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ABSTRACT
Objectives: Dyadic activating interventions support both people with dementia and their informal
caregivers to maintain activities. For a person-centered approach referrers need insight in how
specific interventions might meet individual needs, characteristics, and preferences of a dyad. This
study aimed to develop a set of indicators for three psychosocial dyadic, activating interventions.
Method: We used the ‘RAND Appropriateness Method’ directed at agreement on indicators within a
panel of experts. Qualitative research had identified 31 relevant conceptual indicators. A panel of 12
experts in dementia care rated the extent to which these indicators are recognizable in their clinical
practice. Indicators with median ratings in the top third segment of the nine-point-scale were
considered recognizable.
Results: 18/31 conceptual indicators (58%) were found recognizable in 75%–90% of the panelists’
clients. Although consensus on the recognizability of some indicators about the need or preference
for physical and social activities was lacking, the respondents nevertheless recommended including
these in regular assessments. Other indicators were judged too difficult to recognize in clinical
practice.
Conclusion: The selected indicators offer guidance to referrers on what intervention(s) to choose, and
discuss the appropriateness in a shared decision-making process, thus contributing to a person-
centered approach.
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Introduction

The need for community-based care of people living with
dementia is anticipated to increase in the coming decades
(Prince et al., 2015). Many will be supported by informal care-
givers to manage everyday life challenges. Tailored care and
support for either is necessary because dementia affects their
daily lives in different ways, depending not only on the type,
stage and symptoms of the dementia, health and comorbidity
but also life course, personality and coping, preferences and
social situation (Ablitt, Jones, & Muers, 2009; de Vugt et al.,
2004; Peeters, Van Beek, Meerveld, Spreeuwenberg, &
Francke, 2010; van der Roest et al., 2007; Van Mierlo, Van der
Roest, Meiland, & Droes, 2010). As a person-centered
approach has been found important, formal care-services
should include both the person with dementia (PwD) and the
informal caregiver (CG) (Brooker & Latham, 2016; Kitwood,
1997).

Integrated care pathway approaches for dementia in sev-
eral Western-European countries include psychosocial and
allied health interventions for both people with dementia and
their caregivers to maintain occupational performance (Mah-
ler & Meerveld, 2013; Samsi & Manthorpe, 2014). For one of
the major problems in dementia is cognitive decline, and
therewith the difficulty to maintain usual activities (Nygard,
2004; O’Sullivan & Hocking, 2013; van der Roest et al., 2007).
Several authors emphasize that continuous performance of

familiar activities gives positive outcomes such as improved
self-esteem, satisfaction, and continuity in the life course
(€Ohman & Nygard, 2005; Vikstrom, Josephsson, Stigsdotter-
Neely, & Nygard, 2008). Caregivers, on the other hand, have
difficulty maintaining their own activities because their care
giving consumes much time and energy (Peeters et al., 2010;
Vikstr€om, Borell, Stigsdotter-Neely, & Josephsson, 2005).
Despite the centrality of deficits in social and occupational
functioning, the assessment of dementia is too often limited
to the medical domain (O’Sullivan & Hocking, 2013). Further-
more, there is a lack of targeted interventions that are needs-
based, without a negative or stigmatizing character, especially
directed to acceptance, managing changing roles, and self-
management (Aminzadeh, Molnar, Dalziel, & Ayotte, 2012;
Boots, Wolfs, Verhey, Kempen, & de Vugt, 2015; Martin, Turner,
Wallace, Choudhry, & Bradbury, 2013; O’Sullivan & Hocking,
2013). Therefore, several interventions with a focus on what is
possible whilst activating and enhancing strengths of the
PWD–CG dyad have been developed (Moniz-Cook, Vernooij-
Dassen, Woods, & Orrell, 2011). Effect studies show heteroge-
neous outcomes, but positive outcomes for functional
domains, such as dependency in activities of daily living for
people living with dementia and competence for caregivers
(Van’t Leven et al., 2013). Still, people receiving a diagnosis of
dementia often are not advised about supportive interven-
tions (Aminzadeh et al., 2012; Moniz-Cook et al., 2011). Possi-
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ble reasons are that these interventions are not provided in
the dyad’s geographical area or if available, dyads are not
referred to those interventions (Aminzadeh et al., 2012; Boots
et al., 2015; Martin, Turner, Wallace, Choudhry & Bradbury,
2013; O’Sullivan & Hocking, 2013). Referrers such as general
practitioners, geriatricians, and case managers should take
the initiative to inform dyads about these interventions. To be
able to do so they need insight into goals of interventions
and how these might meet a dyad’s needs (Van’t Leven et al.,
2012). Earlier research about personalized dementia care has
already indicated features that influence effects of psychoso-
cial interventions, such as depression, loneliness, the CG’s role
perception, perceived level of control, gender, marital status,
and living situation, but these are not related to the referring
process (Van Mierlo, Meiland, Van Hout, & Droes, 2016). These
features are still too global, however, to estimate the appro-
priateness of interventions in relation to personal needs, char-
acteristics, and preferences of PWD–CG dyads, and are mainly
related to the CG, not to the PwD. Hence, referrers need more
detailed information to determine the best person-centered
approach for a specific dyad and match individual needs,
characteristics, and preferences of a dyad with an
intervention.

