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This course is an introductory course to the most common 
types of dementia. It includes: risk factors, signs and 
symptoms; and a basic anatomy and physiology of the brain. 
The barriers and importance of timely diagnosis will also 
be explored. Other factors that cause confusion, such as 
delirium, depression and the environment will additionally 
be covered; this will be in the context of both older people’s 
services, as well as learning disabilities.  

Course Outcomes 
By the end of the course candidate will be able to: 

•	 State the different types and prevalence rates of dementia

•	 State the key functions of the brain that are affected  
by dementia 

•	 Describe the risk factors for the most common causes  
of dementia

•	 State common sign and symptoms 

•	 Describe ways to support an individual to access a  
timely diagnosis

•	 Outline both the medical and social models of dementia 

•	 State other factors which can cause confusion /  
memory problems

•	 Recognise how poor environments can make symptoms 
appear more pronounced

•	 Identify how individual behaviours and perceptions  
of dementia can impact on the quality of care

•	 Describe	the	factors	that	influence	individuals	with	 
LD and Dementia.
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Dementia Awareness 
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CAUSE
Use of negative language,  
the medicalisation of dementia  
& poor media representation,  
using inappropriate images 
which perpetuate ageism, 
weakness, & ill health. 
Stigma varies between 
cultures. Multiple conditions 
can lead to multiple stigma.

CONSEQUENCES
Afraid to speak openly & 
honestly for fear of exposing to 
stigma. Social isolation, depression 
& fear. Difficulty accepting diagnosis 
& developing coping strategies. 
Costly from potential misdiagnosis. 
Misinterpreted behaviour, leading to 
family discord.  Excess disability: 
disability not caused by the disease 
process alone. Abuse & maltreatment

STIGMA CREATES  
BARRIERS TO 

Timely & accurate detection & diagnosis. 
Access to services. Participation in 

research trials. Opportunity for  
self-advocacy, work & 

engagement. Creates barriers 
to inclusion in assessment & 

decision making. 

WE NEED TO
Respect people’s rights, 

challenge poor language, 
educate families & individuals, 

train our workforce,  
use media to portray positive 

images, listen to people  
who have dementia, they are the 

experts. We need to educate medics  
to detect, diagnose & convey  
information in ways that are 

compassionate, clear & actionable.

Stigma & Dementia Bartle & Kremer 2015 
TRAINING ACROSS THE HEALTH 

& SOCIAL CARE SPECTRUM
Copyright 3 Spirit UK. Permission required for use.

STIGMA
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Person Centred Approaches in Dementia Care (10-4)

This	course	discusses	how	wellbeing	can	be	influenced	in	
dementia care services, through proactive person centred 
planning and an outcome focused approach. This course 
covers the psychological needs of a person with dementia 
and considers how these can be met within a framework of 
holistic planning. A number of person centred planning tools 
will also be included.

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Describe what is meant by person centred planning and 
how	it	benefits	the	individual

•	 Define	concepts	of	wellbeing	in	relation	to	dementia	care

•	 Identify malignant social psychology and potential impact 
this may have on an individual

•	 Describe how life story work can be used in planning

•	 Identify different models and application of PCP tools 

•	 State the difference between aim objective, output  
and outcome

•	 Explain how capacity and consent play a part in the 
assessment process

•	 Identify ways in which to work positively with family  
carers	and	significant	others	

To book email caroline@3spirituk.com

http://www.3spirituk.com
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KEEPING  THE ‘NOTHING VENTURED 
NOTHING GAINED’ DOCUMENT ALIVE  

TRISH O’HARA & CAROLINE BARTLE 2015

RISK IS PART OF LIFE
In fact, arguably necessary to take RISK in order 

to succeed. To get out of bed in the morning 
is a RISK & to stay there is also a risk.

From RISK management to 
mitigation. From RISK to 

enablement. RISK & hazard are not 
the same thing, sometimes the terms 

are used interchangeably. 

RISK enablement requires 
multiple perspectives - individual, 

professional, organisational, research  
& policy knowledge.

RISK enablement goes beyond physical domain of RISK    
to consider psychosocial domain. 

