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MENTI VERSION Facilitator:  Ask participants to take out their smartphone or use their 
browser and go to www.menti.com and enter the code on display.  Tell them to record their 
answers.  At the end, ask them to add up their numbers.

Tell participants “If you scored between 1-3 this indicates you have mild pain.”
Tell participants “If you scored between 4-6 this indicates you have moderate pain.”
Tell participants “If you scored between 7-10 this indicates you have severe pain.”

Facilitator:  This is an adapted version of the PAINAD.  It is a scale used to screen for pain in 
persons who are non-verbal and are unable to tell what their experience is.  Commonly 
used in persons with dementia.  As we can see, we aren’t that different in our expression.  
The difference is we can tell someone what’s wrong and advocate for ourselves the support 
we need for our physical concerns.

Let participants know pain is one of many physical causes for behaviour and as we continue 
this presentation, we will explore identifying other possible physical causes of responsive 
behaviour.
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Have a change in your breathing?

0 = Not likely 1 = Somewhat Likely 2 = Very Likely

Make negative vocalizations?

0 = Not likely 1 = Somewhat Likely 2 = Very Likely

Have a change in your facial expression? (E.g. Sad, frown, 
grimacing)

0 = Not likely 1 = Somewhat Likely 2 = Very Likely

Have change in your body language? (Tense, rigid, etc.)

0 = Not likely 1 = Somewhat Likely 2 = Very Likely

Not be able to be consoled?

0 = Not likely 1 = Somewhat Likely 2 = Very Likely

If you 
are in 
pain,
how 
likely 
would 
you……

NO MENTI VERSION Facilitator:  Ask participants to take out a piece of paper.  Tell them to 
write down their answers as we go through the following five questions.  Click to toggle 
first question, read it out, read out the scale, pause for about 15 seconds, click to toggle 
next point and repeat until the end which is the 5th point.  

At the end, ask them to add up the numbers.

Ask participants “how many of you scored between 1-3?”  Let them know this indicates 
they have mild pain.
Ask participants “how many of you scored between 4-6?”  Let them know this indicates 
they have moderate pain.
Ask participants “how many of you scored between 7-10?”  Let them know this indicates 
they have severe pain.

Facilitator:  This is an adapted version of the PAINAD.  It is a scale used to screen for pain in 
persons who are non-verbal and are unable to tell what their experience is.  Commonly 
used in persons with dementia.  As we can see, we aren’t that different in our expression.  
The difference is we can tell someone what’s wrong and advocate for ourselves the support 
we need for our physical concerns.
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Let participants know pain is one of many physical causes for behaviour and as we continue 
this presentation, we will explore identifying other possible physical causes of responsive 
behaviour.



Putting the 
PIECES 
together

P.I.E.C.E.S.TM Consult Group, 2008

Person

Physical

Intellectual

Emotional

Capabilities

Environment

Social / 
Cultural

Facilitator highlights the following point:  “PIECES is a framework recognized nationally as 
a wholistic assessment framework where we keep the person with dementia at the center 
of our assessment. Many factors may contribute to a person with dementia exhibiting 
responsive behaviours.  Using the PIECES framework allows teams to identify those factors 
and put appropriate strategies that will address causes identified.  As we identify the 
possible causes, many of them using antipsychotic medications does not address the cause.  
For the purpose of this presentation, we will be focusing on the first part of the PIECES 
acronym (Click forward to cue red Physical circle emphasis) where we will look at the 
Physical possible causes for behaviour in more detail”
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Why assess the 
physical?

 Older adults live with multiple medical conditions

 Underlying physical cause could be a medical emergency

 Were there any past medical conditions that are/were in remission 
before coming into the home?

 Past injuries?

 Using antipsychotics may only mask the cause of the behaviour 
and not treat the cause

 Non-pharmacological strategies may not be effective until 
underlying physical cause is identified and treated.

