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Forward by Katheen Nightingale, CCHt 
 

As of this writing, there are over 5 million people in the United States with age related 
dementias (according to the Institute for Dementia Research and Prevention.)  However; 
there are many more people that have not been diagnosed.  The numbers will of course 
continue to rise with the aging population.   

Alzheimer’s disease accounts for up to 70% of dementia in the elderly.  According to the 
Alzheimer’s Association, Alzheimer’s is the sixth-leading cause of death in the United 
States and the only cause of death among the top 10 that cannot be prevented, cured or 
even slowed (with standard care practices).  In addition, the projected cost to care for 
people living with Alzheimer’s in the US is estimated to reach $1.1 trillion by 2050. 

I have personally witnessed the devastation that dementia has on an individual and 
those people that care for them.  The family and caregivers are often at a loss on how to 
deal with various situations that arise from the onset of dementia.  The individuals 
themselves can suffer from anxiety and depression due to the effects of dementia, which 
results in additional difficulties and suffering.   

The good news is that we can improve the quality of life for people who are living with 
various forms of dementia.  These dementia therapies can also provide hope for the 
families, friends and caregivers of people living with dementia. 

As a certified clinical hypnotherapist and mind-body wellness practitioner, I have 
observed the positive impact that alternative therapies can have on an individual’s 
wellness and quality of life.  I have come to realize that dementia is no different than any 
other mind-body wellness issue, and that there must be more positive and effective 
approaches to help people living with dementia and their families.  My interests in these 
approaches are what led me to Dr. Nightingale and his cutting edge work.   

Dr. Nightingale’s vast experience in the field of dementia has resulted in this highly 
effective manual known as The Nightingale Model of Enriched Care (“Model”).  Drawing 
upon Dr. Nightingale’s knowledge in the area of dementia, the Model contains proven 
and results-oriented strategies for care facilities.   

The Model’s approach to person centered care certainly bridges the gap to provide 
quality and compassionate care to people living with dementia.  The focus is on treating 
the person living with dementia with dignity and respect; a much needed emphasis in 
today’s world of modern medicine.   
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A broad aspect is covered in this model:  From understanding family dynamics, to 
creating a stronger sense of community.  The Model fosters a better understanding of 
how to meet the individual at their level with effective communication, resulting in a 
sense of well-being and empowerment.  The concepts resonate with my belief in a 
holistic approach to wellness; treating the entire mind, body and soul of an individual in a 
positive way.    
   
Utilizing these strategies can result in a longer life span for people living with dementia; 
potentially removing Alzheimer’s from the list of the top 10 causes of death in the US.  
The resulting care costs can be significantly reduced, and caregiver retention can 
improve which also reduces care facility expense.  In addition, the often current negative 
perception of what a care facility is like can improve; resulting in higher occupancy rates 
for facilities. 
 
The information that Dr. Nightingale provides in the following Model is clearly outlined 
and explained with great care.  The overall result of the application of this Model is not 
only a better quality of life for people living with dementia, but stronger care facilities with 
happier caregivers that are truly making a difference.      
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HOW NOT TO CARE 

 
When I first entered the very challenging arena of dementia care as a charge nurse back 
in 1992, my colleagues went to great pains to educate me in how not to care for people 
living with dementia. 
 
I entered this field of care after spending time in Forensic Learning Disability services 
and what I witnessed then was nothing better than draconian practices that wouldn’t 
have been out of place in some institutional museums that existed during the days of 
Alois Alzheimer. 
 
Firstly, there was an expectation that everyone would be up and dressed after having  
breakfast and sat in the lounge (sorry – day room!) in time for the day staff to come on  
duty. Likewise, everyone would be in bed in time for the night staff to take over.    
 
Secondly, nobody ever went out! The sheer mention of Fred being supported to go to a 
restaurant on a Friday night filled the care team with dread (I may well have asked them 
to work for a month salary free – I think the response would have been less frightful!) 
 
Thirdly, and this was when I decided that I would make this field my area of expertise in 
order that I could actually begin to change things, was the constant abuse of people 
living in the facility, sometimes subtle; sometimes blatant but always detrimental to the 
physical and psychological health and well-being of the individual. There was no respect. 
There was no dignity. There was no choice. When I witnessed a lady of about 87 years 
of age being woken by a care worker and a nurse at 5.30am I was so angry that I felt 
tears welling up inside me – for they had a bowl of cold water and were flicking it into this 
lady’s face. Their feet never touched the ground! 
 
It was obvious that this place, and many others, was being run for the convenience of 
those that worked there. 
 
Thankfully, we have moved forward since then. However, have we moved forward 
enough? Fast enough? In a way that truly demonstrates to people living with dementia, 
their loved ones, employed care givers, friends and yes, even professionals, that 
dementia is a unique journey for each person? That medicine is not the only intervention 
available? 
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That by entering the world of the very people we are supporting, we can make a very   
positive difference? It has been many years since Professor Tom Kitwood and his 
colleagues first introduced the concept of Person Centered Care to the medical and 
psychology professions. It might be useful at this juncture to identify the key features of 
true person centered care (TPCC): 
 

 TPCC accentuates the positive and minimizes the negative  
 TPCC focuses on strengths and abilities rather than weaknesses and 

disabilities  
 TPCC promotes well-being and minimizes ill-being – a positive rather than a 

negative approach  
 TPCC focuses on the perspective of the individual, rather than that of the care 

giver  
 TPCC is planned around the individual and not the care facility – not task-

orientated  care  
 TPCC sees behaviors which challenges others as an expression of feelings  
 TPCC sees behaviors which challenges others as a means of communication 

– the onus is on the care giver to interpret as far as possible  
 TPCC acknowledges that there is always a reason for a behavior  
 TPCC accepts the reality of the person and does not insist on bringing 

him/her into our reality, which can cause distress to the person, for example, 
not telling a person that their mother is dead when he/she calls for them  

 TPCC acknowledges each person as a unique individual in all our words and 
actions  

 TPCC does not use detracting words or labels, e.g. ‘uncooperative’ or ‘a 
wanderer’ or ‘a feeder’  

 TPCC is implemented by the care giver who tries to see things through the 
person’s eyes and not theirs  

If you consider the key features as described above, there was no reason why Tom 
Kitwood’s concept of person centered care was not being implemented in the care 
facility environment immediately after he published his work – but it wasn’t. None of this 
can be described as rocket science; albeit all of it can be described as part of a 
humanitarian approach to enable a person to enjoy a quality of life based around their 
strengths, dignity, respect and choice were strangely absent in the a large bulk of the 
sector in 1992. This brings me to the question of why this was the case, and continues to 
be the case, in some establishments.  
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So why is it that many care homes still find it difficult to provide true person centered 
care to those living in such facilities? Before I try to answer this question it may be useful 
to the reader if I clarify my own perception of true person centered care. To do this I 
will simply quote a gentleman that lives in a care facility in Manchester, England.  
 
‘I guess this term means all about me doesn’t it?’ Quite simply yes it does. The term 
person centered care has become diluted over the years because it has been so widely 
used. 
 
It is the responsibility of each and every person to ensure that it once again becomes 
strengthened. We can do this by remembering that it is all about enabling a person to 
maintain their sense of well-being; sense of personhood; sense of identity and sense of 
self. True person centered care is about enabling an individual to be. It is not about 
doing things for people. It is about changing all our practices. 
 
The Nightingale Model of Enriched Care can, and does, make it possible for care givers, 
managers, directors, proprietors, commissioners and regulators to change their existing 
practices and make the shift from task oriented care to person centered care – all you 
need to do is accept that  there are no rules in terms of interventions and approach and 
that whatever your own personal biases may be, they should never influence those 
interventions or approaches. 
 
That said, there is a challenge far greater than those posed by people living with 
dementia, and that challenge comes from a number of external and internal sources. It is 
these sources that must subscribe to this model to ensure that we have total and 
complete consistency in approach and continuity of care – this will lead to a truly 
remarkable and positive lived experience by those who have dementia, loved ones, care 
givers and those members of the direct care teams who are the providers of care in the 
care facility. What’s more, we will all agree with the care being delivered, there will be 
consistency in approach and continuity of care. There will be a structure we can all follow 
and a radical change in care concepts will be forced upon local and national 
government. 
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So who really needs to change? 
 

1. The government - and it doesn’t matter which political party hold the power. 
Some startling statistics include 1 in 8 older Americans has probable Alzheimer’s 
disease; Probable Alzheimer’s Disease is the 6th leading cause of death in the 
US; Over 15 million Americans provide unpaid care for a person living with 
dementia and payments for care in 2012 are around $200 billion. In England, 
Living Well with Dementia - a Government National Dementia Strategy, was 
published in February 2009 and in February 2008 Westminster held an All Party 
Political Group inquiry on the use of antipsychotic drugs in residential care 
homes (Always A Last Resort: Inquiry into the prescription of antipsychotic 
drugs to people with dementia living in care homes). I was one of the 
witnesses at Westminster along with eminent clinicians, including Professor Clive 
Ballard and Dr Graham Stokes. The report has been produced to inform the 
National Dementia Strategy. These two proactive parliamentary initiatives are 
indicative that central government in the UK is beginning to listen to the voices of 
people living with dementia, their loved ones and care givers, advocates and 
professionals. It has taken a long time for these voices to be heard and now it is 
down to the rest of us to maintain that momentum so that dementia care remains 
a key focus at every level not just in the UK but in other developed countries too. 
This Model of Enriched Care can assist care providers in the implementation of 
the national strategy 
 

2. Regulatory bodies, in particular departments of social services and health. By 
working closely with the Bradford Dementia Group, one of the leading Dementia 
Services in the world, based at the University of Bradford, and the Alzheimer’s 
Society, a tool called the Short Observation Framework for Inspection has been 
developed. This has been adapted from the well known Dementia Care Mapping 
tool which was designed to assess quality of care from the perspective of the 
person living with dementia (Tom Kitwood and Kathleen Bredin, 1988). While 
this is a move in the right direction, regulatory bodies must demonstrate a further 
understanding of the psychological impact terminology can have on those living 
with dementia. By this, I refer to terms such as EMI, unit and, even worse, an 
EMI Unit. This terminology can be regarded as a personal detraction, a term of 
abuse. After all, who wants to be labeled as being Elderly Mentally Ill? Who 
wants to be referred to as living in a unit? As we will all readily agree, people 
living with dementia are not always elderly and none are mentally ill in the way 
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modern society perceives mental illness, nor in the way that the ICD-10 and 
DSM – TR – IV diagnose mental illness. This means there is indeed a 
contradiction here, and one that we need to evaluate further. Though dementia is 
a neurodegenerative disorder, is it really a form of mental illness? I would argue 
that the answer is no, which is the rationale behind the recommendations in 
Always a Last Resort that antipsychotic medicines not be prescribed for the 
behavioral challenges symptomatic with dementia. One could postulate that 
having dementia often leads to such things as hallucinations, neuroses and 
sometimes psychoses, but these illnesses may accompany dementia, they are 
not dementia per se. Thus, we are moving away from the medical model and 
adopting a social, psycho-social and psychological approach to supporting 
people through the many challenges experienced by those living with dementia. 
Nor do people live in units. They live in houses, apartments and homes. So, we 
appeal to everyone to drop the demeaning terminology, remove it from your 
minds completely and we will see a positive impact on the way people living with 
dementia are supported. This is because something as subtle as this changes 
one’s own thoughts, ideologies and perceptions. Have we not done the same in 
the field of learning/intellectual disabilities? A strong partnership is needed 
between facility owners, directors, managers, commissioners and regulators - a 
poignant time to identify the third group. 
 