A person should not be treated as being unable to make a 
decision because it is unwise. MCA principles uphold rights. If 
an individual is unable to make a decision, then professionals 
& carers may make a decision in their best interests, maybe 
depriving them of their liberty. 5th principle MCA applies – 

Use least restrictive approach, respect rights & 
freedoms & may include RISK.

We need to balance the positives that come from 
RISK taking with the outcomes of not taking the 

 RISK at all.

RISK is personal; there are social & cultural dimensions rather than 
mathematical probabilities 

Information is critical to help individuals make empowered choices about 
RISK. Use the right language about how to keep people safe. Independence, 

Choice & CONTROL 

Professionals need to learn to recognise their anxieties,  
& not allow this to be a driving force.

Professionals tend to focus on the future domain  
of RISK Family carers focus on the present. 

Different professional’s look at different types  
of risk. If you are a nurse you might focus on 

pressure sores, falls etc. If you are a  
social worker you might be more 

concerned with managing money etc.  
For people living with dementia, 

their biggest concern  
is the risk of losing  

their identity. 
(Alaszewski, 1998a)



This course provides a basic overview of how internal and 
external	factors	influence	communication	in	an	individual	with	
dementia. The session provides a range of communication 
tools, which enable the candidates to work in creative ways; 
and	to	respond	flexibly	to	the	changing	needs	of	the	individual	
with	dementia.	Another	aspect	this	course	looks	at	is	specific	
communication problems; for instance, dealing with different 
realities and challenging behaviour as communication. 

At a basic level, this course encourages participants  
to consider the importance of communication as a  
foundation for relationships, which provide the platform  
for positive interventions.  

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Identify ways to assess the communication strengths  
and abilities of the individual with dementia 

•	 State how dementia can impact on communication skills

•	 Identify	other	factors	that	might	influence	the	individual’s	
ability to communicate 

•	 Describe a range of communication strategies that  
could be adopted at different stages of dementia

•	 Describe techniques to overcome the barriers  
to communication

•	 Describe how information about an individual’s  
life history can strengthen communication

•	 Apply active listening skills

•	 Explain	how	assumptions	and	beliefs	influence	 
effective communication

•	 Explain how challenging behavior is a form  
of communication

Communication Skills in Dementia Care (10-4) 
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Fostering Interaction & Connection – Dementia Care Caroline Bartle & Helen Behrens 2015

TRAINING ACROSS THE HEALTH & SOCIAL CARE SPECTRUM
Copyright 3 Spirit UK. Permission required for use.

 Consider how attitude,  
beliefs & stigma influence how you 
interpret information. Be aware of  

how negative language/jargon  
can have an impact on the  

way people feel. 

PART 2 WAYS YOU CAN ADAPT YOUR APPROACH TO 
MAKE EFFECTIVE CONNECTIONS WITH PEOPLE

 Communicate with 
the PWD: be aware of 

conversations ‘over’ the PWD 
with carers/others.

 Use life history to support  
your understanding of what the person 
may be communicating. Listen, observe, 

& consider how to accommodate 
different realities.

 Pace interaction effectively:  
Do not jump in & try & finish  

a sentence for someone.

 A conversation may not need 
 to make sense: the value of inclusion  

is important. Use single words to bridge 
sentences & build/foster interaction.  

Use humour if appropriate.

 Consider ways of  
compensating for difficulties, whilst also 
maximising communication strengths. 

Use person’s preferred name.

 Use assistive technology  
to aid conversation; pictures, 

talking mats etc. Consider  
sensory stimulation to foster  

a connection. 

 Clarify feelings, & use empathy  
to foster connection. Challenging  

behaviour is a form of communication:  
respond to the feeling driving this & look  

for triggers. Avoid confrontation.

 Use tone,  
body language & touch 

effectively:  however, be aware  
of cultural differences. 

 Consider your body  
positioning: this may infringe  

on personal space,  
or appear intimidating.

 Avoid asking what/where/
why/how/who questions: Where 
necessary use closed questions & 

single step instructions.

 Do not talk loudly to people 
 who have hearing difficulties  

as often their difficulties are related  
to pitch rather than volume.  

Ensure regular checks for potential 
sensory loss.



Positive Interventions in Dementia Care (10-4)
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This course introduces participants to non-medical 
interventions used in dementia care. The course aims to 
encourage participants to consider dementia care from a 
holistic perspective, where non-medical interventions can 
be used alongside more traditional approaches to improve 
quality of life within a group setting. The main approaches 
covered in the session are cognitive stimulation therapy, 
music and art.  

