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Purpose: To propose an alternative view of personality change in dementia by presenting
existing evidence for the continuity of personality.

Significance: As the population continues to age, dementing illnesses will account for a greater
proportion of morbidity and mortality; the care of these people will have a significant effect
on the health care system.

Organizing Framework: Life-span perspective of personality continuity.

Scope, Method: Review of current literature on personality in dementia using Medline, 1980
-1994; CINAHL, 1990-1994; and Psych Lit., 1980-1994.

Findings: Although there are systematic shifts in personality with dementia, individuals tend
to maintain their unique pattern of premorbid personality traits.

Conclusions: The personalities of dementia patients seem to reflect adaptive patterns that
served them in the past.

Implications: Use of a life-span perspective can enhance individualized care for demented
patients and advance theory development.
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*

ersonality is the configuration of thoughts, feelings,

and behavior that determine a person’s unique pattern

of adaptation (Millon, 1969). One of the criteria used

to diagnose dementia is a change in personality

(American Psychiatric Association, Diagnostic and
statistical manual of mental disorders, 1994). Behavioral
alterations can be a source of great distress and are a frequent
cause of institutionalization (Colerick & George, 1986).

The literature describes behavioral disintegration of dementia
as a loss of personal identity. Because Western culture places
great worth on individuality, the loss of identity places one at
risk of being devalued (Glover, 1988). In nursing homes,
anonymity can reinforce stereotypic thinking (Milliard & Smith,
1981) and may routinize caregiving (Diamond, 1986).

In the past, efforts to explain behaviors in dementia have used
two broad approaches. The first, the biomedical approach,
characterizes behaviors as discontinuous (Raskind & Peskind,
1994). In this perspective there is the notion that personalities
can be classified into a few specific types as dementia progresses
(Bozzola, Gorelick, & Freels, 1992; Rubin, Morris, & Berg,
1987). The methods of biomedical science and their focus on
commonalities have advanced our knowledge of disease and are
appropriate for understanding biophysical changes (Wolfer,
1993). But biomedical science is not concerned with the purpose
or meaning of a phenomena (Benner & Wrubel, 1989).
Understanding individual experiences requires interpretation in
an appropriate context (Allen, 1985).

A second grouping of perspectives relates personal and
environmental characteristics to behavior in dementia (Kahana,
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1982; Lawton, 1982; Moos, 1980). These theoretical perspectives
have provided a basis for several interventions, but as in
biomedical research, investigators have focused on problematic
behaviors.

What is lacking is a life-span perspective of dementia that
identifies adaptive responses over time and embodies the idea
of “knowing the patient” (Jenny & Logan, 1992).

Development of Personality

The study of personality has a long history and a number of
different perspectives (Field, 1991). “Personologists” emphasize
the inner organization of personality and believe that behavior
is consistent over time and situations. This view has stimulated
work on the heritability of personality traits (Zuckerman, 1991).
A second view is that of the situationists or behaviorists who
assert the importance of the environment. In this view, behavior
is affected by contextual factors and may change depending on
the situation. A third perspective is that of the interactionists who
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recognize the reciprocal relationship between a person and
situation. Behavioral genetic research has contributed to the
development of this perspective by demonstrating the importance
of genetic and environmental factors (Carey & DiLalla, 1994).

The construct of personality has been measured with numer-
ous scales and inventories. In the past 10 years, personality psy-
chologists have come to agree on a fundamental taxonomy of
personality traits or dispositions to act known as the five-factor
model (Digman, 1990). Developed from analyses of natural lan-
guages (John, Angleitner, & Ostendorf, 1988) and personality
inventories (McCrae, 1989), the model consists of five major
personality factors: Neuroticism, extraversion, openness, agree-
ableness, and conscientiousness. Neuroticism is the tendency to
experience fear, sadness, embarrassment, anger, guilt, and dis-
gust. Extraversion is the tendency to be sociable, assertive, ac-
tive, and talkative. Openness includes elements of active imagi-
nation, aesthetic sensitivity, attentiveness to inner feelings, pref-
erence for variety, intellectual curiosity, and independence of
judgment. Agreeableness is characterized by trust, straightfor-
wardness, altruism, and modesty. Conscientiousness refers to
traits of competence, order, dutifulness, achievement, striving,
and self-discipline (Costa & McCrae, 1992). The five-factor
model has been found useful for assessing the general popula-
tion as well as those with psychopathology (Watson, Clark, &
Harkness, 1994).