3. Care home proprietors and this includes the corporate, profit making services 
as well as smaller operators, social services and voluntary services. If these 
services take on board the model described in this book, adopt it as a minimum 
standard in the facilities then the following will be achieved: both the physical and 
psychological well-being of those living in a care facility will be enhanced; the 
progression of cognitive decline will be radically reduced, thus increasing life 
span; members of the direct care team will be motivated and feel supported 
during their very challenging but meaningful roles, thus reducing staff turnover 
and achieving a consistent team approach. In conclusion – you will be providing 
not only person centered care, but true person centered and person focused 
care. For example, one of the recommendations made for inclusion in the 
National Dementia Strategy in England is that dementia training should be 
mandatory for all those supporting people through their journey of dementia. By 
this, we are referring to quality training and not just a day or a couple of hours. 
Training needs to be ongoing and continuous and should include understanding 
and implementation of true person centered and person focused care, 
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communication skills and the risks and benefits of antipsychotic medicines. 
Presently, care facility training in many countries falls well short of an acceptable 
standard. We believe that members of the direct care teams should receive a 
basic, underpinning knowledge of dementia and the impact it has on those living 
with it and their loved ones before even meeting those requiring care and 
support. Resources must be made available in order for the model to have 
maximum impact. How do I know? Well, I have implemented this model within 
many care facilities during my time as a Consultant in Dementia, and the results 
have been outstanding, many of which are described in this book. If we are 
serious about making a positive change, then examples of best practice must be 
demonstrated by those people who lead services from the top down.  
 

4. Professionals, including doctors, psychologists, psychotherapists, nurses and 
social workers in all disciplines and at all levels. Another of the recommendations 
made by the All Party Political Inquiry mentioned earlier is that more emphasis 
should be placed on dementia in the training curriculum for doctors, especially 
Family Practitioners, and that there needs to be improved education for them on 
the behavioral and psychological symptoms of dementia, antipsychotic 
medicines and alternative solutions. Also, that care facilities must receive 
effective support from Family Practitioners, Mental Health Nurses, Psychologists 
and Psychiatrists with the inclusion of regular, pro-active visits. A better 
understanding of the positive impact of non-aversive interventions that draw on 
the use of psychotherapy, Cognitive Behavior Therapy, Hypno-psychotherapy 
and other psycho-social approaches and techniques would make a huge 
difference. However, there must also be adequate access to these services. 
Should psycho-social interventions be more readily available, then the need for 
chemical restraint would be significantly reduced. Also, if professionals foster and 
develop the following model of enriched care, we will see care facility staff 
following their lead. 
 

Collectively, there needs to be a massive change in beliefs, attitudes and current care 
facility practices if we are to implement person centered and person focused care in its 
true sense. 
 
The remainder of this book describes the Nightingale Model of Enriched Care and 
demonstrates how and why it has worked during my clinical practice and how other 
professionals can use it to enhance the quality of life for the people you support. So, 
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whether you are living with dementia, are a loved one of someone with dementia, are a 
professional or student, a member of the direct care team, a director or manager, a  
proprietor, a commissioner or regulator of services, what follows is of value to you all. 

 
THE NIGHTINGALE MODEL OF ENRICHED CARE 

 
 

FUNDAMENTAL PRINCIPLES OF ENRICHING THE LIVES OF PEOPLE LIVING 
THROUGH THEIR UNIQUE JOURNEY OF DEMENTIA 
 
 
 

 
 
 
The above diagram outlines the fundamental principles that underpin a truly enriched life 
for people living with dementia, their loved ones, friends and enablers. This model is 
relevant to people residing in care facilities, and it is one I have developed following 
years of clinical experience in the field. This experience encompasses supporting not 
only the person living with dementia, but loved ones, caregivers, nurses and other 
professionals that are involved in the every day lives of each individual faced by the 
many challenges this disability often brings. After all, it is a journey shared by all but 
experienced differently by each. It is their collective voices that have helped develop this 
model.  There now follows a description of each component. 
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Life enrichment through a family dynamic approach: 
 
The majority of people living together in a care facility do so under unnatural conditions. 
Additionally, enablers are part of that core group. This means that in order to achieve the 
aim of this model, i.e. to provide an enriched life, enablers must understand the 
complexities of family dynamics and group living. This includes issues ranging from 
similar interests and lifestyles, life experiences, personalities and characters to inner 
group conflict and problem solving. This model sees this as key to a successful living 
environment built on mutual understanding, respect and trust. 
 
When thinking about family dynamics, it may be useful to think of them in two ways 
 

1. Positive Family Dynamics (PFD) 
 
2. Negative Family Dynamics (NFD).  

 
Here is an example of each of those: 
 

• PFD: Tanya is very close to all members of her family. All members of that family 
are close to each other. They enjoy family gatherings regularly and enjoy family 
holidays. If any of them need support in any way, they are always there for each 
other. Nobody ever enjoys life on their own, it is all shared. Nobody ever endures 
negative aspects of life on their own, it is all shared. None of Tanya’s brothers, 
sisters, parents, aunts, uncles, nieces or nephews ever feel alone. 

 
• NFD: Steve has not spoken to his father in about 10 years now and will never do 

so again. He is close to his mother who recently remarried. However, he cannot 
be around her for too long as she is hyperactive. He has four older brothers but 
none of them are really close and none of them speak to their father. Steve 
forever asks himself ‘If we really needed each other would we be there?’ 

 
Now, just spend a few moments thinking about how your family dynamics impact on your 
thoughts, attitude and general behavior at any given time. You might like to jot those 
things down? 
 
Now consider how family dynamics might be important to the people living in a care 
facility. Each individual brings with them a family history, a background. Even if all those 
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around the individual are now deceased, they still had a place within a family, however 
large or small. For those people who still have family around them, the dynamics change 
when one or more enter a care facility. Key to this are: 
 
 A husband/wife relationship changes in a number of ways. Importantly, they are 

no longer living together on a full time basis. This can lead to high levels of stress 
and anxiety on the part of both individuals. As members of the direct care and 
management team, you are now part of those dynamics. You must be able to 
empathize with the experiences each one is living. You are able to do this by 
considering your own past or present situation. Ask yourself: ‘How would I feel if 
this happened to me?’ Some people are relieved not to have the caregiver 
responsibility any longer. Others may feel an overwhelming sense of guilt. A 
husband, wife or life partner may want to spend every waking hour with their 
loved one while another may not even be able to visit the care facility as the 
psychological pain of doing so is unbearable. For these reasons, and many more 
that are personal to each individual, the dynamics in this relationship changes. 
The support you can give, first of all, is empathy, warmth and genuineness. Then 
look at ways and strategies in which you can facilitate a PFD between these two 
individuals, thus enhancing their quality of life as they recognize that you value 
their relationship needs. Their need to be together, to have privacy and space, to 
be affectionate and intimate, to be loving and caring, to have misunderstandings, 
disagreements and arguments. To kiss and make-up. 

 

 A parent/child relationship changes in that very often that role is reversed. The 
child becomes the parent. To begin to explore this, just consider what might be 
happening here? Why does a son or daughter feel the need to take the role of 
decision maker? Let’s look at what happens psychologically. We all feel 
disappointed by our childhood experiences with our parents to some extent; it just 
comes with being human. Some people were truly tortured by parents, the rest of 
us just got less than we wanted or imagine we needed and experienced some 
genuine deficits in some areas. Our parent, or parents, may have abused us in 
some way, or just not been as warm and nurturing as we would have hoped. 
Most of us arrive at adulthood with a longing and need to try to resolve any 
wounds by getting what we want/need from our actual parent and/or parent 
stand-ins (lovers, friends, bosses, etc.) And whether we feel good about our 
childhoods or not, we tend to see our parents as someone always around to take 
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care of us. So when a parent becomes in need of care and support due to their 
age, illness or disease, or close to death, at least two things happen instantly. 
First, we realize we will never get from the parent what we didn't get as children; 
any last chance has now gone. We now fear that, with their death, we will be 
alone and unprotected in the world. Amanda, a forty-one year old family doctor, 
has regular nightmares of her mother's death and cries openly with fear at the 
thought of losing her. Emotionally, Amanda feels as though she is still a small 
child, who genuinely would be unable to care for herself if her mum died. On one 
level, she has never adjusted to the fact that her mother will never nurture her to 
make up for her coldness when Amanda was young. On another level, she has 
not yet come to terms with the human condition - that we are all alone, finally, in 
the world. And from a spiritual perspective, Amanda has not resolved her spiritual 
beliefs in a way that she can see her own death as anything less than a tragedy.  

If you find yourself faced with a situation where the child becomes the main caregiver, here 
are some suggestions that might help: 

(a) Try to discover the kind of relationship they had with each other prior to this role 
reversal. Was the relationship close or distant? Was there regular contact? Is there 
evidence of genuine love and compassion?  Is the view of the child that he/she is expected 
to visit mum/dad? That it is just another task as part of a regular routine? By establishing 
where people are within that relationship, you as a member of the direct care or 
management team can then decide the most appropriate way of supporting and enabling 
that relationship. 

(b) Establish a relationship with the son or daughter based on genuineness, empathy and 
warmth. A positive relationship here is more likely to encourage openness and transparency 
on their part. Find out if there is more than one son or daughter that is in a position to 
provide support to their parent and sibling. This reduces the likelihood of stress or anxiety in 
all concerned. 

(c) Recognize that the son/daughter will have a multitude of complex and seemingly 
contradictory feelings, and they are all normal. He/she will feel sad, angry, detached, 
frightened, and panicked about their parent’s situation, possibly grieved when they do die 
but also relieved. Why relief you may ask? A sense of closure. It’s all over. No more 
suffering for either party. It is possible that the son or daughter has been experiencing a 
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living bereavement for a parent lost to dementia or any other incurable disease or illness. 
This may explain the roller coaster of emotions as mentioned above. Your role is to 
continue to support the relative for as long as necessary. As you have played a very 
important part in these dynamics, you too have the right to grieve and seek support from 
within the whole family concept. 

(d) Encourage members of the family to join support groups when appropriate. Helen found 
a support group for people whose family members had Alzheimer's Disease. The group 
helped a lot, and she found she was by not alone in having a life partner living through this 
journey.  

