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A B S T R A C T

The aim of this study is to explore how staff manage apathy involving a person living with dementia (PLWD).
Forty-two staff members working in four Spanish long-term care facilities were interviewed; 21 were nurs-
ing assistants and 21 technical staff. They read a vignette about a PLWD presenting apathy. Participants were
asked (1) how a situation like that is commonly managed, and (2) how it should be managed. Responses
were content-analyzed. Most participants (88.1%) mentioned having experienced a situation similar to the
one described in the vignette. Behavior-focused strategies and person-centered strategies were the most fre-
quently mentioned. As for best practices, person-centered strategies emerged as the preferred alternative,
and technical staff mentioned themmore frequently than assistant carers. Our findings stress the importance
of organizational guidelines and staff development in the management of apathy in PLWD.

© 2021 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/)
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Introduction

Among the behavioral and psychological symptoms of dementia,
apathy is, without a doubt, one of the most frequent1, with a preva-
lence ranging from 24% to 90%2,3 depending on the level of severity
of dementia (the more severe, the more frequent) and how apathy is
conceived and measured.2 Despite its frequency and adverse effects
on older adult’s quality of life1, apathy is often ignored, or managed
in very diverse ways. The present study is focused on how staff work-
ing in a Long-Term Care Facilities (L-TCF) manage apathy involving a
person living with dementia (PLWD).

Background

Apathy and PLWD

Apathy in dementia is defined as4 ‘an undesirable state of deficits
in motivation, behavior, and emotional display, characterized by
reduced-goal directed behaviors, cognitive activity, and emotions’.
From a clinical point of view, apathy manifests as a lack of interest,
initiative, and response to environmental stimuli, accompanied by
social withdrawal and a flat emotional response.5,6

Apathy in dementia is associated with a variety of adverse
effects1: a reduction in the performance of activities of daily living,
impoverished interpersonal relationships, deterioration of quality of
life, and increased risk of mortality.7�9 It also predicts physical
deconditioning10 and accelerated cognitive decline.11

Apathy also has a negative impact on caregivers, since people liv-
ing with dementia (PLWD) showing apathy are less cooperative with
care, difficult to engage with, and require more attention and moni-
toring.10 As a result, apathy in PLWD is particularly complex for care-
givers to deal with, contributing to their care burden, burn-out,
dissatisfaction with care, and depression.12�14 While studies of the
severity, prevalence, and etiology of apathy in dementia are increas-
ing, its management has received far less research attention.15,16 This
paper aims to fill that gap, focusing on how staff in long-term care
facilities manage PLWD showing apathy in their daily practice, and
how they think that kind of behavior should be managed.

Managing apathy in institutional settings

Although apathy is one of the most common behavioral symp-
toms in dementia, it is often ignored by staff since, unlike other
behavioral symptoms, such as aggressiveness and sexual disinhibi-
tion, apathy is less disturbing for caregivers and institutional func-
tioning.17 In other cases, apathy is not correctly identified and some
authors have identified a tendency to mistake PLWD with apathy for
people with depression,18 which could imply that apathy is managed
ineffectively or even not managed at all.

Despite this, there have been some studies evaluating interventions
focused on apathy. Most of these interventions are focused on apathy
as a behavioral symptom: they pose some kind of intervention (often
included among the often described as ‘non-pharmacological
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therapies’15) trying to directly stimulate PLWD showing apathy so that
they can be ‘reactivated’. However, such interventions are diverse in
terms of the duration of the intervention, the target PLWD groups that
they focus on, and the assessment methods they use.10 So, maybe not
surprisingly, the results that are obtained are also diverse.

