create a photo album of 
“home” sit and reminisce  

Sundowning  

Consider reducing the level of stimulation  Take to a quiet area i.e., Snoezelen room  

Keep the room well-lit until bedtime  

If the person typically enjoys small groups and becomes 
agitated when alone, consider integrating them into a 
small group activity or exercise 

 Montessori reading books  

 Music group 

 Exercise group 

Activities that provide the person with additional 1:1 
attention.  

 A brief 5-minute hand massage to calm the person, 
comb hair, aromatherapy, pet therapy, reading, music 
etc.    

 Have family visit or arrange a time to speak with the 
person over the phone and post the schedule up in 
the person’s room 

Assess for pain  PRN analgesics 

 Gentle massage therapy 

 Warm blanket, hot/cold pack  
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Behaviour: Verbally Aggressive/Angry Behaviour (using obscenity, profanity, different from normal 

behaviour) (BAT #4)  

a) Displays anger or is verbally abusive in predictable situation, i.e. when provoked 

b) Angry or verbally aggressive with no apparent provocation 

Possible Causes/Triggers: 

 May have trouble controlling impulses, internal thoughts may be expressed without being filtered   

 Frustration often occurs among individuals with dementia, e.g. they are unable to make themselves 

understood, too much sensory stimulation, loss of independence or control 

 Individuals with dementia may not understand the need for help/care and therefore feel their personal space 

is being invaded (anosognosia – don’t know that they don’t know) 

 They may not recognize people around them or know where they are and feel scared (amnesia or agnosia) 

Possible Interventions    Try This!  

Explain to the person step-by-step in a calm voice 
what is happening 

 

Be aware of your body language, tone of voice and 
facial expressions, as people with dementia can be 
more sensitive to non-verbal cues and signals 

 Use non-defensive body language e.g., don’t cross your 
arms 

 Make eye contact with the resident and employ distraction 
techniques  

Don’t take it personally; keep calm, remain warm, 
supportive and respectful 

 If the person is able to write, provide a journal to express 
their frustration  

If possible, give the person some space and  
re- approach them again at a later time       Stop-Think-Observe-Plan   

Don’t argue as this will just aggravate the behaviour   Validate emotions e.g., “I can see that this is upsetting”, 
and offer to help. Then, if necessary, distract from there. 

 Call family/POA because maybe they can help calm the 
person down, especially when there is a language barrier. 

Talk less (two or three words).   Use short simple sentences  

 Just listen  

Assess the environment to identify possible triggers 
(noise levels, temperature)  

 

To prevent escalation of behaviour provide 
individualized activities 

 

Try to redirect the person. One way to do this may 
be to try to engage them in 1:1 social interaction or 
individual/small group activities 

 Play music for the person that meets their preferences 

 Sing/hum with the resident (people are unable to sing and 
scream at same time) 

Try a group activity when appropriate based on 
person’s preference for being around others and 
their ability to participate in the specific activity. 

 Reading, music, cooking groups 
 

  

https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCO2mluKK9cgCFQh7PgodrN8FLg&url=https://commons.wikimedia.org/wiki/File:Italian_traffic_signs_-_fermarsi_e_dare_precedenza_-_stop.svg&bvm=bv.106379543,d.dmo&psig=AFQjCNFD1lQF1G5LqltRJ_u_vOXLNMtA_g&ust=1446668559089904
http://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=&url=http://ericlippert.com/2014/11/11/traffic-light-ux/&bvm=bv.106379543,d.dmo&psig=AFQjCNEUtvXW7L2qxkl1JUr_mpWMP6AbWg&ust=1446668691979786
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Behaviour: Physically Aggressive/Angry Behaviour (spitting, kicking, grabbing, pushing, throwing 

objects, and hitting self/others) (BAT #5) 

a) Displays anger, physically aggressive in predictable situations, i.e. when provoked  

b) Angry or physically aggressive with no apparent provocation 

Possible Causes/Triggers: 

 May have trouble controlling impulses, internal thoughts may be expressed without being filtered   

 Frustration often occurs among individuals with dementia, e.g. they are unable to make themselves 

understood, too much sensory stimulation, loss of independence or control 

 Delusions, hallucinations, misinterpretation of their environment 

 Individuals with dementia may not understand the need for help/care and therefore feel their personal space 

is being invaded (anosognosia – don’t know that they don’t know) 

 They may not recognize people around them or know where they are and feel scared (amnesia or agnosia) 

Possible Interventions              Try This!                                                                             

Be aware of your body language, tone of voice and 

facial expressions, as people with dementia can be 

more sensitive to non-verbal cues and signals. 