Facilitator:  Multiple medical conditions can be either acute or chronic.  Chronic medical 
conditions can sometimes lead to acute changes.  For example, a person who has diabetes 
can go into a state of delirium because their blood sugars are not being managed well.
Reason behind acute change can be a medical emergency.  For example, Urinary Tract 
Infections if left long enough undetected and untreated can potentially lead to an older 
adult becoming septic.

Look at past diagnoses or injuries and look into whether they have resurfaced.  Take into 
consideration if the person was in remission before coming into Long Term Care and could 
it be possible that this illness has resurfaced.

Older adults may not always show the typical physical symptoms of some of the underlying 
physical causes, however may exhibit change in behaviour.  As care partners, if we are 
unable to identify the cause behind the behaviour is physical, sometimes the person is 
labelled as “psychotic” which leads to the use of antipsychotic medications.  This may 
reduce the behaviour to a certain degree by making the person more drowsy, however we 
are not addressing the underlying cause.  The behaviour will still be there to a degree 
however there may be other safety implications as a result of using antipsychotic 
medications.
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The 5D’s of 
Physical

P.I.E.C.E.S.TM Consult Group, 2008

Disease / 
Diagnosis

Delirium

Disability

Discomfort

Drugs

Facilitator:  The 5D’s is an acronym introduced in PIECES used to leave no stone left 
unturned when exploring possible physical causes for behaviour.  Typically we see 
assessments done that screen for what are labelled as the “usual suspects” such as UTI, or 
musculoskeletal pain, however physical causes and identifying them may not be as simple.  
(Click to activate animation) The 5D’s helps guide us to identify whether we’ve explored all 
possible causes, as well as draw attention to how each D has implications for the other.  
They are interrelated.
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Ruling out Physical Causes of behaviour with the 5D’s
DISEASE DELIRIUM DISCOMFORT DRUGS DISABILITY

A
ss

es
sm

en
t

What is the resident’s
diagnosis/diagnoses?

What are past 
diagnoses/injuries?

Any past medical conditions 
that are/were in remission?

Based on what the
resident’s  
diagnosis/diagnoses, is  
there potential risk for
Delirium? 

Other than the  
diagnosis/diagnoses, are
there any other potential
risks for Delirium?

Could the resident’s
diagnosis/diagnoses  cause 
pain or discomfort?  Could 
it cause
neuropathic pain? 

What  could be other 
sources of
discomfort other than the
diagnosis

Is the person on the right
medications? Treated for  
pain? Is it enough? What
are the side effects of the  
medications? New 
medications introduced?
Polypharmacy?

History of substance use?  
When was the last time  
they consumed  
substance?

What limitations is the
person experiencing?  

Could it be causing  
frustration/anger? 

Can  they safely
transfer?

Could their disability  
cause discomfort?

Ta
ke

A
ct

io
n

What more information  
does the team need
regarding the resident’s
Disease/Diagnoses to 
understand  the impact it 
has on the  person and their  
behaviour? 
Who can  support the team 
with  further information?

What tools does your  
organization use to  
screen for Delirium? Use  
the tools with the team  
to screen. (Eg. CAM, I  
WATCH DEATH)

What further assessment  
needs to be done and  
who do we refer to for  
support? (Eg. Labwork,  
urine, x-ray, MD, ER)

What tools does your  
organization use to  
screen for pain? (Eg.  
PAINAD)

Look at what  
medications/treatment  
your resident is on.

Have we explored all  
other non-medical  
causes? (E.g. tight 
clothing/shoes, 
fabrics)

What referrals need to be  
made to look into the  
medications?

When was the last med 
review?

(Eg. Pharmacist, GMHOT,  
MD, pain consultant)

Have they had a physio  
assessment? OT for  
mobility aids? 

Would  they benefit 
from the  restorative
program?

Would they benefit 
from assistive devices? 
(E.g. for eating and 
drinking)

TM TM
Adapted from “The P.I.E.C.E.S. 3-Question Template”, by P.I.E.C.E.S.