One of the most popular interventions used to counteract apathy
and increase the level of participation of PLWD is music therapy.19,20

However, evidence about its efficiency is far from conclusive. While
an early systematic review did not offer solid evidence of its utility in
PLWD21, more recent studies suggest that it does improve apathy
and promote verbal and non-verbal communication22, particularly
among PLWD in advanced stages of the disease.23 Similarly, art ther-
apy has also been proposed to counteract apathy in PLWD24,
although a recent review suggests that available evidence is still
insufficient to confirm its efficacy.25 Pet therapy has also been used
to improve apathy, and one study presented some promising results
comparing apathy levels before and after an intervention using
dogs.26 However, further research is needed to confirm the impact of
this kind of intervention.

Cognitive and sensory stimulation have also been used to manage
apathy. In the case of cognitive stimulation and training, although
evidence is mixed27, some studies found that cognitive stimulation
could diminish apathy in dementia28, particularly in the early stages
of dementia.23 In contrast, in advanced stages of the disease, multi-
sensorial stimulation such as the one provided through Snoeze-
len29,30 could be more efficient for managing apathy.

As well as specific interventions focused on apathy as a symptom
and using organized, standardized and time-limited activities, apathy
in institutional settings can be managed using a more personalized
approach, based on two key aspects: firstly, taking into account the
interests, preferences and competencies of PLWD31,32, and secondly,
considering the role of the social context, as apathy is likely to be, at
least partially, the result of the social and relational opportunities
provided by the institution.33 Approaching apathy in this more holis-
tic and tailored way is in tune with person-centered models of care,
which emphasize the importance of knowledge of biographical pref-
erences entrenched in an individual’s life story, and respecting an
individual’s autonomy and decision-making capacity34, and high-
lights that psychosocial needs, patterns of relationship and environ-
mental context have a decisive impact on the behavior of PLWD.35

Strategies in line with person-centered care models include
engaging with PLWD showing apathy in everyday conversations36 or
reminiscences37, which not only improves apathy but also diminishes
stress and feelings of burden among staff members.38 One common
challenge encountered when attempting to engage in this everyday
interaction is the difficulty that PLWD may have in expressing their
wishes. As a consequence, staff members should find alternative
ways to explore their preferences and promote their participation in
everyday tasks accordingly. Paying attention to non-verbal cues, such
as gestures, smiles and other kinds of facial expressions is the usual
advice.33 Having determined which memories, activities, ways of
social interaction, or aspects of the social context are particularly
stimulating and attractive for each PLWD, using those elements in
staff members’ interactions with them seems to improve motivation
and emotional well-being.39

The role of staff in managing apathy in PLWD

The role of staff and how they interact with PLWD in everyday life
is key to managing apathy successfully, especially since in many cases
PLWD in long-term care institutions end up depending on the struc-
ture and initiative provided by others to maintain their activity and
interaction.

However, few studies have focused on how staff actually manage
apathy in their daily practice, and which strategies, if any, they apply
to resolve the situation. Such knowledge is key to detecting any kind
of mismanagement, as well as providing clues to improve staff practi-
ces and thus avoid the negative consequences that apathy might have
for PLWD. In this respect, it would be useful to differentiate between
common practice (how staff generally manage cases of PLWD show-
ing apathy, i.e. what they actually do) and best practice (how mem-
bers of staff think apathy in PLWD should be ideally managed). As
reported in other areas of intervention with PLWD involving commu-
nication40 or sexual behaviors41, if differences between common and
best practices are great, the gap would indicate that there are barriers
preventing staff from dealing with apathy in the way they should.

Regarding the management of apathy, one factor that could make
a difference is the presence (or absence) of adequately trained staff.
However, in the case of apathy, specific training is rarely offered, at
least in comparison to other more perturbing or disruptive behaviors,
such as aggressiveness or agitation.42 In this respect, the role that dif-
ferent professionals play within the long-term care institution is
likely to have an impact on their approach and management of apa-
thy in PLWD. Specifically, it could be useful to differentiate between
technical staff and care assistants.

