
Part 1
In order to support the agenda set out in A Healthier Wales (2018), The Improvement Cymru Strategy (2021) aims to support the formation of a superlative health and care system for Wales, striving to provide safe, effective, and reliable care across the entire health system. To help achieve this, Public Health Wales launched the Safer Care together programme, assisting organizations to identify and improve quality and safety processes (Public Health Wales, 2021).
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Description automatically generated]Public Health Wales have dedicated a team to making Wales Dementia friendly. The dementia care programme supports Welsh Government initiatives to make Wales dementia friendly through collaboration with health and social care providers by offering improved access, timely responses, early assessment, and diagnosis, together with promoting and developing care and interventions (Public Health Wales, 2021). As part of the dementia care programme, The All Wales Dementia Care Pathway of Standards (2021) were introduced, setting out 20 standards that aim, assisting people living with dementia to live a better life, as directed by the requirements of The Dementia Action Plan for Wales (2018).The Movement and Mobility Initiative promotes awareness of the benefits of increasing physical activity. It encourages people with dementia to exercise at least three times per week incorporating three different components; talking with another person, strength and balance exercises, and breathing deeply. Talking with another person encourages engagement with other people, strength and balance exercise aims to challenge balance and strength, while breathing deeply consists of at least one outside activity preferably involving steps, slopes or hills. 

This initiative supports dementia care and provision by accomplishing standard 9 of The All Wales Dementia Care Pathway of Standards (2021) which promotes movement and mobility. Performing physical exercise helps individuals with dementia or cognitive impairment improve strength, balance, mobility, and endurance levels, reducing their risk of falling. Furthermore, physical evidence experienced together can improve physical, cognitive, social, and emotional functioning as well as improving quality of life and relationships for both the person with dementia and their carer. The benefits of physical activity extend to mental health as well as wellbeing and happiness.
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Magic Moments in dementia care services is a story telling approach to learning and development which aims to encourage people with dementia, carers, and service providers to share and talk about their experiences, or “stories”, through exploratory talk. 

Magic Moments in dementia care was inspired by the Developing Evidence Enriched Practise (DEEP:2022) developed by the Wales School of Social Care Research (Andrews et al.,2015). It was developed in line with the ethos of The Social Services and Wellbeing (Wales) Act 2014, using a collective approach to explore and use diverse types of evidence in policy and practise development, using stories and caring, reflective dialogue. Many of the outcomes of this project such as compassion, kindness, accessibility and partnership are recurring themes in The All Wales Dementia Pathway of Standards. 

This initiative supports dementia care and provision by recording and sharing compassionate stories of care and participation. Throughout 2018 and 2019, throughout a series of workshops, people with dementia, their carers, and service providers collaborated to share and exchange their views and experiences of dementia services in Wales.  Sharing these stories and their messages makes it possible to elaborate on the ability to share experiences to help improve services and a better understanding of the impact of dementia. The stories can also help other people experiencing dementia to use this approach to shape their care. As well as the therapeutic value for the participants who shared their stories, care staff and practitioners are able to use the information contained within the book to improve and change dementia care positively.
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According to the Department of Health (2016), the Prime Minister's Challenge on Dementia 2020 aims to make England the best country worldwide for dementia research, care and support. Over 50 specific commitments are included in the 2020 challenge, which builds on the progress made under the 2012 challenge. Risk reduction, health and care, awareness and social action, and research are the four core themes of the challenge, with the goal of becoming the world's pioneer of dementia care, research, and awareness by 2020.
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A significant amount of progress has been made since the launch of the Prime Minister's Challenge on Dementia 2020, including improved health and care for people with dementia and their care givers, creating dementia-friendly communities, and enhancing dementia research.

Launched in May 2014 with the goal of getting one million dementia friends by March 2015, Dementia Friends is the largest initiative aimed at changing attitudes about dementia, seeking to change how people think, act, and talk about dementia (Dementia Friends, n.d.). Dementia Friends learn about living with dementia and then use that understanding to do good - for instance, by volunteering for a local dementia cafe or raising dementia awareness among colleagues, friends and family.

