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Abstract

Behavioral and Psychological Symptoms in Demesteawidely misunderstood
concept especially in geriatric patients with dementia. The challenge that most healthcare
practitioners face when it comes to the care of geriatric patients with dementia is how to
effectively addresthesebehaviors with individalized interventions that utilize non
pharmacologic methods rather than utilizing psychotropic medicatiims.use of
psychoactivenedications significantly imgct the quality of life of dementjaatients due
to their side effect mfiles and the incresedrisk for deathwhile on these medications
This practice inquiry project aimed to determine the effectiveness of a modified Geriatric
Mental Health Training Series (GMHTS) program in a lbegn care facility to
determine its effectiveness in assistiagility staff to more effectively assess and address
the causes dfehavior problems in patients widementigrom anon-pharmacological

standpoint
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Chapter 1

Despite the existent knowledge of non-pharmacological interventions used
to manage agitation, there continues to be use of pharmacological medications. In
2011, The Office of the Inspector General of the Department of Health and Human
Services reported 83 percent of Medicare claims for atypical antipsychotic
medications were used as a treatment for off-label conditions (Levinson, 2011). As
of 2015, the national prevalence rate of use is 17.4 percent (Department of Health &
Human Services, 2016). A comparison of psychotropic medication use among long-
term care residents reveals a 23 percent use of antipsychotics, 21 percent use of
anxiolytics, 54 percent use of antidepressants, and 4 percent use of
sedatives/hypnotics (Department of Health & Human Services, 2016). The
utilization of psychotropic medications to manage agitation behaviors in dementia
patients is a practice that suggests healthcare practitioners have deficient skills in
the assessment and identification of the unmet needs in this population.
Pharmacological methods (i.e. psychotropic medications) are predominantly used
over non-pharmacological methods in the clinical setting. The use of psychotropic
medications affects the quality of life of geriatric patients with dementia and
increases the risks for patient mortality.

Dementia is a general term used to describe the range of symptoms
associated with a decline in memory or cognitive processing that is severe enough
to affect an individual’s ability to perform daily activities (Alzheimer’s Association,
2016). It is associated with neurodegenerative and vascular diseases. Alzheimer’s

disease, which is the most common type of dementia, is prevalent with advancing
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age. In 2011, the United States had an estimated 4.5 million individuals over the age
of 65 years living with Alzheimer’s Disease (Keene, Montine, & Kuller, 2016). In
2015, the United States had an estimated 5.3 million individuals over the age of 65
years living with Alzheimer’s Disease (Alzheimer’s Association, 2015). Within the
state of Hawaii, twenty-six thousand individuals were estimated to have Alzheimer’s
Disease and by the year 2025 it is estimated that there will be a 34.6 percent
increase in its incidence (Alzheimer’s Association, 2015). Globally, it is estimated
that 47 million individuals are affected by dementia (Keene, Montine, & Kuller,
2016).

The incidence of Alzheimer’s disease increases with advancing age. The
Alzheimer’s Association (2015) estimates that yearly there will be approximately
61,000 new cases among individuals ages 65 to 74; 172,000 new cases among
individuals ages 75 to 84; and 240,000 new cases among individuals ages 85 and
older. Additionally, the lifetime risk for developing Alzheimer’s disease increases
with age and associated gender. For individuals 65 years and older, men are
estimated to have a nine percent increased risk while women are estimated to have
a 12 percent increased risk. At age 75 and older, the risk in men increases to 10
percent while the risk in women increases to 19 percent. Finally, at age 85 and
older, the risk in men increases to 12 percent while the risk in women increases to
20 percent (Seshadri, 1997).

The annual monetary cost of dementia within the United States ranges from
$157 billion to $215 billion (Hurd et al., 2013). This is primarily associated with the

increased costs of institutional and home-based long-term care rather than medical
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services (Hurd et al., 2013). Additionally, dementia care costs ($109 billion) are
similar to the direct health care costs for heart disease ($102 billion) and higher
than the direct health care costs for cancer ($77 million) (Hurd et al., 2013).

Alzheimer’s disease is the sixth-leading cause of death in the United States
(Centers for Disease Control, 2016). Additionally, it is the leading cause of disability
and morbidity due to its slow and insidious progression (Alzheimer’s Association,
2015). In the United States, an estimated 600,000 individuals over the age of 65
years died due to Alzheimer’s disease in 2010 (Weuve, 2014). Xie (2008) indicated
that individuals with Alzheimer’s disease (over the age of 65 years) have an average
life expectancy of four to five years after being diagnosed. Although other
individuals may live longer. Between the years 2000 and 2013, deaths related to
Alzheimer’s disease increased by 71 percent while deaths related to heart disease
decreased by 14 percent (Centers for Disease Control, 2016). Furthermore, in 2010
Alzheimer’s disease became the twelfth-most burdensome disease (25t in 1990)
and ninth-most (3214 in 1990) cause of life years lost in the United States (Murray,
2013).

A study by King (2012) indicated that understanding the pathophysiology of
dementia as well as the resultant impact that impaired cognition can have on the
ability of the individual to communicate his or her needs is essential. This is
influential toward making the decision to utilize non-pharmacological methods
rather than pharmacological methods in addressing agitation behaviors. Having a
better understanding of how an inability to effectively communicate needs

contributes to agitation can assist in determining alternative non-pharmacological
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methods to be utilized. Additionally, understanding the interplay between degree of
cognitive impairment, past life experiences, and environmental factors assist in
selecting individualized non-pharmacological interventions.

The quality of life in geriatric patients with dementia can be maintained and
patient mortality rates can be decreased if a healthcare practitioner’s assessment
skills can be improved through continued education based on current research
findings as well as applying any newly obtained knowledge to clinical practice.
However, being able to integrate newly obtained knowledge to clinical practice
presents a challenge as there are no standard assessment tools/algorithms
currently available to assist healthcare practitioners through the process of
determining the underlying causes of agitation.

The goal of this project is to prevent the unnecessary administration of
psychotropic medications to manage agitation in dementia patients. This will be
accomplished through the provision of caregiver training that emphasizes person-
centered care and integration of both the person-environment fit theory and the
need-driven dementia-compromised behavior model. Caregiver training will be
focused on patient-based, caregiver-based and environmental-based domains
(Gitlin, 2010). The Geriatric Mental Health Training Series (GMHTS) program
components are consistent with these domains and will be described in chapter two.
Specific Aim 1: Determine the common underlying indications for the use of
psychotropic medications in a geriatric care facility.

Objective 1: Conduct a microsystem analysis of the facility of interest to

determine and understand the processes of dementia care.
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Objective 2: Assess healthcare providers understanding of dementia and the
definitive causes of agitation/behavioral problems.
Objective 3: Determine whether a deficiency in knowledge and training
amongst all staff (licensed nurses) are influential toward the reliance on
psychotropic medications to manage agitation behaviors.
Specific Aim 2: Integrate the Geriatric Mental Health Training Series (GMHTS)
program within an organization to assisthe staffin accurately identifyingthe
contributing factors of agitation and guide thémplementation of interventions which
modify patientbased, caregivebased and environmentabased factors.
Objective 1: Assemble a team (Medical Director, Director of Nursing, and
Naysayer) to promote cooperation and support of staff with the integration
of the Geriatric Mental Health Training Series (GMHTS) program within the
facility of interest.
Objective 2: Analyze the components of the Geriatric Mental Health Training
Series (GMHTS) curriculum and synthesize the information for
implementation within the organization.
Specific Aim 3: Implement andevaluate theGeriatric Mental Health Training Series
(GMHTS) program for its effectiveness assisting facility stafto more effectively
assess and address causes of agitation/behavioral problems in patients with dementia.
Objective 1: Trial the Geriatric Mental Health Training Series (GMHTS)
program in the facility of interest.
Objective 2: Evaluate the staff’'s adherence to the steps/components of the

Geriatric Mental Health Training Series (GMHTS) program and evaluate both
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their understanding of the dementia disease process as well as their ability to
identify and modify the potential triggers associated with behavioral

problems.
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Chapter 2
Chapter two provides a theoretical framework and a comprehensive review
of the literature that supports the use of caregiver training to reduce the severity
and incidence of behavioral problems in geriatric patients with dementia. The Model
for Evidence-Based Practice Change provides a guide for identifying a need for
change, critical analysis of the evidence presented in the literature, and the
determination of a method to address the indicated need for change. Additionally,
the review of literature specifically discusses dementia pathology, theoretical
considerations relating to the manifestation of behavioral problems, clinical
pharmacology of psychotropic medications, impact of psychotropic use on quality of
life /risks for increased mortality, psychotropic medication use guidelines, and the
significance of caregiver education and training.
Theoretical Framework
The Model for Evidence-Based Practice Change (Larrabee, 2009) (see Figure
1) is the theoretical framework that is utilized to guide the project, which focuses on
preventing the unnecessary administration of psychotropic medications in geriatric
patients with dementia. The first step involves identifying the need for change in
practice and this project identifies that the overuse of pharmacological methods
rather than non-pharmacological methods is utilized in managing agitation
behaviors. The second step involves conducting a literature review to determine the
best evidence that indicates the types of non-pharmacological methods that have
been effective in managing agitation behaviors. The third step involves critically

analyzing the evidence to determine if such methods can be easily integrated in any
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long-term care facility as well as determine if staff members can easily perform such
methods. The fourth step is to determine a method that would assist in the

assessment of agitation behaviors in the geriatric patients with dementia.

1. ASSESS need for change in practice

2. LOCATE the best evidence

3. CRITICALLY ANALYZE the evidence

4. DESIGN practice change

5.IMPLEMENT & EVALUATE change in practice

6. INTEGRATE & MAINTAIN change in practice

Figure 1. The Model for Evidence-Based Practice Change. Adapted from “Evidence-Based Practice in
Nursing & Healthcare” (p. 255), by B.M. Melnyk, 2011, Philadelphia, PA: Wolters Kluwer Health.
Copyright 2011 by Lippincott Williams & Wilkins.

The fifth step involves implementing the Geriatric Mental Health Training Series
(GMHTS) program and evaluating if such a program is useful in determining the
specific cause of agitation in various patients as well as assist in determining if the
decreased administration of psychotropic medications is a resultant outcome. The
sixth and final step involves the integration and maintenance of change in practice.
Review of Literature

Dementia is the antecedent to the agitation behaviors observed in geriatric
patients. Dementia is due to the death of neurons and/or the loss of communication
between neurons (Alzheimer’s Association, 2015). Neurons are connected to one
another via synapses and the communication between neurons occurs due to
chemical released from one neuron and received by an adjacent neuron

(Alzheimer’s Association, 2015). The death of neurons and loss of communication
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between neurons is the result of abnormal proteins that accumulate inside and
outside neurons. Protein beta-amyloid (also called beta-amyloid plaques)
accumulates outside neurons and protein tau (also called tau tangles) accumulate
inside neurons (Alzheimer’s Association, 2015).

In dementia, the transfer of information at synapses begins to decline, the
number of synapses decrease, and neurons die (Alzheimer’s Association, 2015).
Subsequently, there is progressive cognitive impairment and a decline in safety
judgment that is irreversible (LeMone, 2008). Epidemiological studies have
indicated that vascular factors increase the risk for the development of dementia.
Thus, it is imperative that healthcare practitioners identify possible diagnoses of
diabetes, hypertension, and hyperlipidemia and treat them accordingly (Zec, 2008).

With the progressive decline of cognition comes an impairment in
communication. The geriatric patient with dementia has increased difficulty with
communicating his or her needs. Agitation is exhibited when the patient is unable to
effectively express the experience of pain, has difficulty having bowel movements,
or is even experiencing side effects of newly ordered medications (King, 2012).
According to Rosen, Mulsant, and Wright (1992), agitation behaviors may be the
only way for the geriatric patient with severe dementia to express his or her needs.
The inability to effectively communicate needs results in agitation behaviors. These
types of behaviors can be restlessness, frequent pacing back and forth,
combativeness, and even increased calling out (King, 2012). With a decrease in
neurons and impaired communication between neurons there is also an impairment

in cognitive processing ability. This decline in cognitive processing ability is most
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likely to cause agitation as tasks that were once simple and easy to complete are
now complicated by having to perform step-by-step processes for adequate
completion of any given task (Lemone, 2008).

Within the literature behavioral and psychological symptoms of dementia
(BPSD) are described (Nishtala, 2009). Various symptoms are attributed to BPSD
and include agitation, psychosis, aggression (physical or verbal), restlessness,
wandering, and sleep disturbances (Beier, 2007). Devanand (2013) further
indicates that delusions, hallucinations, agitation, and hostility tend to increase in
frequency and severity as dementia progresses. The possible factors contributing to
the expression of these symptoms can be attributed to emotional and cognitive
problems. Additionally, these symptoms can also be due to physical problems such
as acute illness, adverse medication reactions, medication withdrawal, fatigue, pain,
constipation and overstimulation (Beier, 2007).

Theoretical Considerations

To address the previously mentioned symptoms of BPSD, the review of
literature provides suggestions as well as insights to the possible reasons behind the
symptoms being expressed. It is recommended that non-pharmacological
interventions should first be implemented and often times the first approach is to
consider the environment (Lawton, 1990).

There are several theories within the literature that propose the
environment as being influential to the expression of behavioral problems in
dementia patients. The person-environment fit theory asserts that there is a need

for synergy between the dementia patient and his or her environment. This theory
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suggests the patient must adapt to the changing demands of the environment but
there must also be the modification of the environment to accommodate the needs
of the patient (Lawton, 1990). The notions of this theory are further supported by
the environmental vulnerability /reduced stress-threshold model. This model
indicates that with the progression of dementia, patients become increasingly
vulnerable to their environment and experience lower thresholds for tolerating
stimuli which ultimately results in behavioral disturbances (Gitlin, 2008). Such
stimuli may be attributed to increased noise, increased distractions, or too many
events occurring at the same time around the patient (Harvard Mental Health Letter,
2007). This increased stimulation is also likely to contribute to anxiety, which
increases in severity with advanced dementia (Lemone, 2008). Zec (2008) suggests
the use of the three R’s (repeat, reassure, redirect) and ABC’s (antecedents,
behavior, consequences) as good approaches for behavioral management.
Utilization of the ABC'’s involves identifying the stimulant source and the
consequences of the behavior so that the environment can be modified (Zec, 2008).
Kales et al. (2014) developed the “DICE” approach toward behavioral
management. Figure 2 describes the components of the “DICE” approach. DICE
stands for Describe, Investigate, Create, and Evaluate and essentially identifies
important patient, caregiver, and environmental considerations in each step of the
process. This approach was developed by a multidisciplinary national expert panel
(composed of 12 U.S. experts in dementia care from geriatric psychiatry, geriatric
medicine, behavioral science, geriatric psychology, pharmacy and nursing) to

provide an evidence-based standardized approach to detect/manage symptoms and
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provide non-pharmacological treatment interventions (Kales et al., 2014).
Furthermore, the literature provides statistically significant evidence that
environmental modification (with the consideration of the disease progression in
dementia) is effective in decreasing the occurrence of behavioral problems.
Aside from the environment-associated theories mentioned above, there are
also two theories concerned with task-driven care and unmet needs in dementia
patients that are also contributory to the expression of behavioral problems. The
first theory is the need-driven, dementia-compromised behavior theory which
indicates that behaviors result from the interaction of background (neurological,
cognitive, psychosocial) and proximal factors (personal, physical environment,
social environment) found within either cognitively impaired individuals, their

immediate environment, or both (Algase, 1996).