Technical staff members need to have completed university stud-
ies (in health-oriented disciplines such as Medicine, Nursing or Phys-
iotherapy, or in more social-oriented ones, such as Psychology or
Social Work) and they are responsible for supervising and deciding
upon guidelines for dealing with challenging situations. They usually
decide what constitutes a problem and what does not, and how cer-
tain situations need to be managed. However, the staff who encoun-
ter and have to cope with the situation are the care assistants, who
provide support for PLWD in activities of daily living (e.g., eating,
mobilizing or toileting) and have to deal with the difficult situa-
tion of PLWD who show apathy. Care assistants are generally less
well trained (in Spain, for example, they have not completed uni-
versity studies), less well paid, more vulnerable to stressful situa-
tions, and more affected by turnover and staffing shortages than
technical staff.43 If apathy leads to an increase in the care burden,
it will primarily have an effect on care assistants, rather than on
technical staff.

As a consequence, the position of the staff within the organization
involves a set of experiences, knowledge and responsibilities that are
likely to fundamentally change the approach to and management of
behavioral symptoms such as apathy. In fact, such differences among
staff have been shown to be key in the handling of other challenging
situations involving PLWD living in long-term care institutions, such
as inappropriate sexual behaviors.44 However, as far as we know, to
date no study has included this variable when considering the man-
agement of apathy in PLWD.
Objectives

This study had three objectives. Firstly, to explore how staff in an
L-TCF manage apathy involving a PLWD. Secondly, to compare staff’s
views regarding how apathy is generally managed (common prac-
tice) and how they think it should be managed (best practice). Finally,
to determine differences according to work position, by comparing
technical staff and care assistants, both in common and best practices
regarding apathy management.
Material and methods

Design

This is a Cross-sectional qualitative study, using the vignette tech-
nique and open-ended questions to gather data which were subse-
quently transcribed and content-analyzed.
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Sample

Participants in the study had to meet two inclusion criteria (1)
having worked for at least one year in a L-TCF, and for at least six
months at the current L-TCF, and (2) holding a position that involved
direct care-based contact with residents, i.e., excluding maintenance,
kitchen or cleaning workers. Forty-five staff members were
approached by researchers. Forty-four gave their consent to partici-
pate and one declined. However, information provided by two partic-
ipants (one man and one woman) were used for training purposes
only (see below), and so the data analyzed in this study comprised
the responses given by 42 participants.

The age of those 42 participants ranged from 22 to 62 years old
(M = 40.7, SD = 11.8) and they reported working in L-TCFs for
between one and 30 years (M = 8.47, SD = 7.9). Four Spanish L-TCFs
that provide long-term care services to residents with or without a
diagnosis of dementia participated in this study. Approximately the
same proportion of care assistants and technical staff (including
nurses, physiotherapists, psychologists and occupational therapists)
were interviewed in each L-TCF. The sample consisted of 21 nursing
assistants and 21 technical staff, and included 32 women and 10
men, a ratio that reflects the feminization of caregiving roles in
L-TCFs in Spain. Table 1 shows a comparison among the four institu-
tions participating in the study.

Procedure

L-TCFs were contacted and the study’s objectives and procedure
for data collection were explained to the management team of each
L-TCF. Once their written authorization had been obtained, each
institution provided a list of the staff workers who met the inclusion
criteria. Participants were randomly selected from the list, in order to
obtain the highest degree of diversity, making sure that the same
proportion of care assistants and technical staff was selected for each
institution. Although they were not explicitly informed, managers of
each L-TCF knew which members of the staff finally participated in
the study.

At the beginning of the interview participants were informed of
the study objectives and were asked to sign a written informed con-
sent form. The interviews were conducted individually in a single
session for participant, and using a private office provided by each L-
TCF. The interviews were conducted by a research assistant, a female
holding MSc in Gerontology and with wide experience in qualitative
research involving older adults. She had a part-time job at the univer-
sity at the time of the study and did not have a prior relationship with
interviewees. She provided her name and professional’s background
to each person interviewed.

Before conducted the interviews analyzed in the study, the inter-
viewer followed a specific training. She interviewed two staff work-
ers who met the inclusion criteria, as part of her training activities.
These results were discussed with the research team with the pur-
pose of obtaining rich and reliable data. These initial interviews were
not part of the final sample and were not analyzed as part of the
study.

