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Objective: NICE guidelines recommend non-pharmacological interventions as the first-line approach for the management of 
behaviours that challenge. Recent work, however, highlights dissatisfaction with the lack of detailed guidance in the national 
guidelines regarding non-drug interventions. This study examines the views of practitioners regarding non-pharmacological treat-
ments. It further explores perspectives on non-pharmacological strategies used in the management of agitation occurring within 
episodes of behaviours that challenge.
Methods: Forty-two experienced practitioners attended a workshop where behaviours that challenge were described as occurring in 
three phases of agitation, using a framework adapted from the Positive Behaviour Support framework (pre-agitation, triggering and 
escalating, high level). The participants were asked to populate a template derived from the adapted framework. The completed 
templates recorded the clinical strategies the participants found useful to (i) prevent the occurrence of agitation, (ii) de-escalate distress 
and (iii) deal with perceived high levels of agitation.
Results: The Positive Behaviour Support conceptual framework was perceived by participants as helpful in organising their clinical 
work. A number of interventions were suggested as preventative strategies: music therapy, doll therapy, physical activity and generic 
person-centred communication skills to enhance wellbeing. In contrast, de-escalation strategies identified by the participants focused 
on reducing emotional distress. The approaches for dealing with continued high levels of agitation involved a number of “control and 
restraint” techniques as well as medication.
Conclusion: The template allowed specialist multidisciplinary professionals to identify skills for the management of distress and 
agitated behaviour linked to the respective phase of arousal. The template has scope to guide practitioners to identify the detail needed 
for the management of behaviours that challenge. The findings have the potential to influence the contents of forthcoming guidelines 
on alternatives to psychotropics in dementia care.
Keywords: dementia, behaviour, distress, micro-skills, strategies, Positive Behaviour Support, PBS

Introduction
Existing guidelines recommend non-pharmacological intervention as the first-line approach for the management of 
behaviours that challenge,1,2 but a number of studies note that the quality of the non-drug recommendations in such 
guidelines require improvement.3,4 Dyer and colleagues’ summary of the findings of fifteen systematic reviews5 

concluded that non-pharmacological approaches had similar effect sizes to pharmacological approaches, but with 
a lower risk of adverse events. Importantly, the reviewers acknowledged that the best effect-sizes were observed for 
atypical antipsychotics (marginally better than the best non-drug interventions); however, the side-effect profiles for 
antipsychotics were highly problematic. Individualised formulation-led interventions are, to date, the best evidenced 
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alternative to both antipsychotics and other psychotropic drugs.6,7 These individualised approaches are sometimes known 
as functional-analysis-based interventions,5,8 involving a structured biopsychosocial method of gathering information to 
detect the unmet need and potential cause(s) of behaviour. They are usually developed with the support of a psychologist, 
and are appreciated by staff working in care homes.9

“Behaviours that challenge” (BtC) is a broad term covering wide ranging behaviours such as depression, apathy, 
aggression, repetitive questioning, psychosis, sleep problems, wandering, and socially inappropriate behaviours.10 

Various other names have been given to this group of emotions and actions, including: challenging behaviour, 
behavioural and psychological symptoms of dementia, behaviours of concern, distressed behaviours, etc. Currently, 
the precise terminology is subject to debate amongst professionals, people with dementia and families.11–14

For the remainder of this article, however, the authors will refer to the behaviour of interest as “agitation”. A number 
of researchers have suggested that agitation is an important sub-syndrome of BtC,15,16 with features such as depression 
and apathy sitting outside the grouping. In clinical practice, agitation is a general term that includes a range of actions – 
such as physical aggressive behaviour (hitting, grabbing, kicking, pushing), physically non-aggressive behaviour (pacing, 
restlessness), verbal aggressive behaviour (swearing, threats) and verbal non-aggressive behaviour (requests for attention, 
complaining, negativism, ceaseless talking, groaning).16 The current study examined the specific management of 
situations involving high degrees of emotional arousal on the part of people living with dementia by focusing on 
agitation within BtC.

