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Abstract
 Aim and Objectives
This dissertation aims to critically explore the causes, impacts, and management strategies for challenging behaviour among older adults with dementia living in care homes in the UK. The objectives are to identify the underlying causes of such behaviours, examine their psychological, social, and organisational impacts, assess current management interventions, and provide evidence-based recommendations for improving practice.
Background
Behavioural and psychological symptoms of dementia (BPSD), such as agitation, aggression, and wandering, present significant challenges in care home settings (Livingston et al., 2017). These behaviours link to unmet needs (Cohen-Mansfield, 2000) and can adversely affect the well-being of residents, staff, and families.
Methods
A systematic literature review was conducted, focusing on UK-based, peer-reviewed studies published between 2019 and 2024. Databases searched included PubMed, CINAHL, Scopus, and Google Scholar. Thematic analysis was used to synthesise findings from selected studies (Braun and Clarke, 2006).
Main Findings
The review found that BPSD are most effectively managed through person-centred, non-pharmacological interventions (Kitwood, 1997; NICE, 2018), supported by targeted staff training (Campbell et al., 2020) and environmental adaptations. Barriers to implementation include staffing shortages, inconsistent training, and organisational constraints (Gray, Brooker and Tucker, 2022). The impacts of BPSD are far-reaching, affecting residents' quality of life and increasing stress among staff and relatives (Shah et al., 2024).

Conclusions
Person-centred care approaches, along with effective staff training and supportive environments, are essential for managing challenging behaviour in dementia care (Kitwood, 1997). Bridging the gap between policy and practice requires systemic changes, including investment in workforce development and greater support for care home staff and families.
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Chapter 1: Introduction
1.1 Definition of Main Concepts
Dementia is a progressive neurological condition that impairs memory, cognition, communication, and the capacity for independent daily functioning. As the disease advances, it frequently gives rise to behavioural and psychological symptoms of dementia (BPSD), a broad term describing behaviours such as agitation, aggression, wandering, vocal disruption, apathy, and resistance to personal care (Cohen-Mansfield, 2000). These behaviours have historically been labelled "challenging behaviour" in UK care practice, a term that has attracted criticism for implicitly locating the problem within the individual rather than within the circumstances that provoke it (Warren, 2022).
Contemporary scholarship increasingly favours a reframing of BPSD as a form of communication. Rather than being random or purely pathological, such behaviours are understood as expressions of unmet physical, psychological, social, or environmental needs that a person with dementia can no longer articulate verbally (Cohen-Mansfield, 2000; Warren, 2022). This reconceptualisation carries significant implications for practice, shifting the clinical and organisational response away from suppression or control and towards enquiry, interpretation, and the meeting of underlying need.
Person-centred care, a concept developed most influentially by Kitwood (1997), similarly insists that behaviour cannot be understood in isolation from a person's biography, personality, physical health, and social environment. Kitwood argued that much of what was historically labelled "difficult" behaviour was in fact a predictable response to a "malignant social psychology" that undermined personhood through practices such as infantilisation, disempowerment, and labelling. Understanding these behaviours as forms of communication, therefore, is not merely a semantic exercise but a foundation for the compassionate, individualised, and ultimately more effective care that this dissertation advocates for throughout.
1.2 Rationale of the Study
The rationale for this study is grounded in the scale and urgency of the challenge facing UK dementia care. The prevalence of dementia is rising sharply in the UK, driven by an ageing population and improved diagnosis rates, with projections estimating substantial increases in both the number of people living with dementia and the associated costs of care over the coming decades (Wittenberg et al., 2019; Alzheimer's Society, 2024). A considerable proportion of people with more advanced dementia are cared for in residential and nursing care homes, settings in which BPSD are reported to be highly prevalent and are consistently identified as one of the most significant sources of distress for residents, and of strain for staff and family carers alike (Livingston et al., 2017).
Despite the existence of clear national guidance advocating person-centred, non-pharmacological approaches as the first line of management (NICE, 2018), evidence continues to suggest a persistent gap between policy and everyday practice. Antipsychotic and other psychotropic medications continue to be used, sometimes inappropriately, to manage behaviours that might otherwise respond to environmental or relational interventions, and the application of national guidelines across the care home sector remains markedly inconsistent (Gray, Brooker and Tucker, 2022).
This gap matters because BPSD, left unaddressed or poorly managed, are strongly associated with reduced quality of life for residents, increased carer burden, and premature transitions into higher levels of institutional care (Toot et al., 2017). Understanding why this gap between evidence and practice persists, and what can realistically be done to close it, is therefore of direct relevance not only to residents and their families but to the sustainability of the wider social care system. This study responds to that need by critically synthesising recent UK evidence on the causes, consequences, and management of BPSD, with a particular focus on identifying practical, evidence-based recommendations that can be implemented within the resource constraints that characterise much of the sector, rather than recommendations that assume resourcing levels well beyond those realistically available to most providers.
1.3 Aim of the Study
The aim of this dissertation is to critically explore the causes, impacts, and management strategies for challenging behaviour among older adults with dementia living in UK care homes. In pursuing this aim, the study seeks not simply to catalogue existing findings but to interrogate the relationships between them: how particular causes give rise to particular impacts, and how management strategies succeed or fail depending on the organisational and environmental conditions in which they are implemented. The intention throughout is to move beyond description towards practical, actionable insight for care home practice.


1.4 Objectives of the Study
To achieve this aim, the study pursues four specific objectives. First, to identify the underlying causes of challenging behaviour among care home residents with dementia, drawing on biological, psychological, social, and environmental explanatory frameworks. Second, to examine the impacts of these behaviours across three interconnected groups: residents themselves, the staff who care for them, and the families who remain involved in their care. Third, to assess the effectiveness of current management strategies, distinguishing between pharmacological and non-pharmacological approaches and considering the organisational barriers that shape their implementation. Fourth, to provide evidence-based recommendations for improving dementia care practice that are realistic and applicable within the operational and financial constraints of the UK care home sector. Together, these objectives provide a coherent structure through which the dissertation's central aim is addressed.
1.5 Structure of the Dissertation
The remainder of this dissertation is organised into four further chapters. Chapter 2 situates the study within its historical, theoretical, international, and UK policy context, tracing the evolution of dementia care from institutional models of restraint towards person-centred approaches, and outlining the theoretical frameworks that inform the analysis. Chapter 3 sets out the methodological approach adopted, including the search strategy, inclusion and exclusion criteria, and the thematic analysis process used to synthesise the literature, together with a discussion of the ethical considerations relevant to a secondary review of this kind.
Chapter 4 presents the results of the review and discusses them in relation to the existing evidence base, organised around the causes, impacts, and management of BPSD, before considering the strengths and limitations of the review itself. Chapter 5 draws together the findings into a set of practical recommendations for care home practice and policy, before offering a concluding reflection on the significance of the study and its contribution to the wider debate on improving dementia care in UK care homes.