This study focused on: the Pleasant Events Program (Ver-
kaik, Francke, Lahr, & Zuidervaart, 2005), the Exercise and Sup-
port Intervention for People with Dementia Living at Home
and Their Caregivers (Prick, de Lange, Scherder, & Pot, 2011)
and Occupational Therapy according to the ‘Community
Occupational Therapy in Dementia Guideline (COTiD)’ (Graff,
Melick, Thijssen, Verstraten, & Zajec, 2010). These interven-
tions make use of various activities, offer psycho-education,
and provide emotional care that help the dyad adapt to the
effects of dementia in their daily lives. The PwD and the infor-
mal CG practice these activities together. The interventions
have a basic structure to start with and are adjusted to the
dyad’s wishes and needs. The Pleasant Events Program pro-
vided support in adapting and planning pleasant activities,
e.g. learning to use skype with children and grandchildren
using a step-wise manual, occasionally taking public transport
to a different part of the city when going shopping instead of
going the usual shops, watching National Geographic on tele-
vision, or taking a walk in the neighborhood. The Exercise and
Support Intervention contained exercises for flexibility, bal-
ance, strength and/or endurance exercises using a ball,
weights, and elastic bands and combined this physical exer-
cise with support for planning pleasant activities as well as
psycho-education and communication skill-training. Occupa-
tional Therapy consisted of the improvement of self-care over
a broad spectrum, such as learning to use the remote control
for the television with orientation marks, going on a bicycle-
tour that is worry-free for the informal CG at home by taking
a well-known route and using a mobile phone, helping to
keep a daily structure and schedule with an individually
adapted agenda. All three are short-term interventions con-
sisting of 6–10 home visits.

A qualitative study revealed five factors important for the
fit of three dyadic, activating interventions to the needs, char-
acteristics, and preferences of dyads (Van’t Leven, de Lange,
Prick, & Pot, 2016). These factors may be helpful for referrers,
but are still broad. Therefore, we developed a set of indicators
building on the factors found in the qualitative study (Van’t
Leven et al., 2016). The research aim was to identify which of

those indicators referring professionals in their clinical prac-
tice recognize in people with dementia and their caregivers.

Methods

Design

We used the RAND Appropriateness Method (RAM), which
was developed to assess quality of care with the help of indi-
cators (Fitch et al., 2001; Shekelle, 2004). RAM defines appro-
priate care as ‘the expected health benefit exceeds the
expected negative consequences by a sufficiently wide mar-
gin that the procedure is worth doing, exclusive of cost’ (Fitch
et al., 2001). Although randomized control trials are seen as
the golden standard for evidence-based care, they are often
not available or do not meet the level of detail needed for a
wide range of patients. Directed at agreement of a panel of
experts, RAM combines expert opinion and empirical evi-
dence. RAM has evidence of predictive validity of indicators
(Campbell, Braspenning, Hutchinson, & Marshall, 2003). Appli-
cation of the method starts with drawing up a highly struc-
tured list of clinical indicators abstracted from existing
scientific evidence (Basger, Chen, & Moles, 2012; Fitch et al.,
2001). In two rounds, a number of experts rate those indica-
tors for their appropriateness on a scale from 1–9. In the first
round, the experts rate the indicators in a survey. The individ-
ual ratings serve as input for a group discussion in which the
content and the scope of the indicators are clarified. Both
steps increase the validity of the final ratings in the second
round, when the experts rate again the indicators individually.
Then, appropriate indicators are selected on the basis of these
second-round ratings. Appropriateness is based on agree-
ment within the panel and scores in the top-third segment
(7–9) (Fitch et al., 2001). Indicators for which there was no
agreement or which were assigned low ratings are discarded.
The process results in a set of valid indicators (Figure 1).

