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ABSTRACT
Aggression is a common behavior in persons with dementia (PWDs). Nursing staff report that aggression is the most distressing
behavior they face on the job. In addition, aggression may result in the prescription of psychotropic medications, which are
largely ineffective and have dangerous side effects. Therefore, non-pharmacological interventions are necessary to safely manage
aggressive behaviors and target the underlying cause of aggression. The current paper is a 10-year follow-up to Buchanan and
colleagues’ 2007 literature review of non-pharmacological interventions for aggression in PWDs. This paper has three primary
purposes: (1) To update the review of the empirical literature in this area; (2) To examine how limitations in the literature have
been addressed over the past 10 years; and (3) To suggest areas of future inquiry. Findings suggest that comprehensive staff
training interventions and distraction-based interventions during activities of daily living (ADLs) show the most promise for
managing aggression in PWDs.
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1. INTRODUCTION

Aggression is a common behavioral problem in persons with
dementia (PWDs). Aggression can include physical behav-
iors (e.g., hitting, kicking, biting) and/or verbal behaviors
(e.g., cursing, threatening) directed toward another person.
Additional terms such as “resistance to care”, “combative
behavior” and “agitation” are sometimes used synonymously
with aggression, although they may have slightly different
meanings. For example, a closely related construct is “resis-
tance to care”, which is defined as any patient behavior which
prevents or interferes with the performance of activities of
daily living (ADLs) such as bathing, eating, toileting, dress-
ing, or grooming.[1] Defining characteristics of resisting care
include: angry objections, verbal and physical abuse, hitting,

slapping, biting, screaming, fleeing, arguing and agitation.
Similarly, “agitation” is defined as inappropriate verbal, vo-
cal, or motor activity not judged by an outside observer to
result directly from perceptible needs or confusion of the agi-
tated individual.[2] Therefore, agitation is a broader construct
because it includes not only aggressive behaviors, but also
encompasses a variety of other behaviors such as wandering
or disruptive vocalizations.

This paper will address the specific constructs of verbal and
physical aggression as well as closely related constructs such
as “resistance to care” that involve acts directed towards an-
other person that can result in physical or emotional harm.
On the other hand, literature concerning the construct of
agitation is not the focus of this paper because agitation in-
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cludes a broader range of behaviors, only some of which
are directed toward other people. This paper focuses on ag-
gression and resistance to care because these behaviors are
highly prevalent and are often of clinical concern due to the
considerable harm they can cause.

1.1 Prevalence of aggression in PWDs
Due to varying definitions and methods of measuring ag-
gression across the literature, estimates of the prevalence of
aggression in PWDs vary widely.[3] In community-dwelling
individuals the prevalence of aggression is estimated to be be-
tween 6%-26%,[4, 5] although estimates are typically around
50% in PWDs residing in long-term care facilities.[6, 7] One
study completed over 10 years found that up to 96% of
PWDs display aggressive behavior during the course of the
illness.[8] Although aggression can occur in the early stages
of dementia, the prevalence of aggression increases with the
severity of cognitive impairment and the resulting deficits in
the ability to understand care providers.[9] For example, some
studies indicate that approximately 50% of individuals with
advanced dementia engage in aggressive behaviors.[5, 10, 11]

1.2 Negative consequences of aggression
Aggressive behavior can result in numerous negative con-
sequences for PWDs and their caregivers. Aggressive be-
havior in PWDs results in greater caregiver burden, which
frequently leads caregivers to place the PWD in a long-term
care facility.[12, 13] Nursing home staff report that aggression
is the most distressing behavior in PWDs, and approximately
50% of nursing assistants report being injured because of
aggressive behavior.[14, 15] Caregivers who experience aggres-
sion from a PWD report higher caregiver burden, experience
worse physical functioning, and have higher pain scores.[13]

In turn, this can lead to staff burnout and high turnover rates,
which will likely reduce the quality of care and increase the
cost of care.

To combat the problem of aggression in PWDs, medications
are frequently the treatment of choice. Between 25%-40%
of PWDs living in long-term care facilities are prescribed
antipsychotic medication, and 15%-30% are prescribed ben-
zodiazepines.[16] Although time-limited prescription of anti-
psychotics may be warranted in cases of severe aggression,
research generally indicates that medications are largely inef-
fective for reducing behavioral problems in PWDs.[17] Med-
ications often result in adverse effects such as increased
risk of mortality, excessive sedation, increased risk of falls,
lethargy, and disorientation.[18–22]

1.3 Rationale for non-pharmacological approaches
The use of psychotropic medications to reduce aggression
overlooks the possibility that aggression may be related to

environmental factors and may serve a communicative func-
tion for the PWD. For example, aggressive behaviors oc-
cur most frequently during ADLs such as bathing, dressing,
and toileting, which naturally involve physical touch from a
caregiver.[23–25] In these circumstances, the PWD may feel
vulnerable and scared, while also being unable to express
their distress verbally. Therefore, from this perspective ag-
gression is conceptualized as self-protective behavior that
functions to terminate and/or escape an unpleasant situa-
tion.[26] Given the functional nature of aggression, managing
aggression with psychotropic medications is questionable
ethically because they serve to suppress behavior instead of
addressing its ultimate cause or purpose, and they commonly
suppress some remaining adaptive behaviors. Consequently,
non-pharmacological interventions strategies are clearly nec-
essary to address these environmental causes of aggression
in PWDs.