Chapter 2: Background
Introduction
This chapter provides the background to the study by exploring the historical development of dementia care and the key theories that explain challenging behaviour in older adults with dementia. It also examines the international and UK context, highlighting current policies, guidance, and the challenges faced by care homes in implementing person-centred care. 
2.1 Historical Background
Dementia care in the UK has undergone a significant transformation over the past half-century. In the mid-twentieth century, care for people with dementia, where it existed at all outside the family home, was largely institutional in character, delivered in long-stay psychiatric hospitals and workhouse-derived settings that prioritised order, containment, and the management of symptoms over individual wellbeing. Behaviours now understood as BPSD were frequently addressed through physical restraint, seclusion, and heavy sedation, with little consideration given to the underlying causes of distress or to residents' individual histories and preferences.
The publication of Kitwood's (1997) Dementia Reconsidered marked a pivotal turning point in this trajectory. Kitwood argued that the prevailing biomedical model, which understood dementia purely as a matter of progressive neurological decline, was incomplete, and that much of the distress and behavioural disturbance observed in people with dementia was in fact socially constructed, arising from a "malignant social psychology" in which care practices systematically undermined personhood. This reframing gave rise to the person-centred care movement, which has since become the dominant paradigm in UK dementia policy and practice, even where implementation continues to lag behind the rhetoric.
This shift was subsequently formalised at a national policy level. The 2009 National Dementia Strategy (Department of Health, 2009) represented the first comprehensive UK government commitment to improving dementia care, setting out objectives around earlier diagnosis, improved quality of care in general hospitals and care homes, and a reduction in the inappropriate use of antipsychotic medication to manage behavioural symptoms. The strategy explicitly acknowledged that BPSD had too often been managed through chemical restraint rather than through understanding and addressing underlying need, and it set in motion a series of subsequent audits and guidance documents aimed at reducing this reliance.
Later policy developments, including successive iterations of the National Institute for Health and Care Excellence (NICE) guidance, have continued to build on this foundation, progressively strengthening the expectation that non-pharmacological, person-centred approaches should be attempted before, or alongside, any consideration of medication (NICE, 2018). Nonetheless, as this dissertation will demonstrate, the historical legacy of institutional, symptom-focused care continues to exert an influence on contemporary practice, particularly in under-resourced settings where time and staffing pressures make it easier to default to older, more reactive models of management than to the relational, individualised approaches that policy now demands.
The regulatory landscape has evolved alongside this policy shift, with the Care Quality Commission now assessing dementia care explicitly against person-centred criteria as part of its inspection framework (Care Quality Commission, 2025a), examining not only whether residents are safe but whether they are treated with dignity, offered meaningful occupation, and supported in ways that reflect their individual identity and history. This regulatory reinforcement has undoubtedly raised the baseline expectation placed on care providers, yet inspection frameworks operate retrospectively, identifying poor practice after the fact rather than resourcing the workforce conditions that would prevent it, a tension that recurs throughout the evidence examined in later chapters of this dissertation. A parallel development has been the introduction of national training standards for restrictive practice, requiring care providers to demonstrate that any use of restraint is proportionate, minimised, and delivered by staff trained to a recognised benchmark (Restraint Reduction Network, 2019).
2.2 Theoretical Background
Several complementary theoretical frameworks underpin contemporary understanding of challenging behaviour in dementia, and together they provide the analytical lens through which this dissertation approaches the causes, impacts, and management of BPSD.
The Biopsychosocial Model (Engel, 1977) provides the broadest of these frameworks, proposing that health and behaviour must be understood as the product of interacting biological, psychological, and social factors rather than being reducible to any single domain. Applied to dementia care, this model resists purely pharmacological or purely psychological explanations of challenging behaviour, insisting instead that clinicians and care staff consider physical health (for example, undiagnosed pain or infection), psychological state (for example, fear, confusion, or frustration), and social and environmental context (for example, noise, unfamiliar staff, or lack of meaningful occupation) together when seeking to understand any given behavioural episode.
The Unmet Needs Model (Cohen-Mansfield, 2000; Cohen-Mansfield and Werner, 1995) offers a more specific operationalisation of this biopsychosocial perspective, building on earlier observational work demonstrating that agitated behaviours vary systematically with specific environmental conditions such as restraint, inactivity, and social isolation. It proposes that behaviours such as agitation, calling out, or wandering typically arise when a person with dementia experiences an unmet need, whether physiological (hunger, thirst, pain, the need to use the toilet), psychological (boredom, loneliness, the need for stimulation or reassurance), or environmental (excessive noise, uncomfortable temperature, unfamiliar surroundings) that they are unable to communicate or address independently due to their cognitive impairment. Because the behaviour itself is the only remaining channel of communication available to the person, the model reframes the clinical task away from suppressing the behaviour and towards decoding and meeting the need that underlies it.
Person-Centred Care (Kitwood, 1997; Kitwood and Bredin, 1992) provides the values-based framework within which these more mechanistic models are applied. Kitwood's approach emphasises individuality, personal history, identity, and the maintenance of meaningful relationships as central to psychological wellbeing in dementia, and it explicitly positions the quality of the caring relationship, rather than the severity of cognitive impairment alone, as the primary determinant of a person's wellbeing. This framework underlines that the same underlying need, if identified through the lens of the Unmet Needs Model, must still be addressed in a manner that respects the individual's biography, preferences, and dignity if the intervention is to be genuinely effective and not merely procedurally compliant.
Finally, the Caregiver Coping framework (Leocadie et al., 2020) draws attention to the role of the caregiver, rather than the resident, in shaping outcomes. This body of work highlights that the skills, resilience, training, and emotional regulation of care staff have a direct and measurable influence on the frequency and severity of BPSD, since poorly equipped or highly stressed staff are more likely to respond to challenging behaviour in ways that escalate rather than de-escalate distress.