Participants

We aimed to compose a panel of 15 experts, representing dif-
ferent health care organizations in our region, the greater Rot-
terdam urban area. In the Netherlands, geriatricians of a
memory clinic as well as general practitioners disclose the
diagnosis of dementia. Next, they serve as gatekeepers in the
health care system because they refer to other services,

Figure 1. Steps of the study-method (based on RAND Appropriateness
Method).
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including psychosocial and allied health services, and they
know when prescribing or referring is appropriate. Usually, a
case manager is assigned to a PwD–CG dyad, who provides
support and coordinates care with the geriatrician or general
practitioner. Care-services for PwD and CGs like Alzheimer
cafes, support-groups, and day care are widely available in
The Netherlands. Therefore, we invited geriatricians, general
practitioners as well as case managers with at least several
years’ experience with community dementia care. We wanted
to include experts of the 16 health care organizations in
the region. Via our professional network, candidate panel
members within those organizations were identified. They
were sent an email with information about the study and an
invitation to participate. Four of them agreed to participate
themselves, others forwarded the invitation to colleagues,
and one did not react. After having been send reminders by e-
mail and telephone, 14 experts of 13 health care organiza-
tions were willing to participate. Unfortunately, for one
organization the proposed data were not compatible with
their planning.

Procedures

Step 1: Operationalization of factors into indicators
(preparation).

This study builds on the results of a qualitative study
exploring the fit of three dyadic, activating interventions to
needs, characteristics, and preferences of people with demen-
tia and their caregivers (Van’t Leven et al., 2016). For the pres-
ent study, the research team (N. van’t Leven, J. de Lange, E. vd
Ploeg, A. Pot) operationalized the five factors in observable
indicators based on the qualitative descriptions elicited from
interviews. Each indicator describes a need, characteristic, or
preference of the PwD and/or the CG. A number of indicators
concern characteristics such as the phase of dementia, aware-
ness of the impact of the disease on daily life, and openness
to a change in routine. Other indicators concern lifestyle char-
acteristics such as doing sports and making outings. Yet, other
indicators describe needs for maintaining activities, needs for
daily pastimes or structure, physical activity or self-sufficiency,
and needs for adjustment to physical limitations and prefer-
ences for doing activities apart or together. The research
team thoroughly discussed clarity and consistency of these
indicators and then developed 31 conceptual indicators
(Appendix, round 1).

Step 2: Expert-panel rating of indicators in an online survey
(data collection and analysis)

The experts received a link to an online survey which also
included a description of the interventions and an abstract of
the findings of the qualitative study. They were asked to rate
the indicators in the survey on a scale from 1–9 for the ques-
tion: ‘For what percentage of the clients (people with demen-
tia and their caregivers) in your clinical practice do you
recognize the presence or absence of this indicator?’ The

rating scale is given in Table 1. The experts were additionally
asked to suggest rewordings or other clarifications of items.
The research team collected comments and scores of the
online survey from all respondents and computed the median
for each indicator (Appendix, round 1).

Step 3: Group meeting (data collection and analysis)
The experts were encouraged to clarify their ratings in a

group meeting. This step is designed to establish whether dis-
crepant ratings are due to real disagreement in clinical judg-
ment or to different interpretations of items. One expert who
had agreed to participate and rated the survey could not
attend the group meeting due to illness.

At the start of the meeting, the panelists received a sum-
mary of the scores they had assigned in the survey and the
median score of all experts for each indicator. Each indicator
was discussed for recognizability in practice. The moderator
(J. de Lange ) first asked respondents if the indicator was clear
and then invited them to clarify their scores in the online sur-
vey, especially those that diverged from the median. The
arguments for a lower or a higher score than the median
often led to a discussion. When necessary, indicators were
clarified by the researcher (N. van’t Leven ) using examples
from the original qualitative study and sometimes reworded
upon agreement within the panel. The discussion was audio-
taped, and notes were made. The audio-tape was transcribed
to collect relevant comments on the scoring of the indicators.