 Engage person in care e.g., give a face cloth 

 If person hits during care have another staff present to 
engage in person-centred conversation/interaction 

 Give requests slowly and allow the person to set the pace of 
the  intervention  

 Provide one or two options but don’t overwhelm with many 
options  

 Offer reassurance  

 Stand to the side of the person rather than in front  

 Model the behaviour you expect to see  

 Provide care when the person is most calm  

 Maintain eye contact  (if culturally appropriate) 

 Stop and Go Approach – Do not force care if aggressive. 
Walk away and re-approach at a later time 

 One staff member speaks at a time. Approach slowly and 
cautiously if necessary 

Don’t take it personally; keep calm, remain firm, 

remain warm, supportive and respectful. 

 

Don’t argue as this will just aggravate the behaviour  Validate emotions e.g., “I can see that this is upsetting”, and 
offer to help. Then, if necessary, distract from there 

Talk less (two or three words)  Listen, listen, listen 

Remove any spectators in the immediate area who 
may be in danger, from the most 
vulnerable/reactive to the least  

 Redirect the person to an alternate conversation 

 Avoid too many people in the room 
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Assess the environment to identify possible triggers 
and potential threats to safety (noise levels, 
temperature, objects to be used) 

 1-2 staff to provide care for safety 

 Maintain a safe distance while interacting with the person. 
Be mindful of personal space 

 If another person triggers behaviours, work with team 
members to minimize the likelihood of those two people 
being in close proximity. Consider also sitting arrangements 
during meals and programs  

 

Set simple, reasonable limits if applicable  

New interventions: Try this: 

  



 
 

17 | P a g e  
 

Behaviour: Indiscriminate Ingestion of Foreign Substances (BAT #6)  

a) Ingests, eats foreign substances 

b) Ingests foreign substances/objects, requires frequent supervision   

Possible Interventions    Try This!                                                                            

Oral/swallowing assessment  Refer to Speech Language Pathologist, Occupational 
Therapist or dentist  

 Sensory modalities 

Ensure hazardous objects/substances are inaccessible   Keep soaps, cleaning products, gloves, medications etc. 
locked away out of person’s access  

 Remove packaging off condiments e.g. jams, butter, lids 
off drinks, etc. 

Replace with appropriate edible objects  Give person food/drink 

 Offer Chewelry (chewable jewelry)  

Assess reason why the person is eating object e.g. 
think coasters are cookies (think agnosia) 

 Replace with edible objects 

New interventions: Try this: 
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Behaviour: Suspicious Behaviour (fear of abandonment or harm, stealing belongings and hiding objects, 

infidelity, etc.) (BAT #7) 

a) Occasionally suspicious of food or people    

b) Hallucinations – please describe 

c) Suspicious of most people/food but behaviour does not disrupt daily routine 

d) Suspicious of most people/food to extent it interferes with daily routines e.g. eating  

Possible Causes/Triggers: 

 Cognitive impairment (memory loss, disorientation and altered perception) 

 Sensory impairment (vision, hearing ) 

 Belief/unrealistic fear of harmful intentions from others i.e., being watched, someone stealing from them, 

being hurt 

 It may be caused by a wide range of psychiatric and medical disorders e.g., schizophrenia, bi-polar, personality 

disorders, depression, delirium 

 An emotional response to changes, loss of control and independence i.e., living within the structured setting of 

LTC  

Possible Interventions                    Try This!                                                             

Validate the person’s feelings  Remain calm, provide reassurance and do not 
argue/challenge or confront 

 Validate – Join – Distract - Redirect (GPA) for a 
successful verbal interaction 

Minimize change and routine  Always introduce yourself when going to do care and 
what your role is. Help the person feel less anxious by 
giving information  

 Try to keep consistency in approach and the 
caregivers/staff providing care  

Assess the environment to identify possible triggers 
(noise levels, lighting, change in caregivers/staff) 

 Be aware of TV shows in the background – this can 
trigger fear or paranoia due to altered perception 

 Avoid disturbing shows on the television i.e. CP24, 
graphic news, violent movies  

Investigate suspicions as these may be based on facts   Ensure the person’s name is on all their items and 
labelled  

 

Help the individual look for “stolen” or missing items 

and then try to distract with other activities (eating 

meals, coffee, activities they enjoy).  