This initiative supports dementia care and provision by addressing two of the four key themes of the Prime Minister's Challenge on Dementia. Besides helping people learn about dementia, Dementia Friends raise awareness of what living with dementia is like. Currently, there are over 10,000 Dementia Friends Ambassador volunteers encouraging people to learn more about dementia and supporting people living with dementia by facilitating information sessions in their communities. In addition to this, Dementia Friends aim to directly address the isolation and exclusion that people with dementia often experience by helping people to stay active and involved in the community, for example by volunteering to accompany a dementia sufferer to an event.
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M6X02255  
Mental health and the ageing population 

Design an intervention to help an elderly person or their family deal with Dementia (1500 words).
The proposal form will be marked in line with the Level Six Grading Rubric. The boxes below will expand as you type.  

	Suggested intervention title: (between 10-15 words and must reflect the essence of your proposed intervention, study design and study population and should be more specific than a broad topic area).

[bookmark: _Hlk118713455]Incorporating baby doll therapy into dementia care to improve the wellbeing of dementia patients in the community.




	Please state the aim and rationale of your intervention: (why is your intervention important?, how will it improve the lives of those who take part in the intervention?) 

This study aims to explore the benefits of incorporating baby doll therapy (DT) into Dementia care to improve the overall wellbeing of people living with Dementia. A general improvement in wellbeing is predicted to lead to improved behaviour, social interaction, and participation in daily living activities, improving the quality of life of the Dementia patient and those around them. The study proposes that improving the wellbeing of dementia patients in the community will delay or preclude the need for admission to a residential or nursing home. 

The current cost of care for people with Dementia in the UK is £34.7 billion, £4.9 billion of this is costs to the NHS. These figures are predicted to rise sharply to £94.1 billion by 2040 (Wittenberg et al., 2019). 39% of people aged over 65 with Dementia in the UK are living in care (either residential or nursing), which comes at a high cost to both the NHS and the individuals and their families, as specialist Dementia care requires private funding (Alzheimer's Research UK, 2015).

It is essential to explore effective non-pharmacological interventions as pharmacological interventions can generate side effects such as an increase in drowsiness and fall risk, leading to an increase in hospital admissions (Canterella et al., 2018). Pharmacological intervention, usually in the form of antipsychotic medication, does not always work and increases the risk of further digression of cognitive faculties and death (Braden & Gaspar, 2014). It is, therefore, vital to consider non-pharmacological, psychosocial interventions to decrease mortality rate and hospital admissions to reduce costs to the NHS, improve the lives of dementia patients and their families, and allow dementia patients to remain in the community for longer.

	



	[bookmark: _Hlk118713529]What theory and empirical research evidence supports your intervention? (Please provide a brief review of relevant psychological literature and theory and a minimum of six references – refs not part of the word count). 
Approx. 500 words

Symptoms of dementia include anxiety, agitation, sleeplessness, inability to care for oneself, wandering, defiant and sometimes violent and destructive behaviours. (Baumann, 1990). In an attempt to manage challenging behaviour, antipsychotic medications are often used. However, they are not always effective and often cause unwanted side effects (Braden & Gaspar, 2014). The review of existing literature for alternative therapies to pharmacological interventions indicates that Doll Therapy (DT) is a positive and rewarding activity that can contribute to enhancing the wellbeing of people with dementia. A reduction in agitation, improved sleep, improved relationships with others, and an overall improvement in positive affect is usually an outcome (Baumann, 1990; Higgings, 2010; James et al., 2006).

DT is a non-pharmacological, psychosocial intervention aiming to meet the psychological needs of people with Dementia. During therapy, a baby doll with human-like features such as facial expressions, sounds, and textures is presented to the person with dementia (Cantarella et al., 2018). Yonemitsu et al. (2001) suggest that DT reminds patients of their younger days when they may have cared for real babies. By reducing loneliness, calming the patient with dementia, and providing a sense of purpose, DT is hypothesised  to increase wellbeing (Mitchell, 2014).

Anecdotal evidence suggests DT is beneficial for people with dementia (Verity, 2006; James et al., 2005; Moore, 2001). According to Bailey et al. (1992), dolls provided comfort, reassurance and companionship for elderly residents with advanced dementia living in care homes by providing sensory stimulation and promoting purposeful activity.