Step 4: Expert-panel rating indicators, second round (data
collection and analysis)

Upon discussion of sets of 4–6 conceptual indicators, the
experts individually rated each indicator again. For each indi-
cator, we computed the median of these scores. Our panel
finally consisted of an even number of panelists. Therefore,
the median could fall between two points; for example, six
scores under or up to 6 and six scores 7 and higher, thus at
6.5. In this case, the indicator is still recognizable for a majority
of clients, and we counted the median as a 7, and included
the median in the higher appropriateness segment (7–9)
(Fitch et al., 2001).

Next, we calculated agreement/disagreement. For a panel
of 12 panelists, RAM defines agreement as: ‘a maximum of
three panelists rating outside a three-point segment around
the median’, and disagreement as: ‘four or more panelists rat-
ing outside the three-point segment around the median’
(Basger et al., 2012; Fitch et al., 2001). Furthermore, RAM uses
two definitions of agreement: a strict and a relaxed one. We
used the relaxed definition, which means: the median is
located in the three-point segment (7–9), but ratings can be
scored outside the segment, e.g. the median of 7 falls in the
top third segment (7–9), but ratings are 6, 7, 8. We choose to
use this definition, because with ratings of 6 and 7 the indica-
tor is still recognizable in a majority of the clients, thus rele-
vant for estimating the appropriateness (Appendix, round 2).
Based on these second scores, we could discern recognizable
indicators.

Table 1. Rating scale.

Score* 1 2 3 4 5 6 7 8 9

Percentage of clients 0% 10% 25% 40% 50% 60% 75% 90% 100%
In words none of the clients some a small part some less than half half some more than half most almost all all clients

*A score of 1 means that it is not at all possible to recognize the presence or absence of this indicator in any client, signifying that this indicator is not accurate to
recognize a certain need, characteristic, or preference. A score of 9 means that it is possible to recognize the presence or absence of this indicator in all clients
in their clinical practice, thus being a highly recognizable indicator [25].

1418 N. VAN’T LEVEN ET AL.



Results

Participants

The panel consisted of seven case managers (all women) and
five physicians (three geriatricians from a general hospital, an
academic hospital, and a nursing home, respectively, and two
general practitioners; two men and three women). Their
mean age was 50 years, and they had had on average 15
years’ experience with dementia care.

Textual adaptations to the wording of the indicators

Eight of the 31 indicators were reformulated. For example, the
indicator ‘the dyad wants to maintain the current situation’
was changed into: ‘the dyad wants to strongly maintain their
current way of living’. A further 13 indicators were adapted by
adding ‘is/is not’ or an adjective, like in the indicator ‘the PwD
is/is not accustomed to spend time alone’, and ‘the PwD likes
to have enjoyable shared activities with the CG’. Descriptions
of the indicators, scores in rounds one and two, and all textual
adaptations are given in the Appendix.

Appropriate and discarded indicators per factor

Factor I. Timing and openness for change (eight indicators)
The experts agreed on the recognizability of three indica-

tors for circa 75% of their clients (I.3, I.5, I.6) (Table 2). These
indicators concerned accepting change to cope with demen-
tia. Five indicators were discarded because of disagreement
between panelists (I.8) and low scores on recognizability (I.1,
I.2, I.4, I.7). The indicators about being sufficiently informed
were discarded because the words ‘sufficient’ or ‘enough’
were judged not clear enough. The indicators concerning the
capacities of the PwD to establish new routines through repe-
tition and energy of the CG to cope with a new approach
were still found too subjective and difficult to check (Table 2).
The experts were not able to estimate a PwD’s capacity ‘to
establish new routines through repetition, and adapting man-
ners to perform an activity or use memory-aids’. For example,
they were not able to estimate the feasibility of advices for
memory-aids and indicated they did not have time for mem-
ory training. Therefore, some of them discouraged the use of
memory-aids for their clients. The experts disagreed about
recognizing energy and burden of a CG. Some panelists were
reluctant to trust what caregivers told about burden, feeling
that caregivers tend to overrate themselves.

Factor II. Need for activities (four indicators)
All four indicators were recognizable in daily practice for

circa 75%–90% of the clients.
Factor III. Lifestyle (five indicators).
The experts rated three indicators as recognizable in

§ 75% of their clients, namely those about an active lifestyle,
used to sport, and making outings (III.1, III.4, III.5). Two indica-
tors were discarded because of disagreement (III.3) and a low
score (III.2) on the recognizability of a preference for physical
activity (Table 2). The experts commented that assessing a
preference for physical activity or sports was currently not
included in the intake interview or questionnaire.

