
Quick Reference Guide 
 
 

The following is a guide to causation and management in behaviour which challenges the delivery of care of patients with Dementia or delirium.  In both 
conditions the person may display Stress and Distress including; aggression, agitation, wandering, anxiety, irritability, loud and/or repetitive vocalisation, 

apathy, repetitiveness, uncooperativeness, sexual disinhibition, inappropriate urination/defaecation, disturbed sleep, sundowning etc. 
 

This guide has been designed to be used by all care staff to assist in the management of symptoms and to eliminate possible causes for changes 
in emotions, behaviour and functioning.  It should be referred to in the first instance, prior to utilising sedating medication or referring to the 

appropriate services.  
 

 
 

Key Initiate appropriate assessments/interventions then 
refer to medical staff/appropriate services 

Carry out recommended action(s) then refer to 
medical staff/appropriate services if no improvement 

in the patient’s condition 

Liaise with line manager to resolve issues; 
seek advice from appropriate services if 
required 

There has been a rapid change in the 
patient’s behaviour 

There has been a gradual change in the patient’s behaviour 

Exclude Physical Causes 
 

 Delirium – Urine specimen, check temperature and 
bloods e.g. FBC, U&E, LFT, TFT, ESR, CRP, Glucose, 
Vitamin B12, folate and ferritin levels 

 Dehydration – check above blood levels; especially 
U&E.  Commence on fluid balance chart 

 Pain – complete appropriate pain assessment tool e.g. 
Abbey Scale 

 Hunger – monitor and complete fluid and diet charts 

 Constipation – monitor bowel habits 

 Tiredness – chart sleep pattern 

 Medication – side effects 

 Medication withdrawals – e.g. benzodiazepines, 
opiates 

 Sensory Impairment – sight &/or hearing deficit - 
refer to sensory impairment service for assessment 
and advice (where applicable) 

 Hypoxia – cyanosis, laboured breathing          
prexisting conditions e.g. COPD 

Exclude Psychological 
Causes 

 

 Depression – observe for 
any mood or behavioural 
changes. Complete 
appropriate assessment tool 

 Hallucinations – more 
commonly seeing&/or 
hearing things. NB exclude 
delirium 

 Delusions – more 
commonly paranoia &/or 
suspiciousness. NB exclude 
delirium 

 Sundowning - increased 
agitation and activity 
occurring in the late 
afternoon/early evening 

Exclude Environmental 
Causes 

 

 Noise levels – over 
stimulation/elevated noise 
levels can be antagonistic 

 Lack of social stimulation 

 Inappropriate music – 
ensure age related and 
appropriate to the client 
group 

 Environment/layout 
– Is it conducive to the 

specific client group? 
– Could it potentially 

increase confusion and 
disorientation in people 
suffering from cognitive 
impairment? 

Exclude Other Causes 
 

 Staff – tone of voice, 
approach, body language, 
poor verbal and/or non-
verbal communication 

 Inflexible routines – e.g. 
toileting, bathing, bedtimes  

 Task orientated care 
– lack of person-centred 

care 
– not knowing the person 

 Client group 
– Do other residents 

trigger behaviours 

 Continuity of staff 
– Therapeutic relationships 
– Team continuity  

Exclude other causes if there has been no improvement or further deterioration in the patient’s behaviour 
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