#1 1 DI TAT OO0 1 £ OEA 0O03%$)#%6 ! bPOI AAE

D: Describe Z The healthcare provider should describe the “who, what, when and
where” of situations where problem behaviors occur

I: Investigate z The healthcare provider should consider the patient’s health,
dementia symptoms, current medications and sleep habits that might be
combined with physical and social factors to produce the behavior

C: Createz The healthcare provider should develop a plan to prevent and respond
to behavioral issues, including changing the patient’s activities and environment

E: Evaluate zZ The healthcare provider should assess how well the plan is working
and what might need to be changed

Figure 2. Permission to use material granted by Wiley GédlPermissionsKales H.C,, Gitlin, L.N., & Lyketsos, C.G.
(2014). Management of neuropsychiatric symptoms of dementia in clinical settings: Recommendations from a
multidisciplinary expert panel. Journal of the American Geriatrics Society. & Published 2014. This article is a U.S.
Government work and is in the public domain in the U.S.A. John Wiley & Sons, Inc.
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The second theory is the unmet needs theoretical model which suggests that
behaviors arise from an individual’s needs and occurs when care is task-driven not
person-centered (Kitwood and Bredin, 1992). Cohen-Mansfield (2013) further
indicates these behaviors are attributed to a dementia patient’s inability to
communicate his or her needs or decreased ability to meet own personal needs
(Cohen-Mansfield, 2013). Furthermore, the consequences of such behaviors are the
result of caregivers failing to identify or address the patient’s needs and often the
behaviors are attributed to pain or physical discomfort, psychological distress (i.e.
depression, anxiety, frustration), and loneliness/boredom (Cohen-Mansfield, 2013).

Agitation behaviors may also be due to the confrontational approaches
caregivers may have toward geriatric patients with dementia. Some caregivers may
have unrealistic expectations of these patients (Zec, 2008). Other times caregivers
lack effective skills in communicating with dementia patients thus contributing to
agitation (Kales et al., 2014). Due to declines in the cognitive processes of dementia
patients there is a decreased ability in concentrating on complex activities. Activities
provided to such patients should be simple and involve previously learned skills.
Zec (2008) terms previously learned skills as “overlearned skills.” These skills
should be identified and utilized as they are less likely to contribute to frustration
and anxiety.

Involving a geriatric patient with dementia in activities also requires the
caregiver to provide frequent verbal reminders as cognitive impairment contributes
to slow information processing and decreased ability to focus on tasks at hand.

Anxiety and eventual agitation can be simply managed by decreasing environmental
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stimulation, providing a daily structured routine and providing activities that
involve previously learned skills (Zec, 2008). Additionally, the Harvard Mental
Health Letter (2007) suggests that inquiring through family members about an
individual’s previous life experiences and interests can better assist the healthcare
practitioner to understand what the patient might be trying to communicate
through the exhibition of agitation.

The conceptualizations and suggestions above are consistent with the
theories concerned with task-driven care and unmet needs in dementia patients.
Additionally, the review of literature provides evidence that the provision of person-
centered care, communication skills training, and focusing on the simplification of
activities/tasks to match patient abilities (including the preservation of previous
roles and identities) are effective in decreasing the occurrence of behavioral
problems.

Indications for a Change in Current Practices

There are several indications for a change in current practices. The specific
mechanism of action of antipsychotic medications contribute to an increased side-
effect profile. This impacts the quality of life in dementia patients as well as
increases the risk for mortality.

Clinical Pharmacology of Antipsychotic Medications

The mechanism of action of most first and second generation antipsychotics
is the post-synaptic blockade of brain dopamine 2 (D2) receptors. In the central
nervous system, dopamine is involved in the control of movement, cognition,

affect/mood, and neuroendocrine secretion (Jaber, 1996). With regard to dementia
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and neuropsychiatric symptoms, antipsychotic medication use is intended to
decrease problematic behaviors such as agitation, aggression, restlessness,
wandering, and psychoses (Bostwick, 2013).

Antipsychotic medications are generally metabolized by the liver but have
increased percentages of oral bioavailability and lengthened half-lives (Mauri,
2014). With increased oral bioavailability there is an increased amount of
unchanged (active) drug within the systemic circulation and the lengthened half-
lives of these medications are contributory to the increased time the drug remains
in the systemic circulation before being excreted via the kidneys (Mauri, 2014).

Antipsychotic medications are not appropriate for use in older patients due
to their side effect profiles. Such medications have serious side effects such as
tardive dyskinesia, neuroleptic malignant syndrome, seizures, agranulocytosis, and
hypersensitivity reactions which increases the risk of mortality especially in older
patients (Jibson, 2016). These side effects are the result of the action on D2
receptors and other receptors within the brain.

Continuous D2 receptor blockade in the nigrostriatal pathway and
mesocortical pathway are both contributory to the development of the side effects
mentioned above. The nigrostriatal pathway which is responsible for purposeful
movement when blocked by continuous D2 antagonism is contributory to the
development of tardive dyskinesia (Guzman, 2015). Tardive dyskinesia results in
abnormal movements of the mouth, tongue, face, extremities, and trunk (lip

smacking, tongue writhing, jaw movements, facial grimacing, and trunk/extremity
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writhing). Such abnormal movements can be distressing to patients with dementia
or Alzheimer’s disease (Jibson, 2016).

Alternatively, the mesocortical pathway is responsible for cognitive
function and regulation of emotions/affect (Guzman, 2015). With continuous D2
antagonism, manifestation of depression and further cognitive impairment
especially in patients with dementia is observed (Muench, 2010). Additionally, D2
antagonism can contribute to increased sedation in older patients (Muench, 2010).

The other serious side effects such as neuroleptic malignant syndrome,
seizures, agranulocytosis, and hypersensitivity reactions especially increase the risk
of mortality in older patients (Jibson, 2016). Dopamine receptor blockade within the
hypothalamus is contributory to hyperthermia and autonomic dysregulation
resulting in hyperthermia, mental status changes, muscular rigidity, labile blood
pressures and cardiac arrhythmias (Wijdicks, 2014). Furthermore, antipsychotic
medications can lower the seizure threshold, decrease neutrophil counts (may
result in fatal infections), and trigger a hypersensitivity reaction (resulting in fever,
skin eruption, facial edema, and enlarged lymph nodes) (Roujeau, 2016).

Lastly, aside from D2 antagonism, antipsychotic medications can affect
histamine H1 receptors, alpha-1 adrenergic receptors, muscarinic acetylcholine M1
receptors, and cardiac electrical activity. H1 antagonism is contributory to
drowsiness while alpha-1 andrenergic antagonism is contributory to orthostatic
hypotension (Jibson, 2016). M1 antagonism is contributory to dry mouth,
constipation, blurry vision, urinary retention, and cognitive deficits (Jibson, 2016).

The most significant off-target side effect of antipsychotic medications is their
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potential to affect cardiac electrical activity which is contributory to the
prolongation of the QT interval and has the potential to cause lethal arrhythmias
(Jibson, 2016).
Off-label Use of Typical and Atypical Antipsychotics

Despite the clinical pharmacology of antipsychotic medications, the “off-
label” use of such medications have been predominant in dementia patients. These
medications are specifically FDA-approved for use only in patients with
schizophrenia as well as bipolar disorder but medical providers otherwise prescribe
these medications for dementia-related behaviors. In 2008, the most commonly
reported atypical antipsychotics were quetiapine (16.7 million treatment visits),
risperidone (12.0 million treatment visits), aripiprazole (6.7 million treatment
visits), and olanzapine (6.2 million treatment visits)(Alexander, Gallagher, Mascola,
Moloney, Stafford, 2011). Additionally, the use of these medications has been
reported to be higher in long-term care settings than in community settings (Agency
for Healthcare Research and Quality, 2011). The use of atypical antipsychotics
(second generation) has been more prevalent in recent years because typical
antipsychotics (first generation) are poorly tolerated and with significant
irreversible adverse effects (i.e. tardive dyskinesia). By 2001, ninety-six percent of
antipsychotics prescribed to new users were of the atypical class (Agency for
Healthcare Research and Quality, 2011). Risperidone, quetiapine, and olanzapine
are currently the most commonly prescribed antipsychotics for off-label use in
dementia patients (Agency for Healthcare Research and Quality, 2011). Of the

atypical antipsychotics used in elderly patients with dementia, risperidone has been
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noted to significantly increase the risk for cerebrovascular accidents (Number
Needed to Harm, NNH=34) and cardiovascular events (NNH=53) (Agency for
Healthcare Research and Quality, 2011). The NNH indicates how much people need
to be exposed to the treatment before a single patient is to be harmed by the
treatment. Furthermore, extrapyramidal symptoms in elderly patients are common
with risperidone (NNH=20) and olanzapine (NNH=10) (Agency for Healthcare
Research and Quality, 2011). These findings are also supported with a meta-analysis
of randomized, placebo-controlled trials by Schneider, Dagerman, and Insel (2006),
where it was determined there is an increased risk for adverse effects specifically
related to the use of risperidone. This study indicated an increased risk for
extrapyramidal side effects as well as the significantly increased risk for
cerebrovascular accidents (CVA) in individuals taking Risperidone versus placebo
(Schneider et al., 2006).
Impact on the Quality of Life

Antipsychotic medications are often preferred over non-pharmacological
interventions due to several factors which include 1) lack of provider training in the
use of non-pharmacological strategies, 2) the extensive amount of time required to
incorporate such interventions within the clinical setting, and 3) the scarcity of
guidelines concerned with the application and intended duration of non-
pharmacological interventions (Kales, 2015). Despite this justification for the
preference of antipsychotic medications, the literature indicates that quality of life is

not enhanced in the dementia patients who are provided these medications.
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Zec (2008) investigated the risks versus benefits regarding the use of
antipsychotic medications to address agitation behaviors. Zec (2008) considered the
Clinical Antipsychotic Trials of Intervention Effectiveness in Alzheimer’ Disease
(CATIE-AD) in which the findings did not portray significant benefits of
antipsychotic use in the arena of managing agitation behaviors. Furthermore, Vigen,
Mack, Keefe, Sano, and Schneider (2011), considered the effects of time and
medication treatment (olanzapine, risperidone, quetiapine, or placebo) on cognitive
functioning during the CATIE-AD study. The findings revealed a significant decline
in Mini Mental State Exam (MMSE) scores in the patients receiving any of the
antipsychotic medications. The MMSE is a 30-point questionnaire that is used to
measure cognitive impairment. A score of 24 or greater indicates no cognitive
impairment. Over the reported 36-week trial period, patients had an average 2.46-
point greater decline on the MMSE than placebo and this finding demonstrated
statistical significance (p=.004) (Vigen et al., 2011). Alternatively, Schneider,
Dagerman, and Insel (2006) considered the efficacy and adverse effects of atypical
antipsychotics for dementia via a meta-analysis of randomized-controlled trials. In
the meta-analysis concerning randomized-controlled trials involving the use of
risperidone and olanzapine (in nursing home settings) and MMSE outcomes, there
was no noted significant improvement in MMSE scores (weighted mean difference
for olanzapine = 0.54; weighted mean difference for risperidone = 0.59). Hence, the
overall findings favored placebo over drug intervention (Schneider et al., 2006).

Another study that did not indicate any significant benefits was a multi-

center, double-blind, placebo-controlled study. The findings indicated cognitive test
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scores were noted to have declined while the patients were on antipsychotic
medications (i.e. olanzapine, quetiapine, and risperidone)(Lieberman, 2005).
Furthermore, adverse effects were experienced in the patients that included
increased sedation, confusion, and extrapyramidal symptoms (abnormal
movements of mouth, face, and extremities as well as muscle rigidity) (Lieberman,
2005).

The potential for increased sedation and increased susceptibility to other
side effects like orthostatic hypotension and anticholinergic effects (i.e. constipation,
urine retention, dry mouth, tachycardia, and worsening cognitive impairment) while
taking antipsychotic medications causes an impact on the quality of life of geriatric
patients with dementia (Zec, 2008). Increased sedation coupled with the
susceptibility for orthostatic hypotension increases the risk for falls and potential
for consequences such as bone fractures and traumatic brain injury (Beier, 2007). A
study by Ray, Thapa, and Gideon (2000), reported a high rate of falls with
benzodiazepines and an increased risk for falls with higher dosages. A study by
Sgadari et al. (2000), noted an increased risk for fractures among geriatric patients
over the age of 85 years receiving high-dose benzodiazepines. Increased sedation
can consequently result in increased fall rates as well as increased risk for bone
fractures associated with fall injuries. Furthermore, the use of benzodiazepines in
conjunction with the use of antipsychotic medications can further potentiate the
effects of sedation and hypotension.

FDA Black Box Warning Policy Implementation
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The review of literature also presents findings of the increased risk for death
in geriatric patients with dementia receiving antipsychotic medications. In April
2005, the Federal Drug Administration (FDA) required a black box warning on the
prescription labels of antipsychotic medications that highlighted the increased risk
for death in patients taking these medications (Bostwick, 2013). Schneider et al.
(2005) evaluated 15 randomized, placebo-controlled trials of antipsychotic use in
geriatric patients with dementia and found equal significance in the risk for death in
individuals taking atypical antipsychotics such as risperidone, olanzapine and
quetiapine. Furthermore, in a retrospective cohort study, Wang, Schneeweiss,
Avorn, Fischer, Mogun, Solomon, and Brookhart (2005) found a significantly
increased risk for death within 180 days from the initiation of conventional
antipsychotic medications in 22,890 geriatric patients with dementia. The findings
indicated that the risk of death was greatest with conventional antipsychotics soon
after the medication was initiated and then the risks decreased to that of the rates of
death associated with atypical antipsychotics (Wang et al., 2005). Gerhard,
Huybrechts, Olfson, Schneeweiss, Bobo, Doraiswamy, and Crystal (2014) examined
the risk of death in 31,090 patients within 180 days from the initiation of atypical
antipsychotics. This retrospective, observational cohort study reported severely
increased potential for mortality with risperidone (hazard ratio 1.0) and haloperidol
(hazard ratio 1.97) with moderately increased potential for mortality with
olanzapine (hazard ratio 0.78, 22% risk), quetiapine (hazard ratio 0.66, 34% risk),
ziprasidone (hazard ratio 0.64, 36% risk), and aripiprazole (hazard ratio 0.45, 55%

risk) (Gerhard et al., 2014). Additionally, there are noted concerns for the increased
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risk for metabolic syndrome due to weight gain while on these medications (Zec,
2008).

In a retrospective, observational cohort study of 136, 393 patients with new
antipsychotic treatment episodes, it was noted that there was an increased
mortality risk during the first six months of treatment and were dose dependent
(Gerhard et al., 2014). It was noted that there is a higher risk for mortality with
increased doses of risperidone, olanzapine, and haloperidol (Gerhard et al., 2014).
Hence, this suggests that there is more of a correlation between increased dosages
and mortality rates versus the individual pharmacodynamic properties of the drugs
themselves (Gerhard et al.,, 2014). The findings of this study are also supported by
the findings of a retrospective case-control study by Maust, Kim, Seyfried, Chiang,
Kavanagh, Schneider, and Kales (2015). This study examined the 180-day crude
mortality for psychotropic medication users versus nonusers. Haloperidol had the
highest mortality rate at 20.7 percent, risperidone at 13.9 percent, olanzapine at
13.9 percent, quetiapine at 11.8 percent, and antidepressants at 8.3 percent (Maust
etal, 2015). Furthermore, the study examined the number needed to harm (NNH)
rate and indicated that haloperidol had a NNH of 26, risperidone with a NNH of 27,
olanzapine with a NNH of 40, quetiapine with a NNH of 50 (Maust et al., 2015).
Additionally, a comparison between antidepressants and haloperidol versus
antidepressants and quetiapine was completed. The absolute risk for mortality with
haloperidol was 12.3 percent higher (NNH of 8) compared with antidepressant use
and 3.2 percent higher for quetiapine (NNH 31) compared with antidepressant use

(Maust et al.,, 2015).
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Overall, the findings suggest that the risk of adverse side effects are greater
than the benefits and leads to recommendations for the restricted use of
antipsychotic medications in geriatric patients (Zec, 2008). Additionally, the
geriatric dementia population is at increased risk for experiencing such adverse
effects due to impaired liver and kidney functioning (a result of aging) and various
chronic illnesses that require the administration of multiple medications (Beier,
2007). Studies have also reported that the use of antipsychotic medications has
limited beneficial effects on aggression and psychosis over a period of six to twelve
weeks in patients with Alzheimer’s disease (Alzheimer’s Society, 2013).

