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Dementia affects approximately 982,000 people in the UK, with this figure projected to exceed 1.4 million by 2040 as the population continues to age (Alzheimer's Society, 2024). Approximately 70% of care home residents experience dementia or severe memory problems, equating to an estimated 309,000 individuals residing in institutional care settings (Alzheimer's Society, 2024; CareHome.co.uk, 2024). This demographic presents complex psychological, behavioral, and emotional challenges for health and social care professionals, necessitating evidence-based theoretical frameworks to guide effective person-centered interventions. This report examines how Activity Theory (Havighurst, 1961) and Maslow's Hierarchy of Needs (Maslow, 1943) can be applied to support adults aged 65 and over living with dementia in care homes.
[bookmark: _Toc214313978]Activity theory
The Activity Theory of aging, initially articulated by Robert J. Havighurst in 1961, suggests that successful aging is the maintenance of middle-age activities and attitudes for as long as possible (Havighurst, 1961). The theory's core concept suggests that individuals should resist a shrinkage of their social world (Havighurst, 1961). When older people must relinquish activities, such as work upon retirement or involvement with clubs and friends, they should find substitutes for those lost roles (Havighurst, 1961). The essence of Activity Theory states a positive relationship exists between activity and life satisfaction (Lemon, Bengtson, & Peterson, 1972).Behaviours in residents aged 65 and over are responses to unmet needs shaped by neuropathology, physical function and long-standing personality, which are common in nursing home populations with moderate to severe cognitive impairment and high levels of passivity or agitation (Kolanowski et al., 2011). 
Age related losses in roles, autonomy and motivation mean that residents value activities that reflect past identities and routines, such as reminiscence, family contact, music and individual hobbies, and they report boredom and low mood when these are absent (Harmer and Orrell, 2008). Applying the theory, staff design personalised programmes that match functional level and personality style of interest, structure small group social or musical sessions to preserve connections and adapt tasks to cognitive and physical limits using simplified or sensory activities (Harmer and Orrell, 2008, Kolanowski et al., 2011). In trials, such tailored engagement reduced agitation and passivity, increased pleasure and alertness, and higher affect balance related to better wellbeing and greater activity engagement (Kolanowski et al., 2011, Kolanowski et al., 2014).
Strengths
· Randomised trials of Need‑driven Dementia‑compromised Behaviour activities reduce agitation and passivity and increase engagement, alertness and pleasure during sessions, with no reported adverse events, supporting them as evidence‑based non‑pharmacological options. (Kolanowski et al., 2011; Möhler et al., 2018)​
· Tailoring activities to residents past roles, interests and self‑identity helps maintain personhood and sense of purpose, which many link to feeling valued and “kept in touch with life.” (Harmer and Orrell, 2008; Möhler et al., 2018)​​
· Person‑centred frameworks and implementation studies show that, with attention to environment, communication and simple adaptations such as seating layout or ramps, these interventions can be embedded in routine care and remain consistent with person‑centred care principles. (Harmer and Orrell, 2008; Burke et al., 2021)​​
Limitations
· Qualitative and trial data indicate that some residents are fatigued, prefer quiet or solitary engagement, or lack motivation, so an activity‑focused model risks assuming all residents want or benefit from the same level or type of activity. (Harmer and Orrell, 2008; Möhler et al., 2018)​​
· Effective programmes require detailed life‑history and ability assessments, staff training and fidelity monitoring, making them time‑intensive and hard to sustain in understaffed care homes. (Kolanowski et al., 2011; Möhler et al., 2018; Burke et al., 2021)​
· Effects on behaviour and affect are often limited to the activity period, usual care provides few meaningful alternatives, and some routines pressure residents to attend groups, restricting genuine choice and risking participation that feels obligatory rather than voluntary. (Harmer and Orrell, 2008; Kolanowski et al., 2011; Möhler et al., 2018; Burke et al., 2021)​​.
In practice you can offer music therapy based on residents’ lifelong musical tastes to support emotion regulation and engagement, and use life story work to design reminiscence sessions that draw on family photos and past roles to support continuity of self and memory (Harmer and Orrell, 2008; Jones et al., 2020; Van Haitsma et al., 2015; Burke et al., 2021). Staff time limits and varied cognitive stages mean you can combine individual activity plans co designed with families with non-facilitated options such as personalised music or sensory items when staff are busy (Möhler et al., 2018; Jones et al., 2020; Wenborn et al., 2013).

