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Abstract: The neuropsychiatric symptoms 
associated with dementia, often referred to 
as unwanted behaviors, are one of the most 
difficult aspects of this disorder for caregiv-
ers to navigate. This article presents strate-
gies to manage dementia-related neuropsy-
chiatric symptoms.
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The predicted number of patients 
with dementia in the next 30 years 
represents a significant challenge to 
our healthcare system. It is estimated 
that 6.5 million had Alzheimer dis-
ease (AD), the most common type of 
dementia, in 2022 in the US; by 
2060, this number is projected to be 
13.8 million.1,2 Since AD represents 
only one type of dementia, the total 
number of people with dementia is 
likely underreported.

In 2021 more than 11 million peo-
ple provided approximately 16 billion 
unpaid caregiver hours for those with 
dementia.1 Unfortunately, this repre-

sents a decline in those volunteering 
to render care.2 This volunteer de-
cline is coupled with critical decreas-
es in healthcare workers, particularly 
in the long-term care industry.3 Thus, 
nurses must focus on  improving skills 
of efficacy and efficiency in caring for 
those with  dementia.

One of the biggest challenges when 
caring for someone with dementia is 
managing the accompanying neuro-
psychiatric symptoms, often called 
“behaviors.” These include yelling, 
pacing, delusions, and aggression.4 
There are two primary approaches to 
management. The first is medication-
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Up to 90% of older adults have ex-
perienced at least one traumatic 
event.7 Some will develop triggers, 
a stimulus that activates a painful 
memory or emotion, that can result 
in secondary traumas. Patients with 
dementia seem to be especially vul-
nerable.8 They can find themselves 
in a loop in which the traumatic 
event replays in their mind. The 
use of psychotropic agents in this 
case example resulted in a fall with 
injury.9 This event created addi-
tional trauma for the patient and 
increased the needed caregiver 
hours.

Numerous psychological symp-
toms result from chronic cognitive 
impairment, including anxiety, de-
pression, fear, and anger.10 A care-
giver’s ability to imagine themselves 
in the patient’s position can help 
them gain understanding and formu-
late an empathetic response.

Expressive and receptive aphasia 
are common features of dementia.11

For example, communicating fecal 
impaction without words could be-
come impossible, even for those with 
a fully functioning brain. Unwanted 
behaviors are typically an expression 
of unmet needs.12

The nurse should strive to be the 
best detective possible when search-
ing for a root cause when patients 
with dementia exhibit unwanted be-
haviors. This will require a multifac-
torial approach.10

The analysis starts with the first 
phase of the nursing process: assess-
ment. Although the formulation of a 
nursing diagnosis depends on objec-
tive and subjective data, 80% of the 
information required for a diagnosis 
generally comes from the patient his-
tory.13 Obtaining historical data from 
patients with dementia is often chal-
lenging because of cognitive symp-
toms such as memory impairment, 
confusion, and the patient’s inability 
to relay the symptoms they experi-
ence. Engaging the caregivers in this 
process is, therefore, essential.

Case Example 2
As a former professional football player, 
Joe was an imposing force. His massive 
frame dwarfed everyone else in his 
memory care unit. He often became 
physically aggressive when frustrated. 
Psychotropic agents were a cornerstone 
of his plan of care.

One day, a physician entered Joe’s 
room. Joe was sleeping, and the physician 
attempted to wake him by turning on the 
room light and rocking him back and 
forth. Joe opened his eyes and turned to 
look at his physician. Joe appeared con-
fused and did not answer any of the ques-
tions being posed to him, like “How are 
you?” and “Do you have any pain?” He 
remained still as his physician auscul-
tated his heart and abdomen while main-
taining a perplexed expression. When his 
physician turned towards the door, Joe got 
out of bed. The physician turned around, 
and Joe grabbed him by both shoulders 
and pinned him against the wall. Joe did 
not say anything during this encounter.

The physician remained calm and spoke 
in a relaxed tone. A nurse in an adjacent 
room entered and told Joe, “It is okay. You 
are safe. I need you to let go of him.” Joe 
released the physician and took the nurse’s 
hand as she led him back to his bed.

A few weeks after the incident with his 
physician, Joe was transferred to an NP’s 
care. His body odor was readily appar-
ent. Staff confessed Joe had not bathed in 
two and a half months. They said they 
offered bathing services, but he declined.

After reviewing his history and care 
plan, the NP approached Joe and began 
an assessment of his ankles and knees.

The NP asked about football injuries 
to these joints, which he confirmed. Then 
the NP asked, “Did coach ever make you 
get in the whirlpool for your ankles and 
knees?” He affirmed. The NP responded, 
“Joe, coach says we need to get in the 
whirlpool.”
“Coach says?”
“Coach says.”
“Well, okay. If coach says.”