Despite increasing anecdotal evidence, there is still a paucity of empirical studies supporting DT as a treatment for dementia. A pilot project by Mackenzie et al. (2006) examined the impact of dolls on the general wellbeing of residents of a care home. The results of the study were primarily positive, with staff reporting that the dolls were beneficial to residents' wellbeing. However, some problems with residents arguing over dolls were reported.

James et al. (2006) used a methodology similar to Mackenzie et al. (2006) to evaluate the impact of dolls in a care home. Staff were asked to describe the perceived benefit of dolls to residents in comparison to those who did not use dolls. The general wellbeing of residents who chose a doll was improved, as concluded by Mackenzie et al. (2006). People without dolls did not experience any change in wellbeing. According to staff, the dolls were beneficial and each individual formed an individual bond with them; however, as with Mackenzie et al. (2006), participants argued over the dolls, with one participant becoming possessive and carrying multiple dolls.

Alander et al. (2015) used a grounded theory approach conducting interviews and focus groups investigating the experience and views of residents participating in doll therapy, concluding that dolls have a mainly positive impact on users. They found that attachment to the dolls evoked positive emotions and brought the individual happiness and pleasure. As a result of this enjoyment, wellbeing was perceived to be enhanced. Wellbeing was also improved by providing a sense of affinity, companionship, and decreased social isolation and loneliness.

The proposed research aims to address an identified gap in the existing literature by investigating the therapeutic benefit of DT for people with Dementia living in the community; existing literature samples participants who are in care homes and are already institutionalised. In addition, many previous studies focus primarily on females with Dementia. This proposed study will be carried out with a larger sample of participants consisting of an equal sample of both genders. Previous studies report problematic behaviour amongst participants arguing over ownership of the dolls. As this study will take place at the participants' homes, this should not occur.

This study aims to support the hypothesis that DT is useful for improving the wellbeing of elderly dementia patients in the community. It is a robust psychosocial intervention to improve the lives of people with Dementia and their families.   





Methodological Details

	Please describe the anticipated design of your intervention (e.g., exercise programme, cognitive tasks, pet-therapy)

Participant group – including anticipated numbers, target population, and any specific inclusion/exclusion criteria:  

Local Dementia support groups within the Local Authority will be contacted with details of the proposed study. A stratified sample of Sixty participants, thirty male and thirty female, will be recruited. These participants will be randomly allocated so that an equal number of participants will be allocated DT (IV) while the remaining participants will receive no intervention (control group). Male and female participants will be distributed equally between both groups.

Inclusion criteria
•	Aged 65+
•	Living in the community at the time the study begins
•	A diagnosis of mild to moderate dementia
•	Having a sufficient level of manual dexterity to hold and embrace a baby doll
•	Ability to distinguish the form of a baby doll with sufficient visual acuity

Exclusion criteria
•	A diagnosis of severe Dementia
•	Participants who reject the doll after two attempts
•	Participants in whom the doll invokes adverse, irritated reactions
•	Participants with a known history of pregnancy/infant bereavement
•	Participants who are already given a baby doll to hold and are already accustomed to DT


Materials/measures (dog, cognitive tasks): 

A lifelike baby doll (see Appendix).

Please describe the study procedure (what will your participant have to do from start to finish? It should be clear from this how you are actually planning to carry out your intervention, and what will happen to participants – how long is the intervention?):

This intervention will take place in the participants homes. 
Sessions will last for around one hour a week for twelve weeks. Participants in the IV and the control group will be observed and their wellbeing will be recorded.  


Ethics: Describe the main ethical issues of your intervention and explain how you will address them here (Refer to the BPS ethical guidelines and address all issues not just informed consent).

Each of the four principles of the BPS Code of Ethics & Conduct (2018) will be considered. Following The BPS Code of Ethics (2018), the researcher's intentions to store data and the participants' right to anonymity, confidentiality, and the right to withdraw from the study at any time will be outlined.

Addressing the issue of informed consent, people with advanced Dementia who might lack cognitive capacity will not be included in this study. As the participants' cognition may deteriorate throughout the study, it is also appropriate to obtain written consent for the ongoing practice of DT from the participants' relatives (Mitchell & Templeton, 2014).