None of these frameworks is, in isolation, sufficient to explain the full complexity of challenging behaviour in dementia care, and it is their combination that gives this dissertation its analytical structure. The Biopsychosocial Model provides the broad explanatory architecture; the Unmet Needs Model translates that architecture into a practical diagnostic tool for interpreting specific behavioural episodes; Person-Centred Care supplies the ethical and relational standard against which any resulting intervention must be judged; and the Caregiver Coping framework reminds us that the quality of that intervention is itself contingent on the wellbeing and capability of the workforce delivering it. A purely biomedical reading of BPSD, focused narrowly on neurological decline, risks pathologising behaviour that may in fact be a rational response to an inadequately supportive environment, while a purely relational reading that ignores the physical and organisational conditions of care risks placing unsustainable expectations on individual staff members without addressing the systemic conditions that shape their capacity to deliver person-centred care. Taken together, these four frameworks suggest that effective management of BPSD requires simultaneous attention to the resident's biological and psychological state, their unmet needs, the person-centred quality of the caring relationship, and the capacity of the workforce delivering that care, a multidimensional perspective that structures the analysis presented in Chapter 4.
2.3 International Context
BPSD are recognised as a global phenomenon, affecting an estimated 55 million people living with dementia worldwide (World Health Organization, 2025), and international literature confirms that they are not unique to the UK care home sector. A recent systematic review and meta-analysis found that behavioural and psychological symptoms are highly prevalent among people with dementia across acute and residential care settings internationally, underscoring that the underlying neurological and psychological processes that give rise to these behaviours are largely consistent across national and cultural boundaries (Anantapong et al., 2025).
However, while the underlying prevalence of BPSD may be broadly comparable across countries, the management strategies applied to address them vary considerably, shaped by differences in resourcing, workforce training, regulatory frameworks, and cultural attitudes towards ageing, dementia, and institutional care. In many higher-income countries with well-established dementia strategies, there has been a discernible policy shift towards non-pharmacological, person-centred approaches broadly similar to that seen in the UK, often accompanied by structured staff training programmes and dedicated dementia care environments. In lower-resourced health and social care systems, by contrast, workforce shortages and limited access to specialist dementia training can result in a greater reliance on pharmacological management or on informal family caregiving arrangements that may lack the structured support available in institutional settings.
Cultural attitudes towards dementia and towards residential care more broadly also shape international variation in practice. In some cultural contexts, strong norms of filial responsibility mean that residential care is used only as a last resort, and BPSD are more often managed within extended family networks; in others, including much of the UK, residential care homes represent a mainstream and normalised part of the care pathway for people with advanced dementia, placing correspondingly greater emphasis on the quality of institutional practice.
Internationally, a number of health systems have also experimented with dedicated dementia-friendly environmental design as a management strategy in its own right, ranging from small-scale, domestic-style care units intended to reduce the institutional feel of residential settings to more ambitious dementia villages, such as the Netherlands' Hogeweyk model, that allow residents greater freedom of movement within a secure, purpose-built environment (Vinick, 2019). While such models fall outside the scope of the UK-focused literature synthesised in this dissertation, they illustrate a broader international trend towards treating the physical and social environment as an active therapeutic tool rather than a passive backdrop to care, a principle that resonates strongly with the environmental causal factors and management strategies identified in the UK evidence discussed in Chapter 4. Persistent global stigma surrounding dementia, documented in international survey data spanning more than 40,000 respondents across 166 countries, further shapes how BPSD are understood and responded to across different care systems (Alzheimer's Disease International, 2024). These international comparisons are instructive for the present study because they suggest that improvements in UK practice are unlikely to be achieved through clinical or pharmacological innovation alone; rather, as the international evidence base implies, sustained improvement depends on system-level factors such as funding, workforce development, and the embedding of person-centred values within institutional culture, all of which are considered further in the national and local context that follows.
2.4 National/Local Context
Within the UK, the rising number of people living with dementia has placed sustained and growing pressure on care homes and the wider health and social care system (Wittenberg et al., 2019). Care homes are increasingly caring for residents with more advanced dementia and more complex needs, including higher rates of BPSD, than was historically the case, in part because improvements in earlier diagnosis and community support have extended the period during which people with milder dementia remain at home, meaning that admission to residential care now more often coincides with a later, more challenging stage of the condition.
National guidelines, most notably those issued by NICE (2018), advocate clearly for person-centred, non-pharmacological approaches as the first-line response to BPSD, recommending that care providers undertake structured assessment to identify triggers and unmet needs before considering pharmacological intervention, and that antipsychotic medication be reserved for situations of severe risk where non-pharmacological approaches have proven insufficient. In principle, this guidance is well aligned with the theoretical frameworks discussed in Section 2.2 and provides a clear, evidence-based mandate for practice.
In practice, however, implementation across the UK care home sector remains markedly inconsistent (Gray, Brooker and Tucker, 2022), with national longitudinal data confirming that psychotropic prescribing in English care homes frequently falls outside NICE recommendations (La Frenais et al., 2021). Persistent staffing shortages across the adult social care workforce, with vacancy rates still around three times higher than the wider economy (Skills for Care, 2026), mean that many care homes operate with staff-to-resident ratios that leave little time for the kind of individualised, relational care that person-centred approaches require. Training gaps compound this problem: while some care providers invest heavily in dementia-specific training for their workforce, others rely on minimal, generic induction training that leaves staff poorly equipped to recognise the early signs of unmet need or to apply de-escalation techniques effectively. Regional inequalities in service provision add a further layer of variation, with the availability of specialist dementia support, admiral nurses, and behavioural specialist input differing considerably between local authority areas, often correlating with broader patterns of social and economic disadvantage.
Local authorities and care providers therefore face an ongoing and multifaceted challenge in translating national guidance into consistent, high-quality practice at the level of the individual care home. This gap between national policy ambition and local operational reality forms an important part of the context against which the findings presented in Chapter 4 should be understood, since it suggests that the barriers to effective BPSD management identified in the literature are rarely attributable to a lack of evidence or guidance, but rather to the structural and resourcing conditions under which that guidance must be implemented.