Strange as it sounds, the experience of having a dying or ill parent is an opportunity more 
than it is a tragedy. The Buddhists believe that one cannot fully appreciate life until one has 
experienced and grasped the meaning of death. If you use this experience for growth, you 
may find that you become mature and self-reliant as never before, that you give up your 
myths about needing a perfect parent yourself, and that you have a heightened sense of the 
preciousness of life and a new set of priorities for yourself. Our parents are, after all, 
nothing more than imperfect beings who gave us a start in life but then have little real 
relevance to how we live that life. Their passing is perhaps sad but merely part of the way of 
things. For those with a strong spiritual sense, their passing is only a passing of the body, 
and we realize we can retain what is good about their gift of life for as long as we need. 

If, as a dedicated and committed care team enabling people to live positively through their 
journey of dementia, you practice within the framework of this family dynamic concept, the 
remainder of this model will fit like a jigsaw puzzle. 
  
 

O’Brien’s Service Accomplishments: 
 
This is often referred to as O’Brien’s 5 A’s and is made up of: 

 
1. Community Presence (see further section) 
2. Community Participation (see further section) 
3. Competence 
4. Relationships outside the context of a family 
5. Choice 
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The 5 A’s underpinned the Community Care Act in the early 1990’s and was used to  
help develop services for people with learning/intellectual disabilities. It is a successful 
model that is of great significance and importance in terms of successful and active 
community living (What’s Worth Working For? Leadership for Better Quality Human 
Services, John O’Brien, 1989). We will now look at each of these and consider their 
relevance as part of this model. 
 

1. Community Presence: 
 
This relates to how care facilities can have a dominant and active presence in the 
community. Other members of society may well know that there is a facility locally, but 
that is usually as much as they know. As much as they want to know! People with 
dementia have been on the periphery of society for many, many years. Not anymore; not 
if this model is adopted and implemented in the care facility which must be seen as part 
of the local community, not separate from it. How might you achieve this while protecting 
those who may be some of the most vulnerable members of society? 
 
Many facilities organize summer fetes and other social events and, though this is often 
for the purposes of marketing, it is an ideal opportunity to encourage members of the 
mainstream community into the home, thus laying down the opportunity for new 
friendships to develop. These initiatives must be built upon and the facility made 
transparent to outsiders in order to dispel the myth that the majority of care and nursing 
facilities are bad places to be.  
 
Just think for a few moments about why the majority of people never plan to spend their 
last few years of life in a care centre. Why do people believe such places ought to be 
avoided like the plague?  
 
I’m sure you have been able to identify a number of reasons but two key ones lie at the 
doors of the media, local and central government. The two factors I refer to are negative 
press from the media and a total and complete lack of government funding for essential 
elements such as staff training and development. We say this because neither the press 
nor government agencies promote care facilities in a good positive light – yes, extra care 
is very much on the agenda and definitely the future. However, during this lengthy 
transition, current nursing and care homes facilities cannot just be ignored and left 
unsupported. They must help by investing both financially and through leadership with 
an agenda that includes proactive measures that will integrate every nursing and care 
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home into the local community in the same way it has been achieved in the learning 
disability sector. 
 

2. Community Participation: 
 
This relates to how people living in a care facility can continue to participate in 
mainstream society and the local community. It goes side by side with community 
presence and enhances well-being by ensuring people maintain a role in life. 
 
A care service that really focuses on community participation will utilize its resources 
to enable people living with dementia and residing in a care facility to form and maintain    
the variety of ties, connections and relationships that constitute community life. Many of 
those people will know and be known by other members of the community, such as their 
next door neighbors and past co-workers. They will have acquaintances that they would 
regularly get in contact with to share an interest; be members of community groups and 
associations will have and participated in civic, cultural, and political life.  
 
How do you, as members of the direct care and management teams, enable these 
activities and links to be maintained?  
 
What other initiatives can you implement to ensure that full and complete community 
participation continues when an individual moves in to a care facility? 
 

3. Valuing People: 
 
Words and statements that make use of the words value, choice, dignity, respect and 
person centered, have become diluted over the years. Here we explore why this has 
happened and how we can strengthen those concepts once again through adopting 
appropriate terminology and demonstrating their true meaning. 
 
A care service that really focuses on encouraging valued social roles will utilize its 
resources to enable people living with dementia and residing in a care facility to enjoy 
the dignity and status associated with positively regarded activities. It is vital that valued 
social roles are maintained for each and every one of us. It helps shape who we are as 
people, how we behave and are regarded in society. For example, Peter wakes up at 4 
o’clock in the morning to get ready for an early shift at work. As an ex police officer he 
would start work at 6am. How will you respond to Peter?  
There are 3 options available:  
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Firstly, you could tell him he no longer works as a police officer, that he retired many 
years ago and that he should go back to bed – likely outcome? Agitation due to the fact 
his reality is different to yours.  
 
Secondly, you could lie to him by telling him that today is his day off – likely outcome? 
Agitation due to confusion over his shift patterns.  
 
Thirdly, you could engage him positively, acknowledging that he needs to get to work 
and entering his reality. You can then sit and have breakfast and a chat about his role in 
the force and gradually move away to a different subject and positive activity - Likely 
outcome? A sense of well-being for Peter due to your positive interaction with him.   
 
For many years, there has been a national debate amongst professionals in the field 
about the ethics and dilemmas of such validation and acknowledgement. In conclusion, 
we all agree that the appropriate intervention is individual. That is to say, the example 
above was appropriate for Peter but one of the other interventions described may have a 
positive outcome for someone else. 
 
It is not possible to stress enough that a valued social role has a huge positive impact on 
an individual living with dementia. So, whenever and wherever possible, ensure that you 
empower people living in the facility with a valued role. 
 

4. Respect: 
 
A care service that really focuses on the true meaning of respect will utilize its 
resources to enable people living with dementia and residing in a care facility to receive 
the same level of respect as would be afforded any member of society. 
 
Services must take responsibility to strive to enhance the reputation of people living with 
dementia and present them in a positive light to others, so that they are still viewed as     
continuing to have a valued role in the community within which they live, i.e. the care 
facility, but also within society as a whole. This will lead to people being seen as a 
person as opposed to somebody with dementia and strengthens the valued social role 
each individual will have. 
 

5. Choice: 
 
A care service focusing on promoting choice will utilize its resources to enable people 
living with dementia and residing in a care facility to increase control over their own life. 
The England and Wales Mental Capacity Act 2005 is a powerful tool that is aimed at 
protecting those with a cognitive impairment. It tells us that we must do everything 
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possible to support that individual to make their own decisions, and only when we are 
confident that somebody else needs to make a particular decision after exploring every 
possible avenue, must we do so in the best interests of that individual.  
 
However, there is no doubt that we have a challenge with the issue of choice. It isn’t 
always as simple as asking a person with dementia whether they would like a cup of tea 
or a cup of coffee. Why is this? Well, one of the main things we need to make a choice is 
our imagination.  
 
Just stop for a second and consider this: would you like to go to see a soccer game 
tonight or would you rather go out for dinner?  
 
Now think about what just happened then.  
 
How did you make your choice? What happened in your mind that helped you make that 
decision?  
 
Perhaps you had images of past experiences; memories of seeing a game of soccer 
either on television or at a stadium; memories of going out to dinner. So, not only is our 
imagination used but also our memory system.  
 
So one of the things we need to consider is: why on earth do we ask people with 
dementia today what they would like for dinner tomorrow? The answer is strikingly 
obvious – management of the care facility.  
 
Instead, we need to be making use of every resource at hand to ensure we are able to 
give the person what they want to eat at the time of eating. When we do ask what a 
person would like to eat, give them a picture that shows their choice, such as fish and 
chips. They can put this in their pocket and, when it is time to serve the food, ask to see 
their picture. This will remind them of their choice. This is inclusion. This is 
empowerment. In addition, we can take two plates to the person at the table with two 
separate choices on it. Better still, we can involve the person in preparing and serving 
the meal. Is this idealism or a realistic option with some thought and application? I shall 
leave you to decide.  
 
Kitwood’s Person Centered Care: 
 
No book about dementia would be complete without the inclusion of the late Professor 
Tom Kitwood’s vision of person centered care. After all, this is what leads to the 
avoidance of malignant psychology. However, most mainstream services still fail to 
implement true person centered care blaming lack of resources, both human and 
financial, as the key factors.  
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This is not the case. Fostering and developing the correct attitude right from the start 
does achieve true person centered care, thus ensuring quality of life and well-being is  
continuous. The term 'person-centered care' has become part of everyday language in 
dementia care. My worry is that because of this, its true meaning has become somewhat 
diluted. So what exactly is meant by person-centered care? Although the exact term 
used varies, there is a general consensus that 'person-centered' or 'quality' care is 
focused on the individual, that it promotes independence and autonomy as opposed to 
control and that it encourages people to choose from reliable, flexible services. It is 
about inclusion, not exclusion and tends to be provided by enablers who remain 
grounded in their care role.  
 
By this, I mean it becomes all too easy for support staff, and nurses, to see their role in a 
care facility as a job, a task. When this happens, task orientated care practices dominate 
and true person-centered care is not possible. Therefore, to avoid this type of malignant 
care, members of the direct care teams must also feel value and supported by their line 
managers. 
 
By discussing the Nightingale Triadic and CAR Approach below, we will see how we can 
achieve true person centered care in the nursing and/or care home environment with the 
existing financial and human resources. 
 
Nightingale’s Triadic and CAR Approach: 
 
The Triadic Approach to Dementia Care focuses on the Environment; adequate and 
appropriate training and continued development and psycho-social support strategies, 
systems, mechanisms and interventions. The CAR Approach focuses on 
Communication, Attitudes and Response. 
 
This combination ensures that enablers learn to be wholly positive and totally non-
aversive in the way they perceive dementia as a unique experience and thus provide 
support on an individual basis. Barriers are broken down until removed completely, thus 
dissolving the ‘Us and Them’ phenomena. As a result, this leads to empowerment of the 
person with dementia who can then receive the support required, when required, at a 
time convenient to that person without the fear of institutional neurosis being an outcome 
of malignant care strategies. We will look at each one of these elements in turn. 
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Environment: This is a key element in determining how an individual behaves at any 
given time, day or night, in a care home setting. Here I refer to both the external and 
internal environment. For example, Inclusive Design for Getting Outdoors (I’DGO), a 
research consortium consisting of a core group of academic researchers who, together 
with a wide range of partners, constitute a virtual centre of excellence focusing on design 
of outdoor environments to include older people and disabled people state that the 
inaccessibility and difficulties presented by many outdoor environments is a major 
problem affecting older people at present. This is further aggravated by a lack of 
awareness about design features that could support independent activities and make a 
difference to the quality of their daily lives.  

The impact of the internal environment is further strengthened by what lies outside.  

Think about the following for a moment or two: 

You have lived all your life as an active member of society. You have developed an 
acceptance of environmental cues. Your brain has formulated an ecological inventory of 
all the things that help you orientate yourself to time and place, all the things that help 
you get from A to B, all the things that give you aesthetic pleasure, all the things that 
allow a sense of well-being, of personhood. You have interacted and have been 
interacted with. There has been stimulation of the senses too.  