According to Ballard (2008), a randomized and double-blinded
discontinuation trial of antipsychotics in 165 individuals with dementia revealed no
significant differences on global cognitive functioning or neuropsychiatric
symptoms. The measure of global cognitive functioning was conducted with the
severe impairment battery (SIB) tool which evaluates cognitive abilities in six
subscales (attention, orientation, language, memory, visuospatial ability and
construction). The range of possible scores is 0-100 and a score less than 63 is
considered to be “very severely impaired” (Saxton, McGonigle, Swihart, & Boller,
1993).

The SIB score between baseline and six months, indicated a 6.2 point decline
in cognitive functioning for the continued treatment group versus a 5.7 point
deterioration for the placebo (discontinuation) group. The neuropsychiatric index
(NPI) score between baseline and six months, indicated a 1.3 point deterioration for

the continued treatment group versus a 4.5 deterioration for the placebo
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(discontinuation) group (Ballard, 2008). This research indicates that patients
receiving antipsychotics actually experienced a worsening of their symptoms. Also,
according to Gill et al. (2005), their retrospective cohort study of 17,845 geriatric
patients with dementia (on atypical antipsychotics) found an increased incidence in
the rates of stroke especially in individuals with risk factors for stroke. According to
the review of two meta-analyses in 2004 by the Committee on Safety of Medicines in
the United Kingdom, a threefold increased risk for stroke and transient ischemic
attacks were discovered in dementia patients treated with olanzapine and
risperidone (Haddad, 2007). In a meta-analysis by Ballard (2006), several findings
indicated increased risk for mortality, accelerated cognitive decline, and other
debilitating symptoms attributed to the adverse side effects of psychotropic
medications. In a FDA study, there was a noted 1.7-fold increased risk for mortality
among Alzheimer dementia patients treated with atypical antipsychotic medications
(U.S. Food & Drug Administration, 2005). McShane, Keene, and Gedling (1997),
reported patients receiving antipsychotic medications experienced a greater rate of
cognitive decline than patients who did not receive these types of medication.
Lastly, McKeith (1992) reported that approximately 50% of the patients studied
with Lewy Body Dementia experienced increased extrapyramidal symptoms,
autonomic instability, and sustained an increased number of falls while taking
antipsychotic medications.

As noted in the review of literature, the Omnibus Reconciliation Act (OBRA)
of 1987 was passed to address nursing home reform legislation. This act focused on

protecting residents of long-term care facilities from medically unnecessary physical
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or chemical restraints (Gurvich, 2000). It also specifies that antipsychotic drugs
should only be administered for agitated, aggressive or psychotic behavior that is
either distressing to the patients themselves or dangerous to others (Harvard
Mental Health Center, 2007). The American Psychiatric Association (APA) practice
guideline further supports the restriction of antipsychotic use in dementia patients
by recommending that they should only be used for the treatment of agitation or
psychosis when symptoms are severe, dangerous, and/or cause significant distress
to the patient (2016). Furthermore, federal regulations mandated (in April 2005)
that a black box warning highlighting the increased risk for death in geriatric
patients be incorporated on the labeling of all antipsychotic medications (Bostwick,
2013). The black box warning became mandated due to the FDA having conducted a
review of several controlled studies and the findings indicated a 50% increased
death rate in individuals taking antipsychotic medications than those who were
provided a placebo (Bostwick, 2013).

Being able to identify the underlying contributing factors to agitation can
assist with the decreased incidence of the administration of psychotropic
medications. Therefore, this would lead to decreased morbidity and mortality as
well as an improvement in the quality of life of these patients. The administration of
psychotropic medications will only temporarily decrease the agitation that is
exhibited but the agitation will continue to ensue unless the underlying causes are
identified and addressed.

Guidelines for Psychotropic Medication Use
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Various organizations such as the American Association for Geriatric
Psychiatry (AAGP) and American Geriatrics Society (AGS) provide guidelines for the
use of antipsychotic medications in BPSD or agitation (Beier, 2007). The guidelines
that are provided by these organizations have similar recommendations but all
organizations recognize and emphasize the importance of first assessing for any
contributing factors to BPSD or agitation and then attempting to utilize non-
pharmacological methods first. These organizations recommend that the
administration of antipsychotic medications should only be considered when
patients pose a danger to self and others and exhibit physical aggression,
hallucinations, delusions and severe behavioral /psychotic symptoms (Beier, 2007).

The AAGP indicates that neuropsychiatric symptoms must first be identified
with the Neuropsychiatric Inventory (NPI). Symptoms may range from delirium,
apathy, depression, and psychotic disturbances to specific behavioral problems
(wandering, restlessness, verbal agitation, physical aggression) (AAGP, 2006). Once
a symptom has been identified the healthcare provider must consider possible
contributing causes and the need for a medical workup (AAGP, 2006). The causes
that must be considered include 1) medications, 2) medical illness (pain,
constipation, dehydration, urinary tract infection, upper respiratory infection, or
other chronic illness), 3) cognitive symptoms, 4) environmental precipitants, 5)
unmet physical needs, or 6) unmet psychological needs. The AAGP (2006) specifies
that non-pharmacological interventions be tried first. Suggested approaches include
cognitive interventions (reorientation, reminders, cueing, prompting),

environmental modifications (provision of familiar objects; reduction of clutter or
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visual distractors; adjustment of noise level), changes in activity demand
(implementation of routines; reduction in the amount and complexity of activities),
or interpersonal approaches (use of simplified language, focusing on patient’s
wishes/interests/concerns) (AAGP, 2006). Additionally, the AAGP (2006) specifies
that such approaches be based on the unique characteristics of the patient and the
severity of neuropsychiatric symptoms. Should these approaches be unsuccessful
the AAGP (2006) indicates that psychotropic medications be implemented only
when neuropsychiatric symptoms cause significant distress to the patient, impedes
the delivery of essential care, or poses a danger to self or others (AAGP, 2006). Most
importantly it is emphasized that such medications should not be used indefinitely
and attempts at drug withdrawal should be made regularly (AAGP, 2006). Steinberg
(2012) provides two additional recommendations to the AAGP guidelines. The first
is the consideration of utilizing a standardized measure of behavioral symptoms (i.e.
Cohen-Mansfield Agitation Inventory) to monitor the effects of treatment. The
second is the consideration of tapering and discontinuing psychotropic medications
when the target symptoms have diminished (Steinberg, 2012). Furthermore, the
AAGP (2006) indicates that healthcare providers are advised to give serious
consideration to involving a geriatric psychiatrist, geriatrician, or neurologist with
expertise in the pharmacological treatment of neuropsychiatric symptoms in
dementia.

Likewise, the AGS (2011) specifies that non-pharmacological interventions
be tried first before the initiation of psychotropic medications. Consistent with the

AAGP guidelines, the AGS also emphasizes that such medications should not be
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continued indefinitely and attempts at drug withdrawal should be made at intervals
of every three to six months (AGS, 2011). The AGS (2011) guidelines emphasize that
the goal associated with neuropsychiatric symptoms is reduction rather than
elimination of the symptoms. Therefore, the AGS (2011) guidelines indicate that a
geriatric psychiatrist, geriatrician, or neurologist with specific expertise in the
pharmacological treatment of the neuropsychiatric symptoms of Alzheimer’s
disease should be consulted (American Geriatrics Society, 2011).

Significance of Caregiver Traini ng

The recommendations provided by the previously stated organizations have
significant value to healthcare practitioners but there are gaps in knowledge in
regards to the appropriate assessment process in determining any contributing
factors to BPSD or agitation. The review of literature is deficient in providing any
specific guidance in regards to the starting point in the assessment process. There is
lack of insight as to whether the healthcare practitioner should first consider the
environment or delve straight into determining any physical ailments or acute
illnesses that the patient may be experiencing.

The review of literature provides various insights into the associated factors
contributing to behavioral disturbances and agitation but does not provide any
specific guidance for the healthcare practitioner in regards to the initial step to be
considered in the assessment process. However, the review of literature strongly
indicates that the patient’s environment should be a primary consideration while
concomitantly fostering a person-centered care approach. These considerations

support the importance of caregiver education to promote the understanding of the
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dementia disease process. Additionally, caregiver education intends to provide skills
training centered around the identification of precipitating factors which influence
the development of behaviors.

Excessive environmental noise has the tendency to contribute to agitation
behaviors as certain noises can be overstimulating. According to King (2012),
decreased environmental noise is noted to result in calmer behaviors. Increased
noise pollution coupled with overstimulating factors such as staff performing
multiple tasks within the proximity of these demented patients has the tendency to
contribute to increased agitation. Decreasing the amount of visual stimuli can also
decrease agitation (King, 2012). Rapid pacing movements in addition to excessive
bright lighting can cause overstimulation. Additionally, strong accent colors on walls
or an environment with a variety of colors can contribute to additional
overstimulation as bright lighting has potential to bounce off strongly accented
colors (King, 2012). Furthermore, being exposed to multiple-color environments
involves a complex cognitive processing ability which may not be possible for
patients with dementia as their cognitive processing ability is decreased (King,
2012).

There is a breadth of evidence-based information centered on caregiver
training aimed at addressing unmet needs in dementia patients, identifying and
modifying their environmental vulnerabilities, and improving the caregiver
interactions with this patient population. There are several studies which have

noted significant improvements in behavioral problems through the
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implementation of caregiver training programs which are focused on the above
elements.

The first program that has demonstrated improvements in behavioral
problems is the Staff Training in Assisted Living Residencies (STAR) program. This
program specifically teaches caregivers how to identify the factors within the
environment and within their own interactions with the dementia patients (Teri,
Huda, Gibbons, Young, & Leynseele, 2005). It emphasizes the ABC’s (activators,
behaviors, and consequences) of behavioral distress in order to alter the sequence
of events that initiate or maintain behavioral problems (Teri et al., 2005). Training
addresses specific topics in a series of modules which include 1) basic information
about dementia and how it affects daily life, 2) verbal and nonverbal skills for
communication with dementia patients, 3) introducing and maintaining pleasant
events for such patients, and 4) improving communication between staff and
families, and 5) using the ABCs approach toward identifying and decreasing patient
distress (Teri et al., 2005).

Teri et al. (2005) conducted a small randomized controlled trial of 114 staff
and 120 residents in 15 assisted-living residencies over the course of two months.
The findings indicated that residents were noted to have significantly reduced levels
of affective and behavioral distress compared with control residents. Additionally,
staff receiving STAR training reported less adverse impact and reaction to residents’
problems and more job satisfaction (Teri et al., 2005). Specific to resident outcomes,
there were observed statistical significances with regard to general behavior

measurements as well as with depression and anxiety measurements. There were
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significant decreases in the post-test scores of the Revised Memory and Behavioral
Problems Checklist, the Agitated Behavior in Dementia scale, the Clinical Anxiety
scale, and the Geriatric Depression Scale (Teri et al., 2005). Whereas the residents
who were part of the control group demonstrated stable or worsening post-test
scores (Teri et al., 2005).

Another study using the STAR program included 44 direct care staff and 36
leadership staff. This multi-site feasibility trial considered whether the STAR
program could be implemented as a standardized method in assisted-living facilities
and improve staff abilities to identify the ABCs (antecedents, behavior,
consequences) of behavioral problems in dementia patients (Teri, McKenzie, Pike,
Farran, Beck, Paun, & LaFazia, 2010). After training was provided to staff, it was
noted that 89% of staff were able to identify a dementia-related behavior and 90%
were able to identify the ABCs of their interactions with residents (Teri et al., 2010).
Furthermore, over the course of training the staff ability to independently identify
and develop plans for problematic dementia-related behaviors significantly
improved over time (68% session 1 to 93% session 4) as well as improved staff
ability to identify consequences of behavioral problems (31% session 1 to 77%
session 4) (Teri et al,, 2010).

To further substantiate the findings of the above STAR program, a Cochrane
review of four cluster-randomized controlled studies revealed caregiver education
resulted in a decrease of the proportion of residents with antipsychotic drug use or
areduction in days with antipsychotic use per 100 days per resident (Richter,

2012). Also, in a six-month randomized controlled trial of 145 nursing home



PREVENTING BEHAVIORS 35

residents (with caregiver education and supervision as the intervention), the
primary outcome measure (the Cohen-Mansfield Agitation Inventory or CMAI)
demonstrated a decline in CMAI score from baseline to six-month follow-up in the
intervention group and was further reduced at the 12-month follow-up (Testad,
Ballard, Bronnick, and Aarsland, 2010). The decrease in CMAI score in the
intervention group was statistically significant compared to the control group which
did not demonstrate any decline in CMAI score (Testad et al,, 2010).

A second program that has demonstrated improvements in behavioral
problems is the Advanced Caregiver Training (ACT) program. It conceptualized
behavior problems as a consequence of the interaction of factors reflecting three
domains which are patient-based (unmet needs, discomfort/pain, incipient medical
conditions), caregiver-based (stress, communication style), and environmental-
based (clutter, hazards) (Gitlin, 2010). Additionally, this training program was
designed to target problem behaviors identified by caregivers as most troublesome
and provide strategies to manage them effectively (Gitlin, 2010).

This randomized controlled study consisted of 272 caregivers and 131
dementia participants and was conducted over 16 weeks with additional follow-up
at 24 weeks. The primary observed outcome was a significantly greater
improvement in the occurrence of primary target behavior problems for ACT
(67.5%) versus the control group (45.8%) (Gitlin, 2010). Additionally, the control
group caregivers reported behavior problems worsened in the dementia patients
(31.7%) or remained at baseline (22.5%) compared to ACT caregivers (18.4% and

14% respectively) (Gitlin, 2010). The most common behavioral problems identified
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were resistance to care (15.4%), repetitive questioning (10.5%), and
argumentativeness (8.4%). Additionally, these outcomes were based on scores of
the Revised Memory and Behavioral Problems Checklist and the Agitated Behavior
in Dementia scale at 16 weeks.

With regard to caregiver outcomes, there was a statistically significant
greater improvement in confidence (measured with the 13-item Perceived Change
Index; scores: 0=no change; >0=improvement; <0=worsening) managing the target
problem behavior in ACT caregivers (baseline 2.1; 16 weeks 2.5) than in the control
group caregivers (baseline 2.0; 16 weeks 2.2) (Gitlin, 2010). At 16 weeks, there was
statistically significant treatment differences favoring ACT caregivers for
improvements in well-being. At 24 weeks, there was statistically significant
treatment differences favoring ACT caregivers for improvements in simplification
strategy use and a trend toward favoring ACT caregivers decreased utilization of
negative communication (Gitlin, 2010). Additionally, at 24 weeks, ACT caregivers
reported a greater improvement in understanding the disease process of dementia
(69% vs 25.2%), confidence in managing behaviors (71.9% vs 29.1%), enhanced
ability to provide care (58% vs 16.7%), and improving patients’ daily life (36.4% vs
7.8%) (Gitlin, 2010).