When assessing the impact of agitation in more detail, it is evident that it is associated with substantial costs, both 
personal and financial. Studies calculate the financial impact as 44% of the total health and social care annual costs for 
people with dementia in care homes in the UK, and 29% of the total costs for those living at home.17,18 The costs 
associated with agitation across Europe and in the US are also high, with the total incremental cost reported as 
$4.3 billion.19,20

On reviewing management of agitation, Livingston et al21 concluded that person-centred care and supervised 
communication skills training were effective, but only for those living in care homes. Subsequent empirical work 
suggested that the delivery of person-centred care and communication training required intensive input from experienced 
and qualified staff. Indeed, when the training programmes were delivered by graduate psychologists significant effects 
were not obtained.22 The mechanisms through which “good” carer communication skills lead to reductions in agitation 
are currently a major focus of investigation.23–25 Understanding the mechanisms is particularly relevant because there is 
a risk of undermining the dignity in a person living with dementia through poor quality interactions by care providers.26

An area of interest in relation to improving communication skills is mapping carers’ verbal and non-verbal 
communication skills onto people’s levels of emotional arousal during episodes of agitation.27,28 A promising approach 
that has scope to manage heightened arousal and agitation in dementia is the Positive Behavioural Support (PBS) Arousal 
framework,29 which is widely applied in intellectual disability services. It has been used for the management of 
frontotemporal dementia presentations30,31 and its “Arousal Graph” has been adapted for dementia care practice.7 

James and colleagues7 employed the graph on an inpatient unit and showed that it can be used clinically to investigate 
the change-mechanisms underpinning the successful management of agitation. The PBS arousal graph represents 
behaviours in terms of four phases of a bell-shaped curve: pre-agitation; escalation; heightened agitation; and calming. 
These distinctive phases provide a template for targeting non-pharmacological interventions for agitation as follows: 
agitation prevention, de-escalation, risk management, and calming.

The present study aims to detail the skills and strategies suggested by specialist multidisciplinary professionals 
working in dementia care, using a template derived from the PBS Arousal Graph. More specifically, the study seeks to 
investigate management strategies in terms of their micro-skills,32 where micro-skills are defined as ‘the communication 
and interactions skills employed by caregivers when providing good dementia care including the use of calm language 
and behaviour, along with other communication techniques”.33 Hence, the study attempts to investigate the fine grain 
communication and interaction skills associated with the over-arching management of agitation and emotional distress. It 
is worth noting that the micro-skills can be contrasted with the “macro-features” of care, which are the structural aspects 
such as care plans, formulations and “named” therapies. The macro-features have often received greater attention than the 
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micro-skills,5 but both aspects work together in the delivery of quality care (eg, it is the structured frameworks that guide 
the delivery of the micro-skills).

Materials and Methods
Professionals working with people with dementia with specialist interest in behaviours that challenge were invited to 
a one-day workshop. They were recruited via email from a network of experienced practitioners working in services 
providing care for people with dementia, and from key professional organisations in the UK (eg, Royal Colleges of 
Psychiatry, GPs, Nursing, Occupational Therapy, and third sector representatives).

Forty-two professionals attended and consented to this study. They were psychologists (26.2%), the voluntary sector/charities 
(14.3%), social workers (11.9%), nurses (9.5%), psychiatrists (9.5%), occupational therapists (9.5%), and other professionals 
(19%), ie, Specialist General Practitioners (n = 3), speech and language therapists (n = 3), and pharmacists (n = 2).

Data Collection
On the day of the workshop participants were seated on seven tables of six people each. At the start of the session, the 
participants were introduced to the concept of the PBS “Arousal” graph. The use of the graph in the learning difficulty 
specialty was discussed, as well as its adaptation.7 No information on management strategies or interventions was 
provided. Participants were then asked to engage in group discussions on each table regarding the management of 
agitation, prior to completing a questionnaire. The questionnaire was split into the three phases (preventative strategies; 
de-escalation strategies; strategies to deal with high levels of agitation and emotion). The calming phase was not a focus 
of the current study, due to the fact that there is a great deal of overlap between the preventative and calming phases. For 
each of the three phases, participants were invited to describe their preferred non-pharmacological management 
strategies. Each participant was asked to respond as an individual, although their responses were informed by both the 
presentation and the group discussions that occurred on their respective tables.