 If the individual believes objects are being stolen, try to 
keep duplicates of items assumed stolen (wallet, 
glasses, keys, etc.) 

 write a report of the “stolen”/lost item, which will 
validate the person’s feelings 

 

Verbal strategies  Avoid whispering and gesturing between staff in front 
of person or speaking in other languages 
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 Validate the person’s fears/beliefs/acknowledge  
emotions e.g., “I understand you are upset, tell me 
about it” 

Person believes they are being poisoned  Speak with pharmacist/MD about other medication 
administration options i.e., patches, liquid form, etc. 

 Remove the food from the table, re-offer and say “I got 
a new one for you, why don’t you try it?”  

 Have family bring food 

 Try a small portion of the same food on a different 
plate 

 Have a caregiver/staff member the person has a good 
rapport with serve the food 

Be aware of facial expressions as they can be 
misinterpreted e.g. smile 

 Introduce self with each interaction, sometimes every 
day is a new day for the person 

 Use reassuring body posture e.g. open arms, visible 
hands 

 Develop therapeutic rapport - know personal things to 
show the person you know them so they can trust you  

 Have All About Me/Then and Now/Day in the Life book 
available for information 

New interventions: Try this: 
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Behaviour: Hallucinations/Illusionary Altered Perception (BAT #7) 

a) Hallucinations (without external stimuli) 

b) Illusions (actual stimuli but is misinterpreted)  

*please note both can occur across all senses (i.e. touch, smell, sound etc.) 

Possible Causes/Triggers: 

 Cognitive impairment (memory loss, disorientation and loss of recognition) 

 Altered perceptions. Examples of illusions include: 

o Altered depth perception that affects transfers to bathtub 

o Negotiating stairs  

o Being startled by own reflection in the mirror (also related to agnosia – not recognizing their own face)  

o Confusing a hanging coat for a person  

o Confusing a shiny spot on the floor for  water   

 Sensory impairment (vision, hearing )  

 It may be caused by a wide range of psychiatric and medical disorders (i.e. schizophrenia, bi-polar, 

personality disorders, depression, delirium, dementia) 

 Aggravated by stress 

 

Possible Interventions               Try This!                                          

Try to understand what the person is experiencing 

and what might be causing the misperception 

 Calmly approach the person 

 Allow the person to express what they are experiencing 

 Do not argue  

 Reassure they are safe  

 Use low lighting, calm music, etc.  

 Report hallucinations to the physician for further 
investigation  
 

Assess the environment to identify possible triggers 

(noise levels, lighting, change in staff/caregivers) 

 Eliminate clutter (this can help with reducing confusion). 

 TV and radio can be confusing and mistakenly perceived as 
real people talking 

 Place a colourful non-slip mat in the bathtub or by the bed 
to help with depth perception 

 Increase lighting in active areas of the house (avoid 
shadows)© 

 Label room purposes with symbolic pictures e.g., toilet for 
the bathroom 

 Remove or cover mirrors 

 Differentiate rooms so individuals are able to distinguish 
their room 

 Install railings for safe transfers  
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Behaviour: Sexual Behaviour (sexually suggestive remarks, grabbing, touching, exposing self in public 

etc.)(BAT #8) 

a) Exposes self or makes unwelcome sexual remarks or gestures 
b) Touches others in an unwanted sexual manner 

*before labelling as a sexual behaviour rule out any medical or physical issues such as; UTI, skin rashes, too 
warm, toileting etc.  
*the behaviour in itself is may not be inappropriate, the time and place may be inappropriate 
 

Possible Causes/Triggers: 

 Impaired control of impulses, especially but not limited to frontal lobe brain damage 

 Misunderstanding that may occur during personal care or approach (e.g. when resident is undressed, or during 
peri-care) 

 Disrobing may occur due to the individual being unable to communicate that they are hot/cold, tired or 
uncomfortable  

 Hyper sexuality may be the result of an under-stimulating environment, misinterpretation of cues seen on TV, 
etc.  