A third program that has demonstrated improvements in patient aggression
is a Nursing Assistant Communication Skills Program (NACSP) which was designed
to help nursing assistants interact more effectively with nursing home residents
with moderate to severe dementia (McCallion, 1999). In two skilled-care nursing

homes, nursing assistants in four units were randomly assigned by unit to NACSP or
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to a wait-list control condition (WC) and were assessed at baseline, three months,
and 6 months (McCallion, 1999). The WC group was given the intervention after a
six-month assessment period (partial crossover design). The NACSP resulted in the
improvement in the well-being of nursing home residents being cared for by
nursing assistants who had received the training. Additionally, the NACSP resulted
in increased knowledge of appropriate communication responses to the nursing
home residents (McCallion, 1999).

With regard to this communication skills program, the Cohen-Mansfield
Agitation Inventory (CMAI) was utilized to evaluate outcome measures. The
outcome measures revealed that with the CMAI physically-nonaggressive behaviors
declined from baseline to three months for NACSP residents and increased with WC
residents (McCallion, 1999). WC residents (after receiving the intervention after the
six-month assessment period) had an observed decline in physically-nonaggressive
behaviors as well indicating a correlation with intervention time frame (McCallion,
1999). Verbally aggressive behavior decreased for NACSP residents from baseline to
three months (indicating significant correlation with intervention time frame) and
increased for WC residents from baseline to both three months and six months
(McCallion, 1999). Aggressive behaviors were significantly reduced for NACSP (from
baseline to six months) and WC (from six months to nine months) after receiving
the intervention indicating significant correlation with intervention time frame
(MccCallion, 1999).

The Caring for Aged Dementia Care Resident Study (CADRES), considered the

comparison of outcomes associated with person-centered care, dementia-care
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mapping, and usual care in dementia (Chenoweth, King, Jeon, Brodaty, Stein-
Parbury, Norman, & Luscombe, 2009). This study was a randomized controlled trial
that selected 15 care sites with 289 residents based on the criteria that such sites
were task-focused and not person-centered care systems (Chenoweth et al., 2009).
Furthermore, the Cohen-Mansfield Agitation Inventory (CMAI) was the chosen
primary outcome measure as the researchers deemed it to be more responsive than
other measures to the effects of psychosocial care interventions tested in the study.
The study was four months in duration with CMAI measured before the intervention
and four months after completion (Chenoweth et al., 2009).

The outcomes of CADRES indicated that agitation increased in usual care
sites and persisted at follow-up while it decreased with the person-centered care
approach with a further decline at follow-up (Chenoweth et al., 2009). Additionally,
agitation was also noted to be decreased within the sites that provided dementia-
care mapping (Chenoweth et al,, 2009). Aside from the primary outcome measure
(CMAI), this study also considered the Neuropsychiatric Index (NPI) as a measure of
psychiatric symptoms in dementia. The outcomes revealed that the sites providing
person-centered care resulted in a significant decrease in such symptoms and was
associated with the extent of time the intervention was implemented (Chenoweth et
al,, 2009).

In the CADRES study, the staff at the sites providing person-centered care
had more autonomy in determining specific ways to develop and apply care plans
(Chenoweth et al., 2009). This approach encouraged caregivers to be involved and

take ownership for changes in practice as opposed to dementia care mapping which
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constitutes careplanning based on the observations of the individuals performing
the mapping procedures (Chenoweth et al., 2009).

Lastly, it is important to discuss the significant findings of Hodgson (2011)
through her retrospective analysis of two randomized controlled trials (Project ACT
and Care of Persons with Dementia in their Environment - COPE) that examined the
prevalence of undiagnosed acute illness and coexisting neuropsychiatric symptoms
in community-residing older adults (N=256) with Alzheimer’s disease or related
disorders. The measures included a brief nursing assessment and lab test
evaluations (complete blood count, basic metabolic panel, thyroid studies, urinalysis
with culture/sensitivity).

The findings indicated 36% (N=96) of patients had clinical findings indicative
of undetected illness (specifically 56 out of 226 patients in Project ACT and 40 out of
243 in COPE) (Hodgson, 2011). The conditions that were most prevalent were
bacteriuria (15%), hyperglycemia (6%) and anemia (5%) (Hodgson, 2011). The
behavior most often demonstrated among those patients with detected illness were
resistance of care or refusal of care (66% vs 47% without detected illness)
(Hodgson, 2011). Furthermore, those with detected illness had significantly lower
functional status scores (measured with the Caregiver Assessment of Functional
Dependence and Caregiver Upset (CAFU) instrument), lower cognitive status scores
(measured with the Mini Mental State Examination (MMSE)), and were more likely
to be prescribed antipsychotic medications for behavioral problems than the
patients without illness (41% vs 26%) (Hodgson, 2011). Other significant findings

included a significant correlation between bacteriuria and agitation, hyperglycemia
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and both agitation/repetitive vocalizations, and anemia with crying out behaviors
(p=0.03) (Hodgson, 2011). Metabolic disturbances (hypernatremia, hypokalemia,
and thyroid disorders) were significantly correlated with delusions, hallucinations,
and agitation (p<0.05) (Hodgson, 2011).

The review of literature provides strong evidence-based findings that
emphasize caregiver education and training while considering the patient’s
environment, application of a person-centered care approach, and assessment of
undiagnosed illness. Therefore, it is fitting that the Geriatric Mental Health Training
Series (GMHTS) program be the primary consideration for implementation within
this project. This program has the potential to improve caregiver education in
regards to the identification and modification of potential triggers contributory to
behavioral problems. More specifically, this training program allows caregivers to
target specific behavioral problems that are identified as the most troublesome.

The GMHTS program is a six-part training program that was developed by
Buckwalter and Smith (2003) which is recognized by the Hartford Center of
Gerontological Nursing Excellence (HCGNE). Each of the modules addresses
common problems encountered within long-term care settings and are designed to
help staff be more knowledgeable about the causes of behavioral problems and the
techniques that may be utilized to manage such behaviors (Buckwalter & Smith,
2003). This project utilizes three of the six modules which include the following:
Recognizing and Managing Alzheimer’s Type Dementia - Part I (Module four),
Recognizing and Managing Alzheimer’s Type Dementia - Part Il (Module five), and

Back to the A-B-C’s - Understanding and Responding to Behavioral Symptoms in
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Dementia (Module six). Module one through module three of the GMHTS program
are concerned with the topics of mental illness, caregiver barriers, and depression in
geriatric patients. Module four through module six are concerned with
understanding the various types of dementia, basic interventions for behavior
problem management in dementia, and guiding caregivers in the use of the
Antecedent-Behavior-Consequence (ABC) model to improve the outcomes of
behavior problems in dementia.

Module one provides a review of behavioral and psychological symptoms
that may indicate mental illness in older individuals. It is centered around
understanding the things that cause behavioral symptoms and how caregivers
should change their feelings directed toward the behaviors of Alzheimer’s dementia
(Buckwalter & Smith, 2003). It further emphasizes how caregivers can make older
individuals feel supported and cared about when these individuals have impaired
coping abilities (Buckwalter & Smith, 2003).

Module two focuses on “getting the facts” and taking the time to collect
additional information about behavior problems to develop a better understanding
of why such behaviors occur (Buckwalter & Smith, 2003). It also explores the
barriers (attitudes/beliefs, age-related changes, diseases/disabilities) that
influences appropriate communication with Alzheimer’s dementia patients
(Buckwalter & Smith, 2003).

Module three specifically focuses on the topic of “depression” in older

individuals. It provides an overview of the signs and symptoms of depression,
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common problems that cause or mimic depression, and ways to assist older
individuals who may be depressed (Buckwalter & Smith, 2003).

Module four provides an overview of the various types of dementia but more
specifically Alzheimer’s Disease. It discusses the stages of Alzheimer’s Disease and
the common behavioral problems of each stage (Buckwalter & Smith, 2003).
Furthermore, it discusses the Progressively Lowered Stress Threshold (PLST) model
of care which is intended to help staff reduce stress and encourage independence of
Alzheimer’s Disease patients (Buckwalter & Smith, 2003).

Module five focuses on the basic interventions that may be used to prevent,
reduce, and manage behavioral symptoms in Alzheimer’s Disease (Buckwalter &
Smith, 2003). Such interventions are centered around the PLST model and the
module also discusses communication strategies that staff may utilize to
compensate for the impaired communication comprehension experienced by
Alzheimer’s Disease patients (Buckwalter & Smith, 2003).

Module six focuses on the Antecedent-Behavior-Consequence (ABC) model to
assist staff in assessing and modifying antecedents (triggers) and consequences
(reactions) of behaviors. Furthermore, it discusses the various factors that may be
contributory to behavioral problems and emphasizes the necessity of understanding
the problem from the perspective of the patient with Alzheimer’s Disease
(Buckwalter & Smith, 2003).

The review of literature indicates the importance of considering
environmental factors as well as utilization of a person-centered approach to reduce

the severity and frequency of behavioral problems in dementia patients. Also, there
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is an inherent need for caregivers to consider their communication approach when
interacting with these patients. The cognitive impairments in dementia patients
result in a decreased ability to comprehend complex forms of communication thus
contributing to behaviors. Moreover, evidence indicates that the use of
antipsychotic medications decrease the quality of life in dementia patients and do
not significantly improve behavioral problems or cognitive function when compared
to placebo. The mechanism of action of these medications as well as their side effect
profiles are contributory to a reduce quality of life. Furthermore, the evidence
indicates there is an increased risk for mortality within 180 days from the initiation
date of both typical antipsychotics as well as atypical antipsychotics. Hence,
caregiver education training centered on the assessment and management of
behavior problems in dementia is of utmost importance. The evidence from
caregiver education training studies have demonstrated significant reductions in
behaviors (which are evaluated with behavioral assessment instruments) as well as

improved confidence of caregivers in managing behavioral problems.
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Chapter 3 z Project Design and Evaluation Plan

Chapter three provides an outline of the project design and evaluation plan.
The PDSA (Plan-Do-Study-Act) cycle and PICO (Problem, Intervention, Comparison,
Outcomes) model are the methodological frameworks used to guide this project.
The project design encompassed a microsystem analysis, preliminary assessment of
staff knowledge concerned with dementia and the causes of behaviors, assembly of
a project support team, implementation of a caregiver training program, post
assessment of staff competency and adherence to the imparted knowledge, and
evaluation via descriptive data analysis. The Geriatric Mental Health Training Series
(GMHTS) was the identified caregiver training program which sought to assist the
staff (in the facility of interest) in accurate identification of the contributing factors
of agitation. The GMHTS was also intended to guide staff in the consideration of
interventions which are centered around the modification of patient-based,
caregiver-based and environmental-based factors.
Methodological Framework

A methodological framework that was used to guide the project is the the
Plan, Do, Study, Act (PDSA) cycle. There are four steps in the cycle - Plan, Do, Study,
and Act. It essentially is utilized for testing a change by planning an observation (or
test), implementing it on a small scale, analyzing the data/results, and acting on
what is learned (Agency for Healthcare Research and Quality, 2008). The ‘Plan’ stage
identifies the objective and generation of any predictions. This stage also involves
developing a data collection method to address the objective. The ‘Do’ stage involves

initiating the observation (or test) and initial analysis of the data obtained. The
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‘Study’ stage involves completing the analysis of data, comparing the data to
predictions, and reflecting on what is learned. The ‘Act’ stage assists with the
decision to refine the change and implementing it on a broader scale (Institute of
Healthcare Improvement, 2017).

This project focused on the ‘Plan’ and ‘Do’ stages of the PDSA cycle.
Considering the facility of interest did not have a clearly defined policy or
standardized process for behavior management in dementia, this will be explored
further. This subsequently assisted in identifying areas of need and focusing the
content of GMHTS training program on the specific needs of the facility.

The PDSA cycle was further supplemented by the Problem, Intervention,
Comparison, Outcomes or PICO (PICO) model. In essence, this model was intended
to guide a researcher to develop a well-built clinical question as well as structure
the search strategy through the identification of the key concepts that need to be
addressed to explicitly answer the question (Duke University Medical Center, 2016).

The PICO model consists of four steps with the first component considering
the ‘patient population’ and the ‘primary problem’ (P) (Duke University Medical
Center, 2016). In this project the population was dementia patients and the specific
problem identified was deficient skills of healthcare practitioners concerned in the
assessment and identification of the unmet needs in this population. The second
step was the consideration of the key intervention (I) that intended to solve the
problem (Duke University Medical Center, 2016). The identified intervention was
the provision of staff training program that emphasizes person-centered care and

integration of both the person-environment fit theory and the need-driven
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dementia-compromised behavior model. Therefore, the GMHTS program coincided
with these principles. The third step was the comparison (C) intervention which
considered the standard care provided by staff within a geriatric care facility (Duke
University Medical Center, 2016). The final step was the consideration of anticipated
outcomes (O) which addressed the intent of the intervention. Thus, this project was
intended to increase the staff understanding of the dementia disease process as well
as enhance their skills in the identification and modification of the potential triggers
associated with behavioral problems. This project integrated all of the PICO
components to determine the deficiencies of staff related to understanding the
appropriate management of dementia-related behaviors, understanding the
standard process of care in the facility of interest, and the appropriate development
of an intervention that is patient-centered and fits the needs of the staff (registered
nurses) performing direct patient care.

The review of literature supports the importance of caregiver education as
an intervention to promote the understanding of the dementia disease process and
provide skills training toward identifying precipitating factors of behaviors and
modifying the triggers of such behaviors. The specific aims and objectives in the
next section provided the basis for the development and integration of the GMHTS
program within the facility of interest. Furthermore, the aims and objectives guided
the completion of the ‘Plan’ and ‘Do’ stages of the PDSA. Additionally, the aims and
objectives guided the evaluation of outcomes related to staff competency and
knowledge of managing behavioral problems based on the principles of the GMHTS

program.



PREVENTING BEHAVIORS 47

Specific Aim 1
Determine the common underlying indications for the use of psychotropic medications
in a geriatric care facility.
Objective 1: Conduct a microsystem analysis of the facility of interest to determine
and understand the processes of dementia care.

The Dartmouth Hitchcock Clinic’s 5P Wall Model guided the microsystems
analysis. The 5Ps are Purpose, Population, Professionals, Processes, and Patterns
(The Dartmouth Institute, 2010). Permission to use the 5P Wall Model was in
correspondence with the Dartmouth-Hitchcock’s privacy policy (see Appendix I).
The model indicated a process for gathering information about the clinic’s
microsystem. Utilizing this model, the current processes and patterns of dementia
care in the geriatric care facility was investigated. The microsystem analysis sought
to understand the following processes: 1) Who first observes the behavior (the
certified nurse aide or licensed nurse)? 2) To whom does the “observer” report the
behavior? 3) Are non-pharmacological interventions attempted before the
administration of psychotropic medications? 4) Are precursors to the behavior first
assessed before the administration of psychotropic medications? 5) Who makes the
decision to treat the behavior problem with a medication versus the use of a non-
pharmacological intervention? Lastly, are any appropriate referrals made to a
geriatric psychiatrist, geriatrician, or neurologist for evaluation of the behavior
before ultimately notifying the Medical Doctor (MD) of the persistence of a
behavioral problem? To understand such items, floor staff, unit managers, Minimal

Data Set (MDS) Coordinators, and Director of Nursing (DON) were interviewed and
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asked to convey their perceptions of the behavior management processes within the
facility.
Objective 2: Assess staff (registered nurses and/or licensed practical nurses)
understanding of dementia and the definitive causes of dementia-related behaviors.