Summary
This chapter reviewed the historical, theoretical, and policy background of dementia care. It highlighted the shift towards person-centred care and explained the main theories used to understand challenging behaviour. The chapter also discussed UK policies and the challenges of implementing best practice in care homes. 


Chapter 3: Methods
Introduction
This chapter explains the methodology used to conduct the systematic literature review. It describes the search strategy, inclusion and exclusion criteria, data collection process, thematic analysis, and the ethical considerations that ensured the study was conducted in a rigorous and transparent manner. 
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3.1 Data Collection
A systematic literature review was undertaken to identify recent, UK-based research addressing the causes, impacts, and management of challenging behaviour among care home residents with dementia. A systematic approach was selected over a narrative or scoping review because it allows for a transparent, replicable, and comprehensive search strategy, reducing the risk of selective or unrepresentative sampling of the available evidence base, which is particularly important in a field where findings can vary considerably depending on study setting, population, and methodology.
Searches were conducted across four databases selected for their relevance to health and social care research: PubMed, CINAHL, Scopus, and Google Scholar. This combination was chosen to maximise coverage across biomedical, nursing, and multidisciplinary social science literature, since BPSD is a topic that spans clinical, psychological, and organisational domains and is therefore unlikely to be comprehensively captured by any single database. Search terms included combinations of "dementia," "BPSD," "behavioural and psychological symptoms," "challenging behaviour," "care homes," "nursing homes," and "UK," combined using Boolean operators to maximise sensitivity while retaining relevance to the UK context.
Inclusion criteria were deliberately narrow in order to ensure the currency and applicability of the evidence synthesised. Only peer-reviewed studies published between 2019 and 2024 were included, a five-year window chosen to reflect the most recent evidence available while still allowing sufficient literature to be captured for meaningful synthesis. Studies were required to focus on individuals aged 65 and over residing in UK care homes, reflecting the population and setting of direct relevance to the dissertation's aim. Grey literature, including unpublished reports, conference abstracts, and non-peer-reviewed sources, was excluded in order to maintain a consistent standard of methodological quality across the evidence base, and studies conducted outside the UK were also excluded, given the dissertation's specific focus on the policy, regulatory, and workforce context of UK care homes, which differs meaningfully from international settings in ways that could otherwise confound the synthesis.
Where earlier, seminal studies were essential to establishing the theoretical or historical context of the review, such as Kitwood's (1997) foundational work on person-centred care or Cohen-Mansfield's (2000) unmet needs model, these were retained as background literature outside the primary 2019–2024 search window, on the basis that their theoretical contribution remains foundational to the field regardless of publication date.

3.2 Data Analysis
Once the literature search had been completed and duplicate records removed, studies meeting the inclusion criteria were screened for quality and relevance based on their methodological rigour, sample size, and direct applicability to the dissertation's research aim and objectives. Studies employing a range of methodologies were retained, including cross-sectional surveys, mixed-methods evaluations, ethnographic case studies, and systematic reviews, reflecting the genuinely interdisciplinary nature of the BPSD literature and allowing the synthesis to draw on both quantitative measures of prevalence and impact and qualitative insights into lived experience and organisational practice.
Thematic analysis was selected as the method of synthesis, following Braun and Clarke's (2006) widely used six-phase approach: familiarisation with the data, generation of initial codes, searching for themes, reviewing themes, defining and naming themes, and producing the final synthesis. This method was chosen because of its flexibility across study designs and its suitability for identifying recurring patterns across a heterogeneous body of literature that could not easily be synthesised through meta-analytic techniques given the variation in outcome measures and study populations.
In practice, this involved a close reading of each included study, with attention paid to reported causes of BPSD, the impacts described on residents, staff, and families, and the management strategies evaluated or discussed. Recurring concepts were coded and grouped into candidate themes, which were then iteratively refined through comparison against the full data set to ensure they accurately represented the range of findings rather than being driven by any single study. This process ultimately produced three overarching themes, corresponding to the causes, impacts, and management strategies associated with BPSD in UK care homes, which structure the presentation of findings in Chapter 4. Braun and Clarke's emphasis on reflexivity throughout the coding process was also applied, with ongoing consideration given to how the researcher's own assumptions about person-centred care might shape the interpretation of findings, in order to guard against confirmation bias in the identification of themes.
3.3 Ethical Considerations
As this dissertation is based on a secondary review of previously published literature, it did not involve any direct contact with people with dementia, care home staff, or family carers, and therefore did not require formal ethical approval from an institutional review board. Nonetheless, secondary research of this kind raises its own set of ethical considerations that were carefully addressed throughout the review process.
First, particular attention was paid to the use of respectful, non-stigmatising language when describing people with dementia and their behaviours (Warren, 2022). Where possible, person-first language was used throughout, and behaviours were framed, consistent with the theoretical position adopted in Chapter 2, as meaningful expressions of unmet need rather than as inherently problematic or disruptive conduct, in order to avoid reinforcing stigmatising narratives about people living with dementia.
Second, care was taken to ensure the accurate and proportionate representation of findings from the included studies, avoiding selective emphasis on results that might support a predetermined conclusion and instead reflecting, where relevant, conflicting or inconclusive findings within the literature. This is particularly important given the vulnerability of the population under discussion and the potential for misrepresented evidence to inform policy or practice decisions that directly affect people with dementia and their careers.
Third, the review acknowledged and respected the ethical approvals obtained by the original researchers whose work was synthesised, recognising that each included study had itself been subject to appropriate ethical scrutiny at the point of primary data collection, and that the responsibility of a secondary reviewer is to represent that work faithfully rather than to re-interpret it in ways that might distort its original ethical framing or informed consent parameters. Finally, in synthesising evidence relating to a population frequently characterised by significant power imbalances relative to those who care for them, the review maintained a consistent orientation towards the dignity and rights of people with dementia as the primary consideration underpinning all subsequent recommendations.

Summary
This chapter described the research methods used in the study. A systematic literature review of UK-based studies was conducted, and thematic analysis was used to identify key themes. Ethical considerations were also discussed to ensure the review was conducted responsibly. 