The following instructions were given regarding the completion of the questionnaire:
We’d like your advice about actions and responses you’d use to manage “Behaviours that Challenge”. We’d like you 

to provide answers in terms of three phases - strategies to: (i) prevent agitation occurring, (ii) de-escalate behaviours once 
triggered; (iii) deal with highly agitated or emotional behaviours.

The three phases are explained in more detail below:
(i) Prevention – In this phase the aim is to use non-drug approaches to prevent agitation arising.
(ii) De-escalation – In this phase the aim is to respond to early warning signals to stop or reduce the escalation of 

agitation.
(iii) Dealing with highly emotional and/or agitated behaviours – In this phase the aim is to respond to behaviours in 

which a great deal of emotion is being expressed (eg, aggression, anxiety, etc.).
The participants were given 60 minutes to complete the task individually following the group discussions. Facilitators 
were available during the workshop to answer any queries from the participants. A debriefing about the use of the 
template was undertaken following the completion of the questionnaire to determine the participants’ perceptions of the 
PBS framework.

Data Analysis: Frequency counts of words were used where appropriate, because many participants responded with 
lists of words and phrases rather than descriptive sentences (eg, training, assess pain, good communication, use of 
formulations, etc.). Where required, analyses of sentences were carried out using Braun and Clarke’s34 approach to 
thematic analysis, which involves coding and theme development. Two researchers read and re-read the data, noting any 
initial analytic observations. They then undertook a process of systematic data coding, identifying key features of the 
sentences. The first coder produced a list of themes, with detailed criteria for the different themes. The list was used by 
the second coder on ten sentences and consensus was obtained via discussion in terms of theme and the descriptive 
criterion. Then, the second coder analysed all the sentences, with the same themes being identified in 89% sentences. For 
those sentences where the coders did not agree, they worked together to reach consensus.
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Ethics
The project was approved by the University of Hull Ethics Committee. The participants consented for their anonymized 
responses to be published.

Results
From the 42 people who attended the workshop, thirty-two questionnaires were submitted. One group of participants 
mistakenly completed their forms in pairs, and four participants did not submit a questionnaire. The debriefing, following 
the submission of the data, suggested that the participants found the PBS template useful in helping them to consider the 
different management strategies relating to agitation. However, no formal evaluation on the usefulness of the template 
was undertaken, which is a limitation of the study. The participants’ responses to the questionnaires are presented in three 
tables. Table 1 shows the participants’ recommendations for the preventative phase; Table 2 shows strategies to deal with 
behavioural escalation. Table 3 outlines recommendations for the management of behavioural displays of high levels of 
emotion (agitation and anxiety).

Table 1 Preventative Phase Strategies

Recommended Strategy Frequency 
of Mention

Examples Provided by Participants for General 
Recommendations [Participant Code (P)]

Personalised care (ie personalisation of approach) 35 Individualised care plans made in collaboration with care home 

staff. Recognising individual triggers for distressed behaviour and 
how to prevent these occurring [Participant 17]; Knowing the 

person. [P20]

Training and supervision 23 Communication skills training. [P19]; Training the professionals, 

carers and family carers. [P21]; Proper supervision for care staff 

to unpick situations and learn. [P3]

Life story 13 Life story approaches – using knowledge about person to 

improve care (music, pets, etc.) [P1]

Named frameworks and formulations (DCM, Newcastle 
model, PAC, CLEAR, CEASE, CQC, CAIT, Montessori, 

Maslow, Nolan, Stirling, NLP, Human Rights)

12 models 
suggested

Dementia Care Mapping (DCM) [P20]; Use formulation on 
inpatient units (Newcastle model). [P2]; Positive Approaches to 