Cayton (2001) argues that treating a doll as a real human infant qualifies as deception and could be considered an example of malignant social psychology violating a person's right to autonomy, dignity, and respect (Kitwood, 1997). It is also suggested that DT has the potential to infantilise the person with Dementia, contributing to a perception that this intervention is demeaning and patronising (Alander et al., 2015; Mitchell & Templeton, 2014). A family member may raise these concerns. They will be addressed by providing an information sheet to inform family members of the benefits of DT and the ethos of a person-centred approach in gerontological nursing  (McCormack, 2010). 

The issue of choice is another important ethical consideration for DT (Mitchell & Templeton, 2014). Taking an autonomous stance, if a person's choice is to engage with a doll, they should be allowed to do so, even if they are unable to maximise their previous level of autonomy for complex decisions. Introducing the doll to the participant will involve strategically placing it for them to access, not forcing them to do so (Mackenzie et al., 2007).

Alleviating concerns that participants may become distressed if a doll they have interacted with is taken away once the study is complete, thus causing psychological harm, participants will be allowed to keep the doll.







	Please describe how you will measure the effectiveness of your intervention. the data you will obtain and how it will be analysed (e.g., tests, questionnaires, interviews; stats tests, qualitative analysis)

A mixed methods approach will be taken to provide contextualisation. Qualitative and Quantitative data will be triangulated to strengthen the credibility and validity of the research conclusions.

The study will adopt a Convergent Parallel design to establish the relationship between wellbeing and interaction with the doll.

The Bradford Wellbeing Profile (BWP:2008) will be used to measure participants' wellbeing at weekly intervals using qualitative observation. It consists of positive and negative behavioural indicators that build each participant's profile. BWP relies on participant observations; however, participants can also comment on their wellbeing to provide additional evidence if they are able. Results will be analysed quantitatively using thematic analysis (See Appendix).

An Observer rating scale will also measure participants' interaction with the baby doll. No specific scale exists for this purpose; however, the Paediatric Rehabilitation Measure of Engagement -Observer version (PRIME-O:2015) has been selected to be adapted for this purpose. Although designed for paediatrics, the PRIME-O consists of ten items for which a rating of between 0-4 is given for each item and is designed to capture observations of engagement in an intervention session. The PRIME-O is designed to provide a multifaceted view of engagement's affective, cognitive, and behavioural components (King et al., 2015). (See Appendix). Descriptive statistics will be analysed from this data.





	Appendix (not included as part of the 1,500 words but must still be completed)
1. Attach any questionnaires/materials to the end of this proposal as an appendix. 
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Appendix
1. The Bradford Wellbeing Profile (BMP)
2. The Paediatric Rehabilitation Measure of Engagement -Observer version (PRIME-O)
3. Doll criteria
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•	A lifelike baby doll 
•	Around 20cms in length with a face made of silicone and with the texture of a real baby. 
•	Hair must be painted on to baby doll as dementia patients have been known to eat hair. 
•	Baby dolls are weighted as a 6 month old baby with floppy heads and soft cuddly bodies. 
•	Dolls eyes should open/close, dolls with permanently closed eyes are not to be used. 
•	“Crying” dolls that make a noise are not to be used as this could distress participants. 
•	Baby dolls are dressed in old style baby clothes in traditional colours (white/pastel) – modern baby grows/outfits to be avoided. 
•	A soft blanket plus a cot/bassinet to be provided put the baby in.
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Guidelines and forms

Positive behavioural indicators - guidelines

1. Can communicate wants, need and choices. The person can communicate what they want
o need, verbally or non-verbally. They can use words or gestures (or both) o get across what they
want or do not want. They can challenge someone who is rying to get them to do something they.
o not want to do. Aggression provoked by the experience of receiving care (e.g. being told what to
o or by feeling frustrated and powerless) can be seen s a sign of being able to communicate
wants, needs and choices. (However see also ‘anger and aggression’ under ilbeing.) Sience or
inactivity can communicate reluctance, fear, pain, disapproval, confusion etc.

2. Makes contact with other people. The person attempts to make contact with other people, for
‘example by talking, making sounds, waving, touching, using geslures, making eye contact,
winking, leaning forwards, holding hand out. It is not necessary to be able to talk to make contact
with others. The person i able o initiate contact as well as respond 1o others.