What are these things?  

Well, just take a look around you. What do you see? What can you hear? What can you 
smell? Reach out and touch the thing closest to you. How does it feel? What can you 
taste?  

Your environment gives you a real purpose. It is a key factor in helping shape you as a 
person. So, imagine entering a care facility and no longer seeing the post box at the end 
of the street or the restaurant down the road; no longer smelling the aroma of home 
cooking; no longer seeing your own front door; no longer taking the trip to the shops; no 
longer having local signs that tell you where you are, where you are going. Include into 
the mix the fact you have some kind of cognitive dysfunction, maybe your immediate 
memory is impaired; and how about vision? Perhaps you have some macular 
degeneration or cataract? Then there is the visual challenge that we know many people 
with dementia experience, i.e. the loss of ability to recognize colors at the low end of the 
color spectrum. How might this affect the person with dementia when first arriving at the 
care home? 

Your response is likely to be based on two powerful emotions – fear and anxiety. The 
transitions that each person experience are different. However, for many individuals fear 
of the unknown leads to severe general anxiety. When someone is confronted with such 
negative experiences they will use whatever resources they have at hand to express 
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their feelings. For a person with dementia living in a care facility, their expressions are 
likely to be labeled as challenging behavior.  

What we must always remember is that our roles in the care facilities are not to manage 
people with dementia. Our role is to enable, empower and support people to have an 
enriched life. So, when developing your care centers for people with dementia, it is 
crucial that you enter their reality. 

The German author and poet Christian Morganstern famously wrote ‘Home is not 
where you live but where they understand you.’  No matter where one lives, at home, 
or in a care facility, living well, living safely and living comfortably are crucial to a positive 
well-being for people with dementia. Whether you are thinking about the outdoor area or 
inside the home, think about the environmental cues we all need and introduce them to 
the area. For example, it is important to develop a community within a community.  

By this I mean turning a bedroom door into the person’s front door so the room becomes 
their house; they then step outside of their house into a community that is both 
stimulating and interactive as opposed to a typical care facility corridor. They might walk 
past a shop window, a pub, café or market place. There is appropriate signage in the 
size, shape and color that gives people the maximum opportunity to recognize what the 
sign is and the direction they are heading and where they are. Remember, the reality of 
someone with dementia may well be different to yours – you may be living in 2012, but 
that person may be reliving 1973. If the surroundings are familiar, recognizable, then the 
possibility of fear and anxiety are reduced immensely, thus, behaviors that are seen as a 
challenge to the service have been dramatically reduced. Lighting is elevated, for 
example, there are street lights or lampposts that help the person not only see where 
they are going, but reduce their uncertainty and trepidation.  

This can greatly reduce the risk of Sundowner syndrome, a phenomena described by 
many relatives and staff that describes a change, somewhere around 4pm, when the 
person becomes more confused, more disorientated, restless and muddled, thus leading 
to heightened emotional responses and agitation. Research conducted by a group of 
Dutch scientists clinically tested the effect that long exposure to bright light and 
melatonin have on the functioning of people living with dementia. The authors of the 
paper claim that on the whole, light treatment could have clinically beneficial effects. The 
ceiling lights, more than three times brighter than those used as a comparison, also 
reduced depression by 19 percent. Light attenuated cognitive deterioration by 0.9 points 
on the Mini-Mental State Questionnaire (Effect of Bright Light and Melatonin on 
Cognitive and Noncognitive Function in Elderly Residents of Group Care 
Facilities, JAMA. 2008; 299(22): 2642-2655).  

This clearly demonstrates how an appropriate environment can Influence a positive well-
being by negating the risk of ill-being. 
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There is much anecdotal evidence too. Helen, the director of a care facility in 
Birmingham fed back to me that: 

‘Since changing our environment through the introduction of a community 
within a community philosophy, the residents are much happier and 
calmer. They are experiencing new things every day and one lady, Elsa, can 
find her own little house now. We painted her door and made it look similar 
to the front door she had been used to for over 50 years. Before we did that, 
staff always had to go with her. The staff team is happier too. This is only 
one part of what we do, but it has proven to be a vital part of the person 
centered approach.’  

Jack, a guy with dementia living at a care facility told me: 

‘Clocks. I grew up surrounded by clocks. I have lots of them here. I have 
one on my door. I know that I need to go through it. There are more inside it 
and they make me smile.’ 

I watched Margaret as she made her way from her house, down the street which had a 
hairdressing salon and shop front. The dining room had been made into a café with a 
1970’s theme. She went inside and sat at the table. Margaret looked at a picture on the 
wall and smiled. She then got up, left the café and continued her journey. Clearly for her 
the environment was having a huge positive impact. 

It might sometimes seem bizarre to those who do not have dementia. Some critics argue 
that we are creating a false environment, that we don’t have these things in our own 
houses. I would respond by saying that it really doesn’t matter. In the grand scheme of 
things, if Peter wants to walk and put paper or envelopes into a box time and time again,    
and if this gives him a sense of purpose, a role, a sense of achievement, then it is 
something to encourage, not avoid. If you can turn a frown into a smile, the purpose 
behind this approach has been met. 

Adequate and appropriate training and continued development: Is it not a 
frightening thought that somebody can get a job as a caregiver supporting people with 
dementia without any training or basic idea of how people live through their journey? 
Very few specialists in this field of care would argue that adequate and appropriate 
training is vital. None would argue that training must be sustained, continuous; that 
leadership and supervision is also an essential component to ensuring that true person 
centered care is delivered at each and every interaction. 

Here we have a huge challenge. The challenge is that we must fill the gap between what 
we have as knowledge in terms of how person centered care positively impacts on those 
people with dementia, their relatives and caregivers and actually delivering it in the care 
home facility. As I pointed out earlier in this book, Kitwood’s work has been known for 
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many years but we continue to fail his vision in care facilities. As a clinician specializing 
in the field of dementia, I see this failure day in and day out. I have already identified why 
this might be the case so will suggest ways in which we can plug this identified gap. 

Firstly, outcomes from all credible research must be translated for non academics. So 
much is kept in academic journals that when I refer to it for a specific reason I am very 
often met with blank faces. Research outcomes that directly affect care practices must 
be included in all training and development courses. Senior managers and educators 
have a duty to ensure this is the case. 

It is a pointless exercise asking people to attend a classroom based training course if 
there is no experiential opportunity to compliment theoretical learning. Courses are being 
developed regularly but it is essential that whatever dementia specific training is  
delivered in the care facility you start by asking yourself 4 fundamental questions: 

 Why is the training required? 
 What are you aiming to achieve through the provision of training? 
 Who will deliver the training and what are their qualifications for doing so? 
 Is senior management in support of the initiative and will the required resources 

be made available to achieve your desired outcomes? 

When you are planning to provide a person centered training program in your facility a 
successful outcome can be guaranteed by adhering to the following golden rule: 

 

 

 

 

 

WHO? 

WILL DO 

WHAT? 

UNDER WHAT 

CONDITIONS? 

TO WHAT 

DEGREE OF 

SUCCESS? 
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WHO? 

You need to consider who is going to facilitate the training; who is to attend the training 
(and this is where we advocate that each and every member of  the team, and 
loved ones, attend any training based around person centered care) and who is to 
support the training, i.e. senior management. It is essential that this is clear and precise. 

WILL DO WHAT? 

Now you have identified the key people, it is important that you clarify their roles. 
Essentially, the facilitator is going to deliver the training and the learners will attend. 
What is equally important is that the role of management support is defined. In what way 
will that support be demonstrated? Will learners have time to attend? Will they be 
encouraged to attend and rewarded for doing so? Will any necessary resources be 
provided? This is a crucial component to a successful outcome of any training. Without 
this support the whole process is likely to fail. 

UNDER WHAT CONDITIONS? 

Consideration now has to be given as to where the training will be delivered and in what 
guise? If learners are attending classroom based sessions, keep them short. 2.5 hour 
sessions are long enough. It is essential that learners are supported while delivering 
theory at practice level. Think about the learning environment and any equipment you 
may need. For example, a quiet environment that is light, bright and roomy with a TV 
and DVD player, flipchart and, if required, power point are the basic requirements. 
Ensure you have planned properly and adhere to the timing. Make the learning fun with 
plenty of opportunity for learners to interact through discussion and short group work 
exercises. 

TO WHAT DEGREE OF SUCCESS? 

The facilitator, learners and managers must have set, clear outcomes from the training. It 
is never acceptable to deliver training simply because it will meet a regulatory 
requirement. It is more important to ensure that no requirement is made in the first place. 
The ultimate goal of any person centered training has to be to further enhance the 
quality of life of the people living in the facility. However, this must be combined with 
enablers who are happy to deliver that level of care. Remembering that this model relies 
heavily on the family dynamic approach, each person is an important member of the 
home. To achieve full and complete enrichment a partnership between those living in the 
facility, their loved ones and close friends and those enabling people to live through their 
journey of dementia is paramount.  
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To this end, enablers must be equipped with the necessary skills, competence and 
ability to deliver a truly person centered care program. The four golden rules above will 
ensure this is achieved. 

Psychosocial support strategies:  The recommendations put forward in Always a Last 
Resort make clear the need for non pharmacological interventions when supporting 
people through the most challenging aspects of their journey. Each and every care 
facility has the responsibility to ensure that this is the case. However, it’s not as simple 
as a doctor saying ‘I am not going to prescribe medicines until you have exhausted all 
other avenues.’ It is necessary that all enablers, including family doctors, are able to 
suggest what other forms of intervention would be appropriate in each individual case. 
Following the suggestion, the enabler must have the relevant skills, knowledge, 
competence and confidence to then apply the intervention. This may be basic counseling 
techniques that take place each and every day through to more specialist psychotherapy 
or cognitive behavioral therapy. Whatever strategy is used, training and development is 
always the key. Is there then an argument for all care facilities to have direct access to a 
qualified and competent psychotherapist that specializes in the field of dementia? We 
are of the opinion that this is the case.  

In relation to the application of psychosocial support in the field of dementia, an 
appropriate definition is: 

A therapeutic intervention that uses cognitive, cognitive-behavioral, behavioral, 
and supportive interventions to relieve anxiety, fear and support people through 
the many challenges their journey through dementia brings (D J Nightingale, 2008). 

It has been suggested that people with dementia more often than not have impairments  

in language function and are therefore considered unsuitable for psychotherapy (Duffy,  
2002). However, this is slightly misleading as the majority of people in the early stages of 
dementia are able to verbally communicate effectively. Even those in the moderate to 
severe stages of the journey are able to maintain a level of communication and it is the 
skill of the clinician that determines the communication tools used for a positive outcome. 
It is now known that the music centre in the brain is separate from the speech and 
language areas (Broca’s and Wernicke’s). Therefore, a therapist can communicate 
effectively by using music as a vehicle. 