Chapter 4: Results and Discussion
Introduction
This chapter presents and discusses the findings from the literature review. The evidence is organised into key themes exploring the causes of challenging behaviour, its impact on residents, staff, and families, and the management strategies used in UK care homes. The findings are critically discussed in relation to existing evidence and current practice. 
4.1 Characteristics of the Literature
The eleven studies included in the final synthesis reflect a genuinely diverse body of literature drawn from UK care home settings, spanning quantitative, qualitative, and mixed methods designs. This methodological diversity was a deliberate outcome of the inclusion criteria set out in Chapter 3, and it strengthens the review by allowing findings to be triangulated across different types of evidence rather than relying on a single methodological tradition.
Quantitative and epidemiological studies, such as the MARQUE cross-sectional study conducted by Livingston et al. (2017) and the South East London Care Home Survey (Stewart et al., 2014), provide robust prevalence data and statistical associations between environmental and organisational factors and the occurrence of agitation, offering a population-level picture of the scale of the challenge across care homes. Survey-based studies, including Gray, Brooker and Tucker's (2022) e-survey of professional perspectives on guideline application and Shah et al.'s (2024) survey of family members, provide complementary insight into the perceptions and experiences of those directly involved in care, capturing dimensions of the issue, such as staff confidence and family emotional burden, that are not easily measured through observational or clinical data alone.
Qualitative and ethnographic studies, most notably Smith et al.'s (2024) four-site ethnographic case study of non-pharmacological interventions, offer a depth of contextual understanding that complements the broader but shallower picture provided by survey and cross-sectional designs, illustrating in granular detail how person-centred interventions are actually implemented, adapted, and sometimes undermined within the day-to-day reality of care home practice. Mixed-methods research, exemplified by Campbell et al.'s (2020) evaluation of staff preparedness, bridges these traditions by combining quantitative measures of training outcomes with qualitative accounts of staff experience.
Finally, systematic reviews and reviews of reviews, including Toot et al. (2017) on the causes of nursing home placement, Meyer and O'Keefe (2020) on the comparative effectiveness of different intervention types, and Testad et al. (2014) on personalised psychosocial interventions, provide a further layer of synthesis, aggregating findings across multiple primary studies to identify the most consistently supported conclusions in the field.
Sample sizes across the included studies varied considerably, from Livingston et al.'s (2017) MARQUE study of 86 residents to Shah et al.'s (2024) considerably larger survey of 300 families, a range that reflects the differing purposes and designs of the studies concerned rather than any inconsistency in methodological quality. Smaller, in-depth studies such as Smith et al.'s (2024) four-home ethnography necessarily sacrifice statistical generalisability in favour of contextual richness, while larger survey-based studies such as Gray, Brooker and Tucker's (2022) 200-respondent e-survey offer greater confidence in the generalisability of reported associations but correspondingly less insight into the mechanisms underlying them. Notably, none of the included studies employed a longitudinal design tracking the same cohort of residents over an extended period, meaning that the evidence base, while robust in identifying cross-sectional associations between causes, impacts, and management strategies, offers comparatively limited insight into how these relationships evolve over the course of an individual's residential care journey, a gap that is returned to in the discussion of limitations in Section 4.3. Taken together, this combination of study designs, sample sizes, and methodological approaches provides a comprehensive and reasonably robust evidence base from which to draw the thematic findings presented in the sections that follow.
4.2 Analysis of Results / Themes
Causes of Challenging Behaviour
The literature identifies a consistent and interconnected set of causes underlying BPSD in UK care homes, broadly aligning with the theoretical frameworks discussed in Chapter 2. Environmental triggers emerged as a particularly prominent theme. Excessive noise, overcrowding, poor lighting, and unfamiliar or frequently changing physical surroundings were repeatedly identified as precipitating factors for agitation and distress, consistent with the biopsychosocial understanding that environmental context is not a peripheral consideration but a direct contributor to behavioural presentation. Livingston et al.'s (2017) MARQUE study provides robust cross-sectional evidence for this relationship, finding that high levels of agitation among care home residents were significantly linked to features of the care environment, lending empirical weight to earlier observational findings that agitated behaviours increase when residents are physically restrained, inactive, or left alone (Cohen-Mansfield and Werner, 1995).
Unmet physical and emotional needs constitute a second major causal theme, directly reflecting Cohen-Mansfield's (2000) unmet needs model discussed in Section 2.2. Undiagnosed or poorly managed pain emerged repeatedly across the literature as a frequently overlooked driver of agitation and aggression, particularly among residents with more advanced dementia who are less able to verbally report physical discomfort; a cluster randomised trial in Norwegian nursing homes found that a structured pain-treatment protocol produced a significant reduction in agitation relative to usual care, providing strong causal evidence for this relationship (Husebo et al., 2011). Similarly, unmet emotional needs, including boredom, loneliness, and a lack of meaningful occupation or social contact, were consistently associated with increased BPSD, suggesting that the absence of positive stimulation may be as significant a causal factor as the presence of negative environmental triggers.
Changes in routine represent a related and compounding cause, with residents frequently displaying heightened distress and disorientation in response to disruptions to established patterns of daily activity, whether arising from staff rotas, mealtime scheduling, or transitions between care settings. Given the cognitive difficulty that people with dementia typically experience in adapting to novel or unpredictable circumstances, even relatively minor disruptions to routine can function as significant triggers for behavioural escalation.
Finally, staff knowledge, attitudes, and interactional style emerged as a further, and arguably underappreciated, causal factor. Gray, Brooker and Tucker's (2022) e-survey found that professional understanding and application of national guidance on managing BPSD varied considerably, and that gaps in staff knowledge were directly associated with less effective, and in some cases counterproductive, responses to challenging behaviour. This finding is consistent with the Caregiver Coping framework (Leocadie et al., 2020) discussed in Chapter 2, which emphasises that the behaviour of care staff is not simply a response to, but can also be a contributory cause of, escalating BPSD, particularly where staff lack the training or emotional resilience to respond calmly and consistently to distressed residents.
Beyond these primary themes, the literature also points to a number of interacting biological and sensory contributors that frequently compound the causal picture. Undetected sensory impairment, particularly uncorrected hearing or visual loss, was repeatedly noted as a factor that can amplify confusion and disorientation, since residents unable to clearly see or hear their surroundings may misinterpret ordinary care activities, such as being approached for personal care, as threatening, precipitating a defensive or aggressive response that is more accurately understood as a consequence of sensory misperception than of the underlying dementia itself. Polypharmacy and adverse medication effects were similarly identified as an underlying contributor in a subset of cases, with certain medications prescribed for unrelated physical health conditions capable of inducing confusion, drowsiness, or paradoxical agitation that can be mistakenly attributed solely to the progression of dementia rather than to a reviewable medication side effect. Finally, several studies noted that unfamiliar staff, high staff turnover, and inconsistency in the caregiving relationship itself could function as a causal trigger, since residents with dementia often rely heavily on the recognition of familiar faces, voices, and routines to feel secure, meaning that a workforce characterised by high turnover may inadvertently generate the very unfamiliarity and unpredictability that the Unmet Needs Model identifies as a driver of distress.
Impacts on Residents, Staff, and Families
The impacts of BPSD identified across the literature are substantial and extend well beyond the individual resident to encompass the wider care ecosystem of staff and family carers. For residents themselves, BPSD were consistently associated with reduced quality of life, encompassing both the direct distress experienced during episodes of agitation or aggression and the indirect consequences of behaviours that can result in social isolation, restricted mobility, or increased use of restrictive practices by care staff seeking to manage risk. Toot et al.'s (2017) systematic review further demonstrates that BPSD constitute a major factor precipitating transitions into higher levels of institutional care, a finding corroborated by the large-scale WHELD trial, which similarly identified BPSD severity as a key driver of poor quality of life and care disruption among care home residents (Ballard et al., 2017), indicating that the consequences of poorly managed behavioural symptoms extend beyond day-to-day wellbeing to shape the overall trajectory of a person's care pathway, often resulting in placement disruption at a point of already heightened vulnerability.