Factor IV. Apart or Together (six conceptual indicators).
The experts scored four indicators as recognizable for

§ 75%–90% of their clients (IV.2, IV.3, IV.5, IV.6). These indica-
tors were about the need to spend time together. Two indica-
tors were discarded because of low scores on recognizability,

including the CG’s preference to do enjoyable shared activi-
ties with the PwD (IV.1, IV.4) (Table 2).

Factor V. Meaning of activities (eight conceptual
indicators).

Four indicators of this theme were recognizable for circa
75%–90% of their clients, including the need for self-suffi-
ciency and safety (V.4, V.6, V.7, V.8). Four indicators, concern-
ing activity as a means for pastime, daily routine, and social
contacts, were discarded because of disagreement (V.1, V.2,
V.3, V.5). There was disagreement about the recognizability of
the indicators related to the meaning or goal of the activities
for people with dementia, such as passing time, physical
activity, having social contact, and positive experiences. Some
panelists told that their needs assessment was influenced
through their own knowledge about the importance of activi-
ties and social contacts for people with dementia and care-
givers. One indicator about preference for physical activity
was scored low and there was disagreement on one about
the meaning of an activity (Table 2). The experts argued that
in the current situation these indicators were not recogniz-
able, but should be easy to check if included in intake inter-
view or questionnaire. In addition, the experts mentioned
that they habitually assessed the appropriateness of support
services available in their region.

Furthermore, the panelists commented that seeing a dyad
several times and meeting clients at home helped recogniz-
ing the indicators. Safety in and around the house was a regu-
lar topic for the case managers, but was seldom addressed by
general practitioners and geriatricians in their consultations.

Overall, the panelists rated 18 of the 31 conceptual indica-
tors as recognizable in 75%–90% of the clients, with the
relaxed definition of agreement according to RAM.

Discussion

The indicators identified in this study can help referrers esti-
mate the appropriateness of activating interventions for peo-
ple with dementia and their caregivers. The indicators related
to needs and preferences for self-sufficiency, adjustment to
physical limitations, and activities either apart or together are
useful to assess the appropriateness of the Occupational Ther-
apy intervention. Indicators related to the Pleasant Events
Program and the Exercise and Support Intervention were not
recognizable sufficiently, according to the panel. Thus, the
valid indicators do not allow discerning which of the three
available interventions would be most appropriate. The panel-
ists found some indicators not recognizable because these are
not part of a needs assessment in usual care. The panelists
stated that indicators about a preference for physical activity,
doing sports, and about a need for activities that afforded
social contacts were useful and should be recognizable if
included in a standard needs assessment. When added, the
list of indicators could permit assessing the appropriateness
of one of the three interventions in particular. Other discarded
indicators dealt with the need or preference of a PwD to
spend time alone as well as the need of a CG to have enjoy-
able shared activities with the PwD. Finally, the indicators
about capacities of a PwD to establish new routines through
repetition, necessary to use adapted ways of performing
activities, and about energy of the CG to cope with a new
approach, necessary to experience with different approaches
in these activating interventions were not recognizable for
referring professionals. Professionals involved in the
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interventions can to explore those needs, preferences and
capacities during the start of the intervention.

Needs assessment of both the PwD and CG is gaining
ground, but is still in its infancy, although it might contribute
to a person-centered approach once it has been more devel-
oped. Our panelists found it challenging to make latent needs
of a dyad explicit, as also has been found in earlier research
(van der Roest et al., 2007). Furthermore they recognized a
trend in their needs assessment towards a more service-
directed approach instead of a need-driven approach; they
anticipated on frequently used and easy available support-
services. Working in a routine fashion did not contribute to

personalized support for people with dementia and
caregivers.

It appeared that not only the quality of needs-assessment
but also referral to activating interventions in regular care set-
tings can be improved. Interventions may not have been
available or the panelists were not aware of interventions
being available (Aminzadeh et al., 2012; Boots et al., 2015;
Martin et al., 2013; O’Sullivan & Hocking, 2013). This was illus-
trated by the panelists who discouraged the use of memory-
aids for people with dementia. Referral to skills training, which
is part of these activating interventions would be a valuable
option in this case. Because our panel consisted of highly

Table 2. Recognizable and discarded indicators.