Fortunately, there is a growing demand for non-
pharmacological interventions for the treatment of behavioral
disturbances, such as aggression, in PWDs. In 2012, the Cen-
ter for Medicare and Medicaid Services (CMS) publicized
an initiative to improve dementia care and the quality of lives
of those with dementia. A primary goal of the initiative is
to identify and implement alternative interventions to an-
tipsychotics, and reduce the overall use of antipsychotics in
PWDs.[27] Since 2012, there has been a significant reduction
in the use of antipsychotics, but CMS’s partnerships with
nursing homes, caregivers, and other providers continues
in an effort to reduce the rate even further.[28] Identifying
an array of effective non-pharmacological interventions is
necessary to achieve this goal.

A previous review of non-pharmacological interventions for
aggressive behavior in PWDs suggested that relatively few
empirical studies focused exclusively on interventions for
managing aggression in PWDs.[29] Given that aggression is
highly prevalent, results in many negative consequences, and
the continued push to reduce antipsychotic use, an updated
review of the literature on non-pharmacological interventions
appeared warranted. Therefore, the current paper represents
a 10-year follow-up to Buchanan and colleagues’ 2007 litera-
ture review and has three primary purposes: (1) To update the
review of the empirical literature in this area; (2) To examine
how limitations in the literature have been addressed over
the past 10 years; and (3) To suggest areas of future inquiry.

2. METHOD AND PROCEDURES
Articles reviewed for this paper met the following inclusion
criteria: (1) All participants were diagnosed with a condition
that causes progressive dementia; (2) The study was empiri-
cal in nature as opposed to being a narrative case description,

Published by Sciedu Press 9



cns.sciedupress.com Clinical Nursing Studies 2018, Vol. 6, No. 3

or simply a description of an intervention that included no
data collection; (3) The study utilized an intervention that
did not involve the use of medication; (4) The study included
a specific quantitative measure of aggression (e.g., direct ob-
servation, validated questionnaires); and (5) The study was
published between 2007 and 2017.

As mentioned previously, “agitation” is a frequently used
term in the literature and refers to a wide assortment of phys-
ically nonaggressive (e.g., pacing, hiding things), physically
aggressive (e.g., hitting, kicking), verbally nonaggressive
(e.g., complaining, negativism), and verbally aggressive be-
haviors (e.g., screaming, cursing).[30] Therefore, “agitation”
is a much broader construct that includes a number of be-
haviors that are nonaggressive and do not cause direct harm
to others (e.g., repeating statements or mannerisms, restless-
ness). This review focuses on interventions specifically for
aggressive behaviors because aggression is highly prevalent,
is of greatest clinical concern for care providers, can result
in injuries to care providers and PWDs, and is a primary
reason why potentially harmful psychotropic medications
are prescribed to PWDs. When conducting the literature
search, many studies included samples of individuals ex-
hibiting “agitated” behaviors, which may or may not have
involved engaging in aggressive behaviors. When the de-
scription of a study made it difficult to determine the impact
of an intervention on those participants specifically display-
ing aggressive behavior,[9] the study was excluded from this
review.

To conduct the initial search for articles meeting the inclu-
sion criteria, combinations of the following search terms
were used: “dementia”, “Alzheimer’s”, “aggression”, “be-
havioral”, “intervention”, “resistance to care”, “rejection of
care”, “non-pharmacological”, “protective behaviors”, “com-
bative” and “violent”. The PsychInfo and Ageline electronic
databases were used to conduct this initial search. After ob-
taining this initial set of articles based on online database
searches, the first author reviewed the citations within each
of those articles to identify additional relevant studies. Next,
a careful review of the “method” section of each article was
completed to ensure each study met the inclusion criteria. In
cases where there were questions about the appropriateness
of a study, the two authors reviewed the article and made a
final decision. Upon completion of this process, 12 articles
were included in this review (see Table 1).

3. REVIEW OF THE LITERATURE

3.1 Introducing novel stimuli into the environment

Three studies implemented interventions that involved in-
troducing novel and potentially enjoyable activities into the

general milieu of a long-term care setting. These interven-
tions are based on the premise that these activities will have
a general calming influence on PWDs, resulting in a more
specific effect such as reducing aggression. This category
of interventions is similar to the category of “activity-based
interventions” described by Buchanan and colleagues,[29]

which included a variety of interventions that involved in-
corporating activities (e.g., spa baths, swinging on gliders,
walking, music therapy) into the day-to-day life of PWDs
with the goal of impacting aggression.