Facilitator:  Go through chart briefly.  State “Whenever through our assessment we identify 
a possible cause or an area that needs to be investigated under any of the 5D’s, it is 
important to ensure there is an action plan to address that area”

State:  Let’s look at how the 5D’s are interrelated.  If a person has the diagnosis/disease 
DIABETES, what other D’s could they possible fall under/need to be investigated?

Guided discussion:  Allow participants to respond.  The goal is you would want to see 
participants identify how there are implications with diabetes under all the D’s.  Delirium: 
Hyper/hypoglycemia, Discomofort: Diabetic neuropathy, Drugs: are they being treated for 
neuropathy?  Are they on any medication for their diabetes?  Right dose?, Disability: Could 
lead to limbs being amputated, numbness in their finger tips could make it difficult to do 
daily tasks, could lose their vision (Glaucoma).
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Case Study

You are working with a resident 
who is 85 years old and has a 
diagnosis of unspecified 
dementia (moderate to later 
stages), diverticulitis, diabetes, 
Parkinson’s disease, and oral 
cancer.

She is currently on 50mg of 
Seroquel TID, 1000mg Tylenol 
QID, 75mg Sinemet, insulin but 
refuses her blood sugars to be 
checked and refuses insulin, 
lactulose

She has bowel movements 
every three to four days, 
medium in size, formed, and 
texture looks quite hard.

Resident and Diagnosis Behaviour
Resident’s behaviour is she refuses members of the team to 
change her incontinent product when she has a bowel 
movement and will be pacing in the hallways with her walker 
soiled, if staff try to change her she will hit them if they touch 
her or move any of her limbs.  She has also lost greater than 
5% of her weight in the last month as her intake is poor.  She 
eats 25-50% of her meals, regular texture, but members of 
the team noticed she eats more of the softer textured foods 
on her plate.  Her fluid intake is poor as well.

When resident is not soiled, she still paces in the hallways and 
you can hear her moaning.  When you ask her what’s wrong 
she just looks at you for a moment, and then continues to 
pace.

Today you find her pacing faster in the hall, screaming and 
crying.  She is also pointing at the walls and makes incoherent 
noises, screams, and then walks away.  You also noticed she is 
not walking with her walker.  This is something she has never 
done before.

You are working with Mrs. P who is 85 years 
old and has a diagnosis of unspecified 
dementia (moderate to later stages), 
diverticulitis, osteoporosis, diabetes, 
Parkinson’s disease, and oral cancer.

She is currently on 50mg of Seroquel TID, 
1000mg Tylenol QID, 75mg Sinemet, insulin 
but refuses her blood sugars to be checked and 
refuses insulin, lactulose

She has bowel movements every three to four 
days, medium in size, formed, and texture 
looks quite hard.

Behaviour of concern………
Mrs. P’s behaviour is she does not allow members of the team 
to change her incontinent product when she has a bowel 
movement and will be pacing in the hallways with her walker 
soiled.  If staff try to change her she will hit them when they 
touch her or move any of her limbs.  She has also lost greater 
than 5% of her weight in the last month as her intake is poor.  
She eats 25-50% of her meals, regular texture, but members 
of the team report she eats more of the softer textured foods 
on her plate.  Her fluid intake is poor as well.

When Mrs. P is not soiled, she still paces in the hallways and 
you can hear her moaning.  When you ask her what’s wrong 
she just looks at you for a moment, and then continues to 
pace.

Today you find her pacing faster in the hall, screaming and 
crying.  She is also pointing at the walls and makes incoherent 
noises, screams, and then walks away.  You also noticed she is 
not walking with her walker.  This is something she has never 
done before.

Introducing Mrs. P

What do you think could be possible physical 
causes for Mrs. P’s responsive behaviour?