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Contrast medical and social models of support 

•	 Describe the psychological needs of a person with 
dementia and explain ways in which these can be met

•	 Describe the range of non-medical interventions and  
how these can be used for individuals at different  
stages of dementia 

•	 Explain how to use the PAL assessment tool

•	 Develop aims and objectives for both groups and 
individuals that are person centred 

•	 Identify ways of manipulating the environment  
to encourage inclusion

•	 Describe the principles of cognitive stimulation therapy

•	 Explain the impact music and art can have on a person 
with dementia 

To book email caroline@3spirituk.com

http://www.3spirituk.com
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MUSIC IN DEMENTIA CARE Caroline Bartle 2014
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Music has been used to heal since the 
beginning of time. Early healers used 

incantation in medical plants & Egyptians 
used music to treat a range of disorders.

Music uses a number of interactive 
mechanisms: sensory, cognitive, 

affective, behavioural, spiritual & social. 
The part of the brain which  

music responds to is often retained 
 well into the condition. Music can 
access parts of the memory that are 
hard to reach in any other way. One 
study suggests that a person’s sense 

of tone remains intact. Another study 
found that the effect of music lasts 

longer than the intervention. 

Studies have shown that a person with 
dementia may remember words easier 

when they are part of a melody. Singing 
can increase oxygen to the brain & also be 

used to help speech reconstruction

Dancing to music can use a range 
of cognitive skills. Circle dancing is 

particularly good at  
fostering togetherness. 

Music engages a person strengths, &  
may influence a wide range of skills.  
Listening to music, activates multiple  
brain areas: cognitive, sensorimotor & 

emotional processing.

‘Gymnastics is medicine for the body  
& music medicine for the soul’, Plato 

‘Music is the food of love’, Shakespeare 

Music can be active or receptive: 
Touching, hugging, holding, smiling, 

tapping, remembering, singing, dancing, 
& interacting

It is versatile, & can be used for relaxation, 
reminiscence, to connect, to 

 alleviate depression or to with  
challenging communication. It develops 
relationships, injects moments of joy into 

tired relationships & can cement new 
bonds. In the face of lost memory, music 
can provide time, structure & coherence. 

It can support maintenance of skills on 
multiple levels. It can be used in the early & 
later stages, & provides a vehicle to express 

a range of emotions.

Music can  
meet a range  
of emotional  

needs:

comfort, 
because music 
is nourishing 
& can deeply 

comfort

attachment, because 
it can enable human 

connection

inclusion, because 
it utilises a person’s 

strengths 

occupation,  
because it  

provides purpose, 
order &  

enjoyment

identity,  
because it  

can powerfully 
restore a person’s 

identity



This course provides an introduction to dementia friendly 
environments. It includes how changes to the brain and 
sensory skills impact on the way a person navigates the 
environment. Participants are given an opportunity to  
engage in a simulated activity to enhance their 
understanding; and empathise with challenges that 
individuals living with dementia face. Audit tools are 
introduced, which can be used in services to identify ways  
in which their services can be improved. A basic introduction 
to the types of assistive technologies available for people 
with dementia is also covered.  

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Describe how changes to the brain effect the way an 
individual navigates an environment 

•	 Describe how to adapt the environment to minimise 
difficulties	related	to	sensory	impairment

•	 Explain how good design promotes self-identity  
and self esteem

•	 State the factors associated to design that can  
support orientation

•	 Identify the tools that can be used to audit the  
dementia environment

•	 Describe changes that can be made to minimise  
the risk of falls 

•	 State the Kings Fund Design Principles and consider  
how this applies to own setting

•	 Describe the kinds of assistive technologies available  
to individuals with dementia 

The Dementia Environment (10-4)
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WAY-FINDING & DEMENTIA 
By Caroline Bartle 2014
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 Not everyone person with dementia will have the 
same difficulties navigating the environment. It is a diverse 
condition & affects people in different ways. 