3. Shows warmth or affection. The person shows signs of warmih or affection towards ofher
people, and i responsive when others are warm o affectionate with them. Warmth o affection
can be directed at visitors, caregivers, animals, dols or people not actually present such as a dead
‘Spouse or absent family members. Words of endearment such as ‘e’ love', words of positive:
regard such as ‘nice’, ‘pretty’, ovely, ‘good’, ‘great and words of gratitude such as ‘thank you are
signs of warmth. Also look out for sounds (e.g. cooing and chuckling) and gestures (e.g. holding
hands, hugging, stroking, patting, smiling, gazing, kissing, blowing kisses and holding). Also be on
the look out for‘a fond look in the eyes, looking bright eyed or animated when a person s present;
tracking a person's movements with the eyes; disguised o fough’affection shown by gestures like.
Slapping someone on the back.

4. Shows pleasure or enjoyment. The person shows signs of pleasure, enjoyment or happiness.
inthe course of ordinary every day life, for example in response 1o food and drink, social contact
‘and the sights, sounds and smells of the world around them. Examples: enjoying a good meal,
giving a contented sigh when tucked into bed, looking bright-eyed and alert when an entertainer is
performing, ooking relaxed and dreamy during a hand massage, smiing at a visior.

5. Alertness, responsiveness. The person responds {o their surroundings. They react to an
‘unexpected noise or movement, or can be seen to be watching things that are happening. Different
‘people wil be alert to different things e.g. watching other peopl, looking birds or plants outside the
window, notiing features of the builing, ooking at TV. listening to music. Careful observation is
needed to distinguish between vacant stating and someone who is watching the movement of
leaves on a ree, or partiles of dust in a sunbeam. People with severe dementa may only be.
responsive to things in their immediate vicinty.
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6. Uses remaining abilities. Given appropriate stimulus and encouragement, a person responds.
to their environment making use of retained abilties. Examples: a person who is able to speak
uses speech when spoken to, someane who can walk will walk, someone who can sing wil jon in
when others are singing a favourite song

7. Creative expression. There s scope for creative expression in many actiites, but not all
aciviy is creative. When a person is putting something of him/herselfinto whatever they are doing,
rather than doing itn a et’s get this over and done with' manner, it will count as creative
‘expression. In partcular, music, dancing, visual arts provide opportunitis for creative expression.
8. Co-operative or helpful. The person volunteers help, is wiling to help when asked or co-
‘operates when others are helping them. What is important here is wilingness to help or co-
operate, rather than outcomes. Some attempts to help may not actually be helpful, but the attempt
or intention to help or be co-operative s what counts.

9. Responding appropriately to people/situations. The person shows awareness of other
‘people’s needs o fealings. Examples: moving out of the way to let another person past, giving a
hand to someone who needs support, showing concern for someone who is distressed.

10. Exprosses appropriate emotions. The person shows emation in line with their personaliy.
Examples: sadness when a isior leaves; tears when remembering that someone they cared for is
dead; elation after an argument; anger when someone treats them badly; frustration when they try
to do something and can't iitation when others are annoying; boredom when there is nothing to
do.

11. Relaxed posture or body language. The person has times when they are both alert and
relaxed, with a calm facial expression and without repefitive movements. Times of blank
withdrawal, when alertness is lost, 6o not count.

12. Sense of humour. The person expresses a sense of humour, withjokes, commenis or
actions, o responds to the humorous comments o actons of aihers with smiles or laughter. This
an include laughter when something goes wrong - &.g. acaregiver drops a box of dominoss.

13. Sense of purpose. The person shows tha thy fee! able to make things happen, or have
Something o contrbute. They undertake real o pretend work. Examples: making the movements
of leaning; camying a bag with a purposeful expression; rummaging in a cupboard: rmoving cups.
rom the table; helping someon out of a c

14. Signs of sofrespect The person shows signs of rying to preserve dignity, modesty or el
respect. Examples: Adjustng clothing, aking pleasure in grooming, wiping up i food, not
wanting to participate in a game because they tink i chidish. Resisting help with pivate:
matter i toieting efusing to co-operate when leated ina bossy o patrorising manner or
reacting angriy to ofher personal delractons can count as self-respect.