Indicators Appropriate Discarded Score

Factor I. Timing and openness for change
I.1 The dyad is sufficiently informed about the consequences of dementia for daily life L
I.2 CG has an understanding of the consequences of dementia for the daily activities of the

person with dementia
L

I.3 The dyad has a pro-active attitude, they want to
anticipate on future situations

I.4 The dyad wants to actively counteract decline as much as possible L
I.5 The dyad is not focused on limitations, but on

possibilities
I.6 The dyad wants to strongly maintain their

current way of living
I.7 PwD still has the capacity to establish new routines through repetition (e.g. use a memory-

aid)
L

I.8 CG is able to put energy into coping with a new approach, is not overburdened D

Factor II. Need for activities
II.1 PwD has a need for a meaningful occupational

routine
II.2 CG has a need for advice about how to cope

with the behavior of the PwD
II.3 CG has a need for support in how to assist or

instruct the PwD to perform activities
II.4 CG has a need for more insight into the

capacities of the PwD, what he or she is able
to do

Factor III. Lifestyle
III.1 The dyad or one of them (PwD or CG) has or

had an active lifestyle
III.2 PwD and/or CG likes physical activity L
III.3 PwD and/or CG likes doing sports, in an institutional (group) setting or as a routine

(running, bicycling)
D

III.4 PwD and/or CG is used to doing sport
III.5 PwD and/or CG likes outings like shopping or

making a visit

Factor IV. Apart or together
IV.1 PwD is/is not accustomed to spend time alone L
IV.2 PwD depends a lot/ limited on CG during the

day
IV.3 PwD likes to have enjoyable shared activities

with CG
IV.4 CG has a need for enjoyable shared activities with PwD L
IV.5 CG has a strong/limited need for his or her own

activities
IV.6 CG has a need for more time for his or her own

life

Factor V. Meaning of activities
V.1 PwD has a strong/limited need for something to do for passing time D
V.2 PwD has a strong/limited need for physical activity D
V.3 PwD has a strong/limited need for social contacts D
V.4 PwD has a strong/limited need for self-

sufficiency
V.5 PwD has a strong/limited need for positive experiences D
V.6 PwD will benefit from adaptations or assistive

devices for physical limitations
V.7 CG has a need for advice about safety at home
V.8 CG has a need for advice about safety outside

Note: PwD: person with dementia; CG: caregiver;
L = low scores (median in 1–3 or 4–6); D = disagreement.
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expert clinicians who were open for these interventions, we
expect that the use of these interventions and inter-profes-
sional collaboration in this field is still more limited in care as
usual. Implementation of activating interventions enhancing
strengths of the dyad has not been achieved yet, despite
existing evidence, albeit heterogeneous (Brodaty & Arasarat-
nam, 2012; Van’t Leven et al., 2013).

Strengths and weaknesses of the study

The indicators are based on the results of a former qualitative
study, and they are rooted in the reported data of people with
dementia, caregivers and professionals, related to their lived
experiences, using their words and expressions (Van’t Leven
et al., 2016). Next, the participating experts were open for dis-
cussion, and had long-standing experience of caring for people
living with dementia. They represented a wealth of clinical
experience in different care settings and care institutions.

Needs, characteristics, and especially preferences are cul-
turally sensitive. The respondents in the qualitative study
were mostly native Dutch people. Cultural attitudes towards
dementia and the caregiving role have implications for how
PwD and CGs can best be supported (Bunting & Jenkins,
2016; Lawrence, Murray, Samsi, & Banerjee, 2008). Hence,
these indicators might be different for PwD and CG from
other ethnic populations in the Netherlands.

Next, indicators cannot simply be transferred between
countries (vd Ploeg et al., 2008). The health care system and
care pathways for dementia affect the availability of interven-
tions and the role of referring professionals who are in the
lead for supporting PwD and CG after the diagnosis of
dementia is disclosed. Furthermore, we performed this study
in one urban area which possibly limits the representativeness
for other regions.

Conclusion

The aim of this study was to develop a set of indicators with
which referring professionals can estimate the appropriate-
ness of dyadic activating interventions for people with
dementia and for their caregivers. Eighteen of the 31 pro-
posed indicators (58%) were found recognizable in 75%–90%
of the clients, both the PwD and the CG. These 18 indicators
evaluate (aspects of) openness to change; need to maintain
activities; former occupational performance and lifestyle;
need for activities apart or together; and needs for self-suffi-
ciency, assistive devices for physical limitations, and safety in
and around the house.