 Cognitive problems can be 
exacerbated with sensory loss  

 Consider the difference between 
illusion & delusion & the difficulties 
this causes the person  

 Damage to the hippocampus 
(memory) can mean that people with 
Alzheimer’s can become disorientated 
early in their condition

 Damage in the occipital & parietal 
lobes can lead to problems in visual - 
spatial & visual perceptual difficulties 

 Noisy environments can influence 
a person’s ability to find their way

 Problems in Way-finding can lead 
to incontinence, & other difficulties

 ‘WANDERING’ is a negative word 
& does not reflect people’s experiences 
adequately

 Poor environments can lead to 
challenging communication, agitation 
& falls

 Things you can do 

 Accentuate different colours in a 
corridor to support navigation. Consider 
use of colours from the yellow to red end 
of the spectrum to support the ageing eye

 Use lighting to accentuate exit doors, 
avoid up lighting as it may cause shadows

 Use ‘objects of reference’ to 
highlight personal spaces  

 Signs on door are only good if they 
fit with our frame of reference & are in a 
strong contrasting colour

 Use light & support sensory loss to 
improve legibility. Regular eye checks will 
help    

 Use pictures to orientate people 
to specific rooms – food pictured in the 
dining room

 The physical environment can be 
used to powerfully reinforce a sense of 
self – USE IT to make people feel valued 
& included

 Use a variety of senses to enable a 
person to navigate – what better way 
to navigate to the dining areas, but the 
sweet aromas of home cooking

 Utilise assistive technology such as 
GPS – It is vital that people maintain their 
independence – being too risk averse can 
lead to unnecessary deterioration  



Working with Challenge (10-4)

This course challenges the traditional views of challenging 
behaviour – working toward the understanding that all 
challenges are a communication. Using exercises and 
discussion, the participants explore how we communicate 
with ourselves, others and the environment. The course 
will encourage participants to ‘look through the eyes’ of the 
person with dementia to identify how support can be adapted 
to improve interaction and minimise incidences of challenge. 
The course will consider how to support different realities 
and accommodate sensory and cognitive loss in a way which 
reduces agitation.

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Define	challenging	behaviour,	and	its	relationship	 
with communication

•	 Describe the impact of challenge on the individual  
and the service 

•	 Identify the potential triggers of challenge

•	 Explain how a person with cognitive and sensory 
difficulties	may	be	challenged	by	the	environment	

•	 Explain ways to respond to different realities that  
minimise challenge 

•	 Explain the role of  Mental Capacity Act/DOLs and  
working with challenge

•	 Describe interventions that can reduce challenge
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WORKING WITH CHALLENGE 
Trish O’Hara & Caroline Bartle 2014
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COMMUNICATION 
All challenge is a form of 
communication, with others,   
ourselves and environment. Not  
listening to feelings, such as  
anger and boredom may  
lead to psychological  
harm and a cycle  
of challenge.

GATHER  
information about the person and 

ensure PCP is the philosophy  
and that co-production is  

a central theme.

HONESTY
Learn from challenge -  

be honest! We may have contributed to 
the incident. Try to identify triggers - ACC 
forms - Antecedent,  Communication and 
Consequence. Courage to challenge poor  

care practices. 

ANGER 
Have systems in place 

which enable staff team 
to reflect on how they 
feel. Supervision and 

de-briefing that fosters a 
compassionate culture and 
a commitment to training 

that builds competence.

LISTEN!  
The listener has the power to  
enhance or inhibit positive 

communication. We can listen  
by building positive relationships 

|with the person, their family 
and the wider team. 

LANGUAGE
The word ‘behaviour’  
is negative and creates 
negative listening and  

poor practices.  
The word ‘communication’  

supports positive  
listening.

ENVIRONMENT 
Manipulate the  

environment to enhance 
communication.  

Poor environments  
can have serious impact  
on a persons’ well being.

NOTICE  
when a person may  
be communicating 

something physical, such as 
pain or hunger.  

Question when medication 
may be used to silence a 

person rather than address 
physical needs.

ENGAGE  
with people who have a more 

profound communication 
disability - consider Intensive 

Interaction and creative 
communication and the use of  

assistive technology.

SAFEGUARD  
the person balancing risk,   
choice and independence, 

underpinned by the MCA, MHA,  
DOLs and HRA. Ensure the least 

restrictive approach.
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Dementia and Nutrition (10-4)
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Over	the	past	fifty	years	we	have	seen	radical	changes	to	the	
way food is farmed and processed. Over this period we have 
also seen an increasing prevalence of dementia. 