Tre Bractord Welroarg Proie © Universty of Braord 2008
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'BRADFORD WELL-BEING PROFILE
POSITIVE INDICATORS

N.B. Please remember to use the guidelines to help you make your judgments

Positive indicators

strong

Weak

1. Can communicate wants, needs and choices

2. Makes contact wih other people

3. Shows wamih or affecton

4. Shows pleasure or enjoymentin dallylfe

5 Aertness, responsiveness.

6. Uses remaining abiltis

7. Creative expression (e singing, dancing)

8.1 co-operative or helptul

9. Responds appropriatey o peoplesiations

10. Expresses appropriate emotons

11. Relaxed posture or body language

12. Sense of humour

13. Sense of purpose

14. Signs o seltrespect
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'BRADFORD WELL-BEING PROFILE - POSITIVES. Date:
‘Name: Observers:

Positives - strong Notes
Positives - weak. Notes:
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Negative behavioural indicators and risk factors

Behavioural indicators
1. Pain, physical discomfort. The person reports pain or discomfort, or there are non-verbal signs.
such as fidgeting, grimacing, wincing, sighing, holding or rubbing. Pain may be finked to other
negative signs such as aggression, anxiety and agitation. I is important to remember that physical
discomfort, sifness and pain are all common in older people. Not being in constant pain is not @
reason to dismiss pain as unimportant.

2. Tonse body. Tight muscles in face or any other part of the body.

3. Agitation, restlessnoss. The person moves a lot, and in a manner which suggests that they are.
upset. anxious or uncomfortable rather than purposeful.

4. Anxioty, foar. The person reveals anxiety or fear in what they say, their facial expressions,
other body language and behaviour. There are a range of insinctive responses to fear which
include aggression (fight), unning away (figh), staying very stil(freeze) and seeking satety in
numbers (flock). Also, the attachment system may be activated, in which case the person will seek
out an attachment figure to protect them and reassure them. I childhood this is typically mother,
‘and the need to find mother (o father) when alarmed often resurfaces in people with dementia.

5. Anger, frustration. The person expresses a great deal of anger and frustration. Anger erupls
without warning and is persistent. Their anger is very easily triggered and is not necessarly a
reaction to what is happening (e.g. resisting personal care) or what the person believes is
happening (e.g. believing that someone is aftacking them.)

6. Doprossion, despair. The person shows several signs of depression such as low mood, lack of
interest in usual activities, being unresponsive to pleasant events, being iritable, having multiple
physical complaints, loss of appetie, difficuty falling asleep, early waking, disturbed sieep, suicidal
thoughts, pessimism, poor self-esteem, negative outlook, symptoms worse in the morning.

7. Sadness, grief. The person is persistenty sad and grieving.

8. Listlessness, withdrawn. The person is requently unresponsive, and seems 1o be blank and
withdrawin. There are no signs that they are day-dreaming, or occupied in their own mind. Even
when given long periods of sustained attenton (.. 15 minutes) they do not respond.

9. Boredom. The person indicates verbally or non-verbaly that they are bored.
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Risk factors.
10. An outsider (feels/is different to others). The person has reason to feel different to the.
roup they are infor any reason (e.g. the only man in a group of women, a Londoner in the.
Highiands, an Angiican in a Catholic faciity, the only homosexual). Comments o jokes about a
person's difierence, though friendly n tone, may be undermining.

11. Easily ‘walked over' by others. The person finds it hard to hold their own in a social group.
Ways of coping may include being quiet and unassertive, avoiding dominant individuals.

12. Dislikedffoared by others. The person i disliked or feared by other users who may keep
‘away or make unfriendly comments. I they are disliked or feared by staff as well they may be very.
socially isolated.

13. Lack of activity/stimulation. The person s not helped to find occupation, lacks appropriate.
stimulation and is therefore leading a very a dull .

14. Trauma and unhappy past experiences. The person has had traumatic or unhappy
‘experiences. These may influence how they are experiencing their present situation, with
memories of the past mingiing with perceptions of the present.For example, a nursing home can
be confused with a concentration camp, prison, boarding school or hospital. Caregivers with a
tough manner or similar characteristcs to frightening figures from the past can be mistaken for
‘punishing policemen, teachers, soldiers, jalrs, bogeymen or parents.