For care home staff, the literature documents a clear and consistent association between exposure to BPSD and increased stress, emotional exhaustion, and burnout. Leocadie et al.'s (2020) observational research demonstrates that caregiver skill and psychological resilience directly shape both the frequency and severity of resident behaviours and the degree of strain experienced by staff, suggesting a bidirectional relationship in which under-supported staff are both more likely to encounter escalating behaviour and less equipped to manage it without experiencing significant personal cost. This has clear implications for workforce retention in a sector already characterised by high turnover, since staff who experience repeated, poorly supported exposure to challenging behaviour may be more likely to leave the profession altogether, further depleting the skilled, experienced workforce needed to manage BPSD effectively.
Families, too, experience significant and often underappreciated impacts. Shah et al.'s (2024) survey of 300 families found that BPSD generate substantial emotional and financial strain, encompassing feelings of guilt, grief, and helplessness as family members witness changes in a relative's behaviour and personality, alongside practical financial pressures associated with increased care fees, private additional support, or reduced capacity to remain in paid employment while managing caregiving responsibilities. Family carers frequently report feeling excluded from decision-making around the management of a relative's BPSD, echoing a wider systematic review finding that carers often struggle with BPSD because they experience them as a form of bereavement and a transgression of previously understood social norms (Feast et al., 2016), a finding that has direct implications for the recommendations developed in Chapter 5 regarding the meaningful involvement of families in care planning.
A further, closely related impact concerns the use of restrictive practices as a reactive response to BPSD. Where staff lack the time, training, or environmental resources to identify and address the underlying cause of a behaviour, the literature suggests a heightened risk of resort to restrictive measures, including physical restriction of movement, increased use of as-required sedative medication, or informal restriction of a resident's access to communal areas, each of which risks compounding rather than resolving the resident's original distress and can itself become a further precipitant of agitation, creating a self-reinforcing cycle that is difficult to interrupt once established. This dynamic illustrates why the causes and impacts of BPSD cannot be treated as wholly separate categories: a poorly managed impact, such as an inappropriate restrictive response, can itself become a new cause of further behavioural escalation.
For the workforce, the consequences of sustained exposure to unsupported BPSD extend beyond individual staff wellbeing to the operational stability of care homes themselves. The adult social care sector in the UK has long experienced high staff turnover relative to other parts of the health and social care system, and the literature reviewed here suggests that unsupported exposure to challenging behaviour is likely to be a contributory, if not the sole, driver of this pattern, since staff who repeatedly experience distressing incidents without adequate debriefing, supervision, or training support may reasonably be expected to seek employment elsewhere. This creates a further compounding cycle at the organisational level, since high staff turnover itself constitutes one of the environmental and relational causal factors for BPSD identified earlier in this chapter, meaning that workforce instability and behavioural escalation may sustain and reinforce one another over time within a poorly supported care setting.
Taken together, these findings underscore that BPSD should not be understood as a problem localised to the individual resident but as a systemic issue with consequences that ripple outward across the entire care relationship, reinforcing the argument, developed further in the discussion below, that effective management strategies must address the wellbeing of staff and families alongside that of residents themselves.
Management Strategies
The literature provides strong and consistent support for person-centred, non-pharmacological approaches as the most effective means of managing BPSD, while also highlighting significant barriers to their consistent implementation. Meaningful activity-based interventions, tailored to a resident's individual history, preferences, and remaining capabilities, were identified by Meyer and O'Keefe's (2020) review of reviews as the most consistently effective category of non-pharmacological intervention, outperforming more generic or standardised approaches precisely because of their alignment with the person-centred principle that interventions must be individualised to be effective.
Music therapy emerged as a particularly well-evidenced specific intervention, with McDermott et al.'s (2013) narrative synthesis systematic review finding consistent evidence that music-based interventions reduce agitation among people with dementia, likely operating through mechanisms including emotional regulation, the evocation of positive autobiographical memory, and the provision of meaningful, non-verbal engagement that does not rely on cognitive capacities compromised by dementia. Environmental adaptations, including improved lighting, noise reduction, and the creation of calm, dementia-friendly physical spaces, were similarly identified as effective, directly addressing the environmental causal factors identified in the causes theme above and illustrating the close conceptual relationship between the causes and management of BPSD within a biopsychosocial framework.
Smith et al.'s (2024) four-site ethnographic study provides valuable qualitative depth on the practical implementation of person-centred, non-pharmacological approaches, finding that consistent application of such interventions was associated with reduced reliance on psychotropic medication, a finding consistent with an earlier cluster randomised trial demonstrating that enhanced psychosocial care significantly reduced antipsychotic use among nursing home residents with severe dementia without any corresponding increase in behavioural symptoms (Fossey et al., 2006), but also illustrating the significant staff time, organisational commitment, and cultural buy-in required to sustain these approaches in everyday practice, factors that are not always well captured in more quantitative evaluations of intervention effectiveness.
Staff training emerged as a critical enabling factor across multiple studies. Campbell et al.'s (2020) mixed-methods evaluation found that structured training programmes significantly improved staff confidence and coping skills in managing BPSD, suggesting that investment in workforce development functions not merely as a supplementary measure but as a foundational precondition for the effective delivery of person-centred, non-pharmacological care. Despite this positive evidence base, however, Gray, Brooker and Tucker's (2022) e-survey found that the application of national guidance remained markedly inconsistent across care settings, with continued reliance on medication persisting in some homes even where evidence-based non-pharmacological alternatives were, in principle, available. This inconsistency, as explored further in the discussion below, appears to be driven less by a lack of awareness of effective interventions than by structural and organisational barriers that constrain their consistent application.
Consistent staffing models, in which residents are cared for by a small, familiar team of named staff rather than a rotating pool of carers, were also associated with more effective management of BPSD across several of the included studies, directly addressing the causal contribution of staff unfamiliarity identified earlier in this chapter and reflecting the person-centred emphasis on the therapeutic value of consistent, trusting relationships. Such models, sometimes described as "key worker" or "named nurse" approaches, allow individual staff members to develop a detailed, cumulative understanding of a specific resident's history, preferences, and early warning signs of distress, in turn enabling earlier and more accurately targeted intervention than is possible where staff are unfamiliar with the resident in front of them.
Reminiscence-based approaches, drawing on a resident's personal history and long-term autobiographical memory, which typically remains more intact than short-term memory in the earlier and middle stages of dementia, were similarly identified as effective, offering residents a sense of continuity of identity that directly addresses the psychological dimension of the Unmet Needs Model; a Cochrane systematic review of randomised controlled trials found modest but consistent benefits of reminiscence therapy for communication and mood, particularly in care home settings (Woods et al., 2018). Where such approaches were combined with input from family members, who are often best placed to supply the biographical detail needed to make reminiscence activities genuinely personalised, the reported benefits appeared more pronounced, reinforcing the case, developed further in Chapter 5, for the meaningful involvement of families in day-to-day care planning rather than their being treated solely as recipients of information about decisions already made. Similarly, structured pain assessment tools designed specifically for use with people who have limited verbal communication were highlighted as a practical means of addressing the frequently overlooked contribution of undiagnosed pain to BPSD, allowing staff to systematically screen for and address a treatable physical cause before assuming that a behaviour is solely attributable to the progression of dementia itself.
Nonetheless, the literature is consistent in identifying that the barriers to implementing these strategies are rarely technical or evidential in nature. Staff shortages mean that even well-trained staff may lack the time required to deliver individualised, relationship-based care consistently across an entire shift; high staff turnover undermines the consistency of staffing models shown to be protective; and the financial pressures facing much of the care home sector limit the capacity of providers to invest in the physical environmental adaptations, additional activity staff, or protected training time that effective non-pharmacological management requires. These structural barriers, rather than any deficiency in the underlying evidence base, therefore, represent the primary obstacle to the more consistent implementation of the management strategies identified in this section, a conclusion that carries direct implications for the recommendations developed in Chapter 5.