One example of this type of intervention approach is a study
by Nordgren and Engström[31] that evaluated the effect of a
dog-assisted intervention on symptoms of dementia. Thirty-
three individuals with dementia from eight nursing homes in
Sweden participated in the study. Participants were assigned
to an intervention group (n = 20) or a no treatment control
group (n = 13). The intervention consisted of ten sessions
lasting between 45 and 60 minutes over a six-month period.
Intervention protocols varied depending on the residents’
needs, but could include various activities, such as walking
the dog, playing with the dog, petting the dog, feeding it, talk-
ing to it, brushing it, reminiscing about pets, and talking to
the dog handler. The researchers used the Cohen-Mansfield
Agitation Inventory (CMAI)[32] to measure several behaviors,
including physically aggressive behaviors. Nurses completed
the CMAI at baseline, post-intervention, a 3-month follow-
up, and a 6-month follow-up. There was not a significant
change in the level of physically aggressive behaviors in the
intervention group compared to the control group.

Chang et al.[33] evaluated an 8-week music program for 41
residents with dementia displaying problematic behaviors.
The intervention included playing various types of music
(e.g., nature sounds, piano music) during lunchtime. A quasi-
experimental design was used that involved alternating music
and no-music conditions on a weekly basis, which resulted in
four weeks with music and four weeks without music. Nurses
and social workers blind to the purpose of the study observed
residents and completed the CMAI to evaluate problem be-
haviors throughout the day, including physically aggressive
behavior and verbally aggressive behavior. Unexpectedly,
results showed that aggressive behavior was more prevalent
during weeks when music was played compared to weeks
when it was not played during the lunchtime period. Inter-
estingly, the authors concluded that the music intervention
was effective, but had a delayed effect where the impact of
the intervention was not realized until a week later, making
it appear as if aggression was lower in the no music con-
dition. Unfortunately, this conclusion is not supported by
the data nor was a testable theory articulated to support this
interpretation of the data.
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Table 1. Summary of reviewed articles
 

 

Article 
Number of 

Participants 
Measures of aggression  Intervention Results 

Chang et al., 

2010 
N = 41 

Chinese version of the 

Cohen-Mansfield Agitation 

Inventory (CMAI) 

An eight-week time series design was used. Music and no music conditions 

during lunchtime were alternated each week after baseline. Music included a 

single piano, and “nature music” such as bird sounds, whale songs, and 

running water.  

Problem behavior scores rose during 

weeks when the music program was 

applied. 

Chou et al., 

2016 
N = 4 

Agitated Behavior Scale 

(ABS) 

Preliminary study: Researchers presented residents with 15 pictures. The 

picture that the resident showed the most positive response to was used in the 

individual's intervention trial. 

Experimental analysis: If combative behaviors occurred during ADLs, an 

intervention or control trial occurred.  

Intervention trial: CNA showed pictures from the preliminary study to the 

resident and then continued providing care. The resident could hold the 

picture if desired. 

Control trial: Same as intervention trial, except stimulus card was blank. 

Each resident showed a decrease in 

ABS scores after the intervention.  

Chrzescijanski 

et al., 2007 

N = 128  

Residents: n = 43  

Staff: n = 85 

BAGS Aggression Scale 

A staff education intervention called Emotional Responses as Quality 

Indicators (ERIC) with the aim of improving staff understanding of the 

emotions and subsequent needs of the person with dementia. Involved staff 

watching a 40-minute video, which showed 6 emotions commonly displayed 

by people with dementia. 

Aggression scores following the 

intervention resulted in a lower 

frequency of episodes, but similar 

intensity in aggression scores. 

Deudon et al., 

2009 

306 participants  

Intervention group:  

n = 158 

Control group: n = 114  

CMAI 

Staff training program: began with a 90-minute teaching session on 

dementia, behavioral problems, and the use of “how to” instruction cards.  

The training program also had individual and interactive sessions in which 

the trainers provided feedback on how staff members were dealing with the 

problems. 

Total training time was 24 hours. 

Between baseline and week 8, the 

intervention group had a significant 

decrease in global CMAI scores, 

physically nonaggressive scores, 

verbally nonaggressive scores, and 

verbally aggressive scores. These 

differences were not seen in the 

control group. 

Between baseline and week 20, there 

was a significant decrease in global 

CMAI scores, physically 

nonaggressive scores, and verbally 

nonaggressive scores in the 

intervention group, but not the 

control group. 

Fisher & 

Buchanan, in 

press 

N = 1  
Frequency count of verbal 

and physical aggression 

Nursing staff provided access to a preferred stimulus for one minute prior to 

caregiving and to continually direct the attention of the resident to the 

stimulus during the care task. 

Both physical and verbal aggression 

reliably declined during the 

intervention phases. 

Fu et al., 2013 

N = 67 

Aromatherapy: n = 23 

Combination: n = 22 

Control: n = 22 

CMAI 

Participants were randomly assigned to receive six weeks of twice daily 

aromatherapy only, aromatherapy with hand massage, or a water spray 

(placebo). 