An evaluation of six 10-week psychotherapy groups for people with dementia found 
significant improvement in scores for depression and marginal benefits in anxiety 
symptoms which were maintained at follow-up (Cheston et al, 2003). 

There is evidence that it is possible to apply randomised controlled trial methodology in 
assessing the impact of a psychotherapeutic approach in people with Alzheimer’s 
disease. Although it was evidenced that brief psychotherapy (psychodynamic 
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interpersonal therapy) did not improve scores on any of the key outcome measures, 
qualitative assessments reported trends towards a subjective benefit for both patients 
and caregivers (Burns et al, 2005). 

Work has demonstrated that enhanced psychosocial care can reduce antipsychotic use 

in care facility residents with dementia without worsening behavioral symptoms (Fossey 
et al, 2006). 

A recent randomized controlled trial examined the cost-effectiveness of a program of 
cognitive stimulation therapy for people with dementia. The authors found that it was of 
greater benefit, and might prove to be more cost-effective, than treatment as usual 
(Knapp et al, 2006). 

In 1997 the American Psychiatric Association produced practice guidelines for the 
treatment of dementia. These acknowledged that some clinicians find supportive 
psychotherapy useful in helping people with mild impairment to adjust to their illness, 
although there has been little research into its effectiveness. 

It is clear that psychotherapy has a major part to play in the delivery of true person 
centered care and is an area that requires continued study and development and has the 
right to attract a level of funding as a valued, active treatment. 

In many ways, as a caregiver, nurse, director or manager, you will regularly use what I 
term as Fundamental Psychotherapeutic Interventions (FPI’s). One example of this is 
when you sit with an anxious or upset person and offer reassurance and positive 
engagement; another is where you support an angry person to express their anger 
through active listening, empathy, genuineness and warmth.  

 

 

 

 

 

 

 



27 | P a g e  D r  D  J  N i g h t i n g a l e  &  K a t h l e e n  N i g h t i n g a l e  D T S  2 0 1 2  
 

The CAR Approach is useful when providing true person centered care because it 
encourages everyone, including relatives, professionals and carers, to think about three 
principle modalities when supporting someone through their journey. These are:  

1. COMMUNICATION 
2. ATTITUDE 
3. RESPONSE 

We will look at these in more detail and discuss how they fit in to the Nightingale Model 
of Enriched Care. 

 

THE CAR APPROACH 

 

 

 

ATTITUDE 

RESPONSE 

COMMUNICATION 
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As you can see from the above diagram, the CAR Approach is a cycle of events, and 
one without the other would be completely ineffectual. The three modalities are 
interwoven and when incorporated into the everyday care strategy is a key component to 
increasing well-being of each individual. 

The term itself also helps enablers to maintain a mindset that is positive and encourages 
individualized care. It takes away that part of our vision that sees dementia. Instead, it 
instills a philosophy that allows us all to see the person, and only the person. It is then 
easier for us to accept that dementia is just a part of who that person really is. 

COMMUNICATION 

 

This relates to the way we interact with any one individual living in a care facility. In order 
to communicate effectively and efficiently, where we achieve a positive outcome to that 
interaction, we must always consider the person’s: 

• Existing skills which can be anything from being able to cook their evening meal 
to being able to point at a chosen meal. It is far more important to establish an 
existing skill than identify a need. The reason for this is very straightforward: 
identifying an existing skill leads to a care plan that can make the identified 
need less of a need. By this, I mean the existing skill and ability means that 
instead of having to identify that Bill requires assistance to eat his meal, you will 
be able to identify that Bill is able to put his fork to his mouth if someone sits and 
eats alongside him. We are therefore increasing Bill’s sense of worth and helping 
him maintain that skill. Very often we see the opposite – Bill will be fed and 
because of this he is deskilled, further diminished as a person and less likely to 
have a sense of well-being. By facilitating and supporting this skill, we have 
affected person centered care and negated malignant care practice. 

 
• Competencies are an essential component for good, positive and successful 

communication with people with dementia. Competencies are described as skills 
that are essential to perform certain functions, for example, a care worker needs 
to be able to use a wide range of skills to communicate with a gentleman with 
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dementia who is unable to express himself verbally (expressive dysphasia). Both 
the person living with dementia and the caregiver, loved one, nurse and other 
person will always find a method of communication based on the intellectual 
resources they have at hand. We know for example that music is an excellent 
vehicle for communicating with people who have lost their competency in 
verbalization. It will come as no great surprise to many enablers that having a 
strong relationship with the person with dementia, and spending time getting to 
know them, often lead to successful outcomes in all care delivery. This is 
because mutual respect develops and each becomes aware of the others 
competencies. 

 

• Knowledge is power. Every individual that moves in to the care facility comes 
with a wealth of knowledge. Very often a lifetime of experience gained from a 
varied journey through life. It is essential to remember that having dementia in no 
way makes a person less knowledgeable. I will give you an example from my 
clinical work: 

I was working with a group of 6 people, all with varying degrees of dementia. We were 
doing something called Music and Reminiscence Therapy Incorporating Storytelling – a 
form of Psychotherapy that I devised to make Life Story work more fulfilling for people; 
more authentic because it truly was their life story, as lived and described by each and 
every individual. We would get together in a room and I would wait until somebody 
began a conversation. I would then spotlight and zone in on a particular aspect of what 
the person was saying. This would then lead the group into reminiscing about that 
particular thing. When the conversation ran dry, we would play some music to trigger 
more memories. A lady called Mari would attend each and every week. Each and every 
week she would be assisted from her wheelchair to a comfy arm chair, then she would 
close her eyes and appear to remain locked inside her own world; her own thoughts. I 
never heard Mari speak until one Wednesday afternoon when the conversation was 
about Loch Ness and the things that can be found in it. Suddenly, Mari opened her eyes, 
leaned forward and, in a soft Scottish accent, simply said ‘salmon.’ At that, she closed 
her eyes and leaned back in the chair again. I was amazed that some spark had brought 
her into my world and from that moment on I have stuck to the belief that we should 
always make one assumption about people with dementia: That the person can always 
hear and understand everything that is happening around them, everything that is 
being said about them.  

The type and degree of dementia is completely irrelevant when it comes to knowledge. A 
definition provided by the Oxford dictionary states that knowledge is an awareness or 
familiarity gained by experience of a fact or situation. Philosophical debates in general 
start with Plato's formulation of knowledge as "Justified true belief".  Yes, knowledge of 
any degree is a very powerful thing. 
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ATTITUDES 

 

This relates to the way we interact with the person we are supporting. To ensure our 
attitude is consistently positive and proactive, we must consider the person’s: 

• Holistic function which means we look at every aspect of that individual. We 
support and enable people with their physical, psychological, emotional and 
spiritual health and well-being. It was during the 1940’s that Abraham Maslow 
first developed his original Hierarchy of Needs. Despite this, it remains an 
excellent model in relation to dementia care. His original five-stage model is 
useful here, and easy to apply in the care setting: 

 
1. We start out life with basic biological and physiological needs. 

These are things like sex, food, drink, warmth, sleep and air. Without 
them we are unable to sustain life, to grow and develop into a fully 
functioning adult. These things are our central driving system, our 
motivation to survive. It is essential that we ensure these drives are 
met as the person works through their journey of dementia. 

 
2. Once those basic needs are met, we require safety. We need 

protection, security, order, boundaries, societal norms, laws, etc. 
Without these, our very existence would be threatened and our ability 
to thrive in society would be diminished considerably. When 
somebody moves in to a care home, these needs become even more 
important and essential. People feel very vulnerable and frightened 
and we all have a duty to provide an adequate level of care and 
support that ensures a person’s constant need for safety is met. Not to 
do so will contribute to individual ill-being, malignant care provision 
and the likelihood of a reduced lifespan 

 
3. When we feel safe and secure, we can then express and receive love 

and belongingness. We have relationships with family members, are 
able to give and receive affection, work alongside colleagues and 
have a true sense of who, what and where we are. Developing 
dementia leads to greater dependency on others. This means there is 
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a real danger that people will withdraw into themselves thus impacting 
in a negative way on relationships. Moving in to a care facility often 
means a reduction in human contact and physical affection. We must 
not be afraid to give someone a hug, or hold their hand if they reach 
out to us. We must do all we can to orientate people and remind them 
of who, what and where they are. 

 
4. Because we have our fundamental needs and drives met, feel safe 

and secure and have this overwhelming sense of belonging, our 
esteem allows us to achieve the things we aim for in life. We gain 
status and responsibility and establish a reputation amongst our peers 
and in society as a whole. As the dementia gets a hold, people are at 
danger of losing their self-esteem, and very often do. We can reduce 
this by motivating people, showing them that they really do matter, 
that they have a true value in society. For example, Tom was a family 
doctor and now has dementia. He lives in a care facility and likes to 
help in any way he can. Seeking his professional advice and including 
him gives him increased self-esteem. It appears that when a person 
loses their role in society, self-esteem becomes low and people begin 
to feel worthless and useless. By enabling people to maintain some 
kind of role or function, such as Tom above, or Edith who for over 50 
years worked as a cleaner and likes to help clean the care facility she 
now lives in, we can help to keep people’s esteem at an elevated 
level, thus reducing the risk of depression and negative feelings about 
the self. 

 
5. Upon achievement of those things we eventually reach self 

actualization where we feel we have true personal growth. We have 
achieved the things we wanted in life and have a true sense of 
fulfillment. Many people with dementia have self actualized while 
others may not have done so. I will leave you with this thought: for 
those who have not, is there any reason why we cannot assist 
them to do so? 

 
• Individuality is so important to each and every one of us. There may be 15 

people living in one facility. We therefore have 15 different personalities and 
characters, all with individual strengths, abilities, knowledge, competence and 
needs. This gives care teams a real challenge in providing true person centered 
care to each of these people. However, it can be done through a change of 
attitude and practice – by moving away from task orientated care and embracing 
the person centered philosophy. Don’t rush around like a headless chicken. Take 
your time. Develop care plans that allow you to support people through positive 
engagement. For example, Peter and Jane are married. When Peter went to 
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work this morning he didn’t really care whether the bed was made or not. He will 
fall back into it when he goes to bed tonight. Jane, on the other hand, won’t leave 
for work until the bed is made. If the time comes for either of them to move in to a 
care facility, this desire should be written into their care. Nobody should be 
rushing around making beds. Respecting individuality is a crucial element in 
delivering the Dignity in Care Challenge. It reduces the risk of behavior that is a 
challenge to the service because people continue to feel valued and offered life 
choices. 