The NP asked a couple of caregivers to 
accompany her to the bathroom. After 
removing Joe’s shoes and socks, she helped 

based; the second involves searching 
for the root cause or etiology of the 
behavior and intentionally equipping 
caregivers with management strate-
gies. This article explores these strate-
gies through a representative series of 
case examples. Specific patient identi-
fiers have been altered. Any similarity 
to actual persons, living or deceased, 
is purely coincidental.

The Pharmacologic 
Management Approach
Psychotropic medications have often 
been used off-label to manage neuro-
psychiatric symptoms associated 
with dementia.5 This practice occurs 
despite evidence showing limited 
benefits and high mortality risk.6

Patients with dementia are often se-
dated with several pharmacologic 
agents to reduce agitation and other 
neuropsychiatric symptoms.

Case Example 1
An NP practiced the medication-based 
approach to managing the neuropsychiat-
ric symptoms associated with dementia. A 
particularly challenging patient would bite, 
kick, scratch, and spit on staff during per-
sonal care. She was generally sedated with 
a benzodiazepine before bathing. On one 
occasion, medicating her resulted in a fall, 
causing a forehead laceration that required 
sutures. When paged about this incident, 
the NP was rounding with a physician. He 
accompanied the NP and modeled engag-
ing in a root cause analysis approach to 
understand the patient’s unwanted behav-
iors. The NP and physician discovered that 
the patient was raped in her youth, and 
the direct care staff providing bathing ser-
vices were primarily males of the same 
ethnic background as her attacker. When 
the physician approached the patient, he 
sat down to make eye contact with her and 
lowered his voice and tone. He dimmed the 
lights and played soft music. The NP 
watched the patient de-escalate dramati-
cally; the NP injected local anesthetic and 
repaired the laceration without difficulty.

This case highlights the need to 
engage in trauma-informed care. 
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him move into the tub. He said, “I am 
going to get my pants wet.”

“You are right, Joe. Let’s take those off 
and your skivvies too.” The NP said nothing 
about his shirt. He complied and got in the 
tub. The NP started the water, eventually 
reaching his shirt’s level. She calmly asked, 
“Do you want me to help you get your shirt 
off so it doesn’t get wet?” He complied, and 
the NP was able to complete the bath.

Upon assuming Joe’s care, the NP 
noted he was on an atypical antipsy-
chotic agent and a routine and p.r.n. 
benzodiazepine. One of the adverse re-
actions of the antipsychotic agent was 
pseudoparkinsonism (drug-induced Par-
kinson Disease). In response, carbidopa/
levodopa was added to his medication 
regimen. The antipsychotic agent had 
also caused drug-induced diabetes, for 
which metformin was added. Joe devel-
oped diarrhea after starting the metfor-
min and insomnia and headaches after 
starting the carbidopa/levodopa. His 
diarrhea was treated with loperamide; 
the insomnia was treated with traza-
done; and ibuprofen was given for the 
headaches. Although the ibuprofen was 
only listed as p.r.n., the staff gave it at 
least twice daily to treat headaches and 
pain secondary to osteoarthritis. Joe de-
veloped gastrointestinal bleeding; thus, a 
proton pump inhibitor (PPI) was needed. 
In addition, Joe had pneumonia twice in 
the past year. Benzodiazepines and PPIs 
are both linked to the risk of pneumo-
nia.14,15 In reviewing Joe’s history, the 
NP recognized that polypharmacy was a 
strong contributor to his comorbidities 
and likely exacerbated his dementia-
related neuropsychiatric symptoms.

In the ABCD Approach, the letter 
A stands for antecedents or activating 

The ABCD approach11

A Antecedents What happened prior to the unwanted behavior?

B Behavior Describe in detail the exact events as they happened.

C Consequences What was done in response to the behavior and did it 
escalate or de-escalate the patient?

D Decision/Debrief What did caregivers learn from this encounter that 
can shape future responses?

events.16 This involves exploring what 
happened before the reported behav-
ior to search for a cause and effect.

The letter B represents the behav-
ior that is described in detail. Nurses 
should report the behaviors observed, 
such as Joe’s agitation, and precisely 
what the nurse saw and heard.

The letter C stands for consequences. 
What did the healthcare personnel 
(HCP) do, and how did it impact the 
patient’s behavior? Did the HCP’s re-
sponse reinforce or deter the situation? 
Did the HCP escalate or de-escalate 
the tension with their actions?

Lastly, the letter D stands for 
deciding and debriefing. Everyone 
involved should be part of the de-
briefing and be encouraged to 
present their perspective on what 
happened. Nurses should consider 
how to communicate this informa-
tion to other caregivers. There was an 
initial plan to send Joe to a behav-
ioral therapy unit at the hospital. 
However, following the debriefing, 
staff agreed they would avoid waking 
Joe unless necessary. It seemed espe-
cially important to prevent startling 
Joe, which was incorporated into the 
care plan. Joe responded well to a 
calm and relaxed demeanor, the as-
surance of safety, and saying, “I need 
you to let go.” These are all behaviors 
caregivers can easily replicate and 
should be made a part of the care 
plan. Unfortunately, in this scenario, 
Joe was given a benzodiazepine agent 
following the altercation, which pro-
duced sedation, causing him to sleep 
for the rest of the morning. The care-
giver’s nonpharmacologic response 
was very effective in de-escalating 

Joe. Staff reported the decision to 
offer the p.r.n. benzodiazepine was 
based on their fear after witnessing 
the violent interaction. It would be 
worthwhile to avoid benzodiazepine 
and focus on nonpharmacologic in-
terventions (see The ABCD approach).