NO MENTI VERSION: Click forward once to give behaviour of concern once you finished 
introducing Mrs. P.  Once behaviour of concern is discussed, click forward to prompt 
animation which asks “What do you think could be possible physical causes for Mrs. P’s 
responsive behaviour?” Ask participants to call out or type what they feel could be physical 
causes for behaviour and facilitate discussion.
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Case Study

You are working with a resident 
who is 85 years old and has a 
diagnosis of unspecified 
dementia (moderate to later 
stages), diverticulitis, diabetes, 
Parkinson’s disease, and oral 
cancer.

She is currently on 50mg of 
Seroquel TID, 1000mg Tylenol 
QID, 75mg Sinemet, insulin but 
refuses her blood sugars to be 
checked and refuses insulin, 
lactulose

She has bowel movements 
every three to four days, 
medium in size, formed, and 
texture looks quite hard.

Resident and Diagnosis Behaviour
Resident’s behaviour is she refuses members of the team to 
change her incontinent product when she has a bowel 
movement and will be pacing in the hallways with her walker 
soiled, if staff try to change her she will hit them if they touch 
her or move any of her limbs.  She has also lost greater than 
5% of her weight in the last month as her intake is poor.  She 
eats 25-50% of her meals, regular texture, but members of 
the team noticed she eats more of the softer textured foods 
on her plate.  Her fluid intake is poor as well.

When resident is not soiled, she still paces in the hallways and 
you can hear her moaning.  When you ask her what’s wrong 
she just looks at you for a moment, and then continues to 
pace.

Today you find her pacing faster in the hall, screaming and 
crying.  She is also pointing at the walls and makes incoherent 
noises, screams, and then walks away.  You also noticed she is 
not walking with her walker.  This is something she has never 
done before.

You are working with Mrs. P who is 85 years 
old and has a diagnosis of unspecified 
dementia (moderate to later stages), 
diverticulitis, osteoporosis, diabetes, 
Parkinson’s disease, and oral cancer.

She is currently on 50mg of Seroquel TID, 
1000mg Tylenol QID, 75mg Sinemet, insulin 
but refuses her blood sugars to be checked and 
refuses insulin, lactulose

She has bowel movements every three to four 
days, medium in size, formed, and texture 
looks quite hard.

Behaviour of concern………
Mrs. P’s behaviour is she does not allow members of the team 
to change her incontinent product when she has a bowel 
movement and will be pacing in the hallways with her walker 
soiled.  If staff try to change her she will hit them when they 
touch her or move any of her limbs.  She has also lost greater 
than 5% of her weight in the last month as her intake is poor.  
She eats 25-50% of her meals, regular texture, but members 
of the team report she eats more of the softer textured foods 
on her plate.  Her fluid intake is poor as well.

When Mrs. P is not soiled, she still paces in the hallways and 
you can hear her moaning.  When you ask her what’s wrong 
she just looks at you for a moment, and then continues to 
pace.

Today you find her pacing faster in the hall, screaming and 
crying.  She is also pointing at the walls and makes incoherent 
noises, screams, and then walks away.  You also noticed she is 
not walking with her walker.  This is something she has never 
done before.

Introducing Mrs. P

MENTI VERSION: Click forward once to give behaviour of concern once you finished 
introducing Mrs. P.  Once behaviours of concern discussed, click forward to next slide for 
menti exercise.
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Prompt participants to take their smartphones out of use their browser.  Direct them to go 
towww.menti.com and enter the code displayed.  Allow particpants time to enter their 
answers.  Read out some of the answers so it is not to silent.  Once poll is closed, 
summarize discussion.
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The 5D’s of 
Physical

P.I.E.C.E.S.TM Consult Group, 2008

Disease / 
Diagnosis

Delirium

Disability

Discomfort

Drugs

Facilitator:  As we just went through the case study and possible reasons for Mrs. P’s 
behaviour, we identified multiple factors and saw how the 5D’s are not isolated from one 
another.  When we are first identifying a behaviour of concern, always remember that it is 
important to ensure all physical causes have been ruled out first, and if we don’t have 
enough information initially, (click screen to cue animation) stop and think, what is this 
person’s disease/diagnosis telling me about what their physical experience could be and 
the potential risks.

11