To better understand the competency of healthcare providers concerned
with the dementia disease process and the contributing factors of dementia-related
behaviors, a pre-test consisting of 10 questions was developed independently by the
project director to determine if any knowledge deficits exist. To also assess current
knowledge in appropriate dementia care processes a single (pre-test) vignette was
developed by the project director. The development of the pre-test was based on
fundamental information of Alzheimer’s Disease and Dementia derived from the
Alzheimer’s Association website, the British Columbia Behavioural and
Psychological Symptoms of Dementia (BPSD) guidelines, and the GMHTS program.
The vignette was developed based on the AAGP guideline and the British Columbia
(BPSD) guidelines. The vignette was intended to elicit whether staff were able to
identify the ABCs (Antecedents, Behavior, Consequences) of a behavior problem
which is a principle concept in GMHTS. The appropriate identification of ABCs is
essential for the provision of patient-specific interventions. Both the pre-test and
vignette would be distributed to the staff and collected for analysis within seven to
14 days.

Pre-test. Pre-test questions and model answers (see Figure 3)
included in the analysis would be based on fundamental information

derived from the Alzheimer’s Association and the British Columbia
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BPSD guidelines, and the GMHTS program. The analysis was scored using a
10-point system. Questions were not derived from any existing questions
that may be available. The questions were centered around four categories
(knowledge of appropriate interventions, dementia disease process,
pathophysiology of dementia, & person-centered care approach) to better
understand if deficiencies concerning behavior management are
multifactorial. Questions 1 and 6 on the pre-test assesses knowledge of
appropriate interventions. Question 1 significantly assesses whether licensed
nurses are aware that antipsychotic medications are not approved for use in
Alzheimer’s disease. Questions 2, 5, and 8 assessed understanding of the
disease process in dementia. Questions 2 and 8 assessed whether licensed
nurses are aware that there is a lost ability to self-regulate stress in dementia
and results in behavioral problems. Hence, these two questions were
centered around the Progressively Lowered Stress Threshold (PLST) model
of care. Question 5 assessed whether licensed nurses were aware of the
difference between the manifestation of delirium versus Alzheimer’s disease.
This being that delirium is often mistaken for Alzheimer’s disease or
dementia. Questions 3 and 4 assessed the basic understanding of the
pathophysiological process involved in the development of Alzheimer’s
disease. Lastly, questions 7, 9, and 10 assessed licensed nurses knowledge
regarding the importance of person-centered care in dementia. All questions

required either a true or false response.
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Pre-test questions

1. Antipsychotic medications are approved for use in Alzheimer’s disease by the U.S. Food
and Drug Administration (FDA) TorF

2. Behavioral problems in Alzheimer’s disease patients are primarily due to a decreased
stress threshold in these patients TorF

3. Alzheimer’s disease is due to nerve cell death and tissue loss throughout the brain as a

result of aging TorF
4, Alzheimer’s is a normal part of aging TorF
5. Alzheimer’s disease often presents as a sudden loss in cognitive functioning TorF

6. Nonpharmacologic approaches should be tried first in Alzheimer’s patients who are not
a threat to themselves or others TorF

7. Interventions for managing behavior problems in Alzheimer’s disease patients and other
dementias should be individualized and person-centered TorF

8. Sources of stress for patients with Alzheimer’s disease include increased environmental
stimuli (increased noise and too many people) TorF

9. A primary goal concerned with caring for patients with Alzheimer’s is allowing them to
continue to be independent based on their current abilities TorF

10. When providing care for Alzheimer’s patients, tasks should be focused on what you
would like them to do rather than offering choices and maintaining a consistent daily
routine TorF

Figure 3. Pre-test questions. This pre-test assessed healthcare provider knowledge deficits
concerned with dementia-related behaviors.

Vignette . Vignette questions and model answers (see Figure 4)
included in the analysis were based on criteria from the British Columbia BPSD
guidelines and the GMHTS program. The analysis was scored using an 10-point
system. The staff member scored two points for each question aside from the
question concerning the risk for self-harm or harm of others and the sequencing of
steps to determine the causal factors of behaviors. These two questions were scored

one point each. Component one of the vignette was used to identify whether staff
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were able to 1) associate the behavior with an existing medical diagnosis, 2)
determine if the behavior presents a risk for self-harm or the harm of others, and 3)
identify a specific behavior as well as the triggers and consequences of such
behavior (i.e. ABCs). Component two was used to assess the staff members’ ability to
correctly sequence the steps of determining the potential causal factors of
behaviors. The vignette (Figure 4) was not derived from any existing vignettes that
may be available. Question 1 assesses whether licensed nurses are able to make the
connection between an underlying medical diagnosis and its contribution to the
manifestation of behaviors. Question 2 assessed whether licensed nurses are able to
appropriately identify a patient who is at risk for harming self (also others around
him or her) and requires emergency evaluation and treatment. A patient who is at
risk for harming self is one who inflicts physical self-harm (i.e. hitting head on table
or self-infliction of wounds). A patient is at risk for harming others when there is an
increasing severity of verbal or physical aggressiveness/agitation. Questions 3 and 5
assessed whether licensed nurses can accurately identify a “trigger” (antecedents)
and “consequence” of the behavior indicated in the vignette. The GMHTS program
emphasizes that behavioral problems can result from “triggers” (antecedents) as
well as “consequences” (reactions of caregivers due to the behavior or the
subsequent impact on the patient). Question 4 assessed whether licensed nurses can
identify the “specific” behavior exhibited by the patient in the vignette. Question 6
assessed whether licensed nurses are able to correctly sequence the steps of
determining the potential causal factors of behaviors. The British Columbia BPSD

Guidelines indicate there should be a systematic approach toward determining the
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Moderate Dementia

Mrs. Cis a 78 yo female with diagnoses Alzheimers dementia (on Namenda), vascular dementia, HTN,
hyperlipidemia, Vitamin D deficiency, osteoarthritis, asthma (has PRN Albuterol and scheduled Pulmicort)
and Depression with Anxiety (has PRN Ativan PO and on scheduled Citalopram). She understands basic
English and her primary language is Japanese. She is not always able to make her needs known due to the
language barrier. She has been residing in the skilled nursing facility for a few years now. She has behaviors
where she has increased calling out with agitation and attempts with getting out of bed. Other residents on
the unit get upset with the increased calling out. She is also one that needs increased encouragement to eat
her meals and drink fluids. Her agitation can occur anytime throughout the day and there appears to be no
apparent stimulus or trigger. However, it seems to be increased when she recognizes familiar staff walking in
the hallway while she is laying down in bed. She remains in bed most of the day aside from attending the
activities program. Her agitation at times will increase in severity when her husband leaves after visiting. It is
difficult for staff to de-escalate her agitation. Staff get frustrated and thus often ignore her verbalizations
associated with agitation. Additionally, the patient’s agitation is distressing to the patient contributing to
increasing shortness of breath.

What is the behavior related to? Based on your consideration of her medical diagnoses.

Is the patient at risk for harming herself and others around her?

What are the triggers for the patient’s behaviors?

What is the specific behavior that occurs?

What is the consequence after the behavior occurs or continues?

In order of priority, indicate the steps you would take to address this patient’s agitation/behavior problem.

___A_provide PRN Ativan and contact MD for antipsychotic medication order|

___ B. assess pain and provide PRN pain medication

___ C. assess for unmet needs and ensure that basic needs have been met

___ D. assess in-room comfort and any environmental factors contributing to agitation/vocalizations

___ E. assess for changes in medication regimen or newly prescribed medications (potential side
effects/interactions)

___ F. assess for loneliness and need for social interaction; provide one-to-one attention and talk about her
husband or past life experience

___ (. assess for acute/chronic medical illnesses, notify MD/NP, and treat as indicated

Figure 4. Vignette. This vignette assessed healthcare provider knowledge and processes for
identifying the potential contributing factor(s) to behavior problems in dementia patients.

underlying cause of behavior problems before notifying the MD and administration
of a psychotropic medication. The approach should (step 1) consider unmet basic
needs then proceed to environmental factors (step 2), consideration of
communication approach (step 3), consideration of psychosocial needs (step 4),

complexity of activities/tasks (step 5), the onset of acute illness or exacerbation of
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chronic illnesses (and/or new medications/side effects/drug-drug interactions)
(step 6), and lastly notifying the MD and administering a psychotropic medication to
manage the persistent or frequent behavior (step 7).

Objective 3: Determine whether a deficiency in knowledge and training amongst
all staff (licensed nurses) are influential toward the reliance on psychotropic
medications to manage agitation behaviors.

To analyze whether a reliance on psychotropic medications by staff is
correlated to a deficiency of knowledge and training in non-pharmacological
behavior approaches, a four-item questionnaire (Figure 5) would be developed by
the project director with the following considerations, 1) Is the absence of
mandated dementia care training in Hawaii influential? 2) Does the facility’s
administration/management offer in-house opportunities for non-pharmacological
behavior-management training? 3) Do nurse managers on the care units offer
guidance/support that utilizes non-pharmacological interventions? and 4) If
psychotropic medications are on a patient’s medication list, does this influence the
staff’s decisions to first use the medication to manage the behavior before
employing any non-pharmacological interventions?

Four -item q uestionnaire . The questionnaire was intended to
determine whether staff had knowledge of non-pharmacological
interventions, if the organization was influential in the provision or non
-provision of non-pharmacological interventions, and whether

psychotropic medications indicated on the patient’s medication list
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influences staff reliance on such medications for behavior

management.

Four-item questionnaire

Are you aware that other states in the U.5. Mainland (except Hawaii) have mandated dementia
care training?

Yes ar Mo

Does the facility’s administration/management staff offer opportunities for non-
pharmacological behavior-management training?

Yes or Mo

On a scale of 1 to 5, rate your perception of the nurse manager(s) knowledge of non-
pharmacological interventions to address behavioral problems (in dementia patients)

1 2 3 4 5

[l'lal'.u_{u' has no knowladge) Imanager has extensive knowledge)

On a scale of 1 to 5, rate the likelihood that you would rely on the use of
antipsychotic/antianxiety medications to manage behavioral problems when it is indicated on
the patient’s medication list

1 2 3 4 5

[vary unlikeby Lo use Rx) [wary likely 1o use Rx)

On a scale of 1 to 5, rate your knowledge of non-pharmacological interventions that may be
used to address behavioral problems in dementia patients

1 2 3 4 5

(no knowledge| lextensive knowledge|

Figure 5. Four-item questionnaire. This questionnaire assessed the healthcare provider self-
perceived knowledge of non-pharmacological interventions and the influence of the facility in the
utilization of non-pharmacological interventions.

Specific Aim 2
Integrate the Geriatric Mental Health Training Series (GMHTf&)ogram within an
organization to assisthe staff (icensed nurses) in accurately identifyinthe
contributing factors ofbehavior problemsand guide theamplementation of
interventions which modify patierbased, caregivebased and environmentabased

factors.
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Objective 1: Assemble a team (Medical Director, Director of Nursing, and naysayer)
to promote cooperation and support of staff with the integration of the Geriatric
Mental Health Training Series (GMHTS) program within the facility of interest.

The facility’s Director of Nursing was contacted directly via both email
communication and telephone communication in regards to the integration of
GMHTS within the facility of interest. The project director would work with the
Director of Nursing to obtain support for the intervention from the facility’s medical
director as well as the identification of a naysayer whose perceptions concerning
non-pharmacological interventions are meant to be improved. The team was
assembled within a two-week timeframe.

Objective 2: Analyze the components of the Geriatric Mental Health Training Series
(GMHTS) curriculum and synthesize the information for implementation within the
organization.

The training program specific for the facility of interest would be developed
based on select items from the Geriatric Mental Health Training Series (GMHTS)
curriculum (Appendix G) and supplemented with pertinent information derived
from the British Columbia BPSD guidelines. Additionally, the development of the
facility-specific program considered the findings of Specific Aim 1, Objectives 1 and
2 indicated above. The training program was developed by the project director and
reviewed by the project’s support team within one to two weeks of conducting a
microsystem analysis and assessment of staff knowledge concerning dementia and
related behavioral problems. In addition to reviewing the training program, the

support team provided their perceptions/inputs of the behavior problem



PREVENTING BEHAVIORS 56

assessment processes in the facility. Additionally, they were expected to facilitate
the process of ensuring pre-test questions and pre-test vignettes were completed in
a timely manner (one week) for prompt analysis by the project leader so that the
training program could be tailored to the specific needs of the facility. Selection of
the components from the GMHTS curriculum were specifically based on results of
the pre-test questions and pre-test vignette. The questions on the pre-test were
based on the following categories: 1) pathophysiological changes, 2) disease process
of Alzheimer’s, 3) person-centered care, and 4) knowledge of appropriate
interventions. The pre-test vignette is centered around the A-B-Cs (Antecedents-
Behavior-Consequences) concept of behavior management and the processes for
identifying the potential contributing factor(s) to behavior problems.

Specific Aim 3
Implement andevaluate theGeriatric Mental Health Training Series (GMHTS)
program for its effectiveness assisting facility staff in the identification of the causal
factor(s) of agitation in individual dementia patients
Objective 1: Trial the Geriatric Mental Health Training Series (GMHTS) program in
the facility of interest.

After review and approval of the training program by the project support
team, GMHTS was implemented within the facility for a duration of 21 days or three
weeks. A two-part series training session (consisting of two hours each for Part I
and Part II) would be provided to full-time staff (licensed nurses) working either the
morning, evening, or night shifts. Part [ and II training sessions were provided in a

single four-hour period. Scheduling and attendance of the two-part, four-hour
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training session was conducted over the course of three weeks. The Director of
Nursing informed all shift staff that attendance of the four-hour training session was
mandatory. The project director would work with the scheduler to identify the full-
time staff and determine the days that these staff members were able to attend the
training session within the allotted 21 days to avoid any conflict with regular staff
scheduling. An additional seven days was allotted for the purpose of analyzing
evaluation materials (indicated below) for any improvements of staff competencies
concerned with the material presented within the training session.

Objective 2: Evaluate the staff’'s adherence to the steps/components of the staff
training program and evaluate both their understanding of the dementia disease
process as well as their ability to identify and modify the potential triggers
associated with behavioral problems.

To evaluate the staff’'s competency and adherence to the facility-specific
training program, a post-test consisting of 10 questions and a single (post-test)
vignette was developed independently by the project director to determine if there
were any improvements in the competency and knowledge of staff in managing
behavioral problems. It was intended to elicit whether the staff member’s
assessment process improved toward identification of the trigger(s) and
consequence(s) of behavior problems and whether staff develop an increased
awareness and understanding of the systematic process used to determine
contributory factors of behavior problems. Both the post-test questions and
vignettes were based on the components of GMHTS and the British Columbia BPSD

guideline. The post-test questions and post-test vignette were administered
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immediately after the completion of the four-hour training program. Furthermore,
the post-test vignette was re-administered one week from the date the participants’
complete the training program. This was specifically to assess the retention of the
training information as well as determine any improvements in the participants’
ability to apply the concepts to a scenario which they have been previously exposed

to (post-test vignette administered one week prior).