 Can be a psychological factor such as depression and mania  

 Lack of opportunity for privacy/intimacy 

 Behaviour may be due to altered perception/delusions/hallucinations/ loss of recognition (agnosia) 
 

Possible Interventions    Try This!                                                                                   

Assess the reason for the behaviour:  

 Maybe an infection 

 Incontinent product is irritating 

 Person may think it is bedtime 

 Clothing/under garments to tight 

 Toileting 

 Provide loose clothing 

 Provide information and instructions while providing care 

Professional Approach  Use ‘Mr. or Mrs.’ When addressing person 

 Wear white lab coat as the person may see staff/caregiver 
as someone of authority 

Encourage family to contact Alzheimer Society  for 

support 

 Pardon My Companion Cards to save you the stress of 
explaining their behaviour. Some find this useful others 
benefit from coaching on how to respond- e.g., quietly tell 
them he has dementia which causes this behaviour. 

 Support groups for the caregiver 

 Tough issues sheet 

Don’t take it personally and avoid shaming. Be aware 
of how your beliefs, values may influence your 
response. Sexuality is a basic human need.   

 Avoid appearing shocked or flattered 

 Do not visibly respond to behaviour 

 Provide stress balls to squeeze while staff/caregiver 
provides care  

 Use 2 staff members, one engages/distracts while the 
other does care 

Provide privacy   Allow the individual to sexually express him/herself in a 
private area 

 Provide movies or magazines 
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Distract and re-direct  

Keep an active and regular schedule   Have the person participate in exercise activity 

Tactile Stimulation  Pet therapy 

 Provide stuff animals to the person for grasping/fondling 

To help prevent disrobing and masturbation  Choose clothing for the person to wear that opens in the 
back 

Allow the person to participate in their own care  Let the person do own peri-care 

 When providing care maintain professional attitude. 
Explain who you are and your role 

 Have a shower/bath with a bathing suit or underwear on  

 Have caregiver/staff of the same sex give care  

 Have two staff present with care; one to provide care and 
one to redirect with conversation, singing or discussing 
past interest of the person 

 

New interventions: Try this: 
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Behaviour: Resists Treatment or Refuses Care (BAT #9) 

a) Resists or refuses but can be persuaded to comply 

b) Resists or refuses and misses treatment as a result (e.g. refuses meds or therapies) 

c) Resistance can occur during hands-on care activities such as mealtimes, bathing, toileting, or administering 

medications.  

 

Possible Causes/Triggers: 
 Pain is often the cause 

 It is thought that resistance occurs because the person does not understand the care activity and why it is 

important  

 Afraid or uncomfortable (beliefs, cultural, personal preference) and feel the need to protect themselves 

 Invasion of personal space 

 Miscommunication 

Possible Interventions           Try This!                                                            

Is the person in pain (moaning, facial grimacing, 
guarding etc.)? 

 Assess for pain 

 Consider giving pain medication as ordered (PRN)  

Assume a non-threatening posture  Keep arms open (not crossed)  

 Don’t stand over the person  

 Conduct care at the person’s eye level  

 Show what you want to do 
 

Communicate clearly  Greet and introduce yourself every time 

 Use a friendly tone and calm voice 

 Do not use “baby talk” i.e., sweetie, honey, love, and dear, 
unless the person responds well to this – make sure it is 
reflected in the care plan 

 Address person by preferred name 

 Use short and simple words  

 Give one instruction or question at a time 

 Allow time for the person to process and respond  

 Use gestures, visual cueing. Show objects to be used for care 
i.e. toothbrush, towel etc.  
 

Develop individualized care approaches and 
strategies 

 Use different approaches i.e., we have a resident who used 
to be a professor and the resident usually agreed to get 
changed/dressed when we say he has a presentation to do 
and the students are waiting  

 Stop and go approach (GPA)  

 Stop  

 Think 

 Observe 

 Plan  

 Try with another staff/caregiver who they are familiar with 

http://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCKXB4LGs1sgCFcYZPgodXzQIzQ&url=http://www.dreamstime.com/royalty-free-stock-image-stop-sign-image14216266&psig=AFQjCNEXMKccUH2xU7xaAQWLK3Rf_wDxJA&ust=1445612502583375
http://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=&url=http://www.atlantasocialsecuritydisabilityattorney.net/&bvm=bv.105814755,d.dmo&psig=AFQjCNEsCUbYcyl7Vo8vU3abE_lzwZvhrQ&ust=1445612550616339
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Maintain abilities  Set person up with a personal schedule  

 Set person up with step by step instructions so they could do 
it themselves 

 Encourage independence and provide choices/options. Can 
the person? 

o Brush their hair, give brush 
o Brush their teeth, give a toothbrush with 

toothpaste 
o Wash themselves, give washcloth and soap, etc. 