 
• Lifestyles are different for many people; they have had different childhoods as 

well as adulthoods. Many will have shared similar lifestyles too. It is important 
that group dynamics is built in to the care facility strategy. Some people with 
dementia may find motivation very difficult. For this reason, members of the care 
and management teams, as well as relatives and friends, can help by completing 
good, thorough life stories with the person. From this knowledge, you will be able 
to work out who might get along with whom, thus increasing the potential for the 
development of good relationships and a sustained, valued lifestyle; we must 
respect each and every lifestyle, no matter what our own personal feelings may 
be towards it; we must enable people to continue to live the lifestyle they choose, 
as difficult and challenging as this may be at times. For example, to whose 
benefit is it that we expect people to sleep at night in a single bed, alone? 
Many people don’t sleep at night because of their occupation. The majority of 
people have spent a lifetime sleeping in a double bed, with someone by their 
side. To whose benefit is it that we expect everyone to sit in a wing backed 
chair? Many people have spent their life chilling out on a sofa. Many things are 
done for the benefit of the running of the facility. What we are asking here is that 
you challenge that practice; that you think about the real reasons behind 
uniforms, staff toilets, staff cups, drug carts and drug rounds, coffee carts and 
dinner rounds, laundry carts and laundry rounds. Think about how most of your 
care is delivered by relying on one cart or the other. It’s about removing barriers. 
It’s about removing the ‘Us and Them’ principle and replacing it with Us. 
Consider your own lifestyle and how you would feel if it suddenly changed and 
you found yourself being cared for in a care facility. Finally, I will leave you with 
this thought: Lifestyles are unique. They are there to be sustained. To 
disrupt an individual lifestyle is like interfering with nature – disaster will 
result. 

 
• Activities are something we do from the moment we open our eyes to the 

moment we close them again. Without activities our very existence would be 
pointless. Imagine having nothing to do; nobody to interact with; nobody to talk 
with. You may think that would never happen to the people you support. 
However, this is not strictly so. In 2007, The Alzheimer’s Society in England 
published a report entitled Home from home: a report highlighting 
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opportunities for improving standards of dementia care in care homes 
which states that an Alzheimer’s Society survey found that the typical person in a 
home spent only two minutes interacting with staff or other residents over a six-
hour period of observation, excluding time spent on care tasks. The report also 
stated that research shows that availability of activities and opportunities for 
occupation is a major determinant of quality of life and affects mortality rates, 
depression, physical function and behavioral symptoms. Dr Daniel Nightingale 
assisted with that document and, from his own experience as a Dementia 
Consultant visiting many care facilities, rather ashamedly has to agree with the 
statements. It is not a rare incident to see the care and management team busy 
doing tasks while the people living in the facility are busy doing nothing. We are 
not intending to be flippant as we believe this to be due to a lack of adequate 
training, skills, competence and ability along with an obvious lack of both human 
and financial resources. However, after having said that, members of the direct 
care teams do have a part to play in this. We must adopt the attitude that 
activities are the responsibility of everyone and not simply that of the activities 
worker. Additionally, if you believe you have a genuine need for more resources 
in order to meet the everyday needs of people you are supporting, then bring it to 
the attention of your line manager, but ensure you have sufficient documented 
evidence beforehand. For example, risk assessments, dependency 
assessments, and behavioral charts. It is then very difficult for funding bodies to 
argue against your request.  

 
It may be useful if you write down all the things you do in a day and compare it to the 
people that live in the home. What are the differences? How would you feel if you 
suddenly stopped going to the restaurant with your mates? Or could no longer spend 
time with your dog, your horse or anything else that is your main activity away from 
enabling people in the home?  
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RESPONSE 
 

 
 

By response I mean the way in which we enable people to live positively through their 
day to day challenges by compensating for any losses incurred as a result of having 
dementia. The component that makes up the response element of this model is quite 
simple: 
 
‘Providing our response is a positive one, protecting the rights of the individual whilst 
respecting their individuality and dignity, there should be no rigid rules to the degree and 
type of response given.’  (D J Nightingale, 2008) 
 
Consider the picture above. What were your initial thoughts when you first saw it? What 
key messages does this image send out? 
 
What is happening here is a positive response to a fundamental human need – a need 
for attachment. Attachment can therefore be defined as: 
 
‘A biological function which bases itself on the need for safety, security and protection; 
attachment promotes survival.’ (D J Nightingale, 2008) 
 
Think about this definition and consider how it is both relevant and applicable to people 
living in a care facility.  
 
Now think about how often a person’s need for safety, security and protection are often 
ignored. What can you do to ensure this is no longer the case with the people you 
support on a day to day basis? 
 
One thing you can do is to speak to each person you walk past. Even if you just say 
hello and smile at the person. Better still, you could ask how they are and engage in a   
meaningful conversation, even if it is for a few moments only. What you achieve then is 
true positive engagement. 
 
When supporting people in a care setting we can always find easy solutions to very 
complex situations. For example, we can fit child safety gates across bedroom doors to 
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prevent others from entering another’s personal space. This is easy and quick; no need 
for any kind of thought or engagement with the person that wishes to enter the room. But 
it is inappropriate and a totally unacceptable solution. 
 
What other solutions are there? How would you address this situation in a person 
centered way? 
 
It is all about engaging with people; finding out why the person chooses to do that. If 
people are gainfully employed during their waking hours, this behavior will be avoided. 
 
To help ensure we remain person focused, it is well worth remembering what Richard 
Chester and Michael Bender identified in their book Understanding Dementia: 
 
Focus: 
 

• On the person with dementia, not their diseased brain – While it is important 
to have some underpinning knowledge of the pathology of dementia, it is not 
crucial to the delivery of true person centered care. Having dementia is only a 
part of the person. It is far more important to focus on existing skills, knowledge 
and competence and celebrate each of those. Contrary to some clinician’s views, 
people with dementia can relearn lost skills. Dr Cameron Camp has 
demonstrated that Montessori techniques can benefit people with dementia and I 
have further adapted this approach to enhance the dining experience of people 
living with dementia and residing in a care facility. Outcomes were very positive 
and I utilized Piaget’s Theory of Cognitive Development in my work, in particular, 
his Assimilation/Accommodation theory. 

 
Paiget described the Assimilation/Accommodation Theory as: 
 
Assimilation – The process of taking in new information into our previously existing 
schemas is known as assimilation. The process is somewhat subjective, because we 
tend to modify experience or information somewhat to fit in with our pre-existing beliefs.  
 
Accommodation – Another part of adaptation involves changing or altering our existing 
schemas in light of new information, a process known as accommodation. 
Accommodation involves altering existing schemas, or ideas, as a result of new 
information or new experiences. New schemas may also be developed during this 
process. Therefore, if one can ride a push bike, those basic skills can be adapted to ride 
a motorbike.  
 
In my work, I looked at a more positive dining experience. Participants spent 30 minutes 
on Montessori based activities before having 15 minutes to make their way to the dining 
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area. The idea was based on repetitive actions. During the activities, the participants 
transferred cotton wool balls from a container to a bun tray with colored dots. They used 
tongues to do this. On having their meal, they eventually continued to use those skills 
while eating their meal. Previous to this, they had been fully supported during their meals 
by support staff who had been feeding each person. This small, but effective pilot study, 
demonstrates that people with dementia can possibly to re-learn skills that have been 
lost (Montessori success for people living with dementia (2011), Journal of 
Dementia Care. Vol 19, No 2: 36-38) 

 The question is:  
 
Have those skills been lost due to the effects of the dementing process itself, and the 
repetitive activity has laid down new neuronal pathways? Or, was the skill lost because 
enablers found it more convenient and less time consuming to simply feed people? I will 
leave it to each individual reader to think about that question and search for the 
appropriate answer! 
 

• On their emotions and understandings, not memory losses – There can be 
no argument that as long as a person exists, he or she will always be able to 
experience emotions. This is why doll therapy, pet therapy and true human 
contact result in positive well-being for each person with dementia. As I identified 
above, always assume that the person is able to understand everything that is 
being said around them and everything that is being done with them. To focus on 
a person’s losses is detrimental to their health and well-being. Dementia Care 
Mapping would identify this as malignant, so avoid it. If the person is anxious and 
distressed about memory loss, then you must support him/her through that 
experience. If anger or frustration is expressed, this must be permitted. Very 
often we see enablers use distraction techniques to try and resolve an 
expression of anger or frustration. Ask yourself this question: ‘If my wallet was 
stolen, would I want someone to talk to me about the weather and offer me a cup 
of tea?’ Remember that people living in a care facility have lost their wallets, and 
much, much more besides. Thus, people have a right to be angry but also have 
a right to be supported to express that anger in a way that is not destructive or 
harmful to that person or to others. What do you do to express your anger and 
frustration? How did the person in question express theirs prior to having 
dementia and prior to living in the care facility? It is crucial to find out. Only then 
are you in a position to support that person as they express their emotions and 
current understanding of present events. 
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• On the person within the context of a marriage or family – Part of this model 
considers family dynamics as crucial to true person centered care. We have 
looked at this earlier in the book; therefore, I shall simply remind you to ensure 
we are always working towards a Positive Family Dynamic (PFD) experience 
with each and every person we support on a day to day basis. 

 
• Within a wider society and its values – In order to have a successful outcome 

from the provision of residential or nursing home care, the care facility and all its 
activities must be fully inclusive of society as a whole. Managers and members of 
the direct care teams must look outside of the care services to forge links with 
others. One example is to utilize spare rooms and resources for things like a 
local artist to hold a gallery there for a couple of days. Another is to let Business 
groups hold their monthly breakfast networking meetings there. By doing these 
things you are able to raise the profile of the home and fully include it in other 
things that happen in the community. I can hear people saying ‘We can’t do that. 
Someone in authority somewhere will have something to say,’ etc. Not 
necessarily so – something I remember from a presentation I once attended is 
that a problem is only ever a solution in disguise! So, put your thinking caps on 
and truly embrace your local community and get involved with all that is 
happening in it. 

 
A FINAL NOTE ON THE SUCCESSFUL APPLICATION OF THIS MODEL 

 

 
 

This model is practical; it can work. It will work in practice but only if we all embrace it 
and apply it in our roles. The individual themselves, their loved ones and friends, 
doctors, nurses, social workers, directors, care workers, managers, social workers, 
commissioning bodies and regulators all have a part to play. 
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Let’s all work together to strengthen those diluted words and phrases again: 
 

• Choice 
• Person Centered Care 
• Dignity 
• Respect 
• Value 

 
Let’s see people as just that, people. Instead of getting up to go to work on a long day, 
we need to be thinking that we are visiting people in their home; that we are part of the 
extended family whose role is to ensure people have a good, positive day. That people 
smile; that they have a feeling of worth, of love and belonging. 
 
We hope we have achieved our goal in writing this model: a demonstration that 
supporting people through their very unique journey of dementia need not be overly 
complicated or scientific but a fulfilling experience that leaves each and every one of us 
with a full sense of achievement. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© No part of this book can be photocopied or copied in any other way without the express permission of 
the authors. 
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HOW TO USE THIS TOOL 
 

This Care Deficit Identification Tool (CDIT) has been developed to work 
in conjunction with the Nightingale Model of Enriched Care. 
 
It is designed to offer swift solutions to common challenges that often 
lead to care deficits in the care facility. 
 
The model itself considers life enrichment through a family dynamic 
approach along with Kitwood’s Person Centered Care, O’Brien’s Service 
Accomplishments and Nightingale’s Triad ic and CAR Approaches. 
Therefore, all common problems associated with these key themes are 
highlighted within the CDIT.  
 