Once all interviews were conducted and results were obtained,
we sent a brief report describing the major findings to managers of
Table 1
Description of participating institutions

L-TCF 1 L-TCF 2 L-TCF 3 L-TCF 4

Number of interviewed technical staff 5 6 5 5
Number of interviewed care assistants 6 4 5 6
Size (number of beds) 68 99 113 91
Ownership Public Private Non-profit Non-profit
each participating institution and the members of staff interviewed,
and prompted them to give feedback. Apart from their gratitude and
expression of commitment to improve their care practices, we did
not receive any significant feedback regarding the issues discussed in
this paper. This project received approval from the Bioethics Commit-
tee of the [blinded for review].

Measures

Data were obtained by means of a semi-structured interview,
constructed by the authors of this study. The interview addressed
various aspects about the care practices for PLWD living in an L-TCF,
and included some introductory questions about skills that were
lost and remained in dementia. Then, all participants were pre-
sented with two vignettes related to complex situations that staff
may be faced with in the process of caring for a PLWD. All inter-
views were done by an assistant researcher paid by the research
project, and their duration depended on the participant, ranging
between 30 and 50 minutes long. The interview guide is included in
Appendix A.

According to the study objectives, only responses to the vignette
about a PLWD presenting apathy were analyzed here. Participants
were asked about the following vignette: “A person with dementia
living in this L-TCF spends all day sitting, without talking to anyone,
and refuses to participate in any activity proposed by the staff”.

Participants were asked (1) Have you experienced an event like
this in your time in this nursing home?; (2) If so, what do the work-
mates in their L-TCF commonly do in this situation?; and (3) What
should be done in such a situation?

Answers were audiotaped and transcribed verbatim. To maintain
the confidentiality of the data, a three-part code was used for each
participant: the first letter corresponded to the participant’s work
position (C was used for care assistant and T for technical staff), the
second indicated the participant’s gender (M for man and W for
woman), and finally, the number indicated the age of the participant.

Data analysis

The answers were transcribed and content-analyzed. This type of
analysis is useful to identify common themes in the responses, and to
quantify the frequencies of these themes.45 This type of analysis is
particularly suitable for exploratory studies, where the main objec-
tive is to explain people's experiences, generating concepts, instead
of testing theoretical frameworks.

The content analysis included three phases. First, two researchers
independently read the transcribed answers to become familiar with
them. They tried to identify ideas (or units of meaning) in the
answers. Each response could include one or more than one idea. Sec-
ond, each researcher independently compressed the ideas into cate-
gories based on the similarity or reiteration among threads of
meaning or the presence of similar keywords or expressions. Inter-
pretative notes were made in the process, which finished when data
saturation was reached, and no newmeanings arose from the data.

Based on this task, two draft category systems with a hierarchical
structure were generated: existing general categories and more spe-
cific categories within each of them, covering more nuanced mean-
ings. The researchers compared a draft category system and
discussed the differences until they reached a consensus. All ideas
were coded using this category system.

Third, the category system and a randomly selected subsample
were coded by third independent researcher who had not partici-
pated in the construction of the categories. He had to replicate the
coding and compare it to the original. Differences were discussed and
some categories were adjusted if necessary, in order to reach a con-
sensus on how to properly code all the ideas. The frequencies of at
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least the first- and second-order categories were obtained, for com-
mon and ideal practices, and for both staff positions.

Two out of the three researchers involved in conducting the con-
tent analysis held PhD in Psychology, and the third one held MSc in
Gerontology. All of them had broad previous experience in content
analysis.

Results

Most participants (88.1%) mentioned having experienced a situa-
tion similar to the one described in the vignette, and this percentage
was similar among technical staff (85.7%) and assistant carers
(90.5%).