 Offer praise and encouragement 

Strategies to try to reduce Resistance to Eating 

Consider persons likes and dislikes i.e. doesn’t like 
vegetables, likes bread with supper, wants coffee 
with meal   

 Consider doing an oral and swallowing assessment 

Is it visually appealing?  Personalize place setting i.e., placemat with favourite hobby, 
animal, etc.  

Consider dining atmosphere: 

 Too noisy 

 Too dark 

 Too crowded 

 Temperature (too hot/cold), etc. 

 Use non-stick surfaces and scoop dishes/plates to make it 
easier for the person to get food onto utensils 

New interventions: Try this: 
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Create a successful dining experience  Adjust height of tables/chairs to make the task of eating 
easier for the person with dementia.  

 Ensure the person is sitting upright  

 Limit choice e.g., less utensils, one food item at a time, one 
drink at a time 

 Adjust portion size according to the person’s preference 

 Offer simple prompts about eating, such as, put the spoon in 
their hand, “this smells really good,” “doesn’t this look 
good?” 

 Reduce other distractions during eating such as television 

 Supplement with healthy between meal snacks if meal intake 
is poor 

 If the person is being fed ensure that the pace is not too 
fast/slow  

 Do not overload the person’s mouth or put too much food 
on fork 

 Consider finger food 

 Offer gentle reminders about chewing and swallowing 

 Stay at the table with the person as necessary 

 Try different choices  

 Ask family to bring their favourite food/condiments  

 Have family join the resident during meals 

 If the person refuses to eat "not hungry/ I don't want to eat"; 
offer alternative choices, "would you like to have 
coffee/tea/soup?” 

Strategies to try for Resistance to Bathing/showering 

Are we respecting the person’s dignity and 
privacy? 

 Provide modesty clothing i.e., underwear, bathing suit, 
towel, blanket 
 

Consider water and room temperature  Let the person test the water temperature  

 Ensure the room is warm 

Alternate bathing techniques refer to bathing 
without a battle website 
http://bathingwithoutabattle.unc.edu/ . 

 Bed bath 

 The 6-day bath i.e., wash hair on Monday, underarms on 
Tuesday etc.  

 Wash when toileting 

 Salon for haircare 
 

New interventions: Try this: 

http://bathingwithoutabattle.unc.edu/
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Consider the person’s preference: 

 Time of day 

 Bath or shower 

 Culture  

 Favourite scent, shampoo, deodorant etc. (if 
policy allows) 

 Use a coloured bathmat or non-skid decals on the bottom of 
the tub to make the depth easier to see  

 Use bubble baths, scented items, possibly lavender to help 
with relaxation. If the person enjoys it, they might want to do 
it again  

 Offer mild or moisturizing soaps 

 Offer a spa card/gift certificate 

 Provide music, plush towels 

 Use plastic stem glass with juice and say it is wine 

 Wickless (battery operated) candles 

 Allowing the person to hold the showerhead if possible 

 Cautiously give them a washcloth so they can participate in 
care and if needed guide their hand  

 Cover private areas to maintain privacy 

 Provide encouragement and keep a positive tone e.g., “you 
are doing a great job”  

 Provide cloth to cover face if sensitive about water on their 
face 

Strategies for resistance to personal care activities (shaving, brushing teeth, dressing, etc.) 

  Remove objects from the area that are not needed or used 
daily 

  Be present/provide assistance for all electronic appliances 
used in the bathroom or arrange for the person to use the 
appliance in a different area. © 

  Use bright colour labels to specify on/off switch   

  Use simple statements such as, “may I help you comb your 
hair” and show the motion 

 Show the person what he/she is going to wear 

Provide items necessary for grooming step-by-step 
instructions as they are needed, which will help 
reduce distraction 

 Create an instruction sheet with large font /and pictures 

  Be positive and encouraging 

 Provide a personal motivator “your son is coming to take you 
out.” 

 Hand over hand technique 

 Carry a comb or tooth brush and have the person copy your 
actions to complete the task themselves 

Strategies for toileting 

Consider: 

 Pain/discomfort/ constipation, UTI, delirium 

 Dignity/privacy 

 Personal preferences 
 

 Signage to identify the bathroom (symbols) 

 Toileting schedule 

 Watch for increased restlessness, need “to go”, or playing 
with clothing (specifically pants) 

 Change the brief in the bathroom or private, comfortable 
space 
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 Cover the person with towel or robe – get the individual to 
hold onto it 

 Easy on/off clothing 

 Get rid of the old brief immediately 

 Use the textile distractions: stuffed animals, doll therapy, 
sensory items 

 Tell the person it is laundry day 

 “Let’s freshen up before dinner/going out” 
 

Strategies treatment/medication administration 

  Conduct a medication review. Reduce unnecessary 
medications and frequency of administration if possible. 