4.3 Discussion
Taken together, the findings presented above confirm the considerable complexity of challenging behaviour in dementia care and lend strong support to the continued shift towards person-centred, non-pharmacological management endorsed by both theoretical scholarship and national policy (Kitwood, 1997; NICE, 2018). The consistency with which effective staff training (Campbell et al., 2020) and supportive physical and social environments emerge as critical enabling factors across studies employing markedly different methodologies is particularly notable, since convergent findings across quantitative, qualitative, and mixed-methods research design strengthen confidence that these are genuine, generalisable features of effective BPSD management rather than artefacts of any single study's design or sample.
At the same time, the review highlights a persistent and troubling gap between what the evidence identifies as effective and what is consistently delivered in practice, a disconnect also identified in a systematic review of person-centred training manuals for care home staff, which found that much available training material was poorly aligned with the underlying evidence base (Fossey et al., 2014). This gap cannot straightforwardly be attributed to a lack of awareness among care home staff or leadership; rather, the literature points towards structural barriers, including staffing shortages, resource constraints, and organisational culture, as the principal obstacles to implementation (Gray, Brooker and Tucker, 2022). This distinction matters significantly for the recommendations developed in Chapter 5, since it suggests that interventions focused narrowly on raising awareness or disseminating further guidance are unlikely to be sufficient on their own; addressing the identified barriers will instead require attention to workforce capacity, funding, and the embedding of person-centred values within organisational culture at a systemic level.
These findings carry direct implications for care home leadership and commissioning practice, beyond the level of the individual staff member. Where commissioning arrangements and fee structures are set primarily with reference to basic safety and personal care requirements, they may fail to adequately fund the staffing ratios, protected training time, and environmental adaptations that the evidence in this chapter identifies as prerequisites for effective non-pharmacological management, meaning that individual care homes, however well-intentioned, may face a structural mismatch between what they are funded to deliver and what the evidence indicates is required. This observation reinforces the argument that the gap between policy and practice identified throughout this dissertation is not simply a matter of individual staff or provider performance, but reflects, at least in part, the terms on which residential dementia care is commissioned and funded across the sector.
The findings also illustrate the interconnected nature of the causes, impacts, and management of BPSD identified through this review. Environmental and unmet-needs-based causes align closely with environmental and activity-based management strategies, suggesting a coherent underlying logic in which effective intervention depends on the accurate identification of the specific unmet need or environmental trigger driving a given behaviour, rather than the application of generic, one-size-fits-all protocols. Similarly, the bidirectional relationship identified between staff wellbeing and resident behaviour indicates that interventions targeting staff support and training are likely to yield benefits not only for staff themselves but, indirectly, for residents and families as well, reinforcing the case for a holistic, whole-system approach to BPSD management rather than one focused narrowly on the resident in isolation.
Several strengths and limitations of this review should be acknowledged. Among its principal strengths, the review adopted a systematic and transparent search strategy across four relevant databases, applied clearly defined inclusion criteria, and focused specifically on recent, UK-based evidence, ensuring that the findings are directly applicable to the policy and practice context under consideration. The use of Braun and Clarke's (2006) established thematic analysis framework further supports the rigour and replicability of the synthesis process.
Nonetheless, several limitations warrant acknowledgement. The relatively small number of studies meeting the inclusion criteria, a consequence of the deliberately narrow five-year, UK-specific search parameters, means that the review may not capture the full breadth of relevant international or historical evidence, some of which, as noted in Section 2.3, offers valuable comparative insight. The exclusion of non-English language studies introduces a further potential source of bias, particularly given that international evidence suggests culturally specific approaches to dementia care that may not be well represented within an English-language evidence base. Publication bias represents an additional limitation common to all literature reviews, given the tendency for studies reporting positive or statistically significant findings to be more likely to achieve publication than those reporting null or inconclusive results, potentially inflating the apparent effectiveness of the non-pharmacological interventions identified. Finally, as a review of secondary literature, this dissertation is necessarily constrained by the methodological quality and reporting practices of the original included studies, several of which employed relatively modest sample sizes that limit the statistical generalisability of their findings.
The absence of longitudinal research within the included literature, noted in Section 4.1, represents a particularly significant gap. Cross-sectional and short-term evaluative studies can establish that person-centred interventions are associated with reduced BPSD and reduced medication use at a single point in time, but they cannot fully answer whether these benefits are sustained over the course of a resident's residential care journey, nor how the causes and management needs of an individual resident might change as their dementia progresses. Future primary research employing longitudinal, cohort-based designs, following residents and staff over an extended period, would substantially strengthen the evidence base in this respect, and would allow researchers to examine more directly the bidirectional relationship between staff wellbeing and resident behaviour that this review has identified as a recurring but largely inferential theme across the existing literature.
A further gap concerns the relative absence of cost-effectiveness research within the reviewed studies. While the clinical and wellbeing case for person-centred, non-pharmacological approaches is well evidenced, comparatively little of the included literature directly quantifies the financial costs and benefits of implementing such approaches relative to the costs associated with continued reliance on medication or reactive management, including the downstream costs associated with staff turnover, premature care transitions, and safeguarding incidents linked to poorly managed BPSD. Given that the barriers identified throughout this review are substantially structural and resource-related, robust economic evidence of this kind would strengthen the case presented to policymakers and care providers considerably and represents a valuable direction for future research building on the findings of this dissertation.
Notwithstanding these limitations, the overall pattern of findings across the reviewed literature is sufficiently consistent, both across differing methodologies and in relation to the established theoretical frameworks discussed in Chapter 2, to support the central conclusion of this review: that the causes, impacts, and management of BPSD in UK care homes are best understood not as separate, isolated phenomena but as interconnected elements of a single system, in which meaningful improvement requires coordinated attention to residents, staff, families, and the organisational structures that shape the care they give and receive. This systemic understanding directly informs the recommendations developed in the following chapter.
4.4 Table of Findings
	Author(s) & Year
	Aim
	Methodology & Sample Size
	Key Findings