Five main categories of responses (see Table 2) emerged from the
content analyses, corresponding to five different reactions to or ways
of managing apathy in PLWD living in a long-term care institution:
(1) Behavior-focused Intervention (which included the second-order
categories “promote participation” and “try specific activities”); (2)
Person-centered Intervention (including the second-order categories
“emphasis on the relationship” and “emphasis on needs and life-
story); (3) No Intervention; (4) Sharing the Situation with Someone
(which included the second-order categories “inform or seek support
from workmates” and “sharing with the family”; (5) Staff Diversity;
and (6) Don’t know/gave no answer.

Behavior-focused Intervention

Behavior-focused strategies included references to generic solu-
tions addressed to counteract the specific situation presented as a
problem (that is, apathy). This strategy was mentioned as a common
practice by 47.6% of participants. Behavior-focused strategies also
include secondary, more nuanced strategies. The promotion of partic-
ipation, and providing specific kinds of activities to PLWD were men-
tioned (see Table 2 for specific examples).

Person-centered Intervention

Person-centered strategies referred to strategies or solutions
that sought to determine and take into account how the PLWD
may experience the situation (according to their needs, aims, life
story, or other personal characteristics) in order to create a bond
Table 2
Strategies applied for managing apathy shown by a PLWD.

First-order category Second-order category Examples

(1) Behavior-focused
intervention

Promote participation

Try specific activities

“Insist” (AG-H
motivate th

“Try knitting,
or program

(2) Person-centered
intervention

Emphasis on the relationship
Emphasis on needs and life story

“Talk with the
“Find out the
needs” (T-M
has experie

(3) No intervention “I would say t
sion room f
them” (T-M

(4) Sharing the situation
with someone

Inform or seek support from workmates
Sharing with the family

“Inform the n
“Talk with the

(5) Staff diversity “Difficult to sa
care” (T-M-

(6) Don’t know/
Gave no answer

“I wouldn’t kn
and/or find a tailored solution to apathy. This strategy was men-
tioned as a common practice by 45.2% of participants. Person-cen-
tered strategies also include secondary, more nuanced strategies:
participants mentioned reinforcing the relationship with PLWD
and taking into account their needs and life story (see Table 2 for
specific examples).
No Intervention

No Intervention grouped answers that mentioned “doing nothing”
as the response to PLWD presenting apathy. This strategy was men-
tioned as a common practice by 14.3% of respondents (see Table 2 for
specific examples).
Sharing the Situation with Someone

Sharing the Situation with Someone included responses mention-
ing that the common (or best) practice for resolving situations of apa-
thy was to consult other people who are better prepared or more
informed, and who are able to take charge of the situation and pro-
vide a solution. These ‘other people’ might be workmates (members
of the technical staff) or family relatives. Sharing the Situation with
Someone was reported as the most common practice by 11.9% of par-
ticipants (see Table 2 for specific examples).
Staff Diversity

Staff Diversity included answers stating that the response to
PLWD presenting apathy depended on the person who had to deal
with it, without going into more detail. This strategy was mentioned
as a common practice in 4.7% of the responses.
Don’t know/gave no answer

This category grouped responses in which the participants did not
know what to say or did not mention any strategies or practices for
addressing situations of apathy. Nineteen per cent of common prac-
tice responses were classified under this heading.
-35), “Include them in activities, even though they only listen” (T-M-37), “Try to
em” (T-M-29).
drawing or other activities” (AG-M-57), “Stimulate them with some manual activity
” (AG-H-54), “Doing sensory stimulation” (AG-M-53).

person and provide company” (T-H-26), “Bond with them” (T-M-49).
reasons and meaning of that behavior” (T-M-49), “Ask him about his motivations and
-24),“Take into account his personality before joining the nursing home, and what he
nced in his life” (T-M-35)

hat the tendency is to let them be isolated” (T-M-29), “We leave them in the televi-
or hours” (AG-M-40), “If the attitude persists, I suppose that. . . you finally give up on
-48).

ursing team” (AG-H-47), “Tell the psychologist, he must know what to do” (AG-H-54).
family” (T-M-25), “Find relatives and ask them what they would do” (T-M-31).

y. Some professionals worry a lot and try to do something (. . .) others simply don’t
31).

ow what to response. I simply don’t know” (AG-M-31)



Table 3
Frequencies (percentages in brackets) of common and best practices according to work
position.