Care (PAC) [P23]; CEASE model and checklist [P 14]; Sharing 

relevant information in a concise and understandable way with all 
relevant staff (CLEAR). [P26]

Therapies (music, doll, reminiscence, aromatherapy, art, 
gardening, playlist for life, physical activity)

9 therapies 
identified

Any strategy to maintain wellbeing, eg good communication, 
music, dolls, art etc. see WHELD. [P2] 

Aromatherapy, doll therapy, music therapy, valuing/respecting 

human rights. [P16]

Environment manipulation 9 Varied and interesting environments. [P24]

Communication & interaction 7 Positive words, communication and engagement [P1]; 

Appropriate communication strategies. [P25]

Interpersonal relationships 7 Behavioural intervention guidelines: listen, empathise, patience, 

positive language. [P7]

Activity & occupation 6 Meaningful occupation (eg cleaning). [P17]

Identification of triggers 6 Review environment for possible triggers. [P29]

ABC charts 4 ABC charts. [P22]

(Continued)
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Preventative Strategies
Table 1 shows the types of strategies that were recommended, the number of times each strategy was mentioned by the 
participants, and examples of the participants’ statements.

Despite the term “person-centred” only being mentioned once, the terms “person” and “personalisation” featured 
many times within the section on “prevention”. It was clear that prevention was thought to require bespoke strategies:

Life story across all – but to bring this much more alive in terms of what this means for the person’s personal routines and 
preferences and to maintain wellbeing, e.g. to know their personality preferences/choices are they more likely to need quiet, 
space (introverted), or do they enjoy mixing – some higher depth of info and more about a person’s values and beliefs as well. 
[Participant (P) 24] 

The term “training” was mentioned 23 times, but this begged the question of “training in what?”. From the data it was evident 
that the greatest areas identified for training and supervision were communication, improving relationships and use of 
bespoke activities. Participants recommended training of staff, families, and the use of “train the trainer” models. There were 
calls for the training to be relevant, practical and experiential, with the employment of coaching techniques, as illustrated:

Reflections/experiential training, with good level of knowledge about dementia. Family carer sessions – group and individual to 
help with solving problems. [P10]. 

There was a recommendation for online training programs, which is highly relevant in the context of COVID-19. One of 
the participants noted that it was important to establish a positive relationship between the trainers and the carers prior to 
the training commencing:

Build relationships with staff - develop trust before training and problem solving. [P3] 

The term “formulation” was not used by any participant but a number of different conceptual frameworks were 
mentioned. Dementia Care Mapping was identified by four participants, and the Newcastle Model and Positive 
Approach to Care (PAC) by three respondents each; all the remaining frameworks were mentioned once or twice.

The use of specific therapies was recommended, with music, dolls, reminiscence and pet therapies being most 
commonly identified. The role of the environment in preventing the triggering of agitation was also perceived to be 
important. One participant recommended following the Royal College of Psychiatrists’ MSNAP guidance:

Table 1 (Continued). 

Recommended Strategy Frequency 
of Mention

Examples Provided by Participants for General 
Recommendations [Participant Code (P)]

Physical health, including pain management 4 Biopsychosocial assessment (physical health checks) [P12]; 
Monitoring physical health, including dental pain, constipation, 

hearing, vision. [P20]

Identifying needs 3 Individual assessment of need. [P10]

Meet spiritual needs 2 Know about the life stories, job, hobbies/ family/ spirituality/ 
cultural. [P8]

De-prescribe medication 2 De-prescribe [P12]

Human Rights perspective 2 Valuing/respecting human rights. [P16]

Promote wellbeing 2 Use of wellbeing scales [P22]

Abbreviations: CAIT,42 Communication and Interaction Training; CEASE, Comfort, Environment, Activity, Social contact; Engage;47 CLEAR Cognition, Life story, 
Emotional/physical wellbeing, Activity, Relationships;48 CQC, Care Quality Commission; DCM, Dementia Care Mapping;37 PAC,41 Positive Approach to Care; NLP, 
Neurolinguistic programming; WHELD.49
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Environmental checklist to ensure facilities are designed to best practice, consider whether any of the MSNAP standards are 
relevant. [P10] 