Personality as a developmental phenomena has been explored
in a number of longitudinal studies. In general, these studies have
demonstrated the stability of personality over time (Conley, 1984;
Haan, Millsap, & Hartka, 1986). Investigations which extend into
old age, such as the Baltimore Longitudinal Study on Aging have
reported similar results (McCrae & Costa, 1987). Recently,
information about personality in advanced age has been available
from Field and Millsap’s (1991) follow-up of 74 surviving
members of the Berkeley Older Generation Study. Subjects, who
ranged in age from 73 to 93 years, were first interviewed in 1928-
29 when they were young adults. The primary finding with
respect to personality was of stability; where there was change,
each trait followed its own trajectory. The study provides
evidence of consistency for satisfaction (self esteem) and intellect
(a composite of five indicators of cognitive functioning and open-
mindedness). Traits which changed were those of agreeableness
which increased, and extraversion which declined. The authors
suggest that aspects of personality that change in the very old
are truly developmental. The decline in extraversion, for
example, may represent Neugarten’s (1973) idea of greater inner-
directedness. Alternatively, personality changes may provide
clues to the effect of the environment on the aging person
(Wrightsman, 1988).

Personality in Dementia

Biomedical Approach

The biomedical perspective on behavior in dementia
emphasizes correlation between problematic behavior and the
progression of disease. Petry and colleagues (1988) found
personality changes that were quite similar for the majority of
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their 30 Alzheimer’s subjects. Subjects with greater severity of
dementia demonstrated a common pattern of increased passivity,
coarseness of affect, and decreased spontaneity. In a 4-year
longitudinal study of 24 subjects, who initially presented with
mild senile dementia of the Alzheimer type (SDAT), it was found
that passive and agitated behaviors increased with the severity
of dementia, and suspiciousness and self-centered behaviors
disappeared at moderate stages of the illness (Rubin, et al. 1987).

Efforts have been made to relate behaviors in dementia to
brain-area pathology. Demented patients with frontal lobe
damage, are less inhibited, unconcerned, hostile, and restless
(Sungaila & Crockett, 1993). Similarly, deLeon, Portegal, and
Gurland (1984) identified a subgroup of Alzheimer’s disease
(AD) patients who wandered and noted that this group had
significantly poorer performance on tests of parietal function. In
a recent study of 27 AD patients, Knesper, Giordani, Koeppe,
and Kuhl (1994), reported that left-sided metabolic reductions
in brain function were associated with anxiety-tension (r = .33),
hostility (r = .52) and depression (r = .46).

Person-Environment Approach

Models from social gerontology have also been used as
frameworks for the study of the effect of personal competence
and of environmental characteristics on behavior.

Evidence indicates that frail elders are most likely to manifest
disturbing behaviors. Positive, but modest relationships, have
been demonstrated between disturbing behaviors and
impairments in activities of daily living (Cohen-Mansfield,
Billig, Lipson, Rosenthal, & Pawlson, 1990), and cognitive losses
(Teri, Larson, & Reifler, 1988).

Environmental factors have been associated with behavior in
dementia. In general, the greater the number of disturbing
behaviors by a person, the more his or her social network is
characterized by lack of intimacy (Cohen-Mansfield & Marx,
1992). In intervention studies, environmental factors that seem
to support adaptive behavior in demented elders include the
behavior of caretakers (Burgener, Jirovec, Murrell, & Barton,
1992), the knowledge base of caretakers (Evans, Strumpf, Taylor,
& Jacobsen, 1990-92), and the physical environment (Whall,
Black, Yankou, & Groh, 1994).

Life-Span Perspective

The research described above has provided much information
on brain-behavior relations and has helped in identifying aspects
of the environment that can be altered to support the dementia
patient. However, most of this research was cross-sectional and
personality was narrowly defined. A broad, comprehensive
perspective is needed to understand how personality changes in
dementia and to capture patterns that are continuous with earlier
ones.