Categories Technical staff
(n = 21)

Assistant carers
(n = 21)

(1) Behavior-focused intervention
Common practice
Best practice

8 (38.1)
14 (66.7)

12 (57.1)
9 (42.9)

(2) Person-centered intervention
Common practice
Best practice

9 (42.9)
20 (95.2)

10 (52.4)
10 (52.4)

(3) No intervention
Common practice
Best practice

7 (23.8)
0 (0)

1 (4.8)
0 (0)

(4) Share the situation with someone
Common practice
Best practice

1 (4.8)
3 (14.3)

4 (19.0)
2 (9.5)

(5) Staff diversity
Common practice
Best practice

1 (4.8)
0

1 (4.8)
0

(6) Don’t know/gave no answer
Common practice
Best practice

4 (19.0)
1 (4.8)

4 (19.0)
5 (23.8)

Note: The sum of frequencies is greater than the number of participants because some
participants’ answers mentioned more than one strategy, each one coded into different
categories.
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Comparison between technical and assistant care staff

Responses given by the technical and assistant caring staff are
shown in Table 3. When comparing frequencies, the greatest differen-
ces, in the case of common practice, appeared in three categories:
technical staff (far more so than assistant carers) said that not inter-
vening was a common practice, while the opposite happened in the
case of behavior-focused strategies, which were mentioned more by
assistant carers than by technical staff. Assistant carers also mentioned
Fig. 1. Frequency (in percentage) of strategies to manage a
sharing the situation with a relative or workmate more often than
technical staff.

Comparison between common and best practices

When asking about best practices, person-centered strategies
emerged as the preferred alternative that should be used to man-
age apathy in PLWD (see Fig. 1), although behavior-focused strate-
gies were also mentioned slightly more often as best practice in
comparison to the mentions received in relation to common prac-
tice. No intervention or staff diversity were not mentioned as best
practice.

As for the comparison between technical staff and assistant carers
in terms of best practices (see Table 3), differences appeared in
behavioral-focused strategies, which were mentioned more by tech-
nical staff, and particularly in person-centered care strategies, which
were mentioned twice as often by technical staff than assistant
carers. Assistant carers, in contrast, did not mention any best practice
far more frequently than technical staff.

Discussion

This study was aimed at identifying how staff in long-term care
institutions for older people manage apathy involving a PLWD, taking
into account differences between common and best practices, and
comparing views of technical staff and assistant carers.

Regarding the strategies mentioned by participants, almost all of
them, regardless of their work position, had experienced a situation
involving apathy in PLWD. This result confirms that apathy is one of
the most frequent behavioral and psychological symptoms of demen-
tia in persons living in long-term care institutions46,47 and suggests
the relevance of paying attention towards how such situations are
being managed. In this regard, the results highlight at least four
important issues.

Firstly, the results show that participants mentioned more than a
single strategy for managing apathy in PLWD, either for common or
best practices. This diversity may indicate the lack of consolidated
pathy in PLWD, chosen as common and best practices.
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policies or accepted guidelines among professionals, who seem to act
according to personal criteria. That is, the response that a PLWD
receives when showing apathy will depend greatly on the specific
professional, either technical staff or assistant carer, who is in charge
of their care and takes decisions on what to do. However, this diver-
sity may also reflect the complexity of apathy, a state that may be
precipitated by different factors in different individuals14 and may
lead respondents to mention practices that may work only in certain
situations and in certain people. As will be discussed below, our
results do not suggest that a tailored intervention, chosen after taking
into account the specific circumstances of the PLWD, is the dominant
common practice.