	Livingston et al. (2017)
	Prevalence of agitation in care homes
	Cross-sectional, n=86
	High levels of agitation linked to environment

	Campbell et al. (2020)
	Staff preparedness for BPSD
	Mixed-methods, n=150
	Training improves staff confidence

	Smith et al. (2024)
	Non-pharmacological interventions
	Ethnographic, n=4 homes
	Person-centred care reduces medication use

	Gray et al. (2022)
	Application of NICE guidelines
	e-Survey, n=200
	Inconsistent guideline implementation

	Shah et al. (2024)
	Family impact of BPSD
	Survey, n=300 families
	BPSD causes emotional/financial strain

	McDermott et al. (2013)
	Music therapy benefits
	Narrative review
	Music therapy reduces agitation

	Anantapong et al. (2025)
	International prevalence of BPSD
	Systematic review
	High prevalence in acute/residential settings

	Leocadie et al. (2020)
	Caregiver skills and outcomes
	Observational, n=120
	Caregiver skill impacts resident behaviour

	Toot et al. (2017)
	Causes of nursing home placement
	Systematic review
	BPSD a major factor in care transitions

	Meyer & O'Keefe (2020)
	Review of reviews on interventions
	Systematic review
	Activity-based interventions most effective


Summary
This chapter presented the findings of the literature review. It found that challenging behaviour is influenced by unmet needs, environmental factors, and staff practices. The evidence showed that person-centred care, staff training, and non-pharmacological interventions are the most effective ways to improve outcomes for residents with dementia.
Chapter 5: Recommendations and Conclusion
5.1 Recommendations
The findings of this review point towards six interconnected recommendations for improving the management of challenging behaviour among older adults with dementia in UK care homes. These recommendations are deliberately framed to be realistic and implementable within the resourcing constraints that characterise much of the sector, while remaining firmly grounded in the evidence synthesised in Chapter 4.
Enhance Staff Training: Regular, mandatory training focused on BPSD recognition, person-centred care, and non-pharmacological interventions should be implemented in all care homes, rather than relying on the ad hoc or minimal induction training that currently characterises much of the sector (Campbell et al., 2020). Training should be structured to build both technical knowledge, such as the ability to identify common environmental and physical triggers for BPSD, and relational skills, including de-escalation techniques and communication strategies appropriate to residents with varying degrees of cognitive impairment. Given the evidence that staff confidence and coping skills are directly improved by structured training, investment in this area should be regarded not as a discretionary add-on but as a core operational priority, with regular refresher training built into ongoing staff development rather than delivered as a single, one-off induction event.
Prioritise Individualised Interventions: Care plans should be tailored to residents' individual histories, preferences, and remaining capabilities, incorporating activities such as music (McDermott et al., 2013), art, and reminiscence therapy (Meyer and O'Keefe, 2020), rather than the application of generic activity programmes applied uniformly across all residents. This requires care homes to invest time in gathering detailed biographical and preference information for each resident, ideally in collaboration with family members, and to build sufficiently flexible staffing and activity schedules to allow genuinely individualised interventions to be delivered consistently, rather than only when staffing levels happen to permit additional discretionary time.
Support for Family Carers: Families should be included in care planning and provided with information and emotional support (Shah et al., 2024), addressing the finding that family carers frequently feel excluded from decisions relating to the management of a relative's BPSD. Practical steps might include structured, regular communication between care staff and families regarding behavioural changes and the rationale for particular management approaches, alongside the provision of accessible information about BPSD as a form of communication rather than a sign of decline, in order to reduce the guilt, distress, and helplessness that many families report experiencing.
Improve Organisational Culture: Care home leadership should actively promote a culture of respect, reflection, and continuous improvement, consistent with the values-based emphasis of person-centred care (Kitwood, 1997). This includes creating structured opportunities for staff to reflect on and learn from challenging incidents without fear of blame, embedding person-centred values into staff appraisal and supervision processes, and ensuring that senior leadership visibly models and reinforces these values in day-to-day practice, since organisational culture has been identified as a significant barrier where it is not actively and deliberately cultivated.
Monitor Environmental Factors: Regular, structured assessment of the physical and social environment can help identify and address triggers for challenging behaviour before they escalate (Livingston et al., 2017). This might include periodic environmental audits examining noise levels, lighting, and the availability of calm, low-stimulation spaces, alongside routine review of scheduling and routine to identify and minimise unnecessary disruption to residents' established patterns of daily life.
Policy and Funding: Policymakers should ensure adequate funding and resources to support workforce development and the consistent implementation of best practice guidelines across the care home sector (NICE, 2018). Given that the barriers to effective BPSD management identified throughout this review are predominantly structural rather than attitudinal, meaningful improvement is unlikely to be achieved through further guidance alone; sustained investment in staffing levels, training infrastructure, and regional equity of access to specialist dementia support will be required if the ambitions set out in national policy are to be consistently realised at the level of individual care homes.
5.2 Conclusion
This dissertation has critically examined the causes, impacts, and management strategies for challenging behaviour among older people with dementia in UK care homes. The review confirms that BPSD are complex and multifactorial, arising from the interaction of environmental, physical, psychological, and organisational factors, with significant and far-reaching effects on residents, staff, and families alike (Toot et al., 2017; Shah et al., 2024).
Person-centred, non-pharmacological approaches, supported by effective staff training and genuine organisational commitment, offer the most promising means of improving outcomes across all three groups affected by BPSD (Kitwood, 1997; NICE, 2018). However, this review has also demonstrated that persistent barriers at the system and service level, principally staffing shortages, training gaps, and inconsistent organisational culture, must be addressed if evidence-based practice is to be consistently delivered rather than remaining aspirational.
The recommendations set out in this chapter, spanning staff training, individualised care planning, family involvement, organisational culture, environmental monitoring, and policy and funding, are intended to provide a coherent and realistic framework through which the gap between policy and practice identified throughout this dissertation might begin to be closed. By staying focused on the study's original aim and objectives, this work provides a foundation for future improvements in dementia care, while also highlighting the need for further primary research, particularly research examining the long-term, real-world implementation of person-centred interventions within the operational constraints of the UK care home sector, in order to build a more robust evidence base for the policy and funding decisions that will ultimately determine whether the gains identified in this review can be realised at scale. Ultimately, the evidence gathered here suggests that closing the gap between what is known to work and what is consistently delivered is less a matter of further clinical discovery than of sustained investment in the people and systems responsible for delivering care to some of the most vulnerable members of society.
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