“The Bradiord Wellbaing Profie. " University of Bradford 2008
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NEGATIVE INDICATORS.
Name: ‘Observers:

N.B. Please remember to use the guidelines to help you make your judgments.

Nogative indicators strong Woak

1. Pain, physicaldiscomfort

2 Tense body

3 Agtaton,restessness.

4 Aoy, foar

5. Sustained anger, intense fustraon

6. Depression, despair

7. Unresolved sadness, griel

8. Listessnoss, withdrawn

Risk factors. High risk Lowrisk

10. An outside (feelsis dferent to thers)

41. Easlly ‘walked over by others.

12. Diskedeared by cthers

13. Lack of actuylstmulation

14. Past raumalunhapy experiences.

S Universy of Bradora 2008 The Bracior Wel-beng Profie
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'BRADFORD WELL-BEING PROFILE - NEGATIVES,

Observers:

Negatives - stronghhigh risk

Notes

Nogatives - weakllow risk

Notes.
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'BRADFORD WELL-BEING PROFILE Date:
NEEDS AND ACTION PLANS

‘Name: Observers:

Neads Action plans

S Universy of Bradora 2008
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Reliability and validity

Reliability
Well-being is similar o other psychological attributes, in that we should
ot expect to measure it with the same accuracy as temperature or
‘weight. However, there are particular reasons to think carefully about
the reliability of our judgments when considering the well-being of
people with dementia. For example:

+ The signs of well-being may be different, depending upon a person’s
Social environment. As observers are part of the social environment,
they will be an influence on the attribute they are observing, (As
Kitwood (1997) emphasised, the well-being of a person with
dementia s influenced by how other people treat them as much as it
is by their internal psychological characteristics.)

« The well-being indicators were designed for use by people witha
‘good understanding of the person-centred approach to dementia.
People who do not take this approach often have different
assumptions about what people with dementia are experiencing.

« Behavioural signs are open to interpretation. Observers with the
same view of dementia may well disagree.

However, we can take steps to produce good estimates of well-being.

This can be done by:

« Being alert to sources of bias;

+ Giving training those who profile well-being;

+ Checking the guidance notes;

« Involving several people in the process.

1f well-being is being monitored over time, it makes sense to involve the.

same people on each occasion. In assessing well-being the process

(observing, reflecting, discussing) can be as important as the product

(the profile). Even when the people involved disagree about a person's.

‘well-being and needs, the process of observing a person, thinking about

their needs and discussing what might be done to meet them will give

them a greater awareness of the person and their care needs.

Tre Bractord Welroarg Proie © Universty of Braord 2008
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Session Rating Scale—Observation Version

Participant ID: Date: Observer:

Purpose of the Scale
‘This scale i intended to capture observable indicators of lient and service provider
engagement in therapy sessions.

Depending on the session, the client can be the child, young person, or parent/ caregiver. Client
engagement refers to investment and active involvement in the client role. It is shown by
behaviors indicative of client receptiveness to what is happening, willingness to take part i the
session, and self-efficacy in carrying out intervention tasks (in the session or later on).

Like clients, service providers can display a range of verbal and nonverbalindicators of their
level of engagement in the session. Their use of strengths-based language and listening/
communication behaviors reflects their own level of engagement—and also serves to engage
the client.

Instructions

You are asked to make ratings and take field notes regarding 3 sets of tems:
A. Client Items.
B. Service Provider ltems.
C. Client-Provider Interaction ltems

Focus on indicators of level of engagement, considering the client alone, the service provider
alone, and then their interaction. Keep in mind cultural variations in (2) the words that people.
use to describe feelings and behaviors (which may vary from person to person), and (b) the
range of behaviors that might indicate involvement in the client or service provider role.