Post-test questions

1. Antipsychotic medications are approved for use in Alzheimer’s disease by the U.S. Food
and Drug Administration (FDA) TorF

2. Behavioral problems in Alzheimer’s disease patients are primarily due to a decreased
stress threshold in these patients TorF

3. Rest periods should be allowed for Alzheimer’s patients throughout the day to decrease
their stress levels TorF

4. When communicating with Alzheimer’s patients, it is important to “correct” the patient
by providing reality statements and dispute their altered reality perception TorF

5. Communication provided to Alzheimer’s patients should be short and simple and
articulated slowly to allow the patient to understand the message TorF

6. Patients with dementia live in a “24-hour continuum.” TorF

7. Delirium is a normal characteristic of Alzheimer’s disease and other dementias TorF

8. The first consideration when attempting to determine the triggers or contributing
factors of behavior(s) should be that focused on physical factors and underlying medical

illness TorF

9. The use of “validation” therapy/approaches means confronting and “correcting” the
misbeliefs of a patient with Alzheimer’s TorF

10. When trying to understand the underlying context of behaviors, it is an appropriate
consideration to inquire with family members about the patient’s past life experiences,
personality traits, and life-long routines TorF

Figure 6. Post-test questions. This post-test assessed for improvements in healthcare provider
knowledge concerned with dementia-related behaviors.

Post-test. Post-test questions and model answers (see Figure 6)
included in the analysis were based on fundamental information

derived from the GMHTS and the British Columbia BPSD guidelines.



PREVENTING BEHAVIORS 59

The analysis was scored using a 10-point system. The questions were not
based on any existing questions and were different from the pre-test
questions.

Vignette . Vignette questions and model answers (see Figure 7)
included in the analysis were based on criteria from the GMHTS and British

Columbia BPSD guidelines. The analysis was scored using a 10-point system.

Moderate-to-severe Dementia

Mrs. E is a 82 yo female with diagnoses CVA, Alzheimer's dementia, HTN, depressive disorder, obesity, and
CHF. Has hx of MVA several years ago. She is on medications for HTN, CHF, and depression. She has recently
been admitted to the skilled nursing facility. Her primary language is English. She is usually pleasant and likes
to interact with other patients and staff members. Despite the severity of her dementia she is independent
with eating, bed mobility, toileting {although incontinent most times), and self-transfers. She requires
assistance with bathing and dressing. She goes to the activities program daily. She has a behavior in which
she is only able to remain seated for few minutes at a time whether she is in the nursing station for
observation or while in the activities room. She is usually not easily agitated but keeps wandering back and
forth between her room and the activities room. There is usually increased “flow-thru” traffic (increased
work activities) on both the unit where her room is located and in the activity room (increased amount of
visitors and staff). When she is given an activity task or craft project she is usually able to remain seated for a
limited amount of time and is observed to get up and leave the activity room. She does not always complete
the activity task. The only times she is noted to have increased wandering is when she is left sitting on her
own without any interaction or anything to focus her attention on. Recently she has been noted to exhibit
physical aggression when staff try to make her sit down and remain in the activities room or when staff try to
stop her from walking back to her room. Staff often have to chase down Mrs. E to bring her back to the
activities room because she can be disrupting of the activities of the other patients on the unit (walking into
other patient’s room besides her own). Staff also have the tendency to be argumentative with her, increase
their tone of woice, and continue to insist that she go back to the activities room. Her behaviors occur daily
and she does not have a PRN medication to address the severe agitation nor does she have a scheduled
medication for her Alzheimer’s dementia.

What is the behavior related to? Based on your consideration of her medical diagnoses.

Is the patient at risk for harming herself and others around her?

What are the triggers for the patient’s behaviors?

What is the specific behavior(s) that occurs?

What is the consequence after the behavior occurs or continues?

In order of priority, indicate the steps you would take to address this patient’'s agitation/behavior problem.

____ A assess for environmental factors such as increased noise, number of people in activity room,
familiarity with the environment; move patient to an area with decreased environmental stimuli

_____ B. assess for boredom and need for social interaction; provide an activity that the patient enjoys and
based on past life hobbies/interests AND/OR talk about someone or a subject that is meaningful to the
patient

__C. ensure basic needs have been met

___D. assess the complexity of activities/projects, are they focused on previously learned skills and match
the patient’s current cognitive abilities

____E. assess for medication side effects and acute/chronic medical illnesses, notify MD/NP, and treat as
indicated

___ F. notify MD that patient does not have any medication for the dx Alzheimer's dementia and no PRN
medication for severe agitation

_____G.assess your communication approach toward patient; provide simple communication (short & clear)
and provide distraction/redirection; repeat communication exactly as you did the first time if not understood

Figure 7. Vignette. This vignette assessed for improvements in healthcare provider processes
concerned with identifying the potential contributing factor(s) to behavior problems in dementia
patients.
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Each question was assigned two points except for the question concerning
risk for self-harm or harm of others (Question 2) and the sequencing of steps
to determine the causal factors of behaviors (Question 6). These two
questions were scored one point each. Component one of the vignette is used
to identify whether staff competencies increased related to 1) associating the
behavior with an existing medical diagnosis, 2) determining if the behavior
presents a risk for self-harm or the harm of others, and 3) accurate
identification of the trigger(s) and consequence(s) of behavior problems
using the ABCs approach. Component two was used to assess the staff
members’ ability to correctly sequence the events of determining the
potential causal factors of behaviors. The vignette was developed
independently by the project director and was not derived from any existing
vignettes.
Evaluation
Data analysis in regards to staff reliance on psychotropic medications and
whether there was any correlation to a deficiency of knowledge and training in non-
pharmacological behavior approaches involved the review of responses indicated
on a rating scale questionnaire consisting of four questions (see Specific Aim 1,
Objective 3, Four-item Questionnaire). Data analysis in regards to determining staff
deficiencies pertaining to the identification of behavior problems and its triggers
involved the review of responses indicated on a pre-test of 10 questions and a pre-

test vignette. Descriptive statistics would be used to convey findings.
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Data analysis concerned with evaluating the feasibility and applicability of
the GMHTS training program within the long-term care setting would involve the
review of responses indicated on a self-administered questionnaire consisting of
rating scale questions (i.e. strongly disagree to strongly agree responses) (see

Figure 8). The rating scale questions would be developed independently by the

Staff Evaluation of Caregiver Training Program
1.Pleases indicate if you are a registered nurse (RAN) or licensed practical nurse (LPMN) (please check box)

RN
LPM

2.Please indicate yvour shift of work (please check box):

DAy

EVE

NOC
3.0n average, how many dementia patients with agitation or behavior problems do you provide care for on
your shift (please circle):

1-2 3-4 5-6

=7

--In this next section, | wouwld like to get a better understanding from your perspective of the
wsefulness and effectiveness of the GMHTS training progran

4 Prior to receiving the GMHTS training, what factors did yvou believe were contributory to agitation or
behavior problems in dementia patients? Please write your response below.

5.0n a scale of 1-10, how confident are you NOW in assessing and managing agitation or behavior problems in
dementia patients after receiving the GMHTS training (please circle one)

1 2 3 4 £+ [+ T 8 a 10

(pot confident at all) [very confident)

6. The GMHTS training program content was understandable and easy to follow [please circle one)

Strongly disagree Disagree Meuwtral Apree Strongly agree

7. The GMHTS training prograrm is a valuable tool to help me assess and manage agitation or behavior problems
in dementia patients (please circle one)

Strongly disagree Disagree Neutral Agree Strongly agree

B Receiving education and training helped me to better understand the factors that contribute to agitation and
ather problematic behaviors in dementia patients (please circle one)

Strongly disagree Disagree Meutral Agree Strongly agree

g.Additional comments about the GMHTS training program. Please write your response below.

Figure 8. Staff Evaluation of Caregiver Training Program. This evaluation assessed healthcare
provider perceptions of the feasibility and applicability of the GMHTS training program within the
facility.



PREVENTING BEHAVIORS 62

project director and were not derived from any existing rating scale questions. Such
rating scales were intended to determine staff perceptions of the value of the
GMHTS training program and also to determine staff perceived improvements in
their competencies concerning the identification of causal factors that are
contributory to behaviors. Furthermore, data analysis concerned with the
evaluation of the staff's comprehension of the GMHTS program materials involved
the review of responses to questions in a post-test vignette and post-test of 10
questions. More specifically the post-test vignette would allow for the analysis of the
staff members’ critical thinking and the use of an appropriate assessment process
toward identifying contributing factors of a behavior and intervening appropriately
(with a non-pharmacological intervention) before resorting to pharmacologic
measures. Overall, data analysis occurred over a two-week time frame and utilized
descriptive statistics to communicate the overall findings.

IRB approval was obtained on January 11, 2017 (Appendix A). A
Memorandum of Understanding (MOU) between the University of Hawaii at Hilo
and a long-term care facility in rural Hawaii was obtained on January 17, 2017
(Appendix B). Informed consent from the study participants were obtained prior to

administration of the training program (Appendix C).



PREVENTING BEHAVIORS 63

Chapter 4 - Results

In this chapter the results of the project are presented according to the aims
and objects outlined in chapter three. A facility analysis was conducted to determine
the long-term care facility’s processes of care relating to the identification and
management of problematic behaviors in dementia patients. Ten question pre- and
post-tests as well as pre- and post-training vignettes were utilized to understand the
licensed nurses understanding of the contributing factors of dementia-related
behaviors and to evaluate the effectiveness of the GMHTS program.

The study site was a long-term care facility in rural Hawaii. It consists of 109
beds and services include skilled nursing and intermediate care. The staff-to-patient
ratio is approximately 1 to 20 per unit with a total of three units within the facility.

Specific Aim 1
Objective 1: Conducted a microsystem analysis of the facility of interest to
determine and understand the processes of dementia care.

The microsystem analysis was performed on January 18, 2017 through
January 20, 2017. The Dartmouth Hitchcock Clinic’s 5P Wall Model was used to
guide the microsystem analysis. The five Ps considered in the microsystem analysis
are purpose, population, professionals, processes, and patterns (see Appendix L).

Purpose

Of the several purposes of the long-term care (LTC) facility, the primary
purpose/aim identified is the facility’s provision of intermediate care for
dementia/Alzheimer’s patients who are not considered to be safe for a home

discharge or who need skilled services secondary to post-hospitalization.
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Population

The patient population in the facility varied in health background, services
needed, and age. The facility primarily serves patients with various health
conditions but of the patients with dementia (the focus population), these
individuals already have an established diagnosis prior to admission into the facility.
Patients’ are primarily young-old and middle-old individuals (age range 60-90 years
old).

Professionals

The number and types of professionals directly involved in the management
of behaviors were identified. The professionals within the facility are made up of
approximately 15 staff members (per unit as the facility encompasses three
separate units). This includes five CNAs, one to two licensed nurses (staff consist of
a mix of licensed practice nurses and registered nurses with either Associates
Degree in Nursing or Bachelor’s of Science Degree in Nursing), one unit manager (all
are registered nurses with Bachelor’s of Science Degree in Nursing), two social
services associates who serve all units (both without any higher education degrees),
three MDS Coordinators (i.e. nurse assessment coordinators who develop individual
patient careplans based on the results of a Minimum Data Set, MDS, which is a
health screening and assessment tool) who serve all units, one Director of Nursing
(a registered nurse with Associates Degree in Nursing), and one Adult-Gerontology
Nurse Practitioner (AGNP) who serves all units. There are 10 medical doctors (MDs)
who have varied patient caseloads within the facility but these doctors have

external primary care practices. These MDs usually only see their specific patients
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during initial admission to the facility and following the Medicare recertification
process. The licensed nurses inform the AGNP of the behaviors that present on the
unit and the AGNP ultimately cares for the needs of the dementia patients by
ordering diagnostic tests and collaborating with the MDs regarding the management
approach.

Processes

Identification of the professionals within the facility assisted in determining
the process of care concerned with managing problematic behaviors in dementia
patients. Processes were based on the professional scope of practice. Performance
patterns that were used in the microsystem analysis focused primarily on the
availability of the professionals involved in the processes of behavior management
throughout the workweek and during the facility’s hours of operation. A significant
problem concerned with the processes of care is the CNAs immediately rely on the
licensed nurses (licensed practical nurse or registered nurse) to assess the basic
needs of dementia patients. The CNAs do not make any effort to address such basic
needs before notifying the licensed nurses of their difficulties with managing a
behavior problem.

The CNAs are primarily responsible for the provision of daily patient care
and notifying the licensed nurses of an increasing severity of problematic behaviors.
The licensed nurses administer the daily medications of patients and assess the
individual needs of patients based on their underlying medical histories.
Additionally, the licensed nurse provides the initial assessment of behavior severity

and notifies the unit manager (a registered nurse) should the behavior continue to
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increase and not respond to basic non-pharmacological interventions (i.e.
assessment of basic needs, comfort, environmental factors etc.). The unit manager
works in unison with the licensed nurses to further investigate potential reasons for
specific behavior problems.

Should the behavior continue to escalate in which the patient is increasingly
combative or refusing care, the social services associates and DON are notified. The
social services associates (who do not have any prior academic preparation) and
DON attempt to provide one-to-one interactions with the patient and consider the
need for psychiatric specialist consultation, medication review, and institute other
interventions in order to curtail the behavior. Lastly, the nurse practitioner or MDs
are notified of the numerous unsuccessful attempts made by the staff to manage and
decrease problematic behaviors. MDs were noted by the DON to proceed
immediately with the prescription of psychotropic medications rather than first
offering other suggestions for non-pharmacological intervention. The primary role
of the NP is caring for the needs of dementia patients by ordering diagnostic tests
and collaborating with the MDs regarding the management approach. The MDs have
the ultimate say in the prescription of a medication intervention if it is deemed
necessary. The DON indicated the prescription of a psychotropic medication by the
MD occurs most times when behavioral management is needed.

Patterns

Considering performance patterns, it is important to note that not all
members of the interdisciplinary team are available on the weekends. The unit

managers, social services associates, MDS Coordinators, DON, and nurse
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practitioner are off duty on the weekends. The facility operates 24-hours a day but
the social services associates, MDS Coordinators, unit managers, DON, and nurse
practitioners only work during the daytime hours. Hence, the evening and night
shifts would not have the support of these specific professionals, leaving the
licensed nurses and CNAs to solely attempt behavior management.

Objective 2: Assesstaff basic understanding of the dementia disease pracesthe
contributing factors of dementi@lated behaviors.