The risk factors of developing dementia are wide ranging, 
but	are	influenced	by	our	age,	lifestyle,	the	environment	we	
live in, as well as our genetics. Whilst the genes we have are 
not	modifiable,	other	factors	may	be.	This	course	looks	at	the	
role nutrition may  have on the onset of dementia, as well as 
the	potential	role	that	nutrition	plays	in	minimising	difficulties	
by improving brain health.

Practical dilemmas are tackled in the course, including what 
changes can be made to the physical and social environment 
to improve diet and meals. Cutting edge research is explored 
in terms of how new ideas can be used on a practical level. 

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Describe the nutritional factors which may contribute  
to the risk of developing dementia

•	 Explain how poor nutrition can impact on the way we  
feel, act and think 

•	 Identify signs of dehydration and the consequences

•	 Identify signs of malnutrition and the consequences

•	 Describe the importance of nutritional screening  
and care planning

•	 Explain common factors which may affect dietary 
requirements for people living with dementia 

•	 Identify food sources which improve thinking, 
concentration and over all brain health

•	 Explain how to promote person centred nutritional care 

•	 Explain ways in which changes to the physical and social 
environment can improve outcomes at meal times. 

To book email caroline@3spirituk.com
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The need for intimacy does not diminish when we are older, 
but instead often increases. However services are very 
rarely prepared for this. Poor attitudes towards ageing and 
sexuality has led to the restriction of human rights in many 
social care settings, and in some cases sexual activity has 
been inappropriately labelled, as ‘problem behaviour’. The 
legislative framework to support people without capacity 
around relationships is ambiguous, and many services  
lack	the	confidence	to	deal	with	these	complex	issues	with	
good outcomes. 

When an individual develops dementia and other physical 
conditions there may be changes to feelings about sex and 
intimacy. Services need to be informed about the facts, 
so that they can prepare their services to deliver care that 
encompasses the whole person. This course is aimed at staff 
working in a residential setting. 

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Define	the	terms	‘intimacy’	and	‘sexuality’

•	 Explain how society’s attitudes towards sexuality, and 
ageing can lead to the restriction of human rights in the 
care setting

•	 Describe how dementia may impact on feelings of intimacy 
and sexual behaviour 

•	 Identify conditions that may impact on sexual expression/
activity in older people

•	 Identify the powers and limits of legislative frameworks 
in supporting capacity, consent and sexual relationships 
when a person has dementia 

•	 Give examples of poor practice in your own organisation in 
relationship to intimacy, sexuality and dementia 

•	 Describe different ways an individual can express sexuality 
and how individual preferences may be supported

•	 Explain how to support an individual to keep safe, to 
minimise sexual exploitation and instances of abuse

•	 Describe strategies for supporting sexuality, and intimacy 
for people with dementia living in services

Sexuality, Intimacy and Dementia  (10-4)
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Leading and Managing a Dementia Service (10-4)

It is widely recognised that in order for training to have real 
impact on delivery there needs to be strong leadership which 
embraces a person centred philosophy. The management 
day has been designed to sit alongside the four day 
programme to support the implementation of the content.  
The main aim of the course is to introduce current policy / 
research and best practice in dementia care. The course also 
provides a framework to consider how improvements can  
be made within different operational activities to lead to  
better outcomes. 

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Analyse how current policy and practice guidance 
underpin service provision in dementia care

•	 Define	best	practice	in	dementia	care

•	 Describe how observational assessments can be  
used to drive practice 

•	 Identify	organisational	practices	which	influence	person	
centred planning 

•	 Recognise how to make changes to the social and 
physical environment to improve wellbeing for individuals 
living with dementia 

•	 Use the PHASE ONE tool to target development activities

•	 Lead practice that supports staff to involve carers in 
assessment and care planning
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PHASE ONE 
A Knowledge 
Management 
Strategy For 

Dementia Care
Caroline Bartle 2014

Copyright 3 Spirit UK.  
Only to be used with permission.