Secondly, in the case of common practice, more than half of the
participants said that apathy is managed using behavior-focused
strategies. That is, when caring for a PLWD showing a lack of activity
and motivation, the preferred strategy is maybe the most direct and
simple: providing any kind of activity to stimulate them. Regardless
of the effectiveness of behavior-focused strategies may have in some
cases (the factor that probably explains their popularity), they do not
necessarily take into account, or reflect on, the needs and personal
characteristics of each specific case. It is also remarkable that around
20% of staff members considered that, when a PLWD shows apathy,
the common response is to do nothing and ignore the situation, and
another 20% said that they did not know how apathy is commonly
managed in their institution, numbers that are consistent with a
view of apathy as a minor problem, since PLWD with apathy do not
usually interfere with the everyday functioning of long-term care
institutions, even if staff pay them little or no attention.17

Strategies that seem to be more complex and tailored (those based
on person-centered care) are also used, but they were perceived as
common practice by less than half of the participants. The conclusion
we can draw is that the approach to the management of apathy in
PLWD in many cases is far from ideal, and that there is room for
improvement. When it is managed without taking into account the
personal and environmental circumstances surrounding the situation,
some success in ‘activating’ the PLWD may be achieved, but there are
several implicit risks. The first is the risk of applying flawed (or at least
non-optimal) strategies, forgetting important personal and environ-
mental factors involved in the situation. The second is the risk of pro-
viding dehumanizing and disempowering care in which the PLWD’s
perspective is ignored. Unfortunately, quick and simple strategies,
sometimes based on practices that have proved effective in previous
situations or for other persons, may be an all too easy resort for profes-
sionals, particularly in cases of heavy workloads and understaffing.48

These results lead to the third main finding of our study regarding
the gap between common and best practices. This gap was particularly
large in two categories: no intervention, which was the least fre-
quently mentioned as best practice, and person-centered strategies,
which were the most frequently mentioned as best practice. These dif-
ferences suggest that staff (or at least some of them) are aware that
not intervening would not be an option in the ideal care of apathy in
PLWD, and a more tailored and complex approach tomanaging the sit-
uation, taking into account relational and biographical aspects, would
be desirable, but that for some reason, they cannot implement in prac-
tice what they think would be right. Consequently, there is potential
for improvement if barriers to these good intentions can be identified
and minimized. Although our study does not provide any evidence
concerning this issue, poor working conditions in a stressful context,
as mentioned above, may be behind this gap, and further research is
needed to ascertain if this factor (or other ones) accounts for the lack
of implementation of the best possible practice according to staff.

Finally, our results revealed differences between assistant carers
and technical staff. In terms of common practices, technical staff
mentioned not intervening as the usual way to treat apathy in PLWD
more frequently than care assistants. In contrast, care assistants, who
are at the front line of providing care, mentioned behavior-focused
strategies as the most frequent way to deal with apathy, and that
they tend to share the situation with someone else more frequently.
Regarding best practices, they seemed far less aware than the techni-
cal staff of person-centered care as the ideal way to deal with apathy.
These assistant carers’ preference for simple and direct interventions
could reflect their lower level of training, but also their previous
experiences with situations of this kind or the urgency with which
they have to make decisions on an everyday basis. In this context,
sharing the situation with someone could also be a solution, as well
as an indicator of a lack of resources or lack of autonomy. This profile
of assistant carers’ preferences is particularly relevant if we take into
account that, as the main front-line care providers, their decisions
and actions currently define the way care is provided to PLWD living
in institutions. While technical staff in particular recognized person-
centered care as the best way (although not the only one, since most
of them also mention behavior-focused strategies) to approach apa-
thy in PLWD, this kind of strategy struggles to prevail as the standard
to deal with apathy, particularly among those in charge of frontline
care, that is, the care assistants.