In interviews with family members of demented patients,
Shomaker (1987) found evidence for the continuity of patients’
normal behavior patterns. Intense examination of her patients’
behaviors revealed the disease caused fragmentation,
intensification, and increased frequency in previous, well-
established behaviors. It was reported that linking current
behaviors to those in the past helped family members understand
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what patients were trying to communicate through their
behavior.

Several studies of aggressive behaviors in dementia described
subjects as those with a prior history of aggression (Ryden,
Bossenmaier, & McLachlan, 1991; Hamel, Pushkar, Andres,
Reis, Dastoor, Grauer, & Bergman, 1990). In one study, abusive
residents were described by their significant other as having a
history of being controlling, domineering, and erratic
(Meddaugh, 1994).

Recent studies of personality change in dementia have added
to our understanding by using broad-band instruments for the
measurement of personality. Most of these studies have used
report of an informant, a method found to be both valid and
reliable for measuring personality (Strauss, Pasupathi, &
Chatterjee, 1993).

In work using the NEO Personality Inventory (NEO PI)—a
240-item Likert-type scale that measures five major domains of
personality—Chatterjee, Strauss, Smyth, and Whitehouse
(1992), asked caregivers of 38 moderately demented patients to
rate patients’ personality twice. The first time was to describe
the subject’s premorbid personality, the second to describe the
present personality. Significant changes for all five factors were
found: The largest changes were decreases in extraversion and
conscientiousness, and an increase in neuroticism. The amount
of change did not correlate with mental status or duration of
illness, suggesting that factors other than disease influence
behavior. But while the absolute level of dimensions changed,
subjects’ rank order within groups remained relatively
consistent. There were significant correlations between
premorbid and current ratings for neuroticism (r = .76),
extraversion (r = .67), openness (r = .77), and agrecableness
(r =.79). There was also evidence that premorbid personality
traits predisposed patients to psychiatric symptoms in AD.
Patients with depressive features were reported as having been
more fearful, angry, depressed, or impulsive premorbidly while
patients with paranoid delusions were remembered as more
hostile.

These findings are strengthened by those of Siegler and
colleagues (1991), who asked caregivers of 35 mildly to moderately
memory-impaired patients to rate current and premorbid
personalities using the NEO PI. Again, this group of subjects was
described as significantly more neurotic and as less extraverted,
open, and conscientious. For 21 of 23 facets, there were significant
correlations between pre- and post-ratings of personality.

Richman (1989) studied personality stability in 46 nursing-
home residents who met the criteria for mild dementia on the
Mini-Mental Status Exam and Mental Status Questionnaires.
These subjects and their primary caregivers rated subjects on
their premorbid and present personality. Results of the caregivers’
ratings indicated an increase in neuroticism and a decrease in
extraversion and conscientiousness. The change in neuroticism
and extraversion, however, were not considered clinically
significant; when comparing subjects’ profiles to normative data,
subjects’ average scores remained in the “high” range for
neuroticism and “low” for extraversion. There was no statistically
significant difference in mean scores for openness and
agreeableness.
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The comparison of family ratings to self-ratings indicated
discrepancies in perceptions of the subjects’ current personality.
Family members perceived subjects as more neurotic, less
extraverted, less open, less agreeable, and less conscientious than
subjects saw themselves at the time of rating. Subjects believed
they were currently more like their former selves. Additionally,
subjects’ reliability of self-rating (N = 17) demonstrated a high
degree of consistency from the point of initial assessment to re-
test 7 to 14 days later (r = .76 for agreeableness to .95 for
neuroticism). The conclusion drawn was that mildly demented
subjects can give reliable self-reports, a data-collection strategy
often overlooked in dementia research.

Taken together, these results indicate that while there are
systematic shifts in personality with dementia, people maintain
their unique configuration or pattern of personality. There is
remarkable consistency in the rank-order of personality traits
from pre- to post-morbid periods at least for mild and moderately
demented patients. It has been suggested that dementing illnesses
interact with premorbid personality, producing changes that give
“drama and intensity” to life-long traits (Sadavoy, 1991).
Furthermore, patients in the earlier stages of the disease seem
to experience themselves as they were in their past. At the very
least, these data suggest that there may be a degree of both
external and internal continuity as described by Atchley (1989).
The personality of a demented person seems to reflect adaptive
patterns that served them in the past. Researchers and
practitioners who take into account a patient’s premorbid
personality may be in a better position to understand and respond
to seemingly new behaviors.