Aromatherapy alone and 

aromatherapy with hand massage 

did not reduce aggression. 

Gozalo et al., 

2014 
N = 240  

Care Recipient Behavior 

Assessment 

The intervention involved different techniques designed to make showering, 

tub bathing, in-room bathing, and hair washing safe and comfortable for the 

persons receiving and giving care. 

There was a reduction in aggressive 

and agitated behaviors. 

Verbal behaviors declined 

significantly. 

Combined verbal and physical 

behaviors declined significantly. 

Antipsychotic use declined 

significantly after the intervention. 

Hammar et al., 

2010 
N = 10  Resistiveness to Care Scale 

PWDs were video-observed four times during “ordinary” morning care tasks 

and four times with caregivers singing during morning care tasks. 

Resistance to care behavior 

significantly decreased when the 

intervention was in place.  

Other behaviors, like hitting and 

kicking decreased, but not 

significantly. 

Karlin et al., 

2014 

N = 71 (64 completed 

the program) 

STAR-VA ABC Card 

behavioral severity and 

frequency scales 

Revised Memory and 

Behavior Problems 

Checklist 

The intervention consisted of three primary components: 

-Identifying and changing activators to, and consequences of, challenging 

behaviors. 

-Increasing pleasant events that fit with the resident's current life 

circumstances. 

-Educating staff about dementia.  

The intervention led to significant 

reductions in the frequency and 

severity of challenging dementia 

related behaviors, including 

violence/aggression. 

Nordgren and 

Engström, 2014 

N = 23 

Intervention group:  

n = 20  

Control group: n = 13 

CMAI 

Ten sessions lasting between 45 and 60 minutes over a six-month period. 

Intervention protocols varied, but could include activities, such as walking 

the dog, playing with the dog, petting the dog, feeding it, talking to it, 

brushing it, reminiscing about pets, and talking to the dog handler. 

There was not a significant change in 

the level of physically aggressive 

behaviors in the intervention group 

compared to the control group. 

Shin, 2015 N = 51  
Quality of life in late-stage 

dementia scale 

Access to baby-like dolls. Residents chose a doll to take, and were asked to 

hold them. Residents that were uncomfortable or refused were not given 

dolls. 

At a statistically significant level, 

older adults used less swear 

words/shouted less, were less 

aggressive, and wandered less 

following the intervention. 

Visser et al., 

2008 

Residents: n = 76 

Staff: 

Education only group: 

n = 21 

Education + Peer 

support group: n = 32  

CMAI 

Facilities were randomly assigned to one of two eight-week behaviorally 

based educational intervention groups. One facility also participated in a 

peer support group to reinforce educational material and create a supportive 

environment for staff. 

No significant reduction in 

aggression. 

Peer support was not more effective. 
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Shin[34] conducted a doll therapy intervention using a pretest-
posttest design with 62 residents with dementia in a Korean
nursing home. The residents voluntarily took a baby doll
(which was 3 pounds, 17 inches long, and had realistic black
hair), and always had access to the doll. The researchers
instructed staff to refer to the dolls as “dolls” if residents
believed they were dolls, and refer to the dolls as “babies” if
the resident believed they were babies. Subcategories of the
Quality of Life in Late-Stage Dementia (QUALID)[35] were
used to measure changes in behavior, including physical ag-
gression. The QUALID was completed by staff at baseline,
one-month, and 3 months after the dolls had been distributed
to the residents. In the 51 participants that completed the
intervention, significant reductions in aggression were found
at both the one-month and three-month follow-up.

Fu et al.[36] investigated the effectiveness of aromatherapy
and aromatherapy combined with hand massage in reducing
aggression. The 67 participants in the study were randomly
assigned to receive twice-daily aromatherapy, aromatherapy
with hand massage, or water spray (placebo) for six weeks.
The aromatherapy spray contained 3% lavender oil, which
is thought to promote relaxation. The CMAI was used to
measure verbal and physical aggression. The CMAI was
completed five times by a small group of staff that regularly
cared for the individual being evaluated. There were no sig-
nificant reductions in verbal or physical aggression during or
following the intervention.

3.2 Staff interventions
Five studies since 2007 investigated the effects of staff in-
tervention programs designed to reduce aggressive behavior
in PWDs. Chrzescijanski et al.[37] implemented a staff ed-
ucation program to change staff attitudes and perceptions
regarding PWDs, with the goal of reducing aggression in
residents. Staff participated in the Emotional Responses as
Quality Indicators in Care (ERIC) program that is designed to
improve staff understanding of the emotions, behaviors, and
needs of a PWD. The effectiveness of the intervention was
evaluated using an interrupted time series design where the
resident served as his/her own comparison. Four residential
care settings in Australia took part in the staff intervention
and 43 residents were included in the study. The BAGS
Aggression Scale, which measures aggression hourly, was
completed by caregivers to evaluate changes in aggression
during the 14-day observation period.[38] The frequency of
aggression declined following the ERIC intervention, but
intensity of aggression did not change. Also, the difference
in the total mean aggression scores was not statistically sig-
nificant.

