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[bookmark: _Toc216564256]INTRODUCTION
In the United Kingdom, dementia affects about 850,000 individuals and most of them live in care homes (Prince et al., 2014). The disorder poses serious psychological and behavioural dilemmas to elderly residents who are above 65 years. Evidence-based frameworks are what health and social care workers need to comprehend and deal with these challenges. This report discusses two psychological theories that should be applied in assisting older adults with dementia in the care homes: Kitwood Person-Centred Care theory and Progressively Lowered Stress Threshold (PLST) model. The two theories provide a practical advice to professionals dealing with this vulnerable group.
[bookmark: _Toc216564257]Person-Centred Care Theory
Person-Centred Care theory was developed by Kitwood (1997) in opposition to the biomedical approaches which minimized persons with dementia to their neurological deficiencies. The personhood is highlighted in this theory where personhood can be described as a status or a standing which is granted to a human being by the other human beings in relation and social being (Kitwood, 1997, p. 8). The model recognizes five central psychological needs that define wellbeing and these include comfort, attachment, inclusion, occupation and identity (Kitwood, 1997). Failure to satisfy these needs leads to malignant social psychology in people, which is depersonalisation, objectification, and invalidation (Brooker, 2004).
According to the theory, the causes of behaviour in dementia are the complex interactions between the neurological impairment, physical health, biography, personality, and social psychology (Kitwood, 1997). This biopsychosocial model is opposed to the deficit models, which explain all symptoms with the help of brain pathology. Studies have shown that person-centred treatment enhances quality of life, lack of agitation and emotional wellbeing among care home residents (Chenoweth and al, 2009).
[bookmark: _Toc216564258]Its use in Dementia Care Homes.
Person-Centred Care has been translated into certain practices in the care home environment. Employees will have to collect comprehensive life histories by interviewing family members and speaking with residents (Edvardsson et al., 2008). These histories underlie individualised care plans that are based on personal preferences, routines and values. In the case of a former teacher with dementia, one of the activities that may help them may be reading or organising, relying on their stored procedural memory, and maintained identity (Brooker, 2007).
The communication styles that are consistent with this theory are the validation therapy in which the staff recognize and confirm what the residents are experiencing emotionally without trying to correct the misstatements (Feil, 1993). When a resident is seeking a lost spouse, he or she is able to get sensitive reactions concerning the lost family members instead of being bombarded with messages about death. Environmental changes facilitate personhood with the aid of familiar objects, photographs and memory boxes that hold identity (Day et al., 2000).
Person-Centred Care principles training programmes lowers the usage of antipsychotic drugs and enhances relationships between the residents and the staff (Fossey et al., 2006). The Dementia Care Mapping tool, based on the works of Kitwood, allows to observe the wellbeing and ill-being in the care environment systematically (Brooker and Surr, 2005). The behaviours that are noted by professionals and indicate positive (engagement, pleasure) and negative (withdrawal, distress) states are noted over periods of observation.
[bookmark: _Toc216564259]Challenges and Strategies
The barriers in the implementation of Person-Centred Care in care homes include structural and cultural barriers. The time is one of the factors that limit the chances to engage in a long conversation and establish a relationship (Edvardsson et al., 2008). A change in staff frequently disturbs continuity of care and familiarity with individual residents (Brooker, 2004). Task-oriented organisational cultures give more emphasis to the physical care rather than the psychosocial interventions.
The solutions need to be system changes at the organisational and policy levels. Leadership commitment identifies whether values of person-centred are converted to everyday practice (Chenoweth et al., 2009). Ratios of the staff need to allow sufficient interaction time other than the routine care activities. The constant training programmes keep their competence in communication practices and biographical work up to date (Brooker, 2007). Supervision and reflective practice assist the staff in dealing with emotional dementia care requirements.
[bookmark: _Toc216564260]Gradually Decreased Stress Threshold Model.
Hall and Buckwalter (1987) devised Progressively Lowered Stress Threshold (PLST) model to elucidate behavioural symptoms in dementia. The model suggests that demented persons have less tolerance to both environmental and internal stressors. The more the neurological damage the lower the threshold of how stress causes dysfunctional behaviour is (Smith et al., 2004). The six categories of stressors exceed reduced stress thresholds: fatigue, change of routine, multiple competing stimuli, excessive demands, affective response to stress and physical stressors (Hall and Buckwalter, 1987).