Personality and Life Events

A person becomes defined in the course of his or her life and
a number of studies give evidence of a relationship between life
events and behavior in dementia. Snyder, Rupprecht, Pyrek,
Brekhus, and Moss (1978) report that a chart audit of social
history records for eight institutionalized wanderers indicated that
wandering was related to life-long patterns of coping and
previous work roles. Monsour and Robb (1982) also explored
the notion that the tendency to wander is consistent with life-
long psychosocial patterns. It was determined that: (a) before
their illnesses, wanderers engaged in a higher leve] of social and
leisure activities than did non-wanderers; (b) wanderers
experienced more stressful life events than did non-wanderers;
(c) wanderers showed a motoric reaction to stress in their earlier
years; and (d) wanderers demonstrated more motoric behavioral
styles in their earlier years.

The relation of agitated behavior to prior life events was
explored in a study of 408 nursing-home residents (Cohen-
Mansfield & Marx, 1989). They found that residents who
engaged in the more physically non-aggressive behaviors of
pacing and wandering were more likely to have experienced
separation from a spouse, a life-threatening experience, financial
problems, or immigration. Those who displayed aggressive
behavior were more likely to have experienced financial
problems but not relocation.
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Certain personality traits might predispose people to
experience stressful life events. Using data from four waves of
the Australian Quality of Life Panel Study (N = 649) Headey
and Wearing (1989) found stability in life events for adults. Over
a 6-year period, life events were scored at three points.
Correlations between favorable events’ scores and correlations
between adverse events’ scores were both approximately 0.5. In
other words, both favorable and adverse events kept happening
to the same people. In a 4-year prospective study of 136 college-
aged students, extraversion, as measured by the NEO Inventory,
predisposed subjects to experience a greater number of objective
positive events (r = .24, p < .05) while a high score for
neuroticism predisposed subjects to experience negative events
(r = .23, p < .05) (Magnus, Dienei, Fujita, & Pavot, 1993).

Factors that are independent of the person undoubtedly
influence life events. But personality may be a deciding element
in a person’s choice of situations that he or she will be exposed
to. The relation of prior life events to behavior in dementia may
be influenced by the type of personality an individual has.

Life-span Perspective in Research

Researchers have demonstrated linkages between behaviors in
dementia and neuropathologic changes. While some symptoms
of dementia arise from pathology, others may be generated and
perpetuated by the environment and long-standing expressions
of self. There is a need to develop an integrative theoretical
approach to personality in dementia that balances knowledge of
the biology of behavior, an understanding of the importance of
the environment, and an appreciation of a person’s life-long
behavioral patterns (Rabins, 1994). A life-span perspective on
personality would make an important contribution to the latter
through retrospective accounts of premorbid personality and
longitudinal studies that capture behavior processes over the
course of the disease.

A number of measurement issues should be addressed if a life-
span perspective is to be effective. First, to capture the full range
of behavior, broad-band scales are necessary (Patterson & Bolger,
1994). Problematic behavior checklists are too narrow to describe
and measure personality. They are useful for evaluation of
subsets of behavior, such as hostility or aggression. But demented
patients express both “positive” and “negative” behaviors, a fact
we have been slow to recognize (Burgener, Shimer, & Murrell,
1992).

A second issue in measurement is the need to go beyond
reporting the frequency of specific behaviors to interpretation of
their meaning. Understanding the purpose of behavior is the first
step in developing effective interventions. Such understanding
characterizes the uniqueness of the nursing perspective
(Zadorozny & Noelker, 1994). Appropriate sources of data
include both patient self-reports, as well as the reports of close
informants. Too often, demented patients are relegated to the
status of object in research. In the early stages of the disease,
the sense of “Who I am in the world” is not drastically altered
(Sadavoy, 1991). At least one study has shown a high degree of
reliability in self-reports of mild to moderately demented elders
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(Richman, 1988). It seems that much useful data could be
collected from the patient and would represent an accurate report
of an individual’s current experience of the disease (Cotrell &
Schulz, 1993).

Personality may also be reliably assessed through the report
of close informants (Costa & McCrae, 1988). Use of a variety
of data sources is likely to provide a better indication of the
meaning of behavior than any one single method alone.