Deudon and colleagues[39] conducted a randomized con-

trolled trial in 16 nursing homes with 306 individuals with
dementia. An eight-week staff education and training pro-
gram was completed in the nursing homes with the goal of
reducing problem behaviors, including aggression. In to-
tal, the staff education program was 24 hours and involved
teaching staff guidelines about how to best manage specific
problem behaviors. Training involved interactive sessions
where feedback was provided to staff when working with
residents. The CMAI was used to measure physical and
verbal aggression, and data was collected at baseline, eight
weeks, and a 20-week follow-up. A significant reduction on
the verbal aggression subscale of the CMAI was found for
the intervention group compared to the control group at week
8, but not at the 20-week follow-up. There was no signifi-
cant difference between groups on the physical aggression
subscale of the CMAI.

Gozalo et al.[40] investigated the effectiveness of the Bathing
Without a Battle (BWAB) educational program in reducing
physically and verbally aggressive behaviors in residents
with dementia. The intervention teaches staff techniques for
bathing residents with dementia in a manner that is safer and
more comfortable for both the resident and staff member.
The Care Recipient Behavior Assessment (CAREBA) was
used to measure the primary outcome variables, which were
the rate of physically aggressive behaviors and verbally ag-
gressive or agitated behaviors during bathing. Three baths
were observed for each participant. Half of the facilities
(n = 3) in the study completed observations at baseline and
twice post-intervention. The other half of the facilities served
as a control and had two pre-intervention observations, fol-
lowed by one post-intervention observation. Each round of
observations lasted two to four months depending on the
size of the facility. A total of 240 nursing home residents
with dementia took part in the intervention. Following the
intervention, there was an overall significant reduction in ver-
bally aggressive/agitated behavior, aggressive language, and
the combined presence of physically or verbally aggressive
or agitated behavior. However, there was not a significant
reduction in physically aggressive behavior.

Karlin et al.[41] evaluated a behavioral intervention devel-
oped by the U.S. Department of Veteran Affairs health care
system for veterans with dementia titled STAR-VA. The
intervention had the following three primary components:
(1) Identifying and changing activators to, and consequences
of, challenging behaviors; (2) Increasing personally relevant
and pleasant events for the resident through a structured
and individualized process; and (3) Promoting communi-
cation and educating staff on realistic expectations of indi-
viduals with dementia. Sixty-four veterans completed the
intervention, but aggression was specifically targeted in only
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11 of these participants. Although the length of the interven-
tion varied depending on the challenging behavior (range =
4-147 days), the intervention lasted an average of 46 days.
Compared to baseline measurements, there was a significant
decrease in the frequency of violent/aggressive behavior in
the targeted participants.

Visser et al.[42] investigated the effectiveness of a staff edu-
cation program in increasing quality of life in residents with
dementia, targeting multiple behavioral symptoms, including
aggression. Staff learned to identify possible antecedents and
consequences of behaviors as well as strategies for modify-
ing behaviors. The education program lasted approximately
eight weeks, with two 1-1.5 hour sessions each week. Three
facilities took part in the study, with one facility receiving
education-only, another receiving education plus peer sup-
port, and the control facility receiving no intervention. In
total, 52 staff and 76 residents participated. The CMAI was
used to measure physically aggressive and verbally aggres-
sive behavior. Following the intervention, there were no
significant differences found between groups in terms of
frequency of physical and verbal aggression.

3.3 Use of distractors during ADLs
Three studies utilized preferred objects/stimuli as distractors
in an effort to reduce aggression in PWDs during ADLs.
Chou et al.[43] used 15 images from the International Affec-
tive Pictures System (IAPS)[44] that elicit positive emotion
according to normative data. Four female residents who
engaged in combative behaviors during dressing/toileting
activities were included in the study. Before starting the
initial experiment, a preliminary study was conducted with
each resident to determine what image resulted in the most
positive response. Three of the four residents preferred the
image of a baby, and the fourth resident had the most positive
response to an image of puppies. The researchers used the
Agitated Behavior Scale (ABS)[45] to measure resistance to
care and combative behaviors during ADLs. During the ex-
perimental trials, the preferred stimulus was only presented
if the resident resisted care and became combative. All four
residents had a decrease in ABS scores after the intervention.

Hammar et al.[46] implemented an intervention with ten
PWDs in which caregivers sang to residents during morning
care routines. Prior to implementing the intervention, the
10 participants were observed via video four times during
the morning care routine over a period of two months. For
the intervention, caregivers sang songs that would be rec-
ognizable to the resident during the morning care routine,
sometimes stopping to provide instruction. The Resistiveness
to Care Scale (RTCS)[47] was used to measure the duration
and intensity of aggressive behaviors such as: pushing away,

pushing/pulling, hitting or kicking, and threatening. Each
participant was videotaped four times during the intervention
period. Aggressive behaviors decreased during the music
intervention compared to baseline, but findings were not
statistically significant.