In contrast to the macro features outlined above, a number of participants suggested the use of micro-skills. For example, 
good communication was recognised as a means of maintaining wellbeing in people living with dementia, and preventing 
the occurrence of agitation. Participant 25 recommended coaching in the use of communication and de-escalation skills:

Need better access to communication strategies training and de-escalation strategies. [P25] 

The role of physical health problems, especially pain management, was recognised as a potential trigger for agitation. Hence, 
physical health checks were seen as important preventative strategies. In an attempt to reduce potential problems arising, 
a number of participants mentioned the importance of recognising patterns of behaviours via the use of ABC charts, and other 
methods for understanding and identifying triggers. Other preventative strategies identified were to ensure people’s needs 
were being met, particularly in relation to pain, over-medicating and meeting people’s spiritual needs.

De-Escalation Phase Strategies
Table 2 shows the types of strategies that were recommended for “de-escalating” agitation; the number of times they 
were mentioned by the participants; participants’ quotes.

In this section, participants provided more specific examples and focused responses such as PAC, BANGS and 
VERA, which are organised protocols developed specifically for improving carer interactions with people living with 
dementia. The recommendation of specified frameworks regarding “de-escalation” may reflect the perceived need for 
more precise strategies. The most frequently mentioned strategy was to provide practical and bespoke training. The 
participants highlighted the importance of good communication as part of the de-escalation plan. The CAIT and PAC 
programs were mentioned on a number of occasions, which is relevant because these are training packages that 
specifically teach de-escalation strategies.35

The other major response in this section was to promote effective environments. This feature related to the physical layout:

Check environment and biology. [P7]. 

Table 2 De-Escalation Strategies

Term Frequency of 
Mention

Example

Practice-based training (bespoke to needs 

of carers)

11 Training to de-escalate behaviours – practical strategies. [P8]
CAIT (n=4) Communication training (CAIT). [P12]

PAC (n=3) Train in use of reactive strategies as taught in PAC and CAIT. [P2]

Communication 7 Communication (person-centred, graded approach). [P21]

Environment - physical setting and culture 6 Environmental changes [10], Environment [P12], Space. [P17]

Training in de-escalation skills 4 [Teach] some quick ways or techniques to support staff and family to break 

cycle to de-escalate. [P24]

Therapeutic lie 3 Therapeutic lies [P12], [P17], [P2]

Identify and treat physical health, including 

delirium, pain

3 Appropriate and timely identification of delirium. [P22] 

Recognise triggers, eg pain and responses to have less pain. [P8]

Specific protocols (BANGS, VERA) 3 VERA script, BANGS. [P14]

Meeting need 2 Assess need, meet need, ensure safety. [P13]

Work with the emotion 2 Engage with emotion [17], Reduce emotion. [P13]

Abbreviations: BANGS,44 Breathe, Accept, Not argue, Go, Sorry; VERA,50 validation, emotion, reassure and activity.
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and the culture of the environment:

More considerate to what’s required in a supportive environment, with details that are bespoke to the individual. [P24]. 

Management of High Levels of Emotional Behaviour
Table 3 shows the types of strategies recommended for managing highly emotional behaviours; the number of times each 
recommendation was mentioned by the participants; participants’ quotes.

In the responses to this phase, there was a greater emphasis on the use of “management of risk” protocols in order to 
keep the various stakeholders safe. Recommendations relating to control and restraint, forced care, and more formalised 
PMVA techniques featured strongly. Training programmes associated with these activities were also highly recom-
mended. There was also support for training the carers at the preventative stage of the behaviours to identify the triggers, 
in order to reduce the likelihood of more problematic behaviours arising. There was an emphasis on organisational 
responses, including the use of guidance from regulatory bodies such as the Care Quality Commission (CQC) in the UK 
to ensure the appropriate governance was being followed.