This study does have some limitations that need to be taken into
account when interpreting the results. Firstly, this was an exploratory
and single-country study in which only a few purposively selected
long-term care facilities participated. So, the results are not necessar-
ily generalizable to other facilities and geographical contexts and
need to be confirmed by further research. The design of a study
including a larger and more diverse sample of facilities and professio-
nals quantitatively evaluating the range of strategies that appeared in
our findings could be a fruitful avenue to determine in more detail
how apathy is approached in PLWD living in institutions, and which
factors predict preferences for certain strategies. Secondly, the use of
vignettes as a response-gathering technique, although a useful way
to approach exploratory studies like this49, also has its own limita-
tions. For instance, vignettes lead participants to consider a very
generic situation, without the nuances and complexities present in
their real daily experiences, and thus changing the description of the
vignette (e.g. adding details such as the degree of cognitive
impairment or the gender of the PLWD) could impact on the partici-
pants’ responses. Future studies collecting and analyzing real situa-
tions experienced by staff would reinforce the validity of the
reactions and strategies proposed by the participants. Finally, the
study did not include measures of staff’s perceptions of the success of
their interventions. A study of these perceptions might have helped
to explain why certain interventions (e.g., behavior-focused interven-
tions) are so prevalent as common and best practices.

Conclusion

To sum up, our study contributes to the literature by identifying
common and best practices that staff mention for managing apathy,
one of the more common and overlooked problems present in PLWD
living in long-term care institutions. It highlights that there is still
plenty of room for improvement, particularly among frontline care
providers, for the development and implementation of person-cen-
tered strategies when dealing with apathy, a situation in which resort-
ing to behavior-focused strategies, or simply do nothing, could be very
tempting.

Relevance to clinical practice

The results have some practical implications. Firstly, to avoid the
variety in responses to a similar situation, or acting without taking
into account factors that may influence the presence of apathy in a
specific person, it would be important to design guidelines to
approach apathy in PLWD living in long-term institutions. Guidelines,
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as well as helping to harmonize how staff approach these situations,
could also promote a tailored, person-centered approach and should
be made available particularly for care assistants. This leads to a sec-
ond practical implication, which has to do with the relevance of train-
ing for managing apathy according to person-centered care
principles. Although it is already well-known that training is key to
proper care for PLWD living in institutional settings50, our results
suggest that staff development initiatives should take into account
work position as a relevant variable, since their experience, knowl-
edge and function in the organization is different. For instance, in the
case of assistant carers, training could take into account their experi-
ence and common practices in dealing with apathy; then, grounded
on this experience, it could aim to develop the skills and self-reliance
required to reflect on such practices, find ways to improve them, and
manage complex situations such as the one posed in this study.
Finally, it would be important to identify why person-centered care
strategies, even when recognized (particularly by technical staff) as
the best way to manage apathy in PLWD, are not more widely applied
in common practice. Identifying these barriers would be the first step
to designing ways to overcome them.
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Appendix. Interview guide (only responses to question 5 are
analyzed in this article)

1. Based on your experience, what are the capacities and skills
that a person with dementia loses in the early stages of the ill-
ness?

2. Based on your experience, what are the capacities and skills
that a person with dementia keeps until the final stages of the
illness?

3. Imagine that you have a new workmate, without any experience
in caring people living with dementia. What key pieces of advice
would you give to help him/her to offer the best quality care?

4. In your opinion, what is the mistake most frequently by profes-
sionals when caring for a person living with dementia?

Now we will describe two situations involving a person with
dementia living in a nursing home:
5. A person with dementia living in this nursing home spends all

day sitting alone, without talking to anyone, and refuses to par-
ticipate in any activity proposed by the staff.

- Have you experienced an event like this in your time in this
nursing home?

- If so, what do your workmates in this nursing home com-
monly do in this situation?

- What should be done in such a situation?
6. A person with dementia living in this nursing home refuses to

eat, and resists any attempt to help made by your workmates,
even yelling and hitting

- Have you experienced an event like this in your time in this
nursing home?

- If so, what do your workmates in this nursing home com-
monly do in this situation?

- What should be done in such a situation?
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