The pretest of 10 questions and piest vignette were distributed to licensed
nursegmix of licensed practical nurses and registered nufs@s) January 18 through
January 22, 2017. It was distributed to a totaldficensed nurseencompassing all
shifts (morning, evening, and nigh8ll were informed of th@rojectwithin the facilty
andthey wereasked to complete the forms to assist in determining the specific caregiver
edwcation needs of the facility as well @sloring the GMHTS training program toward
these identified needs. Along with the data collection forms, securiggterivelopes
were provided to the recipients and such recipients were itestrtecseal their forms in
theenvelopes. Furthermore, they were asked to place their sealed envelopes in a larger
manila envelope provided to each respective unit. Three stits distributed
guestionnaires/vignettes were collected on January 27, 2017. Three additional sets of
guestionnaires/vignettes were collectsn January 30th.IAforms were unald to be
collected by January 3 order to ensure optimal participationesminder was sent to
all possible participants and an extension to February 1, 2017 wasAjivemaining

sets of questionnaires/vignettes were collected on February 1, 2017.
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The return rate of copleted preestswas 100%The results of the XQuestim
pretest(Appendix D)wereone individual scored 60%, four individuals scored 70%,
three individuals scored 80%, and four individuals scored 90%. Further analysis of the
individual pretest questions revealed that 8 of 12 individuals (67%) believed that
psychotropic medicatiormea ppr oved for use in Al zhei mer’ s
and Drug Administration (FDAjQuestion 1) Six of 12 individuals (50%) were unaware
that the decreased stress threshold in Al zhe
responsible for the exhibition of behavior problegi@siestion 2)Three of 12 individuals
(25%) didn’'t believe that Al zheimer’'s diseas
the brain (Question 3). Twelve of 12 individuals (100%) are aware thaté&lze mer * s i s
not a normal part of aging (Question Bive of 12 individuals (42%) believed that
Al zhei mer’s disease patients present with a
(Question5)0One of 12 individuals i nynoreated that i
pharmacological approacheso manage behaviors in Al zhei mer
threat to self or others (Question 6). Twelve of 12 individuals (100%) are aware that
management of behavior problems i dandl zhei mer
personcentered (Question 7). One of 12 individuals (8% $ unaware that increased
environmental stimuli can be a source of str

(Question 8). Twelve of 12 individuals (100%) are aware that a primary goal in

Al zhei mer’ s dementia care is to allow patien
abilities(Question9) Two of 12 individuals (17%) indic
to be focused on “staff needs” wtendalys off er.i

routine (Question 10).
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The return rate of completed vignettes was 10DB6.vignette (Appendix E)
was intended to elicit whether staff are able to identify the ABCs (Antecedents,
Behavior, Consequences) of a behavior problem which is a principle concept in
GMHTS. The appropriate identification of ABCs is essential for the provision of
patient-specific interventions. The staff were instructed to read the vignette
carefully and answer the questions to the best of their knowledge. Results of thgre-
test vignette werthree individual scored 0%, three individuals scored 20%, two
individuals scored 40%, two individuals scored 60%, and two individual scored 70%.
The total score the participants could receive for the vignette was 100%.

Seven of 12ndividuals (58%) were not able to accurately identify that the patient

in the vignette had a diagnosis of Al zhei

(with anxiety) which is contributory to
individuals (75%) misidentified the patient as being at risk for harming self or others
secondary to her agitation (Question 2).
identify the trigger for the behavior as being due to being left alone or being unable to
make her needs known (Question 3). Sesfel? individuals (58%) were nable to

identify the specific behaviors the vignette which were either increased vocalizations

or attemptgo getout of bed. Allof theseseven individuals identified tHeehavior as

agitation which is a general term that
individuals are truly able to identify what behaviors are exhibited (Question 4). Eleven
12 (92%) individuals were natble to identify the consequencesloé behavior as being

contributory to the upsetting of other patients, increased shortness of breath due to

increasing agitation, or staff disregarding the vocalization of the patient (Question 5).

t

mer

he

i s
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Twelveof 12 individuals (100%) were nable to accuratglprioritize the steps toward
assessing the contributing factor(s}lué behavior problem exhibité@uestion 6).
Nine pretest and pretestvignettes were administered separately from the above
12 completedests andiignettesThus, a total of 21 preests and vignettes were
administeredThe DON was not abléo permit all staff participation in the training
considering conflicts with employee scheduling and understaffing. Therefore, nine
individuals volunteered toeceive the traininglhis was the pmary reason for
administering the nine pitests and vignettes separatdgditionally, the 12 completed
tests and vignettesereobtainedo determine allicensed nurse (licensed practical nurse
and registered nursepderstanding ahe dementiaisease process as wellthe
contributing factors of dementialated behaviorg-urthermoreit was utilized taassess
all licensed nursknowledge irregards t@ppropriate dementieareassessment
processes.
In regards to preest results, one indigdual scored 60%, three individuals scored
70%, two individuals scored 80%, and three individuals scored 90%. Further analysis of
the individual pretest questions revealed that four of nine individuals (44%) believed that
psychotropic medicationswereappv ed f or use i n Al zheimer’'s d
and Drug Administration (FDAJQuestion 1)Five of nine individuals (56%) were
unaware that the decreased stress threshol d
responsible for the exhibition bkehavior problem@Question 2)Four of nine individuals
(44%)didnotbel i eve that Al zheimer’s disease is du
in the brain (Question 3Dne of nine individuals (Bd) wasnota war e t hat Al zheir

is not a normal padf aging (Question 4Four of nine individuals (44%) believed that
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Al zhei mer’s disease patients present with a
(Question 5)Nine of nine individuals (100%) were aware thatpdvarmacological
approaches should be tried first to manage ©b
a threat to self or others (Question 6). Nine of 9 individuals (100%) are aware that
managementdf e havi or problems in Al zheimer’ s pat.i
personcentered (Question 7). Nine of nine individuals (100%) were aware that increased
environmental stimuli can be a source of str
(Question & Nine of nine individuals (100%) were aware that a primary goal in
Al zhei mer’s dementia care iIis to allow patien
abilities (Question 9). Nine of nine individuals (100%) were aware that tasks should not
be focusew n “staff needs” but should instead be
maintaining a consistent daily routine (Question 10).

Pretest vignette results incluame individual scored 0%, one individual scored
20%, one individual scored 30%, two individust®red 40%, two individuals scored
50%, and two individuals scored 6(0%eepg. 73for model answersee pg. 87or
individual question analysis of ptest vignette compared to pdsst vignette) Four of
nine individuals (44%) were nable to accuraly identify that the patient in the vignette
had a diagnosis of Al zheimer’s dementia and/
which is contributory to the patient’s agit a
(78%) misidentified the patiensdeing at risk for harming self or others secondary to
her agitation (Question 2). Threerone individuals (33%) were nable to identify the
trigger for the behavior as being due to being left alone or being unable to make her

needs known (Question.Jjive d nine individuals (56%) were nable to identify the
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specific behaviors of the vignette which were either increased vocalizations or attempts

outof bed. Fourothesef i ve i ndividuals identified t

“rest | e slsinaegengral temmnithates not specific enough to determine if the
individuals are truly able to identify what behaviors are exhibited. One individual did not
provide a response (Question 4). Si x of
the consquences of the behavior as being contributory to the upsetting of other patients,
increased shortness of breath due to increasing agitation, or staff disregarding the

vocalization of the patient (Question 5). Eighthme individuals (89%) were nableto

he

n

accurately prioritize the steps toward assessingdh#&ibuting factor(s) ofthp at i ent ' s

agitation (Question 6).

Model Answers: Pre-test vignette

Participant Answers: Pre-test vignette

Q1 (Associated medical Dx)
-Alzheimer’s dementia
-May also include dx depression w/ anxiety

Alzheimer’s dementia

Depression w/ anxiety

Vascular dementia

Language barrier (trigger or antecedent)

Husband leaving (trigger or antecedent)

Unable to express her feelings

Frustration expressing self (trigger or antecedent)

Q2 (Risk for harm)
No

Yes
No
Can be

Q3 (Antecedents)

Either of the following:

-being left alone (when husband leaves, recognizing familiar
staff)

-unable to make needs known d/t language barrier

(* = an accepted response which is similar to model answer)

Expressing herself*

Recognizes familiar staff*

When husband leaves*

Language barrier*

Needing attention from familiar faces
Being alone*

Longing for companionship*

Unmet basic needs/pain

Q4 (Specific behavior that occurs)
Either of the following:

-increased vocalization

-attempts out of bed/restless

* = an accepted response which is similar to model answer)

Agitation

Calling out*

Attempting to get out of bed*

Restlessness*

Wants someone to come be with her

Anxiety (a diagnosis that could contribute to behavior)
Depression (a diagnosis that could contribute to behavior)
Confusion

Q5 (Consequences)

Either of the following:

-other residents get upset with the increased calling out
-staff ignore her vocalizations/verbalizations

-patient gets increasing short of breath due to increased
agitation

(* = an accepted response which is similar to model answer)

Falls

Anxiety (a diagnosis that could contribute to behavior)
Stress to staff

Antipsychotic drugs used (not mentioned in vignette to
have been used)

Increased agitation resulting in shortness of breath*
Gets ignored/staff ignore her*

Other residents get irritated/get upset*

Remaining in bed most of the time (not mentioned in
vignette)

Table 1.Pretest Vignette: Model Answers & ParticipiaAnswers

b €
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Objective 3: Assesdor a deficiency in knowledge and training amongsstff and
whether thesareinfluential toward any reliance on psychotropiedications to manage
behavior problems dementia patients.

Along with the pretest of 10 questions and giest vignette that were distributed
to the licensed nurses, a fatem questionnairésee Appendix Fyvas also distributed
from January 18 through January 22, 2017. It was distributix teamel 2 licensed
nurseswvho also received the dduestion prdest and préest vignette (discussed
previously).They all were informed of thgrojectwithin the facility and asked to

complete the fouitem questionnaire to determine an underlying need for further

knowledye and training concerned with management of behavior problems in dementia.

In regards to the results, one of 12 individuals indicated that the facility
administration/management staff offer opportunities forplearmacological behavior
management traing. However, the remaining 11 individu#®2%)indicated that non
pharmacological behavior managerhtraining opportunities are noffered. A majority
of the individuals (seven of 12 or 58 %)
t he nur se man ag epharmacdogicamwrtee/entioashis dpecifico n
guestion asked the staff to rate their unit manager on aafchl® 5Swith respect to the
their personal perceptions of the managers knowledge gbimammacological
interventiong1=no knowledge; 5 = extensive knowledg&)majority of the individuals

(four of 12 or 33%) rated their likelihood of using antipsytatiantianxiety medications

rate

to manage behavior problems (if such were in

“ 37" oThis spdcific’question asked the staff to rate their likelihood of using

psychotrgpic medications to manadpehavior problemsroa scale of 1 to 5 (1= very
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unlikely to use; 5 = very likely to usd)astly, a majority of the individuals (nine of 12 or
75%) rated their personal knowledge of ygivarmacological interventions to manage
behavi or pr olhid spetific questio agked tt® staff to rate their personal
knowledge of nospharmacological interventions on a scale of 1 to 5 (1= no knowledge;
5 = extensive knowledge).
Nine fouritem questionnaires were administered separately from the above 12
completed questionnairess indicated above, this was due to BX@N not being able to
permit all staff participation in the training considering conflicts with employee
scheduling and understaffinghesequestionnairegvere administered one week before
the commencement of trang. In regards to the resulgseeTable 3, two of nine
individuals(22%)indicated that the facility administration/management staff offer
opportunities for nospharmacological behavior management training. However, the
remainingsevenindividuals(78%)indicated that noipharmacological behavior
management training @Qpgstonl)Aumjorityioetlte ar en’ t of f
individuals five of Qor56%) r ated their nurse manager as a
manager s’ k n-pharmacdagal intertentions@ne individual rated their
nurse manager as a “4.” Three individuals <c¢h
managefQuestion 2)It is unknown why these three individuals chose not to provide a
rating.Nine of nine individual§100%) rated their likelihood of using
antipsychotic/antianxiety medications to manage behavior problems (if such were
indicated on the patient’s medication |ist)

individuals (seven of 9 or 78%) rated theirgmral knowledge of nepharmacological
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Question

Number of Participant Responses

Does the facility’s administration/management
staff offer opportunities for non-pharmacological
behavior-management training

Yes=2
No=7

On a scale of 1 to 5, rate your perception of the
nurse manager(s) knowledge of non-
pharmacological interventions to address
behavior problems (in dementia patients)

(1 = manager has no knowledge; 5 = manager
has extensive knowledge)

Scale response:

Scale “3” =5 of 9 (56%)
Scale “4” =1 of 9 (11%)
No answer = 3 of 9 (33%)

On a scale of 1 to 5, rate the likelihood that you
would rely on the use of
antipsychotic/antianxiety medications to
manage behavioral problems when it is indicated
on the patient’s medication list

(1 = very unlikely to use Rx; 5 = very likely to use
Rx)

Scale response:
Scale “3” =9 of 9 (100%)

On a scale of 1 to 5, rate your knowledge of non-
pharmacological interventions that may be used
to address behavioral problems in dementia
patients

(1 =no knowledge; 5 = extensive knowledge)

Sca~le,rgsponse_: .
3AAT A Ocd E x 1T FE w
Scale “4” =2 of 9 (22%)

j

X

Table 2 Fouritem Questionnaire: Participant Responses Per Individual Question

interventionstorm n a g e

indicate the facity does nobffer behavior management training @hdse individuals

predominantly feel their nurse managers areveog knowledgeable of nen

behavi of (Questionkt)Aralyss ofare results” 3

pharmacologal interventions for behavior problem mageanent Additionally, staff feel

their knowledge ofnop har macol ogi c al i ntervent

increased likelihood of the use of psychotropic medications should it be readily available

n the patient’s medication regi men.

SpecificAim 2

Objective 1: Assemble a team (Medical Directand Director of Nursingto promote

cooperation and support of staff with the integratiothefGeriatriaviental Health

Training Series (GMHTS) program within tfeility of interest.

ons

ar

e
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The teantonsisting oMedical Director andDON of the facilitywas assembled
on January 20, 2017. HoweyéneDON was notable to identify a specific naysayer as
she perceived that all the staff were consistent with the utilization ef non
pharmacological interveions before resorting to the use of pharmacological
interventionsThe Medical Director anBON were chosen for this project &isvas
envisioned they both could influence and encourage the staff to participate in the
caregiver training program. It wastampated that they would be able to communicate the
importance of participatioto staffand impartotot hem t he facility’s goa
decrease theeliance on psychotropic medications to manage behavior problems in
dementiaMuch of the communidan regarding the integration of tl&MHTS program
within the facility was between thgrojector directoand theDON. The primary reason
being the Medical Director had his medical practicewother islanénd only presented
to the facility once weeklyo round on his patient roster. However, the Medical Director
fully supported the decision of tliON to have this training program administered
within the facility. This is primarily because of the recent scrutiny by federal and state
surveyors identifyig the continued utilization of psychotropic medications in the facility
to manage behavioral problems in dementia patients as being problematic.
Objective 2: Analyzed the components of the Geriatric Mental Hedlthining Series
(GMHTS) curriculum angynthesizd the information foimplementation within the
facility of interest

The GMHTS training progran{Appendix G)was developed based on the
findings indicated in Specific Aim 1, Objectives 1 and 2 indicated above. In general, the

findings irdicatedthat the facility did nohave a standard systematic procedure for
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assessing contributory causes of behavior problems which would guide appropriate
implementation of interventionf.was also determineithat there were knowledge
deficits in the followingareas: 1jlementia pathophysiology/disease processes, 2)
dementia versus delirium, 3) person-centered care, 4) communication approach, 5)
the decreased tolerance of stress in dementia (PLST model) and 6) the A-B-Cs
(Antecedents-Behavior-Consequences) of understanding problematic behaviors.
The development of the faciligpecific training program was completed on February 6,
2017 with complete review by tH2ON andMedical Dire¢or on February 1(2017.
Both approved the content of the training program euttany further suggestions
(Appendix M:Contens of Facility-specific Caregiver Educatidrogram)

Specific Aim 3

Objective 1: Trial the Geriatric Mental Health Training Series (GMHTS)

program in the facility of interest.

The GMHTS program was trialed in a LTC facility in rural Hawaii on the
following dates: February 14, February 15, February 16, February 22, and February
23,2017. A total of nine staff members participated and informed consent was
obtained before administration of the training program. A total of eight registered
nurses (RNs) were identified and one licensed practical nurse. Seven nurses worked
on the day shift while two worked on the evening shift. There were no nurses who
worked the night shift. Two of nine individuals indicated caring for an average of
one to two dementia patients with agitation or behavior problems. Three of nine
nurses indicated caring for an average of three to four dementia patients with

agitation or behavior problems. Three of nine nurses indicated caring for an average
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of five to six dementia patients with agitation or behavior problems. One of nine
nursesndicated caring for an average of seven or more dementia patients with
agitation or behavior problems. This data was obtained from the demographic
information in the “staff evaluation of GMHTS program" (Appendix H).