• Using the environment 
• Sensory engagement 
• Rehabilitative approaches 
• Music therapy 
• Animal Assisted Therapy 
• Doll Therapy 
• Singing and Dancing 
• Use of Assistive Technologies 
• CST 
• Reminiscence / Life Story Work

S - Service 
Foster knowledge in therapeutic services  

• Inclusion at every level 
• Audits of the social environment / DCM
• Carers engagement 
• Accessible questionnaires
• PWD on committee / think tanks 

E - Experience  

What systems  do you have in place to  
capture the experience of the PWD? 

• ASCOF - Social Care Outcomes
• NICE Dementia Guidelines
• Nothing Ventured Nothing Gained  
• NICE - SCIE Dementia Guidelines   
• National Dementia Declaration
• The Prime Minister’s Challenge

P - Policy
What evidence is there that  

your local policies support current  
government directives?

• Maximise use of IT and social media  
to capture and share good practice 

• Use visual aids to share good practice 
• Engage PWD to share areas of  

good practice 
• Record in positive language 

O - Organisational  
Memory 

What systems  do you have in place for  
organisational memory?   

• Nurturing a culture for learning
• Value based recruitment
• Guided reflective practice routine in 

supervision 
• Exit interviews completed 
• Service users are on interview panels 
• Job descriptions include meeting 

psychological needs
• Effective mentoring and training 

H - Human Resources
How do your HR practices support 

 dementia care?  

• SCIE + NICE
• Twitter 
• Dementia Intelligence Network 
• SCILs
• DASN
• Local networks – like HCPA 
• Dementia Challengers 
• Blogs from people living with dementia 

like Kate Swaffer 
• Dementia UK
• Life Story Network

N - Networks
Networks help knowledge flow across 

boundaries 

• ROI completed on training 
• NOS are used to develop capacity 
• A champion is nominated to support 

transfer of knowledge across boundaries 
• Staff pay is increased when qualification 

are gained 

A - Asset 
How well is knowledge defined  

as an asset?  

• Risk assessments that include the 
psychological domain of risk

• Using interactive technology to capture 
life history

• Develop strength based support plans 
• Audit the physical and the social 

environment 
• Link outcomes to support plans 
• Use AT to enhance communication and 

support memory 
• PAL assessment 

E – Embedding  
Operational Excellence 

Input, output and outcome –  
embed operational excellence   



training across the health & social care spectrum22

COGS Facilitator Training (2 Days 10-4)

COGS Club is based on cognitive stimulation therapy (CST). 
It aims to provide a therapeutic platform in which people with 
dementia are able to maintain skills. The model also offers 
respite for family caregivers. The training programme is a 
two day mandatory programme which staff need to attend in 
order to become approved facilitators. 

Course Outcomes 
By the end of DAY ONE candidates will be able to: 

•	 Describe the common signs and symptoms of  
the main types of dementia.

•	 Describe the basic functions of the brain, including 
memory and learning

•	 Identify conditions which may mimic dementia

•	 Identify how individual behaviours and perceptions  
of dementia can impact on the quality of care.

•	 Identify factors, including the care approach and 
environment,	that	may	cause	additional	difficulties	for	
people with dementia e.g. changes in the environment  
that can encourage/discourage inclusion

•	 Explain the difference between COGS, CST  
and Day Centres

•	 Explain key factors in post diagnostic support 

By the end of DAY TWO candidates will be able to: 

•	 Explain the main principles of COGS 

•	 Develop aims and objectives of Cogs Clubs 

•	 Identify the main aims of each of the sessions

•	 Explain ways to adapt a session around the different 
cultural needs of the group

•	 Describe	ways	of	dealing	with	conflict	in	the	sessions	

•	 Scope the costs involved in setting up a COGS club

•	 Explain how to generate referrals to the COGS clubs

•	 Develop a marketing strategy to promote the club 

•	 Explain how to signpost individuals, families and carers to 
dementia advice, support and information

To book email caroline@3spirituk.com

http://www.3spirituk.com
mailto:caroline@3spirituk.com
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Dementia Awareness (LD Focus) (10-4)

It is recognised people with Down’s syndrome and learning 
disabilities have higher prevalence rates of dementia than the 
general population.  This session will explore how a dementia 
may present for people with a Learning disability and/or 
Down’s syndrome.  Participants will consider the importance 
of a timely diagnosis and how a diagnosis of dementia is 
reached, including considering alternative factors which may 
cause confusion: for example: hypothyroidism, delirium, 
reaction to life events and the environment 