Information from the patient’s 
history can be used to formulate 
creative responses to neuropsychi-
atric symptoms and de-escalate 
tense situations. In this case, 
knowledge of Joe’s respect for his 
coach was used to encourage his 
compliance with personal care. 
However, it may not always be ef-
fective, and caregivers must be 
flexible.

Eliminating the neuropsychiatric 
symptoms associated with dementia 
is unrealistic because patients with 
moderate to late-stage dementia 
cannot learn new coping skills.10,12

However, equipping caregivers with 
information and tools that promote 
meaningful interactions may reduce 
caregiver burden and boost care-
giver confidence.17,18 Many caregiv-
ers of patients with dementia find 
themselves frustrated and discour-
aged. They report feeling ill-prepared 
to understand and deal with the 
neuropsychiatric symptoms associ-
ated with dementia.17,18 As a result, 
they may depend on psychotropic 
agents to sedate those with demen-
tia.19 The Centers for Medicare and 
Medicaid Services strongly discour-
ages the off-label use of antipsy-
chotic agents to manage behaviors 
in patients with dementia and em-
phasizes gradual dose reductions 
and cessation when possible.20 Mor-
tality may be 60% higher in patients 
with AD taking antipsychotic 
agents; that risk could double if 
they are on two or more antipsy-
chotics.21 This increase in mortality 
has been shown to persist over at 
least 12 months.22 In 2005, the 
FDA issued a boxed warning for 
antipsychotics in patients with de-
mentia due to fall risk, movement 
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disorders, and death.22 The 2019 
BEERS criteria stated that antipsy-
chotics should be avoided to treat 
neuropsychiatric symptoms associ-
ated with dementia unless nonphar-
macologic interventions have failed 
and the patient is a threat to them-
selves or others.23 While the over-
use of antipsychotic agents has in-
creased morbidity and mortality, 
they do have their place in manag-
ing some patients with dementia, 
particularly those with mania or 
psychosis.24 In fact, brexpiprazole, 
an antipsychotic, was recently ap-
proved for Alzheimer’s dementia-
related agitation through a fast-track 
process by the FDA. This drug has a 
boxed warning for increased mor-
tality, as do all antipsychotics used 
in patients with dementia.22,25

Weighing risks against possible 
benefits requires extreme caution.

Benzodiazepines are used routine-
ly and intermittently in patients ex-
hibiting neuropsychiatric symptoms 
associated with dementia.19,26,27 They 
have been shown to increase the risk 
of dementia, and further exacerbate 
neuropsychiatric symptoms associ-
ated with dementia. The BEERS crite-
ria included a strong recommenda-
tion in 2019 to avoid these agents for 
treating insomnia, agitation, or de-
lirium.23 Despite this recommenda-
tion, agitation is one of the top rea-
sons cited in long-term care centers 
for using these agents.27 Rebound 
insomnia and rebound anxiety are 
well-established risks associated with 
benzodiazepines.28 Benzodiazepines 
can also cause delirium and carry a 
risk of dependence. The most signifi-
cant concern, however, is the high 
fall risk associated with benzodiaz-
epines when used in older adults.29

The use of psychotropic agents in 
treating the neuropsychiatric symp-
toms associated with dementia con-
tributes to polypharmacy. Additional 
agents may be added to treat the ad-
verse events associated with the psy-
chotropic agents, further compound-

ing the problem. The risk of drug-to-
drug interactions is substantial in 
those taking numerous agents. Stud-
ies show the risk could be as high as 
80% for those on seven or more 
medications.30

The pathophysiologic process 
of dementia affects multiple body 
systems. For example, aphasia, 
visuospatial deficits, and apraxia are 
common features for individuals 
with Alzheimer’s dementia.31 There-
fore, an interdisciplinary approach 
to neuropsychiatric symptoms asso-
ciated with dementia is an essential 
component of the care plan.32

Conclusion
Neuropsychiatric symptoms should 
be expected in patients with demen-
tia. The most effective mitigation 
strategy is searching for the etiology 
or unmet need that prompts unwant-
ed behaviors. Key nursing consider-
ations include understanding the 
patient’s history, provoking factors, 
and using the ABCD approach.

Equipping caregivers with the tools, 
resources, and skills necessary to miti-
gate neuropsychiatric symptoms must 
become a priority. Psychotropic agents 
may have a limited role in managing 

behaviors, and a careful risk versus 
benefit analysis needs to occur before 
they are prescribed. An interdisci-
plinary approach is key in managing 
dementia-related neuropsychiatric 
symptoms. ■
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