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Learning Objectives

At the conclusion of this activity, learners will be able to:

• Identify and differentiate most frequently seen behavioral 
challenges in people living with dementia.

• Apply the DICE method to assess and manage behavioral 
issues of patients with dementia, utilizing behavioral and 
environmental interventions as the first treatment options.

• Partner with caregivers in supporting individuals with 
dementia.
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Key Points 

1. New or rapidly worsening behavioral symptoms in a 
patient with dementia should be considered a sign of 
an underlying medical illness until proven otherwise.

2. The first step in evaluation is to assess whether 
underlying medical factors may be involved.

3. Problem behaviors are often triggered by 
anticholinergic meds and suboptimal prescribing.

4. Obtain a careful history focused on any changes in 
the patient’s medical status and medications.
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Key Points 

5. Behavioral strategies should be employed first prior to use of 
any psychotropic medications.

6. Situations are highly individual and require careful evaluation.

7. Symptoms evolve over the stages of dementia and may 
decrease or disappear.
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Behavioral and Psychological Symptoms of 
Dementia is Associated With:

• Reduced quality of life for patients

• Reduced quality of life for family members

• Early nursing home placement

• Hospital admissions

• Avoidable morbidity and mortality

• Caregiver stress, depression and illness

• Reduced caregiver employment income
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Common Behavioral Problems

• Food Refusal • Wandering • Restlessness

• Sleep disturbances • Combativeness 

• Disinhibition • Hypersexuality • Irritability

• Depression • Psychosis • ADL refusal

• Social withdrawal • Medication refusal 

• Anxiety • Agitation • Aggression
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Peak Frequency of Behavioral Symptoms 
With Alzheimer’s Disease Progression

Adapted from Source:  Jost BC, et al, J Am Geriatr Soc 1996; 44:1078-1081
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DICE Approach to Behavioral and Psychological 
Signs and Symptoms of Dementia 
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DICE Approach to Behavioral and Psychological 
Signs and Symptoms of Dementia 
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Types of Agitation

Agitation

Verbal

Aggressive
e.g. Threats, name calling, profanity

Nonaggressive
e.g. Repetitive requests, moaning

Physical

Aggressive
e.g. Hitting, biting, scratching, hair 

pulling, shoving

Nonaggressive
e.g. Pacing, tapping, poundingCohen-Mansfield J, Marx MS, Rosenthal AS. A description of agitation in a nursing home.

Journal of Gerontology: Medical Sciences 1989;44(3):M77–M84.
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Appropriate Investigation

Behavioral symptoms in a patient living with dementia 
should be viewed as a form of communication

• Symptoms often represent the person’s best attempt to 
signal a problem

• Development of symptoms should trigger a careful 
investigation to determine cause(s)

• Symptoms can indicate an underlying medical problem
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DICE Approach to BPSD
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Behavioral 
Symptoms

Patient

Medical

Psychiatric

Psychological

Other

Caregiver Education Communication & 
Support Strategies

Environment

Lighting

Restriction

Noise

Temperature

Differential Diagnosis of Behavioral Symptoms
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Differential Diagnosis: Patient Related

Causes related to the patient categorized as:

• Medical: suboptimal prescribing, uncorrected sensory 
deficits, hypoglycemia, pain, constipation, dehydration, 
metabolic abnormalities (Na, Gl), infection

• Psychiatric: depression, anxiety, paranoia

• Psychological: frustration, boredom, TV violence, 
loneliness

• Other: thirst, hunger, fatigue, noise,  movement 
restriction
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Differential Diagnosis

• New medical conditions

• Pre-existing medical conditions

• Sub-optimal prescribing

• Poly-pharmacology

• Medication nonadherence

• New psychiatric condition

• Pre-existing psychiatric condition re-emerging

• Use of drugs and/or alcohol
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Common “Delusions”

• Accusations of infidelity

• Persons or images from TV are real

• Fear of abandonment

• Accusations of theft of one’s property

• Claims of impersonation (spouse is imposter)

• Current residence is not one’s home

• Misidentification of familiar persons
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Recognizing Delirium

• Have there been any recent medication changes?

• Does the patient look physically ill or physically 
uncomfortable?

• Are the patient’s vital signs reasonable?

• Are the vital signs around their usual baseline?
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Recognizing Delirium

• Are the patient’s lab values reasonable?

• Has mental status changed rather suddenly or 
dramatically?