Implications for research

Further study is needed to evaluate if the valid indicators
found in this study, including indicators for physical and social
activity, are appropriate to identify the dyads that will benefit
the most from these interventions, either apart or together, as
well as the practical use of these indicators for referring pro-
fessionals. If so, evaluation of the use for PwD and CGs from
different cultural backgrounds is needed.

Implications for practice

We recommend clinicians to include these indicators in their
regular assessment, and add questions about the need for

activities too. These indicators can be helpful for assessing
needs, characteristics, and preferences of a dyad, thus contrib-
uting to a person-centered approach to provide tailored
advice, especially related to dyadic activating interventions
(Brooker & Latham, 2016; Kitwood, 1997). The indicators offer
geriatricians, general practitioners, and case managers guid-
ance to discuss the use of these interventions with a dyad in a
shared decision-making process. Inter-professional collabora-
tion in integrated care pathways may stimulate the use of
activating interventions (Dopp, Graff, Rikkert, Nijhuis van der
Sanden, & Vernooij-Dassen, 2013). Professionals involved in
performing the intervention programs, like occupational
therapists and others, can use these indicators to inform refer-
rers for what kind of couples and which needs these interven-
tions might be appropriate.
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Appendix. Scores by experts for conceptual indicators to estimate the appropriateness of activating
interventions.

 gniteem puorg retfA :2 dnuor serocS yevrus enilnO :1 dnuor serocS
Discarded 
(DI), 
Maintained 
(MI) 
indicators 

ahC srotacidnI erocS srotacidnI
nge
d

 erocS

 1 2 3 4 5 6 7 8 9 A/D
V/Q/I 

m
ajor

m
inor

1 2 3 4 5 6 7 8 9 A/D
V/Q/I 

I. Timing I. Timing IM(  )ID(
)

8 The dyad has clarity about diagnosis 
dementia 

 1 1 2 2 6  V: 
90% 

The dyad is sufficiently informed 
about the consequences of dementia 
for daily life

x  1 5 2 2 2  Q: 
60% 

5 3 

The dyad is aware of the 
consequences of dementia for their 
daily life 

 1 1 1 3 4  2  D CG has an understanding of the 
consequences of dementia for the 
daily activities of the person with 
dementia

x 2 1 6 1 2   Q: 
50% 

The dyad has a pro-active attitude, 
they want to anticipate on future 
situations 

  4 2 2 1 2 1  D The dyad has a pro-active attitude, 
they want to anticipate themselves 
on future situations 

 x   2 2 2 5 1  V: 
75% 

The dyad wants to actively 
counteract decline  

 3 4 4 1   Q: 
50% 

The dyad wants to actively 
counteract decline as much as 
possible

x 1  3 5 3   Q: 
60% 

The dyad is not focused on 
limitations, but on possibilities in the 
current situation (like a course)  

  2 2 4 2 1 1  D The dyad is not focused on 
limitations, but on possibilities 

 x  1  3 2 5 1  V: 
75% 

The dyad wants to maintain the 
current situation 

 1 1 1 3 1 3 2  D The dyad wants to strongly
maintain their current way of living

x  2 3 3 4  V: 
75% 

PwD still has the capacity to cut out 
with routines (e.g. use a memory-aid) 

 1 1 4 2 2 1 1  D PwD still has the capacity to 
establish new routines through 
repetition (e.g. use a memory-aid) 

 2 4 4 1  1   Q: 
40% 

CG has enough energy to cope with a 
new approach, is not overburdened   

 2 4 1 5 D CG is able to put energy into
coping with a new approach, is not 
overburdened   

 x   1 5  5   D

II. Need for activities II. Need for activities
4 PwD has a need for structure and 

daily routine 
  1 2   3 5 1 V: 

90% 
PwD has a need for a meaningful 
occupational routine

x 2 1  3 2 4  V: 
75% 

0 4 

CG has a need for advice about how 
to cope with the behavior of the PwD   

 2 1 6 2 1 V: 
75% 

CG has a need for advice how to 
cope with the behavior of the PwD 

  1 5 5 1 V: 
90% 

CG has a need for support in how to 
assist or instruct the PwD to perform 
activities 