One of the participants thought the strategies to be used in this phase should be similar to the previous phases, 
although with more emphasis on risk management, leading to more systematic interventions:

Table 3 Strategies for Managing Risk

Term Frequency 
of Mention

Example

Dementia specific control and restraint; 
Forced care

6 Dementia specific control and restraint. [P21] 
Dementia specific PMVA* training and forced care. [P21]

Training and supervision 6 Identify regular triggers, ensure people/staff are mindful of these. Identify what works 
in order to calm the situation before further escalation and offer training in identifying 

need and life history. [P13] 

Counselling/clinical supervision for staff built into regular work. [P3]

Organisational response 5 Integrated care systems, including use of more psychiatry and psychology support. 

[P22] 
Work with CQC and safeguarding how behaviours that challenge can be managed 

safely; Develop some risk management eg infection risk, or not allow alcohol; Learning 

should be shared more widely, more systematically across settings, especially 
domiciliary care staff; CQC be on board early about risks and managing agitation so 

de-escalation can be conducted without care home worrying. [P25]

Creating safe environments 5 Remove self or person from the environment (exit strategy, call for help). [P21] 

Rapid intervention techs when behaviour begins to escalate - change environment 

(very environment specific) [P29]

Prevention and Management of 

Violence and Aggression (PMVA)

3 Safe PMVA holds. [P12]

Medication, including PRN  

(“when required”)

3 PRN medication [P15] 

Medication [P21]

Clear plans of action regarding. Risk 2 Clear plan of action around risk for the individual. [P10] 
Molthorpe and Moriaty’s risk guidance. [P25]

Specialist input 2 Access to specialist clinicians, eg via specialist teams. [P22]

Abbreviations: *CQC, Care Quality Commission; PMVA, prevention and management of violence and aggression; PRN, as need (pro re nata).
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I don’t think there’s anything specifically about maintaining safety in itself – aside from the same things that apply in the other 
categories (Prevention and de-escalation categories above). Perhaps some greater focus on risks management options for more 
input and support for MDT assess/review. [P24] 

A number of participants mentioned the importance of changing environments to reduce stress, but also looking at ways 
of creating environments which are safe for the residents and workers: 

Can the person go anywhere else; should anything be moved from the environment. [P20] 

The appropriate use of medication was also recommended. The specific use of “when required” medications was 
mentioned, which is consistent with national guidelines. Finally, it was felt by some participants that specialist teams 
may have a role in dealing with risky episodes of agitation. A helpful summary of many of the features highlighted in this 
section was provided by participant 13, who said:

Identify regular triggers, ensure people/staff are mindful of these. Identify what works in order to calm the situation before 
further escalation and offer training in identifying need and life history. [P13] 

Discussion
The debriefing following the completion of the questionnaire suggested that the participants had a positive perception of 
the PBS framework. They found it helpful to breakdown the analyses of agitation into discrete phases because this helped 
to guide the use of more specific management strategies. It was also commented by the participants that in the past the 
value of preventative strategies in the management of agitation may have been overly promoted due to the methodolo-
gical limitations of some of the major trials.1 This bias may be due to the fact that it is easier to design studies examining 
the impact of standardised therapies (aromatherapy, music therapy, etc.) compared to projects assessing the impact of de- 
escalation and restraint strategies.

In relation to the questionnaire data, the findings from this multi-disciplinary group show the participants recom-
mended a mix of macro-features and micro-skills for the management of agitation across all phases. The discussion will 
first focus on “macro-features”, which are typically clinical pathways, care plans, formulations and “named” therapies. 
As such, macro-features are the structured conceptualisations or frameworks that guide the interventions and the micro- 
skills. Then, we will consider the micro-skills (process/interpersonal aspects).