Course Outcomes 
By the end of the course candidate will be able to: 

•	 State the prevalence rates and the risk factors of  
dementia for those with a learning disability

•	 State the key functions of the brain that are affected  
by dementia, and describe how this might differ to the  
non LD population 

•	 Describe the importance of early diagnosis

•	 State	common	signs	and	symptoms	and	the	difficulty	 
with diagnosis for people with a learning disability

•	 Outline both the medical and social models of dementia 

•	 State other factors which can cause confusion /  
memory problems

•	 Describe how poor environments can make symptoms 
appear more pronounced

•	 Identify how individual behaviours and perceptions  
of dementia can impact on the quality of care

To book email caroline@3spirituk.com

http://www.3spirituk.com
mailto:caroline@3spirituk.com
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NON-PHARMA 
INTERVENTIONS  
To cope with care giver demands often 
medication is first line treatment where 
as non-medical could be effective, such 
as: environmental design, training for 
support staff, multi-sensory, assistive 
technologies. People with coexisting 
physical & mental conditions will 
experience the dementia differently.  
To develop perspective of dementia & 
ID try GOLD group. 

PROACTIVE SERVICE 
PLANNING IS KEY IN ID  
We need a proactive versus reactive 
approach. We know that there 
is a higher risk of dementia in ID 
population so let us start planning  
to prepare our services now. 

PATHOLOGY  
The trigger & progression of dementia 
may differ in ID. Significant factors in 
DS: the presence of the gene APP may 
lead to the over production of the 
protein ABβassociated in Alzheimer’s, 
& frontal temporal lobes are likely to 
be primarily affected. First symptoms 
observed are often a change in 
character, perhaps not because the 
condition is progressed but because 
the pathology differs. 

DIAGNOSTIC  
Thyroid & sensory problems are  
often overlooked. There is a lack  
of shared diagnosis with the  
individual concerned, possibly  
because of labelling.

MEDICATION  
Little research exist on the use of  
anti-dementia drugs in ID. These drugs 
are metabolised through the liver & 
their effectiveness could be influenced 
by any other medication. Capacity & 
consent need to be considered in the 
use of medication.



This course was designed for individuals working in 
supported living, however it is open to all staff wishing to 
attend. This course considers how the environment impacts 
on an individual’s well-being when living with LD and 
Dementia. A range of non-medical interventions are covered; 
these include music therapy and sensory therapies.  
The course is delivered over a full day.  

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Describe how sensory therapies can be used to support  
a person in the later stages of their dementia

•	 Explain how good design promotes self-identity and  
self esteem

•	 State the factors associated to design that can  
support orientation

•	 Describe changes that can be made to minimise the  
risk of falls

•	 State the Kings Fund Design Principles and consider how 
this applies to own setting

•	 Describe the kinds of assistive technologies available to 
individuals with dementia

•	 Adapt	the	environment	to	minimise	difficulties	related	to	
sensory impairment

•	 Describe how changes to the brain effect the way an 
individual navigates an environment

Working with LD in Advanced Stages of Dementia (10-4) 
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SENSORY
Cataracts and other  
sensory loss can appear earlier in DS population

LEARNING DISABILITY AND DEMENTIA

Working with Learning Disability  
and Dementia in Advanced Stages

1in10 people between the ages of 
50-65 with  
LD has dementia

Approx 50% of  
people with DS will go  
onto develop a dementia

If you have LD you are 3 times  
more likely to have dementia

Every week 200  
babies are born  
with LD in UK

In 88% of people  
with DS and DAD  
epilepsy will  
be present

45% of the  
DS population now  
live to over 60

LD Increased risk gastric cancers 

58% of cancers in LD population 

vs 25% general population

DOWN 
SYNDROME:  
Trisomy 21,  

Mosaic Down’s 

Syndrome, 

Translocation Down 

Syndrome

Fragile X 
Syndrome

Prada- 
Willi Syndrome

Autism  
(75% have a LD)

Asperger’s 
Syndrome (no LD)

Epilepsy

DIFFERENT 
REALITIES
Where orientation 
is appropriate use 
visual clues
Validation, use 
knowledge of  
life history