Fisher and Buchanan[48] examined the use of exposure to
preferred stimuli during ADLs as a means for reducing ag-
gressive behavior in an 88-year-old female diagnosed with
Alzheimer’s disease. The intervention was evaluated using an
A-B-A-B single-subject research design. The rate of verbally
and physically aggressive behaviors were directly observed
while staff assisted the resident preparing for bed, which was
the most challenging ADL to complete. Preferred stimuli
were assessed using a paired stimulus preference assessment
where the resident was repeatedly presented pairs of eight
objects and preference for each object (e.g., touching ob-
jects, smiling) was observed. A video of babies was the most
preferred stimulus. Nursing staff were instructed to provide
access to the stimulus for one minute prior to caregiving and
to continually direct the attention of the resident to the stimu-
lus during the care task. Both physical and verbal aggression
reliably declined during the intervention phases.

4. SUMMARY OF THE LITERATURE
It is surprising that over the past 10 years that only
12 additional studies were devoted to evaluating non-
pharmacological interventions for managing aggressive be-
haviors in PWDs. More commonly found in the literature are
interventions that target “agitation”, which includes behav-
iors such as wandering, restlessness, making strange noises
as well as aggression. However, aggression requires study as
a separate entity because of its unique nature, namely that it is
highly stressful and possibly dangerous. In essence, although
care providers can conceivably ignore or avoid many other
“agitated” behaviors, aggression often is unavoidable because
it most often occurs during ADLs that must be completed
and involve close personal contact with PWDs. Therefore,
it is important for direct care workers to have a variety of
specific skills to manage these challenging and potentially
dangerous situations.

Comprehensive staff education and training programs that
target the management or prevention of aggression have gen-
erally produced the most positive results. Prior to 2007, four
studies found that training programs for nursing staff were
effective.[14, 49–51] More recently, three staff intervention stud-
ies found significant reductions in aggression.[39–41] These
programs tend to involve multiple sessions and teach specific
skills such as identifying and modifying environmental pre-
cipitants of aggression, communication techniques, learning
to view problem behaviors as an expression of an unmet need,
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learning to examine antecedents to aggressive behaviors and
their consequences, and distraction. One important feature of
some training programs evaluated is that there was an empha-
sis placed on individualizing intervention strategies based on
a “menu” of more general strategies. This approach seems
warranted given the multitude of potential variables related
to aggression and the variety of intervention approaches that
are available. On one hand, each individual and situation
is unique and requires an individualized approach; on the
other hand, one needs a set of evidence-based strategies from
which to choose when devising an individualized treatment
plan. Therefore, teaching a broad set of behavior manage-
ment skills as well as problem solving strategies for choosing
which skills to use in novel situations appears to provide an
efficient way to address aggression and potentially minimizes
the need for extensive, ongoing training.

Three studies investigating distraction-based interventions
support conclusions drawn from previous reviews[29] sug-
gesting that this intervention approach may be particularly
promising for reducing aggression during ADLs. The
strength of this approach is that the rationale behind it is
straightforward and it requires less training time compared
to the comprehensive training approaches described earlier.
In other words, one can potentially get a lot of “bang for
their buck” with this approach because the intervention is
easy to implement, requires relatively little training, and may
produce reductions in aggressive acts in situations where
they are most likely to occur. One key aspect of success-
ful distraction-based interventions appears to be identifying
distractors that are engaging to the PWD. Although individ-
ualized distractors can be identified in several ways (e.g.,
casual observation of the resident, asking caregivers), the
studies by Fisher and Buchanan[48] and Chou et al.,[43] sug-
gest that formal preference assessment procedures can also
be useful. These procedures involve observing PWDs in-
teracting with objects/activities and measuring indicators of
preference such as positive emotional reactions or making
physical contact with an object/activity. These preference
assessment procedures require an additional investment of
time prior to starting an intervention, but may be worth this
investment in terms of improving outcomes.

Recent studies have examined the incorporation of stimuli
or activities such as animals, music, aromatherapy, or life-
like dolls into the general milieu of long-term care settings.
The four studies reviewed that implement this approach pro-
duced mixed results, with three finding no effect[31, 33, 36] and
one finding a significant effect.[34] Similar conclusions were
made by Buchanan and colleagues[29] regarding “activity-
based interventions” such as walking groups, music therapy,
social gatherings, night-time spa baths, or swinging. Overall,

the approach of simply increasing various kinds of activity
or introducing novel stimuli into the living environment has
had limited impact on aggression.

4.1 Revisiting limitations in the literature and sugges-
tions for future research

Given the small body of research on non-pharmacological in-
terventions targeting aggression in PWDs, it is important that
research in this area continue in order to identify evidence-
based practices that can be disseminated and implemented
with minimal training. The following sections will revisit
limitations in the literature identified by Buchanan et al.[29]

to determine the extent to which these limitations have been
addressed in the past decade.