 Discuss with multi-disciplinary team e.g., physician, 
pharmacist, family, POA, nursing staff etc.  

 Discuss alternate means of administration (with the 
pharmacist) e.g., disguise medications in food, crush 
medications, patches, liquids, wafers, vapours etc.  

 Develop a communication strategy that is meaningful to the 
person i.e., “here is your vitamin”, “this will make you feel 
better” or “ here is your sugar pill” 

Daily medications  Develop a plan/orders with a time frame to support 
adherence if refuse 

New interventions: Try this: 
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Behaviour: Low Depressed Mood and/or Suicidal Behaviour (BAT #10) 

a) Exhibits behaviour but participates in activities (no change in normal routine) 

b) Exhibits behaviour; refuses to participate/no interest (change from normal routine) 

c) Verbalizes ideas of suicide, history of prior threats or attempts 

d) Verbalizes plan for suicide 

e) Previous attempted suicide (indicate if and where resident was hospitalized) 

Possible Causes/Triggers: 

 Low depressed mood and/or suicidal behaviour can exist in people with an underlying cause of depression, 

delirium or dementia  

 

Possible Interventions             Try This!                                              

Therapeutic Communication  Engage in conversation about their mood. (The Cornell or 
Geriatric Depression Scale may be used as a guide) 

 Active listening 

 Validate their feelings 

 Explore any potential plans/thoughts of suicide 

 Non-judgmental attitude 
 

Sensory stimulation 
 

 Play music 

 Engage in visually stimulating activities such as pictures 
from old calendars or holiday cards  

 Holding a stuffed animal 

 Involving the person in cooking or baking activities can help 
stimulate the sense of smell  

 Aromatherapy 

 Sitting outdoors 

 Take the person for a walk around the unit, downstairs in 
the café/gardens, etc.  

 Expose to natural light as much as possible 

 Pet therapy 

 Weighted blanket, clothing  
 

Try to engage the person in a 1:1 or small group 
social activity 

 Hand massage and therapeutic touch (can be brief e.g., a 
hug, hold hands, hand on back etc.) 

 Card game 

 Puzzles 

 Bird watching 

 Provide pastoral/chaplain services 

 Build on current strengths and provide emotional support. 
Listen to the person.  

 Visit often  
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Offer positive feedback   Be encouraging 

 “thank you for trying” 

 “thank you for talking with me” 

Low appetite  Provide high calorie meals to supplement 

Therapeutic Communication  Active listening 

 Be compassionate 

 Undivided attention 

 Validate and don’t dismiss their feelings 
New interventions: Try this: 
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Behaviour: Disruptive Sleep Pattern (BAT #11) 

Possible Causes/Triggers: 

 A common symptom caused by either dementia, delirium and/or depression 

 If there is a sudden change in sleep pattern screen for delirium 

 May be due to a breathing problem (sleep apnea)  

 Life history (i.e. worked midnights) 
 

Possible Interventions    Try This!                                                             

Adhere to a routine. Create a bed time ritual  Encourage regular waking and sleeping times 

 Play music, read a book 

 Create a transitional item (blanket, clothing), that may 
be used at night time 

 Provide light snack 

 Soothing music for the evening  

 Offer a warm blanket  

Review medications  Ask pharmacist to do a medication review to adjust 
times of medication 

Reduce caffeinated and alcoholic beverages  Reduce coffee, tea, pop, tobacco 

 Provide warm milk, herbal tea 

 Melatonin (consult with physician) 

Light therapy or exposure to natural light helps regulate 

sleep 

 Take the person outside if weather permits 

 Expose to natural light e.g., solarium 

 Reduce night time lighting e.g., Dark room  

Limit over-stimulating situations close to bed time  Educate families on the effects of overstimulating 
resident close to bed time  

 Keep TV exposure to a minimum, especially before 
bed 

New interventions: Try this: 
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Behaviour: Safety Issues, Fire Hazard, Falls, Misuse of Objects (BAT #11) 

Possible Causes/Triggers: 

 Fire: unsafe smoker – smokes and puts out butts in non-designated areas; burns self/others, clothing + 
environment, hides cigarettes and lighter/matches etc. 