• Is the patient suddenly behaving in ways that have 
never been characteristic for the patient?

• Is the patient‘s level of alertness and/or attention 
waxing and waning?
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Recognizing Delirium

Validated instrument CAM-Short Form (bCAM, 
copyright by Hospital Elder Life Program)              
has four features:

1. Acute Onset or Fluctuating Course
2. Inattention
3. Disorganized Thinking
4. Altered Level of Consciousness (Anything other 

than Alert)



Confusion Assessment Method. © 1988, 2003, Hospital 
Elder Life Program. All rights reserved. Adapted from: 
Inouye SK et al. Ann Intern Med. 1990; 113:941-8
Download at https://www.cgakit.com/p-2-cam
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Sub-Optimal Prescribing

• Prescribing a medication from an essential category of 
medication that is not senior friendly

• Prescribing a dose of an essential medication that is larger 
than needed 

• Prescribing a medication to be taken at a time of day that 
is not optimal (e.g. diuretics at bedtime)

• Not prescribing a needed medication (e.g. a pain 
medication)

• Long-term use of opiate pain medication in patients other 
than those with terminal cancer
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Sub-Optimal Prescribing

Poly-pharmacy

• Avoidable morbidity and mortality

• Can be caused by numerous prescribers with 
limited communications

Prescribing Cascade

• Medication addresses problem but creates 
side effects

• Second medication treats side effects but may 
cause additional side effects
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CREATE (TREATMENT)

Providers, caregivers, clinical team collaborate to 
create and implement a treatment plan
First Step:  Address medical and physical problems
• Employ behavioral interventions
• Provide caregiver interventions
• Enhance communications 
• Create meaningful activities
• Simplify tasks
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CREATE a Care Plan

• Define and document target symptoms
• Identify and optimally treat all medical 

conditions
• Depending on acuity of behavior, use behavioral 

interventions first
• Identify and remove triggers (e.g. pain, noise, 

boredom, hunger…)
• Assess safety issues for patient and caregivers
• Educate caregivers on community resources
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• Look to community resources for education and 
respite options

• Encourage participation in support groups
• Address own medical and emotional needs
• Remind caregivers to incorporate self-care, even in 

small increments
• Discuss potential and appropriate placement 

options

Helping Caregivers with Behavioral Symptoms
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Help caregivers to have 

realistic expectations



Teepa Snow
GEMS Brain Change 
Model

Practical staging tool 
that can be helpful to 
caregivers
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Remind caregivers that a person 
with dementia may retain their 

emotional intelligence and react 
to non-verbal cues (both 
positive and negative).
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Recommended Communications

• Make one request at a time

• Speak clearly with a slower pace

• Allow time for the person living with dementia 
to respond

• Use more than one sensory modality (i.e., 
verbal and visual)
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Recommended Communications

• Maintain eye contact

• Assume a comfortable, relaxed posture

• Identify and verbalize the patient’s affect

• Use simple, direct statements
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Care Refusal

Caregivers should be encouraged to:

• Communicate that the request and refusal is 
understood

• Remember who the patient was previous to dementia
• Avoid arguments
• Focus on pleasant experiences
• Utilize community resources to assist with these 

behaviors.
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The Ideal Environment

Convey safety, familiarity, comfort and friendliness 
to avoid triggering agitation
Characteristics of non-threatening environments:
• Adequate lighting
• Comfortable ambient temperature
• Avoid loud and continuous noise stimulation
• Address home safety issues
• Easy-to-find and easy-to-use comfortable 

furniture with sturdy arm rests
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Environmental Triggers

• Noisy or chaotic environments
• Scenes of violence on TV
• Absence of a place to exercise safely
• Absence of a secure area in which to roam 

safely 
• Lack of access to places engage in activity
• Boredom
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EVALUATE (AND RE-EVALUATE)

• If symptoms are not Improving, look for other 
underlying conditions.

• If behavioral interventions alone are not sufficiently 
successful, then psychotropic medication may be 
needed.

• If interventions are still not effective, consider 
referral to neurologist or psychiatrist.



Available in 
English and 
Spanish



Available in 
English and 
Spanish



Available in 
English and 
Spanish



THE ALZHEIMER’S PROJECT CLINICAL ROUNDTABLE

ChampionsforHealth.org/alzheimers

Slide deck of this presentation available on website

Website updated regularly with most current information

The Alzheimer’s Project Clinical Roundtable facilitated by
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Funding for this educational series provided by
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