Research is needed to determine why certain interventions are
effective with different types of demented patients. It is likely
that personality will be a variable; for instance, if a patient tends
to be more open to experience, he or she may be receptive to
change or novelty in routine and may actually benefit from it,
at least in the early stages of dementia. On the other hand, a
patient who has always been conservative and becomes more so
with dementia—may respond best to stability and routine. As
researchers compare outcomes for individuals with different
personality profiles, the utility of unique interventions for
different types of patients should become apparent.

Life-span Perspective in Practice

It has been said that it is not enough to know what kind of
problem a patient has, we must know what kind of patient has
the problem. Personality is a reliable predictor of adaptation or
coping (Herbert & Powell, 1989) and clinical observations have
linked personality to the outcome of different types of therapy.
Miller (1991) reports that patients who have both low
neuroticism and high conscientious scores (NEO PI) respond
well to psychotherapy. Additionally, those who rank high on
openness, or extraversion, prefer active participation, while
patients who rank low on openness are more amenable to
directed forms of therapy. Knowledge of personality styles has
been used to modify the treatment of older alcoholics (Hyer,
Carson, & Tamkin, 1987) and those with other psychogeriatric
problems (Hyer & Harrison, 1986).

Being able to identify the course of behavior that has been
continuous throughout a patient’s life may help caretakers
understand and respond more appropriately to behaviors that
seem aberrant. A good health history will encompass not only
discreet facts that detail medical problems or patient preferences,
but an interpretation of the meaning of behavior.

Images of the past can reduce anxiety and feelings of
fragmentation. Sadavoy (1991) suggests that—by redirecting an
anxious patient’s attention to images of “evoked others” such as
children, parents, or friends—caretakers can help an elder
maintain self-cohesion. Helping a patient remember the past
requires a detailed knowledge of the patient’s history and the use
of pictures, tapes, or other objects that are important to the
patient.

In a life-span approach, behaviors that might ordinarily be
perceived as difficult and in need of control can be interpreted
in terms of past meanings and the current situation. An elderly
woman who repeatedly asks to wash her hands, for example, may
be expressing a life-long concern about being clean; a wanderer
may be using activity as a way of reducing stress. As Cohen
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(1991) points out, if we do not know the patient’s experience
beyond the results of cognitive and functional tests, our
interventions will not represent patient needs.

In interviews with cognitively impaired elders, Burgener,
Shimer, and Murrell (1992) found a surprising amount of
individual expressions of self. Elders, in their study, continualty
reacted in individual ways to what was happening and what they
knew was expected of them. Strategies that support life-long
personal characteristics and behavior affirm personal identity.
Patients should be encouraged to express their wishes regarding
care and the effect of care on their well-being (Cotrell & Schulz,
1993). The trend toward earlier diagnosis provides an opportunity
to solicit patient involvement in care decisions during the initial
stages of disease. When language deficits limit verbal
communication, biographical information about the individual’s
past may help fill the gap.

One instrument that can be used to identify behavioral patterns
over time is the Behavioral Monitoring Log (Strumpf, Patterson,
Evans, & Wagner, 1992). The log was developed to describe the
context of behavior in nursing-home residents and its parameters.
Examination of patterns together with historical accounts
provided by close informants using personality inventories such
as the NEO may help caretakers identify the meaning of
behavior.

Pietrukowicz and Johnson (1991) found that a life-span
perspective improved the attitudes of caregivers toward residents.
In their study, nurses’ aides were given short-life histories of their
patients perceived residents as more adaptable, goal-setting, and
having more interactional skills after reviewing the life history
than did aides in a control group. The authors reported that 95%
of the aides wanted more historical information about their
patients in order to know how to better care for them.

Conclusion

As a population ages, dementing illnesses can be expected to
account for more morbidity and mortality. Dementing diseases rob
people of their cognition. But the course of these illnesses is
variable, and in early and mid-stages, vestiges of premorbid
personality remain. Who people are over a lifetime may tell us
much about who they are when they are ill. A life-span perspective
is important to those who care for the demented because even in
confusion and fragmentation there is a need to find and care for

the person who is our patient. - [Z6T 7
p patient. T8}y

)
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