[bookmark: _Toc214313979]Maslow’s Hierarchy of Needs
The theory was developed by American psychologist Abraham H. Maslow in his paper “A Theory of Human Motivation” published in 1943 (Maslow, 1943).​ Maslow proposed that human needs are organised in a hierarchy of prepotency, where lower needs must be sufficiently satisfied before higher needs become strong motivators (Maslow, 1943).​ He described basic physiological and safety needs, followed by needs for love and belonging, esteem and finally self-actualisation, which reflect growth and fulfilment motives (Maslow, 1943).​ He argued that people are “perpetually wanting” and that any behaviour can express several needs at once, because the person functions as an integrated whole (Maslow, 1943).​
The Hierarchy Model of Needs in Dementia adapts Maslow’s theory to older adults with dementia by showing how physiological, safety, belongingness, esteem and self-actualisation needs interact rather than follow a strict ladder (Maslow, 1943; Schölzel-Dorenbos et al., 2010; Scerri et al., 2019). Research in hospitals and specialist dementia institutions shows that basic physiological and safety needs such as toileting, feeding assistance, fall prevention and medication management are often the main focus of staff, yet even these can be inconsistently met for people with dementia (Scerri et al., 2019; Sun et al., 2025). HMND highlights a large gap at the belongingness level, where needs for family contact, affection, conversation and social roles are most often unmet, particularly for those under constant observation or in standardised routines (Schölzel-Dorenbos et al., 2010; Scerri et al., 2019; Sun et al., 2025). In Eastern care institutions, older adults with dementia place strong value on group belonging and family bonds, while Western models place more emphasis on individual autonomy and choice, so priority and expression of needs differ across cultures (Sun et al., 2025). Studies also show that esteem needs such as dignity, privacy, being addressed respectfully and having some control over clothing or daily choices are often overridden by risk management and time pressure, leaving residents feeling ignored or devalued (Scerri et al., 2019; Sun et al., 2025). At the top level, some care institutions offer creative and vocational activities that support self-actualisation, but participation depends on staff time and skill in life story work and identity focused interventions (Sun et al., 2025). The critical risk for older adults with dementia in care homes is that staff meet only lower-level needs, because working higher up the hierarchy demands more nuanced assessment, relational skill and cultural sensitivity (Schölzel-Dorenbos et al., 2010; Scerri et al., 2019; Sun et al., 2025)
Strengths
· Provides a clear, holistic framework for understanding physical, emotional, and psychological needs.
· Supports person-centred dementia care by helping practitioners identify unmet needs behind behaviours
· Can be adapted for individuals with varying cognitive abilities.
· Recognises that older adults retain emotional and social needs throughout life.
Limitations
· The hierarchical structure may not apply universally; individuals with dementia may prioritise emotional needs even when physical needs are unmet (Sun et al., 2025).
· Lacks strong empirical evidence and may oversimplify complex needs.
· Does not account fully for cultural variation in need prioritisation.
· Real-world health care settings often involve competing needs that do not follow a strict order.
Regular hydration schedules, adapted dining and comfort measures such as proactive pain relief operationalise physiological needs for residents with dementia (Maslow, 1943; Scerri, Scerri and Innes, 2019).​ Familiar routines, consistent caregivers and secure but homelike spaces support safety, while family involvement programmes, peer groups and one‑to‑one contact promote belongingness and esteem through maintained roles and respectful communication (Scerri, Scerri and Innes, 2019; Sun et al., 2025).​
A key challenge is that basic care and risk management dominate; staff training should emphasise addressing several need levels at once and using family interaction and personalised, consistent care to prevent behaviour linked to unmet belongingness needs (Schölzel-Dorenbos, Meeuwsen and Olde Rikkert, 2010; Sun et al., 2025)

[bookmark: _Toc214313980]Conclusion
Together, activity theory and Maslow‑based need models indicate that high‑quality dementia care in later life must move beyond basic maintenance towards sustaining identity, meaning and relationship. This is supported by evidence that personally tailored, theory‑driven activity programmes can reduce agitation and passivity and increase engagement, attention and pleasure, even if effects are often modest and largely confined to the period of activity delivery (Kolanowski et al., 2011; Möhler et al., 2018; Burke et al., 2021). Maslow‑derived frameworks such as the Hierarchy Model of Needs in Dementia show that while physiological and safety needs are usually prioritised, belongingness, esteem and self‑actualisation needs are most neglected, particularly for people under constant observation or standardised routines (Maslow, 1943; Schölzel‑Dorenbos et al., 2010; Scerri, Scerri and Innes, 2019; Sun et al., 2025). Across both perspectives, unmet social and psychological needs are consistently linked to behavioural symptoms, low mood and feelings of devaluation, underscoring the need for personalised activity and systematic attention to all levels of need, delivered by trained, consistent staff in partnership with families (Harmer and Orrell, 2008; Jones et al., 2020; Pini et al., 2018).
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