Participants recommended the use of highly personalised forms of care in order to prevent and de-escalate agitation, 
and to manage risky behaviours. The use of “life story” work, and person-centred documentation (“This is me”) was 
favoured by a number of participants. The type of information that is required for this documentation is termed 
“biopsychosocial”, with information about the person’s physical and mental health, premorbid-personality, social routines 
and preferences being collected. One of the first widely used biopsychosocial models in the UK was Kitwood’s equation 
of care,36 which states that a person’s experience of dementia is determined by the interaction of their neurological 
impairment + physical health status + biography + malignant social psychology. Kitwood paid particular attention to the 
notion of “malignant social psychology”, which is a measure of whether someone with dementia is experiencing a loss of 
their “personhood” (ie, becoming stigmatised, infantilised, objectified or ignored, etc.). Kitwood developed a tool for 
assessing wellbeing and personhood called Dementia Care Mapping (DCM37); this is an important measure, which was 
reflected in its use being strongly recommended by the participants in the current study. The Newcastle model was also 
referenced frequently by participants. The Newcastle model has been employed successfully in the FITS (Focused 
Intervention Training and Support) randomised control trial.38 This was also the most widely used formulation nationally 
in a recent review of “Behaviours that challenge” formulation models,39 which identified 30 different frameworks used in 
the UK.

In terms of obtaining details about the behaviours themselves, participants suggested using monitoring tools such as 
ABC (antecedents-behaviour-consequences) charts as ways of identifying potential triggers. Such tools are crucial 
because they provide therapists with systematic information about the behaviour, particularly if the clinician has not 
been able to witness the behaviour in person. Via the use of such charts carers are also able to identify recurring patterns 
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which may offer a point of intervention, eg, by changes to the environment or by the administering of health-related 
medications to deal with issues such as pain or delirium. Of note, the participants stressed the relevance of having 
appropriate physical and social environments in both maintaining wellbeing and dealing with risky behaviours.

The participants supported the use of training, supervision and coaching. It was made clear that they wanted relevant 
training, providing knowledge, support and skills for all carers across settings. Surr and Gates40 recently completed an 
extensive review of training in dementia care. In their education and training study “What Works?” they developed 
dementia training quality standards, informing the design and delivery of training in different settings.40

Three of the training programmes mentioned by participants provide extensive guidance on styles of communicating 
and interacting with people living with dementia.

DCM,37 as noted above, is based on the work of Kitwood and his colleagues at Bradford University. It is an evidence- 
based monitoring tool that assesses the features associated with both ill-being and wellbeing within a setting. As part of 
the program guidance is given about how to improve the wellbeing and reduce ill-being of people living with dementia.

PAC, the Positive Approaches to Care program41 was developed by the American occupational therapist Teepa Snow. 
It is a comprehensive training package that has an emphasis on care delivery and styles of interaction.

CAIT, Communication and Interaction Training,23,42 is a programme developed for the management of agitation. It 
emphasises the importance of carer micro-skills in the day-to-day communication skills of carers. It is the only 
framework mentioned that incorporates the Positive Behavioural Support arousal graph as part of its training programme.

These training frameworks are relevant because the workshop participants highlighted the need to employ effective 
carer communication and good interpersonal skills across all three phases of agitation. These interpersonal aspects are the 
features referred to as micro-skills. Thompson and colleagues discuss the use of micro-skills in relation to agitation.32 In 
their article, they highlight the role of micro-skills in delivering person-centred care, and also how the skills can be used 
as de-escalation strategies. Via a case study, Thompson describes how carers employ effective body language, appro-
priate physical contact, and banter to de-escalate a potentially violent situation on an inpatient unit. The workshop 
participants in the present study acknowledged the importance of such subtle skills, suggesting it was important for the 
carers to maintain “good relationships” with people living with dementia.