 1 3 6 2  V: 
75% 

CG has a need for support in how to 
assist or instruct the PwD to 
perform activities   

 2  6 4  V: 
75% 

CG  needs more insight into the 
capacities of the PwD, what he or she 
is able to do 

 2  5 4 1 V: 
75% 

CG has a need for more insight into 
the capacities of the PwD, what he 
or she is able to do   

 2  3 5 2 V: 
90% 

III. Lifestyle III. Lifestyle
5 The dyad or one of them (PwD or 

CG) has or had an active lifestyle 
 1  2 2 6 1  V: 

75% 
The dyad or one of them (PwD or 
CG) has or had an active lifestyle  

 2 2 5 3  V: 
75% 

2 3 

PwD and/or CG deem physically 
activity important 

 2  4 2 3 1  Q: 
60% 

PwD and/or CG likes physical 
activity 

 x  1  1 4 2 3 1  Q: 
60% 

PwD and/or CG likes doing sports  4 1 1 2 1 2 1  D PwD and/or CG likes doing sports, 
in an institutional (group) setting or
as a routine (running, bicycling)

x  2  2 1 3 4 D

PwD and/or CG is used to sport  3 1  3 2 2 1  D PwD and/or CG is used to doing 
sport 

 1   3 4 4  V: 
75% 

PwD and/or CG likes outings, like 
shopping or making a visit 

 1  2 1 5 3  V: 
75% 

PwD and/or CG likes outings like 
shopping or making a visit 

  1 8 3  V: 
75% 

IV. Apart or together IV. Apart or together
6 PwD is accustomed to be n his own 4 2 4  1 1  I:  

40% 
PwD is/is not accustomed to spend 
time alone   

x   2 3 5 1  1   Q: 
40% 

2 4 

PwD depends on CG during the day    1 1   3 7  V: 
90% 

PwD depends a lot/ limited on CG 
during the day

 x  1  3 8  V: 
90% 

PwD likes to have shared activities 
with CG  

  1 1  2 6 2  V: 
75% 

PwD likes to have enjoyable shared 
activities with CG 

 x   1  8 3  V: 
75% 

CG has a need for shared activities 
with PwD 

 2 4 1 4 1  Q: 
60% 

CG has a need for enjoyable shared 
activities with PwD   

 x  4 2 4 1  Q: 
60% 

CG has a need for own activities  1  1 1 2 2 5  V: 
75% 

CG has a strong/limited need for his 
or her own activities   

 x  1  1 1 2 6  V: 
90% 

CG has a need for more time for his 
or her own life 

  1 1 2 1 2 5 D CG has a need for more time for his 
or her own life   

  3 3 6  V: 
90%

V. Meaning of activities V. Meaning of activities
8 PwD has a need for something to do 

for passing time 
 1 3 2 3 3 D PwD has a strong/limited need for 

something to do for passing time    
 x  1 1 2 4 2 2  D 4 4 

PwD has a need for physical activity  2 1 2 3 2 2   D PwD has a strong/limited need for 
physical activity   

 x  2 2 2 3 3 D

PwD has a need for social contacts  1  1 3 1 3 3 D PwD has a strong/limited need for 
social contacts   

 x   1 3 1 4 3 D

PwD has a need for self-sufficiency   2 2  4 2 2  D PwD has a strong/limited need for 
self-sufficiency   

 x  1 3 5 3  V: 
75%

PwD has a need for positive 
experiences 

1 4 1 1 2 1  2  D PwD has a strong/limited need for 
positive experiences 

 x  4 1 1 3 1 2   D

PwD has a need for adaptations or 
assistive devices for physical 
limitation 

 1 3 1 1 2 1 3  D PwD will benefit from adaptations 
or assistive devices for physical 
limitations 

x   2 4 6  V: 
90% 

CG has a need for advice about 
safety at home 

 2 3 4 3  V: 
75% 

CG has a need for advice about 
safety at home  

  1 1 1 6 2 1 V: 
75% 

CG has a need for advice about 
safety outside 

 1 3 4 4  V: 
75% 

CG has a need for advice about 
safety outside   

 1  6 5  V: 
75% 

PwD: person with dementia; CG: caregiver 
Median in bold; 
A= Agreement;  V= Valid: Q=questionable: I=Invalid: (percentage) = recognizable in amount of patients;  
D= Disagreement 
MI= Maintained Indicators; DI= Discarded Indicators 
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