) Rating and Notes
" i (about context for rating; describe the setting)

A. Client ftems

1. Client interest and enthusiasm 0 1 2 3 a

The clent shows positive body longuage and Not Toa Toa Great

enthusiosm, indicating receptiveness to the Al Moderate Extent

therapist and therapy Extent

(e, eye contact, open posture, sustained
interest rather than boredom or disinterest,
displaying energy, showing enthusiasm as.
approprate, various facial expressions as
approprate, positioning/setup)
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2. Client use of strengths-based language
The clent shows o positive orientation to
themselves or theirchid i the context of
therapy

(e, focus on their own functioning and
abiltes rather than deficis, expresses pride in
effort or accomplishment, positive sef-
statements regarding abilties or achievements,
focus on solutions rather than problems,
positive affirmation regarcing the sef,
expresses belief in selfor abilties)

Not
AAl

Tos
Moderate
Extent

Toa Great
Extent

3. Client openness to what s belng said/done

The clent shows openness and willngness in
the sessions

(e, verbally and/or behaviorally expressing
desire o participate, sharing thoughts and
experiences, paying attention, acknowledging
service provider' suggestions,
Voicingexpressing understanding, remaining.
open to participating in the discussion and/or
activity, willing to try new things)

Not
AAl

Toa
Moderate
Extent

Toa Great
Extent

. Client overall comfort and confidence in
‘engaging with the service provider

Client comfort and confidence in
communication, eflecting openness to whatis
taking place.

(e, at ease in interacting or communicating
with the service provider, comfortable sharing
different opinions, making choices)

Not
AAl

Toa
Moderate
Extent

Toa Great
Extent

B. Service Provider ltems

5. Provider interest and enthusiasm
The provider shows interest and attention

(e, eve contact, open posture, sustained
attention rather than boredom or disinterest,
partcipating behaviorally or physically,
displaying energy, various facial expressions as
approprate, positioning/setup)

Not
AAl

Tos
Moderate
Extent

Toa Great
Extent
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6. Provider use ofstrengths-based language 0 1 2 3 a

Use of psitive languoge acknowiedging lient | Not Toa ToaGreat

strengths AAl Moderate Extent
Extent

(e, person-first anguage, positive wording,

focus on function and abllties rather than

deficits, focus on solutions rather than

problems, empowerment and empathy rather

than pity or sympathy, emphasizing resilence,

providing compliments appropriately, positive

confirmation)

7. Provider overall comifort and confidence in 0 1 2 3 4

eneaging the client Not Toa Toa Great

provider comfort and confidence in nteracting | AtAll Moderate Extent

with the clent Exent

(e appears relaxed in interacting with the.

clent—in relating to the client, supports or

encourages the cient to take the lead)

8. Provider listening/communication behaviors | 0 1 2 3 a

Use of activelstening and good communication | ot Toa Toa Great

skils Al Moderate Extent

(e, sustained attention, attentive body et

language, re-stating, paraphrasing, checking for

understanding, carifying, probing, providing

valdation, recognizing underlying messages,

effectve use of slence)

€. Client-Provider Interaction Items (dealing with reciprocity; mutual engagement)

9. Overall warmh of the interaction (rapport) | @ 1 2 3 a

‘emonstrations of positve apport and mutual | ot Tos ToaGreat

relotionship AAl Moderate Extent
Extent

(e, demonstrations of being in tune with one:
another, mutua responsiveness, empathy,
trust, openness, caring)
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10. Collaborative nature of the interaction

‘Overallsense of mutual contribution to the
interaction

(eg, power sharing, all partes contributing to
the discussion and Interactions in a balanced
‘manner as appropriate (asking questions,
answering questions, making suggestions,
partcipating physically or behaviorally), jint
goal setting, seeking and providing feedback
openly,reciprocal interaction)

Not
AAl

Tos
Moderate
Extent

Toa Great
Extent
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All Wales Dementia Care
Pathway of Standards

Physical exercise improves strength, Physical exercise experienced together
balance, mobility and endurance evels  can benefit the person with dementia
helping to prevent falls n aduts with ‘and their carer by maintaining and where
dementia or cognitive impairment able improving their physical cognitive.
Physical exercise can ft our mood social and emational functioning,

and make us happy. relationships and quality o fe.

Plan to do at least three physical activity sessions
aweek including the following components:

Atleast one session Atleast one session At least one session
<hould be with other should include strength should be outside
people, rather than and balance exercises and involve steps,

on your own Lt should challenge slopes or hils

It should make you your balance and It should make
chat with each other increase your strength you breathe deeply

For more information: ImprovementCymru.net/Dementia
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