 Fire: can be caused by patients suffering from amnesia and distractibility (i.e. not remembering they left the stove 
on or getting distracted by a phone call while cooking).  

 Falls: can be due to poor balance (forgets to use walker), altered perception, environmental hazards and possible 
vision problems.  

 Misuse of Objects: Persons with dementia may lose the ability to recognize objects (Agnosia). For example, using a 
razor as a toothbrush. 

Possible Interventions            Try This!                                                                       

Fire safety   Within the limits of their ability, allow the person to 
cook with supervision. © 

 Disconnect the stove and oven, or use a stove guard 
device that stops electricity in the case of a fire. © 

 Consider an Occupational Therapist safety assessment 
in the home © 

 Follow policies and procedures regarding smoking 
and/or fire 

Falls:   Consider an Occupational Therapist safety assessment 
o Such as: toilet seats, grab bars, bath chairs, non-

slip mats, removal of clutter 

 Consider a Physiotherapist  assessment 
o Exercise and physical activity to improve balance, 

coordination and strength 

 Falls assessment 

 Medication review (psychotropic, cardiac and other 
classes of medication can increase falls) 

 Consult LTCHs Falls Committee 

 Consider increased contact with person providing short, 
brief interactions 

 Consider automatic light switches in bathrooms  

 No clutter in room or rugs on floor 

 Appropriate shoes 

 Protective clothing e.g., non slip socks, helmets, hip 
pads 

 Bed and chair alarms 

Misuse of objects:   Remove sharp objects like scissors, razors, knifes 

 Labels i.e. pictures 

 Ensure glasses and hearing aids are provided and in 
working order (clean glasses) 

 Advise family to remove chemicals, sharps, medications  

 



 
 

32 | P a g e  
 

Resources:  
  
Medical/Physical 
 Pain Matters Guide: 

http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Pain.aspx  

 Pain Management in Patients with Dementia: Presented by Kelly Kay Executive Director Seniors Care 
Network   

 NPSTAT  - Pain and the Older Person with Dementia                                                                                                          
Pain Management in 
the Older Person - for BSO CoP Summer 2015_Final.pptx 

 RCA Frail Senior/Medically Complex Compendium: http://www.rehabcarealliance.ca/fsmc-compendium 

 Use of Antipsychotics in Behavioural and Psychological Symptoms of Dementia (BPSD) Discussion Guide: 
http://effectivepractice.org/resources/dementia/  

 Delirium, Depression and Dementia: 
http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Delirium-depression-and-dementia.aspx   

 
Environmental  
 Design and Dementia (doorways, lighting, noise-physical, noise-social, wayfinding): 

http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Design-and-dementia.aspx  

 
Hoarding   

 Hoarding and Alzheimer’s Disease:                                               

 Compulsive Hoarding: The Ethical Dimensions  
 

Caregiver Support 
 Sixty Tips for Caregivers:  

http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-
care/dementia-toolkit-for-primary-care/caregiver-support/60-tips-electronic-version-530.pdf  

 

Community Support 
 Alzheimer’s Society Canada (please refer to website for local chapter): http://www.alzheimer.ca/en  

 Framework to Supporting Caregivers of People with Dementia in the Community (ISEEU): 
http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-
care/dementia-toolkit-for-primary-care/caregiver-support/iseeu-a-framework-to-support-caregivers-handout.pdf  

 
Developmental Disabilities Population 
 Developmental Services Ontario: http://www.dsontario.ca/  

 

 A Guide to Understanding Behavioural Problems and Emotional Concerns: 
http://www.surreyplace.on.ca/documents/Primary%20Care/A%20Guide%20to%20Understanding%20Behavioural%20Probl
ems%20and%20Emotional%20Concerns%20in%20Adults%20with%20Developmental%20Disabilities%20(DD).pdf  
 

 ABC (Antecedent-Behaviour-Consequence) Chart: 
http://www.surreyplace.on.ca/documents/Primary%20Care/ABC%20(Antecedent-Behaviour-Consequence)%20Chart.pdf  

 

 Health Care Transition Tools and Resources for Families and Caregivers of Youth with DD: 
http://www.surreyplace.on.ca/documents/Primary%20Care/TransitionTool_WebVersion_English_July_2014.pdf  