4.2 Targets of interventions
Aggression in PWDs is typically not random. Instead, ag-
gressive behavior most often occurs during ADLs that re-
quire caregivers to have physical contact with PWDs.[23–25]

Also, as mentioned previously, long-term care staff report
aggression during ADLs as highly distressing, and there is an
increased risk of injury to both caregivers and PWDs.[14, 15]

In our previous review, only 6 of 18 studies specifically tar-
geted aggression during ADLs and it was recommended that
additional studies address this important issue.[29] Since
that time, just four additional studies that met the inclusion
criteria have been devoted specifically to addressing aggres-
sion during ADLs.[40, 43, 46, 48] Overall, there appears to be
continued need for empirical research addressing aggressive
behavior that occurs during intimate caregiving situations.

4.3 Research design limitations
The studies reviewed here used a variety of different exper-
imental designs. Most notably, only four were randomized
control trials that utilized “gold standard” experimental meth-
ods such as random assignment and inclusion of a control
group.[31, 36, 39, 40] Two of these studies utilized designs where
facilities were randomly assigned to experimental condi-
tions and included adequate sample sizes of over 200,[39, 40]

whereas two studies[31, 36] included random assignment of
participants to conditions, but with smaller sample sizes
(N = 67 and N = 33, respectively).

In addition, six studies used pre-post designs that did not
include control groups. These studies provide valuable infor-
mation about the potential effectiveness of an intervention,
but the conclusions that can be drawn are limited because
natural reductions in aggression that can occur over time
without intervention are not measured.[34, 37, 41–43, 46] Fur-
thermore, four of these studies included small samples (i.e.,
N < 12) of aggressive residents.
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Finally, one study utilized single-case experimental design
with one participant.[48] Although the findings of this study
were promising, the generalizability of findings is limited
and the experimental phases were relatively short, making
it difficult to determine if the intervention had a reliable,
long-term effect on aggression. Overall, it appears as if the
literature in this area is still beset by small sample sizes and
other methodological problems that must be addressed in
future research to ensure the generalizability of results across
PWDs.

4.4 Limitations in measurement
Buchanan et al.[29] noted there was an over-reliance on the
use of self-report measures of aggression (e.g., the Cohen-
Mansfield Agitation Inventory) and they recommended that
future studies incorporate a multi-method approach to assess
aggression. Although self-report measures are a necessary
component of the assessment process, these instruments are
prone to recall biases. Unfortunately, of the 12 studies re-
viewed in this paper, eight relied solely on self-report in-
struments from the staff to measure aggression, while four
studies used a combination of self-report measures and other
methods such as direct observation that are less likely to be
affected by caregiver biases. The use of multiple methods
and informants (e.g., care providers, outside observers) con-
tinues to be advised as a means for ensuring that conclusions
regarding the effectiveness of interventions are valid.

4.5 Lack of social validity measures
It is important to measure how meaningful treatments ef-
fects are to the participants in a study. Statistically signifi-
cant results do not always manifest themselves as clinically
meaningful results in the natural environment. Therefore, it
is necessary to measure social validity, which Wolf[52] de-
scribed as the assessment of: (1) The social significance of
treatment goals; (2) Social appropriateness or acceptability
of interventions; and (3) The social importance of the effects
of interventions. Only 17% (2 of 12) of the studies in this re-
view formally evaluated staff perception of the acceptability
or effectiveness of the intervention, which is very similar to
the findings of Buchanan and colleagues[29] where 22% (4
of 18) included such a measure.

Exceptions to this trend included Chou et al.[43] and Visser et
al.[42] Chou and colleagues used the Distress Thermometer
to measure a CNA’s level of distress in relation to providing
care to residents.[53] Levels of caregiver distress decreased
significantly following the intervention, suggesting that care
providers found their jobs less difficult following the inter-
vention. Taking a different approach to measuring social
validity, Visser and colleagues[42] measured job-related feel-

ings using the Maslach Burnout Inventory,[54] but found no
significant changes in scores following the intervention.

Findings regarding social validity are noteworthy because
they: (1) Evaluate whether care providers found an inter-
vention worth the time to learn and implement; (2) Reveal
whether interventions impact caregiver well-being; (3) Indi-
cate whether caregivers detect the impact of interventions
in their day-to-day lives and, therefore; (4) Suggest whether
caregivers will continue to use an intervention after a study is
completed. Overall, future studies should assess the impact
of interventions on caregivers, because they also stand to ben-
efit from many of these interventions and they are ultimately
responsible for implementing them.