Less insight into memory difficulties because of pre-existing 
cognitive function
Often first changes are behavioural  
More disabled first signs can be apathy
Language changes - Including makaton and  
sign where there are problems with motor skills
Changes to motor skills
Visual perceptual changes

SYMPTOMS

DIAGNOSIS
Baseline assessments required - DMR, DSDS, TSI
Good recording essential
Late onset seizures  can indicate onset
Require support to understand diagnosis

BARRIERS TO DIAGNOSIS
Denial, fear of losing service
‘Floor Effect’
Diagnostic overshadowing
Behaviour changes incorrectly attributed to LD

DIFFERENTIAL 
DIAGNOSIS
Poor Nutrition / Hydration
Other Physical Causes -  
Heart Disease, Diabetes  
common in DS
Medication Toxicity - 
Psychotropic medication
Stress
Sensory Loss - More ear wax 
because thinner inner ear tube
Depression
Abuse
Thyroid
Delirium
Pain

DS
Baseline assessment 
recommended from 
age of 30
Chromosome 21
Brain of all  
people with  
DS show 
pathological change

WORKING WITH 
CHALLENGE
Trigger - Environment  or 
different realities  
Seen as consequence of 
dementia/LD rather than 
communication
Education for peers
ABC Charts
Accident - Head injury 
- Chronic Subdural 
Haematoma – can cause 
dementia like symptoms

DS: DOWN SYNDROME • LD: LEARNING DISABILITY
DAD: DEMENTIA IN ALZHEIMER’S DISEASE



End of Life, LD and Dementia (10-1)

This course was designed for individuals working in 
supported living, however it is open to all staff wishing to 
attend.	This	course	considers	how	to	deliver	dignified	care	at	
end of life. It explores end of life care in the context of caring 
for a person with LD in the advanced stages of dementia. 
It is recommended that staff attend the ‘Working with LD 
in Advanced Stages’ prior to this course. The course is 
delivered over a half day. 

Course Outcomes 
By the end of the course candidate will be able to: 

•	 Explain the aims and principles of end of life care

•	 Explain why it is important to support an individual in  
a way that promotes their dignity

•	 Identify the key people who may be involved within a  
multi-disciplinary end of life care team

•	 Describe ways in which person-centred care can be used 
to support an individual with dementia at end of life

•	 Explain what advance care planning and advance 
directives are

training across the health & social care spectrum28

To book email caroline@3spirituk.com

http://www.3spirituk.com
mailto:caroline@3spirituk.com


END OF LIFE   
IN   

DEMENTIA CARE
Caroline Bartle &  Helen Behrens

ISSUES
• Dying may be protracted
• Death trajectory not predictable
• Multiple co-morbidities
• Challenge of getting optimal symptom/pain control
• Diminished social networks: complex social factors
• Issues may arise from lack of capacity & 

communication difficulties 

NATIONAL GUIDANCE 
• Dementia Strategy: Objective 12
• EOL Care Strategy (DH 2008)
• One Chance to get it Right
• NICE Quality Statement 9: 
• (NICE) Quality Statement 3 

SUPPORT STAFF
Holistic Care - MD Working 
MD Ethical decision making 
COMMUNICATION:
Why does staff struggle 
to talk about dying?
• Fears
• Beliefs
• Lack of confidence/skills
• Workplace constraints
SKILLS:
• Empathy: The ability to recognise  

the felt experience of another person.
• Mentalising, or being ‘mind-aware’ 
• Touch - as appropriate
• Humour - as appropriate
• Training

THERAPEUTIC  
INTERVENTIONS 
• PAIN ASSESSMENT -  

observation & tools  
eg Abbey pain scale

• Person at the centre of planning 
• Using the environment 

• Physical as well as  
psychological interventions 

• Sensory engagement 
• Life story work 

• Maintaining relationships 
• Meeting cultural needs 

• Symptom control 
• Promote dignity 

ADVANCE CARE PLANS 
ACP is a process of discussion between - individual & their 
care provider, & may or may not also include family & friends.

TOPICS MAY INCLUDE: 
• Financial arrangements:  

POA, making wills
• Funerals: religious & cultural needs
• Where they wish to die

• Who they wish to be present
• Course & progression
• Care as disease progresses
• What to expect at the end of life

?

Copyright 3 Spirit UK.  
Only to be used with permission.
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