Stressors that surpass individual thresholds can lead to anxious behaviours of the residents, such as restlessness, agitation, aggression, sleep disturbance, and catastrophic reactions (Smith et al., 2004). The model focuses on the proactive change in the environment and the regular organisation to avoid the accretion of stress. The studies confirm that interventions on the principles of PLST lead to minimized behavioural symptoms and better functioning (Gerdner et al., 2002).
[bookmark: _Toc216564261]Dementia Care Homes: Application.
PLST leads to the environmental design and day-to-day scheduling of care home settings. The calibration of the sensory stimulation should be selected carefully. Areas of quietness offer an escape of noise and movement. The intensity of lighting does not change to avoid disorientation. Cluttered rooms are reduced to simplified room arrangements (Zeisel et al., 2003). Cumulative stress exposure is monitored by the professionals during the day.
Consistency of routine is a fundamental intervention approach. Routine schedules of the meal, activities, and caring of oneself help to decrease uncertainty and anxiety (Gerdner et al., 2002). Shifts in activities are not abrupt, but are verbally prepared. As an illustration, personnel will announce a bathing time 15 minutes before their assistance can be given, which would enable psychological adaptation. Urgent or emergency care activities are often the cause of disastrous responses.
Activity programming also corresponds to the existing levels of functioning instead of those of premorbid capabilities. Individual stress threshold is evaluated by professionals as behavioural levels and tasks complexity is adjusted (Smith et al., 2004). A resident who is agitated with group activities could be given one to one interaction or on simple tasks. Fatigue checking eliminates overstimulation. Timed activities are periodically separated by rest.
Physical comfort is systematically treated. The needs are identified through the use of pain assessment instruments that help in the identification of needs of people with limited verbal communication (Abbey et al., 2004). Unaddressed, hunger, thirst, temperature discomfort, toileting needs elicit behavioural symptoms. Frequent examination and proactive treatment avoid the build-up of stress.
[bookmark: _Toc216564262]Challenges and Strategies
The implementation of the PLAST needs specific and individualised evaluation. The stress level of residents differs and shifts with time as dementia develops (Gerdner et al., 2002). The employees should also be trained to have an eye to see the first signs of stress before it can lead to disastrous results. Documentation systems must record patterns of environmental variables to behavioural responses.
Sometimes organisational routines go against personal thresholds of stress. The bathing, meals and activities are institutionalised, and there is more emphasis on efficiency, rather than individuality (Zeisel et al., 2003). Flexible care provision involves sufficient staffing and authorization to deviate off the standard procedures. The resource to balance competing demands should be taught to the staff in training programmes.
The changes made to the environment relate to capital investment which is challenging to finance by some care homes. Reduction of noise, lighting, and restructuring of the space involves expenditure (Day et al., 2000). Professionals promote the environmental changes based on evidence-based suggestions and correlations between the change and decreased medication consumption and better patient outcomes.
[bookmark: _Toc216564263]Integration of Theories
PLST and Person-Centred Care are complementary concepts in the practice in a dementia care home. The theory of Kitwood is concerned with the psychological and relational aspects of care, whereas the PLST offers the definite environmental and behavioural management ideas. Both paradigms dismiss simple biomedical methods and understand the contribution of social and bodily surroundings to influence experiences.
The theories are similar in terms of individualised assessment and intervention. Person-Centred Care assumes biographical information and psychological needs consideration. PLST requires the assessment of stress and adjustment of the environment. They develop joint plans of care, which is holistic covering identity and relationships, and environmental needs (Brooker, 2007).
Employees who have been trained on both methods attain subtle knowledge on behaviour as communication. When a resident keeps trying to exit the building, he or she may communicate the unfulfilled needs with attachment (Person-Centred Care perspective) and be overstimulated by environmental factors (PLST perspective). Relationship-building and environmental adjustment are the interventions that deal with both dimensions.
[bookmark: _Toc216564264]Conclusion
There are evidence-based models of assisting adults 65 and above in dementia care homes that include Person-Centred Care theory and Progressively Lowered Stress Threshold model. The relational and biographical approaches to care are based on the focus of personhood, psychological needs, and malignant social psychology established by Kitwood. The PLST model provides effective intervention strategies on environmental change and management of stress. The two theories have issues about implementation that concern with organisational culture, employee levels and allocation of resources. To be successful, the systemic commitment, continuous training, and flexible models of care delivery are all that are needed. Professionals in health and social care who are armed with these theoretical frameworks provide better and understanding support to individuals living with dementia.
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