In terms of the phases, while there was overlap between the three phases, in the de-escalation stage some highly 
specific techniques were suggested to reduce levels of emotion (eg, BANGS, Therapeutic lies). Therapeutic lying is 
a controversial topic, and is acceptable only when certain criteria are met.43 However, it sometimes may be required in 
order to de-escalate scenarios when the person living with dementia’s incorrect perception of the situation should not be 
challenged. In such situations, it may be preferable to “go-along” with the person’s incorrect assumption (eg, her 
deceased partner is still alive). In contrast, BANGS, developed by a family carer,44 is a set of instructions for avoiding 
confrontation and reducing the degree of emotionality in a potentially difficult exchange. For example, in a situation 
where a carer is being accused of stealing the person’s purse, the carer can avoid getting into a confrontation by: 
“Breathing to centre themselves, Agree with the person’s accusation, Never argue, Go with the flow (look for the purse), 
Say Sorry”.42

In the third phase (dealing with high levels of agitation), participants were concerned with maintaining safety in the 
presence of risk. The participants suggested that carers are taught techniques involving control and restraint, forced care 
and the “Prevention and Management of Violence and Aggression” (PMVA). Crooks and colleagues45 recently provided 
a useful paper, containing a case study, which discusses the use of PMVA for people displaying agitation. The article 
provides an example of a care plan, and also discusses some of the legal frameworks concerning this level of 
management.

The current project highlights the complex and dynamic nature of managing agitation. It is suggested that the 
distinction between macro-features and micro-skills is helpful. Indeed, macro-features usefully specify the types of 
structural interventions that are valuable in the field – use of biopsychosocial models, specific therapies, DCM and other 
training programmes. However, it is also important to understand the crucial role played by the processes and mechanics 
of how these features are delivered through micro-skills. The micro-skills are also crucial independently of the macro- 
structures, because they represent the moment-to-moment exchanges between the carers and people living with dementia 
which can help manage behaviour. Thompson et al’s article32 highlights the role of banter, good body language, etc. in 
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relation to both preventative and de-escalation strategies. They also make the point that carers are often unable to 
recognise and articulate these skills. This lack of “dementia care literacy” is detrimental within the field. Indeed, it is 
suggested that if carers were able to develop a conscious awareness of their skills, this would allow them to pass on their 
competencies to others, having better dialogues with management, and boosting their self-esteem.35

The concept of micro-skills provides a framework in which we can recognise, describe and therefore teach others this 
important set of skills that is integral to the delivery of good dementia care.

A limitation of the study is that participants were provided with highly structured response sheets, which mirrored the 
PBS arousal framework. Hence, there is the danger of a confirmation bias, with responses being limited to concepts that 
fulfilled the researchers’ preconceived ideas. However, the questionnaire was a product of a series of interviews and 
surveys from a larger programme of work conducted previously on the management of behaviours that challenge,46 and 
the arousal graph had been shown to be useful in this context. Hence, the current study was specifically designed to 
examine how participants populated the different phases of the arousal framework. Another potential caution is that 
participants were asked in very general terms to describe strategies and so they may have generated more macro-features 
than micro skills.

Conclusions
The Positive Behaviour Support framework was found to be helpful in linking non-drug interventions to arousal levels in 
agitated behaviours. This is the first empirical study in the area of dementia to make such links. The framework identified 
three phases requiring interventions – the preventative phase; trigger and escalation; and the high agitation and risky 
phase.

The study also examined the notion of macro-features and micro-skills. Macro-features are the structural elements of 
the interventions (formulations, specific types of therapy, care plan, measures, charts, etc.). In contrast, the micro-skills 
are the communication skills used in the moment-to-moment interactions with people living with dementia (use of 
humour, banter, good pacing, non-verbals, etc.). It is evident that both of these features are required, relevant, and inter- 
related. For example, it is argued that the micro-skills are frequently the means by which the goals of the macro-features 
are delivered (ie, what a camera would capture during the delivery of a therapy, technique, formulation or care plan).

Overall, this study has provided precise advice regarding the micro and macro skills required in the management of 
distress and agitation in dementia care. A clear template has been presented to enable clinicians to better structure their 
interventions in line with the level of arousal being displayed by people living with dementia. The findings from this 
project are thought to be sufficiently important to be included in the forthcoming British Psychological Society’s 
guidance regarding the non-pharmacological management of behaviours that challenge.46
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