4.6 Lack of follow-up
Follow-up assessment is necessary to evaluate whether the
effects of an intervention maintain over time. This is an
important consideration because cognitive and physical im-
pairments associated with dementia become more severe
over time, which could alter the effectiveness of an inter-
vention. Only five of the studies (42%) reviewed, however,
conducted follow-up assessments that ranged from six weeks
to six months.[31, 33, 36, 39, 42] These findings represent a slight
improvement from those of Buchanan et al.,[29] who found
that only 22% studies included any kind of follow-up as-
sessment. Nevertheless, more studies must assess whether
treatment gains maintain over time as the disease progresses
and what sorts of modifications are necessary to accommo-
date this progression. Likewise, data concerning the use of
interventions following the completion of research studies
are needed to determine if effective interventions continue to
be implemented once researchers are gone. Data of this kind
could be invaluable for identifying characteristics of treat-
ment approaches (e.g., time needed to learn and implement;
simplicity), that are not only effective, but also acceptable to
care providers.

4.7 Lack of individualization
Although some interventions may be effective for a broad
range of PWDs, adequately addressing aggression for a given
individual may require an individualized approach to assess-
ment and intervention. For example, aggression may occur
for different reasons, so an individualized assessment strat-
egy may be necessary to understand the causes of aggres-
sion for a particular individual. Likewise, some intervention
strategies involve the introduction of objects or activities into
caregiving environments. The effectiveness of these interven-
tions may be reliant upon whether these objects or activities
are interesting or preferred by participants. Although these
observations may seem incontrovertable, Buchanan et al.[29]

Published by Sciedu Press 15



cns.sciedupress.com Clinical Nursing Studies 2018, Vol. 6, No. 3

reported that many studies failed to individualize assessment
and treatment approaches. Since that time, more studies have
attempted to individualize assessment strategies and inter-
ventions to the unique needs of PWDs. For example, most
staff training studies (i.e., 80%) taught caregivers strategies
for assessing unique causes of aggression for PWDs and
developing intervention strategies based on that assessment.
In addition, two of the distraction-based studies attempted to
identify individual preferences so the distractors used would
be personally relevant.

This lack of individualization is most notable in relation to
interventions that involved “introducing novel stimuli into
the environment” or similar studies that Buchanan et al.[29]

labeled “activity-based interventions”. This intervention ap-
proach also produced some of the most inconsistent and
disappointing results. One reason for these negative find-
ings may be that making broad environmental changes such
as introducing animals or dolls into a long-term care facil-
ity, having nighttime spa baths, or playing music during
meals does not adequately address the unique environmen-
tal causes/functions of aggression for different PWDs. For
example, it is unclear if the mechanism of action of these
interventions is to create a calming environment in order to
minimize the impact of environmental overstimulation as an
antecedent to aggression or if they are designed to increase
environmental stimulation in order to minimize the impact
of environmental under-stimulation (e.g., boredom) as an
antecedent to aggression. Consequently, it is not surprising
that findings are absent because these broadband interven-
tions do not address specific causes of aggression for specific
individuals.

Furthermore, the activities used in some of these studies are
not based on the preferences of individual participants. For
example, studies by Hammar et al.,[46] Nordgren and En-
gstrom[31] and Shin[34] provided PWDs access to activities
such as singing, dogs, or dolls without assessing if partici-
pants preferred these activities. The result is that the benefits
of the intervention likely varied greatly across participants,
thereby drowning out any effects the intervention might have
had on the entire sample. Recommended improvements to
studies in this area of inquiry include attempting to match in-
terventions to specific subsets of PWDs based on preferences
or the function of aggression (e.g., is aggression related to an
excess or deficiency of environmental stimulation). Baker et

al.,[55] Chou et al.,[43] and Fisher and Buchanan[48] represent
good examples of studies that have incorporated individual-
ized assessment and intervention strategies.

5. CONCLUSIONS
Aggressive behaviors in PWDs occur frequently and can have
negative consequences for PWDs and their care providers.
The medications used to manage aggression have numerous
negative side effects, including an increased risk of falling,
excessive sedation, and disorientation. Non-pharmacological
interventions represent an attractive alternative to medica-
tions.[29] This previous review also concluded, however, that
the body of literature on non-pharmacological interventions
was relatively small and many methodological limitations
existed. The purpose of this paper was to provide an updated
review of the literature in this area over the last decade to
determine where progress has been made and where future
research should be directed.

This paper included a review of an additional 12 empiri-
cal studies conducted since 2007. Therefore, the literature
on non-pharmacological interventions remains small. Ad-
ditional studies support previous conclusions that compre-
hensive staff education programs that teach multiple com-
munication and behavior management skills generally pro-
duce positive results. Recent research also indicates that
distraction-based interventions are promising, particularly
for targeting aggression that occurs during hands-on ADLs.
Bright light therapy and a variety of different activity-based
interventions have generally produced disappointing results.

Several methodological limitations still exist in this literature,
particularly regarding small sample sizes, the limited manner
in which aggression is measured, a lack of individualization
of assessment and intervention approaches, and a failure to
assess the impact of interventions on care providers. Based
on this updated review, it is encouraging that there is con-
tinued research interest in this important topic and we are
optimistic that continued research will address the limita-
tions outlined here. The authors hope this line of inquiry will
result in the development of evidence-based guidelines and
decision models that allow care providers to rapidly design
optimal interventions for the PWDs for whom they provide
care.
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