Solutions offered are practical and can be implemented within the 
existing resources provided within the care facility. 
 
It is not exhaustive. By drawing on your very own experiences, this 
tool can act as a guide or reminder of best practice. 
It is valuable in many ways: 
 

1. Early identification of care deficits allow you to address the issue 
as a matter of urgency before the situation escalates further 

2. By identifying a care deficit in its infancy, swift action prevents 
the individual from experiencing further decline leading to 
obvious ill-being 

3. Through immediate action, malignant care practices are avoided 
and individual well-being is further enhanced 

4. By considering the solutions offered in this CDIT, care givers and 
loved ones have access to immediate support at a time that is 
most crucial 

5. By using this CDIT, regulators and commissioners of services  
can gain further confidence in your care strategies in the facility, 
thus ensuring better working relationships and more positive 
partnership approaches to the care and support of people living 
with dementia 
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Using the CDIT: 
 
The format is straight forward in order to allow you to see at a glance 
the solution(s) offered to address a care deficit. 10 common challenges 
are identified. The format is such that you can continue to add 
additional deficits and suggested solutions unique to the particular 
service or individual you are involved with.  
 

• In the first column the care deficit is described  
• In the second column the solution(s) are offered  
• In the third column the desired outcome following 

implementation of the solution is identified 
• In the fourth column, suggested secondary action is described 

should the solution not yield the desired outcome 
• In the fifth column, you are able to write further comments that 

might be useful. For example, this solution was very successful 
and a care plan has been written to ensure continuity and 
consistency of this approach 

 
It is widely recognized that individuals are going to experience things 
in a different way. This means that Helen might be sitting in the 
lounge with no interaction or stimulation and she may cry or shout 
out. Mary might be sitting in the lounge with no interaction or 
stimulation and she may pick up a cup and throw it. In a similar way, 
the solution offered will be implemented in a person centered way. 
 
With Helen, I might sit with her, reassure her and talk about 
something that interests her. Once calm, I may offer to accompany 
her on a walk through the garden. 
 
With Mary, I may offer to accompany her on a walk through the 
garden then talk about something that interests her. This ensures 
other people are safe from harm or risk whilst Mary still receives a non 
aversive interaction based on person centered principles. 
 
The desired outcome for both Helen and Mary is the same – to provide 
stimulation based on a positive interaction. 
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This is how the CDIT is intended to work. It is not an exact science – 
supporting people through their unique journey means we need to 
address each challenge in a unique way. Hopefully, this tool will help 
all of us continually enhance the quality of care we provide in the 
facility. 
 

 Care Deficit Solution(s) Offered Desired Outcome 
Suggested 

Secondary Action 
Further 

Comments 

Acceptance 
of moving 
in to a new 
facility 

Invoke the 
Ameliorating 
Transitional 
Shock Policy 

A smooth 
transition that 
reduces 
anxiety to a 
bare minimum 

Contact 
Dementia 
Therapy 
Specialist 
(DTS) for 
further 
guidance, 
advice and 
support 

Ensure you 
have all 
details and 
documentation  
at hand prior 
to contacting 
the DTS 

Continuous 
shouting 
out, leading 
to the 
person 
being 
ignored 

Always 
acknowledge 
and reassure – 
never ignore 

People with 
advanced 
dementia live 
for the 
moment, and 
each time you 
acknowledge 
them, you 
maintain and 
increase their 
feelings 
around well-
being 

 

 

Ensure 
somebody in 
the facility, at 
the beginning 
of each day, is 
allocated the 
responsibility 
of ensuring this 
approach is 
initiated each 
and every time 
the need arises 

Each time you 
ignore the 
person you 
contribute to 
their ill-being 
and diminish 
them as a 
person. This 
can lead to 
negative 
outcomes 
such as low 
self-esteem, 
clinical 
depression 
and 
acceleration of 
the dementing 
process itself 
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 Care Deficit Solution(s) Offered Desired Outcome 
Suggested 

Secondary Action 
Further 

Comments 

Looking for 
mom/dad, 
asking to go 
home, etc – 
this is not a 
care deficit 
in itself. It 
is the 
resulting 
anxieties 
and 
problem 
behaviors 
that may 
result in 
these 
statements 
being 
ignored. 

Engage with the 
person and 
validate their 
beliefs, look for 
the meaning 
behind the 
behavior. For 
example, when 
do you want 
your mum or 
dad? 

Talk with the 
person about 
their mum, 
dad or home. 
What was/is 
their names? 
What kind of 
things did 
they used to 
do together? 
What is/was 
home like? 
What kind of 
things do/did 
you enjoy 
there? 
 
 
 

Find pictures or 
photographs of 
mum, dad or 
the home in 
question. 
Discuss these 
with the 
person. NEVER 
disagree with 
the person’s 
reality. 
Instead, step 
inside that 
reality with the 
person 

It does not 
matter how 
many times 
an individual 
asks for mum, 
dad, home, 
etc. See it as 
an opportunity 
to engage and 
enhance the 
well-being of 
that person 
for that 
moment. 

Time for 
positive 
engagement 
and 
interaction 

 

 

As often as 
possible 
throughout a 
day engage with 
an individual for 
about 30 
seconds 

This brief 
positive 
engagement 
will increase 
well-being and 
decrease ill 
being as you 
are 
acknowledging 
the person 

Not appropriate 
in this instance 
 
 
 
 
 
 
 
 
 
 

People with 
dementia live 
for the 
moment. The 
interaction 
that happens 
‘now’ with 
each person is 
what impacts 
on their well-
being the 
most. This 30 
second 
butterfly 
technique has 
proven 
positive 
benefits 

No access 
to drinks 

Ensure there are 
sufficient drinks 

There is a 
tangible 

If it is not 
possible to 
leave drinks 

Remember 
that a 
person’s 
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 Care Deficit Solution(s) Offered Desired Outcome 
Suggested 

Secondary Action 
Further 

Comments 

and snacks 
on a regular 
basis – 
these are 
not visible 
to the 
person, 
thus there 
is no 
prompt to 
eat or drink 
between 
regular 
meal times. 

 

 

 

 

 

and snacks 
available/offered 
at all times. As 
an activity, get 
a smoothie 
making machine 
and support 
people to make 
their own 
drinks. For 
people whose 
weight is a 
challenge, high 
calorie 
smoothies are 
excellent and 
many people 
enjoy making 
them too. 

 

 

 

 

  

reward 
immediately 
available. 
Again, there is 
positive 
engagement 
and you are 
also able to 
ensure people 
are sufficiently 
hydrated and 
nourished 
throughout 
the day 

 

 

 

 

 

 

and snacks in 
the house, 
then regular 
offers should 
become 
common 
practice. It 
might be that 
you can set up 
a little shop in 
a part of the 
facility – care 
staff can then 
support people 
in going to the 
shop to get 
some 
‘shopping’ 

 
 
 
 
 
 
 
 

environment 
should always 
provide 
something to 
do; something 
to see and 
somewhere to 
go. Social life 
incorporates 
many things, 
including the 
need to be as 
independent 
as possible. 
Combine this 
with the 
biological 
drive to eat 
and drink and 
there is the 
opportunity to 
achieve 
satisfaction of 
primitive need 
whilst 
encouraging 
the need for 
such self 
dependency 
and positive 
social 
engagement 

People are 
difficult to 
stimulate 
and 
motivate 

Find out about 
them – their 
life, their 
interests and 
hobbies. Build 
up a relationship 
with the person. 
Provide 
interaction 
based on their 

Easier to 
stimulate and 
motivate. A 
much more 
relaxed and 
less anxious 
individual and 
a much more 
positive 

Encourage the 
person (s) to 
join in and 
interact with 
the people you 
know they like 
or get along 
with. This may 
serve to 
promote 
engagement 

No matter 
how far along 
the journey of 
dementia a 
person is, 
there is 
always a way 
to engage 
positively 
which will 
achieve a 
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Social Life, both 
past and 
present 

relationship with a positive 
outcome 

positive state 
of well-being 

At certain 
times of the 
day, usually 
around 
about 4pm, 
some 
people may 
become 
more afraid 
and 
anxious. 
They may 
become 
restless and 
agitated. 
This is 
referred to 
as 
Sundowner 
syndrome 
and occurs 
when it 
begins to 
grow dark 
in the 
evening or 
late 
afternoon.  

Be aware that 
this is a likely 
event. Identify 
known triggers, 
times and 
patterns and 
remove them. 
For example, 
Betty wants to 
collect the 
children from 
school. Try doll 
therapy as a 
form of positive 
engagement. 
Some people 
respond to high 
level lighting 
and ensure no 
objects could be 
perceived as 
something they 
are not, for 
example, a coat, 
hat and scarf 
may appear as a 
person to 
someone with 
dementia. 

People are 
less anxious 
due to 
positive and 
timely 
engagement. 
Their behavior 
and actions 
are much 
more positive 
and there is 
an obvious 
good, positive 
mood state 

Arrange and 
organize an 
individual or 
group activity 
around the 
time you know 
Sundowning is 
likely. This will 
help distract 
and increase 
well-being 

By identifying 
and removing 
known 
triggers, you 
can greatly 
reduce the 
risk of 
Sundowning 
syndrome 
becoming 
likely. 
Ultimately, 
this improves 
well-being and 
negates ill 
being  

An 
individual 
has a 
tendency to 

There is always 
a reason for a 
particular 
behavior – 

The individual 
no longer 
enters other 
people’s 

If these 
strategies do 
not work, 
revisit the care 
plans and life 

It is never 
acceptable to 
lock doors or 
rooms to 
prevent 
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enter other 
people’s 
rooms. You 
may find 
this is done 
at a 
particular 
time; that 
there is a 
particular 
pattern; 
that tedium 
and 
monotony 
are 
contributing 
factors; that 
a lack of 
stimulation 
is apparent; 
that the 
person has 
a low 
boredom 
threshold or 
a multitude 
of other 
reasons 

whether it is a 
positive or 
negative one. 
Try to establish 
what the person 
is seeking. Can 
he/she not find 
way due to a 
lack of signage 
or orientation? 
Is he/she 
looking for 
something to 
do? Something 
in particular? 
Engaging with 
people who do 
this will prevent 
it. Fixing a 
window box to 
the wall outside 
the room, filled 
with interesting 
objects the 
person is known 
to like will 
distract and 
prevent entry 
into the room 

rooms without 
invitation. Nor 
do they 
remove 
another 
person’s 
property as 
he/she now 
has the need 
for something, 
whatever it 
may be, met 
through a non 
aversive 
approach that 
is person 
centered in its 
origin 

story. It may 
be that there is 
a reason that 
you cannot 
identify – 
maybe the 
person’s job 
involved 
searching? Or 
possibly he/she 
is looking for 
something 
special that 
was lost many, 
many years 
ago? If still no 
success, it may 
be time to 
consider 
assistive 
technology, for 
example, a 
pressure mat 
outside the 
other person’s 
room. This will 
alert members 
of the care 
team when this 
behavior is 
about to occur. 
You can then 
interact and 
distract 

people from 
exploring their 
own 
environment. 
Locking doors 
and using 
other 
preventative 
measures is 
an easy 
solution to a 
complex 
problem. By 
doing this, you 
run the risk of 
failing to 
identify the 
problem, thus 
denying that 
individual the 
right to have 
that problem 
addressed and 
resolved in a 
person 
centered way 