 Communicating Effectively with People with Developmental Disabilities (DD)    
 
 
 

Dementia & 
Pain_June 2015.pptx

Hoarding and 
Alzheimer's Disease.pdf

Compulsive 
Hoarding.pdf

Communicating 
Effectively with People with DD.pdf

http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Pain.aspx
http://www.rehabcarealliance.ca/fsmc-compendium
http://www.rehabcarealliance.ca/fsmc-compendium
http://effectivepractice.org/resources/dementia/
http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Delirium-depression-and-dementia.aspx
http://brainxchange.ca/Public/Resource-Centre-Topics-A-to-Z/Design-and-dementia.aspx
http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-care/dementia-toolkit-for-primary-care/caregiver-support/60-tips-electronic-version-530.pdf
http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-care/dementia-toolkit-for-primary-care/caregiver-support/60-tips-electronic-version-530.pdf
http://www.alzheimer.ca/en
http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-care/dementia-toolkit-for-primary-care/caregiver-support/iseeu-a-framework-to-support-caregivers-handout.pdf
http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-care/dementia-toolkit-for-primary-care/caregiver-support/iseeu-a-framework-to-support-caregivers-handout.pdf
http://www.dsontario.ca/
http://www.surreyplace.on.ca/documents/Primary%20Care/A%20Guide%20to%20Understanding%20Behavioural%20Problems%20and%20Emotional%20Concerns%20in%20Adults%20with%20Developmental%20Disabilities%20(DD).pdf
http://www.surreyplace.on.ca/documents/Primary%20Care/A%20Guide%20to%20Understanding%20Behavioural%20Problems%20and%20Emotional%20Concerns%20in%20Adults%20with%20Developmental%20Disabilities%20(DD).pdf
http://www.surreyplace.on.ca/documents/Primary%20Care/ABC%20(Antecedent-Behaviour-Consequence)%20Chart.pdf
http://www.surreyplace.on.ca/documents/Primary%20Care/ABC%20(Antecedent-Behaviour-Consequence)%20Chart.pdf
http://www.surreyplace.on.ca/documents/Primary%20Care/TransitionTool_WebVersion_English_July_2014.pdf
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Other Toolkits and Guides 
 How to Handle Challenging  Behaviours in People with Dementia  - A guide for caregivers and family members: 

http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-
care/dementia-toolkit-for-primary-care/caregiver-support/how-to-handle-challenging-behaviours-in-people.pdf  

 Nursing Home Toolkit – Promoting Positive Behaviour Health:  
http://www.nursinghometoolkit.com/#!managing-specific-behaviors/ctie  

 Shifting Focus: A Guide to Understanding Dementia Behaviour 
http://www.alzheimer.ca/on/~/media/Files/on/Shifting-focus/Shifting_Focus_Full_Guide.pdf  

 
 
Websites 
 DementiAbility Methods (Montessori Way & Validation): 

http://www.dementiability.com/  

 BrainXchange: 
http://brainxchange.ca/  

 Baycrest  
http://www.baycrest.org/educate/mental-health/behavioural-and-psychological-symptoms-of-dementia/  

 Seniors Care Network: http://seniorscarenetwork.ca/  

 Healthline – BSO Provincial: http://behaviouralsupportsontario.ca/  

 Healthline – BSO Central East: http://centraleast.behaviouralsupportsontario.ca/  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-care/dementia-toolkit-for-primary-care/caregiver-support/how-to-handle-challenging-behaviours-in-people.pdf
http://www.mountsinai.on.ca/care/psych/patient-programs/geriatric-psychiatry/prc-dementia-resources-for-primary-care/dementia-toolkit-for-primary-care/caregiver-support/how-to-handle-challenging-behaviours-in-people.pdf
http://www.nursinghometoolkit.com/#!managing-specific-behaviors/ctie
http://www.alzheimer.ca/on/~/media/Files/on/Shifting-focus/Shifting_Focus_Full_Guide.pdf
http://www.dementiability.com/
http://brainxchange.ca/
http://www.baycrest.org/educate/mental-health/behavioural-and-psychological-symptoms-of-dementia/
http://seniorscarenetwork.ca/
http://behaviouralsupportsontario.ca/
http://centraleast.behaviouralsupportsontario.ca/
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Notes: 
Behaviour: Intervention: Date intervention 

submitted to the BSO 
Program Office to be 
added to toolkit 

   

   

   

   

   

   

   

 

 

 