Urinating in 
a place 
other than 
the toilet. 
This may be 
in a certain 
area such 
as the 

Consider past 
history and 
behavior. You 
are likely to find 
the reason if 
you look closely 
enough. Focus 
on what the 

By identifying 
a past 
behavior and 
experience, a 
Positive 
Behavior 
Intervention 
Strategy (P-

If you are 
unable to 
identify the 
possible or 
probable cause 
from life story 
and history, 
put into place a 
close 

Again, there is 
nearly always 
a reason for a 
particular 
behavior. In 
this case, only 
if you are 
unable to 
identify the 
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corner of a 
corridor or 
even the 
corner of 
their own 
room 

person did for a 
living (it is not 
uncommon for 
farmers and 
those involved 
with horses to 
go to the 
bathroom in a 
stable!) and the 
conditions lived 
in as a younger 
person 

BIS) can be 
developed and 
put in place.  
Remember, if 
this is done, it 
is essential 
that both 
consistency 
and continuity 
is made clear 
and that an 
immediate, 
tangible 
award is 
offered for 
positive 
behavior 

observation 
monitoring 
system. 
Allocate 
somebody to 
observe for 2 
hours and 
identify 
possible 
triggers and 
other patterns 
or signs. This 
should give you 
a clue as to 
why a person is 
doing this 

cause, and the 
dementia is 
moderate to 
severe, is it 
necessary to 
consider low, 
or no, 
inhibition due 
to the 
dementing 
process. If this 
is the case, 
then 
managing the 
environment 
will be a 
necessity. 
Thus, the 
behavior 
becomes a 
challenge for 
the service as 
opposed to 
the person 

An 
individual 
does not 
want to 
receive 
personal 
care. 
He/she 
expresses 
this through 
a number of 
ways. It 
may be 
through 
shouting, 
screaming 
or pushing 

Follow the 3 
minute rule – 
inform the 
person that you 
can see he/she 
does not want 
assistance at 
this time and 
that you will 
come back to 
them in 3 
minutes. 
Withdraw but 
ensure the 
person has 
his/her dignity 
respected and 

On return, the 
person will be 
calm and in a 
different 
frame of 
mind. He/she 
will be open to 
assistance and 
the personal 
care will be 
done in a 
positive way 
through 
positive 
engagement. 
Ensure the 
care plan is 

If this strategy 
proves 
unsuccessful, a 
full plan of care 
review is 
required. It 
must be 
remembered 
that providing 
personal, 
intimate care 
can be an 
embarrassing 
situation for 
both the giver 
and the 
receiver. The 
use of a 
stranger – new 
starter or 

Through 
dignity, 
respect and 
value we 
listen to the 
choice of the 
individual.  
True person 
centered care 
is interested in 
enhancing the 
well-being and 
personhood of 
people living 
with 
dementia. 
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the 
caregiver 
away. It 
may be 
through 
spitting, 
punching 
or/and 
kicking 

that he/she is 
safe. Return in 
exactly 3 
minutes and 
offer assistance 
again 

written in a 
person 
centered way 
and also 
ensure that 
the person 
offering to 
deliver 
personal care 
has a good 
relationship 
with the 
individual 

agency 
caregiver/nurse 
should be 
avoided at all 
times. Only a 
regular, 
experienced 
member of the 
care team 
should be 
delivering such 
care 
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DESIRED OUTCOME MEASUREMENT TOOL 

THIS OUTCOME TOOL WILL BE BASED AROUND THE PRINCIPLES OF EVIDENCING 
 TRUE PERSON CENTRED CARE IN THE FACILITY 

From the CDIT Tool we use the ‘Desired Outcome’ and measure the success of the solutions implemented and 
the individualized approaches using this guidance. It is important to evaluate the outcome score. The evidence 
should indicate a ‘persons’, sense of ‘well-being’.  

For each desired outcome there are 7 evidence indicators, when scoring please use the following formula, 
please see the example in blue type. 

• 1 tick = not met,  
• 2-3 ticks =outcomes nearly met, 
• 4 ticks = outcomes almost met,  
• 5 ticks = outcomes met, 
• 6-7 ticks =commendable 
• score in the last column 

 

The evaluation should consider adaptation of the first and secondary action to meet the individual’s needs. 

Desired Outcome Standards to 
achieve 

Evidence 

Tick each valid bullet point 

Evaluation Score 

 

A smooth transition that 
reduces anxiety to a bare 
minimum 

 

The resident feels safe, 
expressions of anxiety are 
minimal 

 

Rests adequately  

 

 

The person is experiencing an 
assisted transition,  

Speak to consultant for 
additional individualized 

 

Outcomes nearly 
met 
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Experiences relaxed time √ 

 

Calling out is a limited experience√ 

 

Takes ownership of own 
room/belongings 

 

Takes interest in others 

 

Communicates with staff√ 

 

Communicates with  others 

 

approach now an understanding 
of the person is developing, 
sharing the additional 
information that has been 
documented. 

 

 

A smooth transition that 
reduces anxiety to a bare 
minimum 

 

 

The resident feels safe, 
expressions of anxiety are 
minimal 

 

 

Rests adequately  

 

Experiences relaxed time 
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Calling out is a limited experience 

 

Takes ownership of own room, 
belongings 

 

Takes interest in others 

 

Communicates with staff 

 

Communicates with others 

 

People with advanced 
dementia live for the 
moment, and each time you 
acknowledge them, you 
maintain and increase their 
feelings around well-being 

 

The person demonstrates a 
sense of well-being through 
both verbal and non verbal 
communication 

 

Initiates interaction 

Will respond to interaction positively 

 

Conversation is observed/shared 

 

Staff acknowledge frequently 

 

Staff use non verbal communication 
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to interact 

 

Greeted with smile/head up/eye 
contact 

 

Reaches out for contact/holds 
hand/or similar 

 

Talk with the person about 
their mum, dad or home. 
What was/is their names? 
What kind of things did they 
used to do together? What 
is/was home like 

 

The person is prompted with 
the information and interacts 

 

Spouse name known if deceased 

 

Parents names known 

 

Children’s names known 

Pets known 

 

Occupation known 

 

Occupation of spouse known 
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Hobbies/pastimes known 

 
 
What kind of things do/did 
you enjoy there? 
 
 

 

The person is prompted with 
the information and interacts 

 

Gardening= garden or allotment 

 

Flower preference 

 

Baking/cooking 

 

Entertainment 

 

Dressmaking/shopping 

 

Reading 

 

TV/radio interests 

  

 

This brief positive 
engagement will increase 
well-being and decrease ill 
being as you are 

 

The team are able to identify 
their knowledge of the 
person 

 

Knows important names 

 

Knows important events 
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acknowledging the person  

Knows choices in activities 

 

Knows food preferences 

 

Knows favorite color 

 

Knows favorite TV/radio program 

 

There is a tangible reward 
immediately available. 
Again, there is positive 
engagement and you are 
also able to ensure people 
are sufficiently hydrated and 
nourished throughout the 
day 

 

 

Nutritional needs are met in 
the best way for the person 

The person takes adequate 
hydration  

The person snacks as and 
when they choose 

 

There is availability at any time, 
access to snacks and shakes 

 

Choice to snack is facilitated 

Catering is managed to facilitate this 

 

Housekeeping adapted to meet 
changing environmental needs 

 

Smoothies freshly made through the 
day 
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Person able to walk with finger food 

 

Person attempting to snack and try 
main meals 

 

Easier to stimulate and 
motivate. A much more 
relaxed and less anxious 
individual and a much more 
positive relationship 

 

The person makes choices 

 

Chooses clothes 

 

Chooses communal space 

 

Chooses food 

 

Chooses company 

 

Chooses rising and retiring 

 

Chooses activity 

 

Chooses people they want to be with 
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The individual no longer 
enters other people’s rooms 
without invitation. Nor do 
they remove another 
person’s property as he/she 
now has the need for 
something, whatever it may 
be, met through a non 
aversive approach that is 
person centered in its origin 

 

The persons needs are met, 
purposeful actions relate to 
self/own property/shared 
property 

 

Limited entry to others rooms  

 

The persons needs have been 
identified and opportunity to find 
such items facilitated 

 

Knickknacks. Newspaper, 
ornaments, jewelry (dress), pictures 
are placed around for person to pick 
up 

 

Picture albums/boards are used in 
the persons room, 

 

Rummage basket is provided 

 

Activity tools are used appropriately 

 

Families and friends have been 
invited to assist with these 
interventions 
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By identifying a past 
behavior and experience, a 
Positive Behavior 
Intervention Strategy (P-
BIS) can be developed and 
put in place.  Remember, if 
this is done, it is essential 
that both consistency and 
continuity is made clear and 
that an immediate, tangible 
award is offered for positive 
behavior 

An understanding of the 
person and the exhibited 
behavior, has alleviated high 
arousal situations for both 
the person and those 
involved in their care 

Triggers are identified 

 

Patterns are identified 

 

Signs are known 

 

Actions/interventions are agreed in 
each situation 

 

Past behaviors are known 

 

Emotive experiences are known 

 

P-BIS are specifically developed and 
understood by all involved in 
assisting the person 
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On return, the person will be 
calm and in a different frame 
of mind. He/she will be open 
to assistance and the 
personal care will be done in 
a positive way through 
positive engagement. 
Ensure the care plan is 
written in a person centered 
way and also ensure that 
the person offering to deliver 
personal care has a good 
relationship with the 
individual 

 

The personal care 
experience is tolerated 
/accepted/or managed so 
that the person maintains 
dignity and choice 

 

All care providers understand the 3 
min rule and utilize this repeatedly to 
develop this behavior 

The persons family/advocates are 
aware of the care techniques used 
to facilitate dignity and choice 

Adaptations to practice are used, an 
example: a wet razor changed to a 
battery shaver so that a resident can 
shave where and when he wants 
safely 

Bathing/showering/washing is 
adapted to situation, if Mr. M had a 
strip wash every evening and a bath 
once a month/year, never. This is 
documented and maintained 

Staff has identified the person’s 
preference in detail, i.e. Mrs. S 
always changed her underwear 
before going to the doctor, these 
known preferences aid prompts to 
facilitate personal hygiene and 
clothing changes with limited 
challenges. 
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SCORING –FOR OUTCOMES 

 

 

100%           COMMENDABLE 

 

 

85%             OUTCOMES ALL MET 

 

 

50%              OUTCOMES ALMOST MET 

 

 

25%               OUTCOMES NEARLY MET 

 

 

0%                  NOT MET 
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