The training was provided as a two-part series (Part I and Part II) for a total
duration of four hours. A 20-minute break was allowed between both training
segments. The training was conducted using a Powerpoint presentation which
focused on the specific needs of the facility. Using the results of the 10-question
survey, the caregiver education program was centered on dementia
pathophysiology/disease processes, the differentiation between dementia and
delirium, person-centered care, communication approach, the decreased tolerance
of stress in dementia (PLST model) and the A-B-Cs (Antecedents-Behavior-
Consequences) of understanding problematic behaviors. Furthermore, education
regarding the assessment of contributory factors to behaviors was a significant need
of the facility as there appeared to be no specific processes utilized by all staff. The
project director worked with the DON to identify the full-time staff who would
potentially participate in the training. Of the full-time staff, nine individuals opted to
receive the training as the dates coincided with their days off. The remaining full-
time staff were not able to participate due to their work schedule. Their
participation would have conflicted with the facility’s staffing as the facility (during
the period of the project) was short-staffed. Additionally, recruitment efforts were
made but it appeared the other staff members were not interested in the training or

simply because it was not considered to be “paid work time.” The project leader
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made frequent visits to the facility to distribute and follow-up on completion of
questionnaires/vignettes. This would have provided staff ample time to express
their interest in the training based on their availabilities outside of their regular
work schedule. Immediately after the provision of the training, evaluation materials
(10-question post-test, post-test vignette, and staff evaluation of GMHTS program)
were distributed and collected after completion.

Objective2.Eval uate the staff’'s adhegstafnce to t
training program and evaluate both their understanding of the derdset#se
process as well as their ability to identify the triggéastecedentsndthe
consequences associated with behavioral problems.
The analysis of the evaluation materials are as follows. In regat@soieestion
posttest results, two individual scored 80##ee individuals scored 90%, and four
individuals scored 100%seeTable 3for individual posttest question analysis compared
to pretes). Further analysis of the individual pesst questions revealed tloatly one of
nineindividuals (11%) still dichotunderstand thaantipsychotic medicatiorare not
approved for wuse i n FDA(Qubesdon h)Ehe understdndisgeohh s e by t
this concept improvedonsidering four ohine (44%) individuals on the ptestbelieved
such medicationsareappre d f or use i n OAdotnme(@®er ' s di seas
individuals still did nd understand the concept of the decreased stress threshold in

Al zhei mer’ s disease patients as being respon

(Question 2). The understding of this concept improved considering five of nine (56%)

individuals on the pr¢estwerenb awar e t hat Al zheimer’s disea
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Question (True or False Response) % (n) % (n)
Answered Answered
correctly: correctly:
Pre-test Post-test

#1 Antipsychotic medications are approved for use in 56% (5) 89% (8)

Alzheimer’s disease by the US Food and Drug Administration

(False)

#2 Behavioral problems in Alzheimer’s disease patients are 44% (4) 89% (8)

primarily due to a decreased stress threshold in these patients

(True)

#3 Alzheimer’s disease is due to nerve cell death and tissue 56% (5) 78% (7)

loss throughout the brain as a result of aging (True)

#4 Alzheimer’s is a normal part of aging (False) 89% (8) 100% (9)

#5 Alzheimer’s disease often presents as a sudden loss in 56% (5) 100% (9)

cognitive functioning (False)

#6 Non-pharmacological approaches should be tried first in 100% (9) 100% (9)

Alzheimer’s patients who are not a threat to themselves or
others (True)

#7 Interventions for managing behavior problems in 100% (9) 100% (9)
Alzheimer’s disease patients and other dementias should be
individualized and person-centered (True)

#8 Sources of stress for patients with Alzheimer’s disease 100% (9) 100% (9)
include increased environmental stimuli (True)
#9 A primary goal concerned with caring for patients with 100% (9) 100% (9)

Alzheimer’s is allowing them to continue to be independent
based on their current abilities (True)

#10 When providing care for Alzheimer’s disease patients, 100% (9) 100% (9)
tasks should be focused on what you would like them to do
rather than offering choices and maintaining a consistent daily
routine (False)

Table 3.Pretest vs. Postest: %(n) Answered Correctly Per Individual Question

impaired abilityto selfregulate stressTwo of nine (22%) individuals still did not

understand that Al zheimer’s disease is due t
the brain as a result of agifQuestion 3) The understanding of this concept improved

considering four of nine (44%) individuals on the-pre st wer en’Nineafwar e of
nine (100%) individuals demonstrated under st
part of aging (Question 4). Nine ofe (100%) individuals demonstrated an increased
awareness that Al zheimer’'s disease does not
functioning(Question 5) Thus indicatinganimproved understanding of the difference

between delirium and the normal proggégson o f Al z hTis istensideengdi s eas e

four of nine (44%) individuals on the prestlacked appropriate knowledge of this
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conceptNine of nine individuals (100%) remained consistent in their awareness that
nonpharmacological approaches shobéltried first to manage behaviors in
Al zhei mer’'s patients who are not a threat to
individuals (100%) remained consistent in their awareness that management of behavior
probl ems i n Al zhei meidualiged pnd persepentered (Questianl d b e |
7). Nine of nine individuals (100%) remained consistent in their awareness that increased
environmental stimuli can be a source of str
(Question 8). Nine of nine individuals@{0%) remained consistent in their awareness that
a primary goal in Al zheimer’s dementia care
on their current abilities (Question 9). Nine of nine individuals (100%) remained
consistent in their awarenessthah s ks shoul d not be focused on
instead be focused on offering choices and maintaining a consistent daily routine
(Question 10).

A separate pogest specific to the content of the training program was also
administeredseeTable 4for results) One of nineindividuals (11%) still did not
understand that antipsychotic medications ar
disease by the U.S. Food and Drug Administration (FDA) (QuestiddriB).of nine
(12%) i ndi v i d uuaderstand the conceptafithe decreased stress threshold in
Al zhei mer ' s abbeingraspansibte dot theexhibiton of behavior problems
(Question 2)Nine of nine (100%) individuals demonstrated understanding that rest

periods should beallevd f or Al zhei mer’' s patients throug
stress levels (Question 3). Nine of nine (100%) individuals demonstrated understanding

that it is not appropriate to “correct” an A
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Question (True or False Response) % (n) Answered
correctly: Post -
test

#1 Antipsychotic medications are approved for use in Alzheimer’s disease by 89% (8)

the US Food and Drug Administration (False)

#2 Behavioral problems in Alzheimer’s disease patients are primarily due to a 89% (8)

decreased stress threshold in these patients (True)

#3 Rest periods should be allowed for Alzheimer’s patients throughout the 100% (9)

day to decrease their stress levels (True)

#4 When communicating with Alzheimer’s patients, it is important to “correct” 100% (9)

the patient by providing reality statements and dispute their altered reality
perception (False)

#5 Communication provided to Alzheimer’s patients should be short and 100% (9)
simple and articulated slowly to allow the patient to understand the message

(True)

#6 Patients with dementia live in a 24-hour continuum (True) 89% (8)
#7 Delirium is a normal characteristic of Alzheimer’s disease and other 89% (8)
dementias (False)

#8 The first consideration when attempting to determine the triggers or 78% (7)

contributing factors of behavior(s) should be that focused on physical factors
and underlying medical illness (True)

#9 The use of validation therapy/approaches means confronting and 100% (9)
correcting the misbeliefs of a patient with Alzheimer’s (False)
#10 When trying to understand the underlying context of behaviors, it is an 100%(9)

appropriate consideration to inquire with family members about the patient’s
past life experiences, personality traits, and life-long routines (True)

Table 4.Posttest— Training Program Specific: Percent Answered Correctly Per Individual Question

providing reality orientation (Question 4ine of nine (100%) individualdemonstrated
understanding that communication provided to
simple and articulated slowly to allow understanding (Question 5). One of nine (11%)
individuals missed the conc-bBoort coofn tdienmeunm”i a p
(Question 6). One of nine (11%) individuals missed the concept that delirium is not a

nor mal characteristic of Al zheimer’s disease
nine (22%) individuals misunderstood the concept of first focusingptinghysical

factors and underlying medical iliness in determining the specific contributory factor(s)

of behavior problems (Question 8). Nine of nine (100%) individuals demonstrated

understandingthat he concept of “vali dameang” pati ent

confronting and “correcting” the misbelief (
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individuals demonstrated understanding thest appropriate to inquire with family
members about the patient’ s |-lofgmutieestper i ences
get a better understanding of the underlying context of behavior problems (Question 10).
In regards to the posest vignette results (immediately after the training), one
individual scored 50%, two individuals scored 60%, four individuadsest70%, and
two individuals scored 80%eompared to therp-test vignette radts one individual
scored 0%, one individual scored 20%, one individual scored 30%, two individuals
scored 40%, two individuals scored 50%, and two individuals scorejl 8b%ée of nine
individuals (33%) were not able to accuratelgntify that thepatient in the vignette had
a diagnosis of Al zheimer’'s dementia and/ or a
cerebrovascul ar accident ( CVAgtatiamlfQuestoni s cont
1). Three of nine individuals (33%) misidentified the patient as not being at risk for
harming self or others secondary to her agitation (Question 2). Three of nine individuals
(33%) wer en’ t tadygerforthe behavidage being diieyto increased flow
thru traffic in common areas or lack of interaction/provision of an activity task (Question
3). One of nine individuals (11%) weren’t ab
vignette which were either boredom, wandgy or restlessness (Question 4). Three of
nine individuals (33%) weren’'t able to ident
contributory to the development of physical aggression, argumentative communication of
staff toward the patient, or thesduption of other patients on the unit (Question 5).
Sevenofnine ndi vi duals (78%) weren’t able to accu
assessing the contributing factor(s) of the behavior problem exhibited (Quedisee 6)

Figure 11for comparison against ptest vignette result§able 5for model answejs
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Thepatient presented in the pdsstt vignette differed frorthatin the pretest vignette

but the question content remained the same.
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Figure 11.Pretest vs. Postest vigrette- Number of participants Answered Incorrectly Per Question

SII'\IO_ S131)thher elaborate on Component 2 on the-pestvignette (immediately after

training), there was a consistency in regards to not assessing the environment after the
assessment of b@ needs (6 of 9, 67%). Seven of nine (77%) individuals had difficulty
recognizing that after the assessment of basic needs (first) and the environment (second),
their communication approach toward the patient should be assessed third. Five of nine
(56%)individuals demonstrated uncertainty between assessing for boredom/need for
social interaction versus the assessment of the activity task complexity. Three of nine
(33%) individuals demonstrated a change in which they proceeded first with the
assessment ofie environment rather than first assessing for unmet basic Aéeds.
varied “"assessment processes” by each partic

emphasis on considering the environment within the training program. All were

consistent in noting #t the assessment of potential medication side effects and
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Model Answers: Post-test vignette

Participant Answers: Post-test vignette

Q1 (Associated medical Dx)
-Alzheimer’s dementia
-May also include CVA or depressive disorder

Keeps wandering when bored (consequence)
Gets tired easily

Alzheimer’s dementia

CVA

Depression/Depressive disorder

Not enough stimulation (consequence)
Unable to remain seated (consequence)

Q2 (Risk for harm)
Yes

Yes

No

She could fall
At risk

Q3 (Antecedents)

Either of the following:

-increased flow-thru traffic/increased people
-no interaction or task to do

(* = an accepted response which is similar to
model answer)

Busy environment/change in environment*

No quiet environment to rest due to room traffic
Change in her daily routine

Increased traffic on unit/activity room*

Having no interaction or something to focus her
attention*

Left sitting on her own with no interaction or
anything to focus her attention*

Increased amount of visitors and staff*
Boredom/short attention spa n (specific
behavior that occurs)

Q4 (Specific behavior that occurs)
Either of the following:

-boredom

-wandering

-restless

* = an accepted response which is similar to
model answer)

Agitation

Unable to remain seated*
Wandering/walking around unit*
Physical aggression (consequence)
Restless

Gets bored easily*

Q5 (Consequences)

Either of the following:

-physical aggression when staff try to make her
stay in activities room

-staff communication with the patient becomes
argumentative and insisting

-patient disrupts the activities of other patients
on the unit

* = an accepted response which is similar to
model answer)

Physically aggressive*

Verbally aggressive

Falls

Patient argumentative with staff

Patient disrupts others*

Restless

Increased agitat ion and wandering (specific
behavior that occurs)

Table 5.Posttest Vignette: Model Answers & Participant Answers

notification of the MD for an as needed (PRN) antipsychotic medication are usually the

last steps in the assessment process.

In comparinghe posttest vignette results against the-pest vignette results,

there is noted to be an improvement in knowledge attainment and utiligsg®iable 6

for individual question analysi posttest vignetteeompared to preestvignette.
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Althoughboth vignettes differed (postst vignette being a bit more challenging), the
percentages demonstrate improvement as a result of the GMHTS training prSitgim.
severpercent of individual¢6 of 9) answered Question 1 correctly versu&&6 of 9
individuals)in the pretest vignetteSixty-sevenpercent of individual$6 of 9) answered
Question Zorrectlyversus 2% (2 of 9 individuals)in the pretest vignetteEighty-nine
percentf individuals(8 of 9) answered Question 4 correctly ves<l®o (4 of 9
individuals)in the pretest vignetteSixty-sevenpercent of individual$6 of 9) answered
Question Sarrectly versus 3% (3 of 9 individuals)in the pretest vignetteTwenty-two
percent of individual$2 of 9) answered Question 6 corrgctlersus 1% (1 of 9
individuals)in the pretest vignette. Scores for Question 3 remained consistéi¥a(6

of 9 individualsfor both pretest and postest vignettes

Question % (n) Answered correctly: % (n) Answered correctly:
Pre-test vignette Post-test vignette
#1 What is the behavior related to? 56% (5) 67% (6)

Based on your consideration of her
medical diagnosis

#2 Is the patient at risk for 22% (2) 67% (6)
harming herself and others around

her

#3 What are the triggers for the 67% (6) 67% (6)
patient’s behaviors

#4 What is the specific behavior 44% (4) 89% (8)
that occurs

#5 What is the consequence after 33% (3) 67% (6)
the behavior occurs or continues

#6 In order of priority, indicate the 11% (1) 22% (2)

steps you would take to address
this patient’s agitation/behaviors
Table 6.Pretest vs. Postest Vignette: % Answered Correctly Per Individual Question

One week postraining,the posttest vignettevas readministered to assess the

retention of the training provided. It was alseadiministered to assess any improvements

in the staff’s adherence to the systematic assessment process of determining the

specific contributing factor(s) to a patient’s behavioral problem (Question 6 on
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vignette) (see Figure 12). In regards to the posést vignette results {freek post
training), there was amprovemen{6 of 9 individuals or 67%in recognizing that the
second step after assessing the basic needs of the patient is the assessment of the
environmen{compared to 3 of 9 individuals or 33% immediately after training).

Five of nine (56%) individuals improved in recognizing that their communication
approach should be the third step in the assessment process after assessing basic

needs and the environment (compared to 2 of 9 individuals or 22% immediately

after training). Two of nine (78%)individualsdemonstrated an understanding of
assesing for boredom/need for social interact{@ourth step)prior tothe assessment of
the activity task complexitgfifth step)(compared tet of 9individuds or 44%

immediately after training)Eight of nine (89%) were consistent in noting that the
assesment of potential medication side effects and notification of the MD for an as
needed (PRN) antipsychotic medication are usually the last steps in the assessment
procesgcompared t® of 9or 100% immediately after trainingDf the nine, two
individuals were able to accurately prioritize the steps toward assessing the contributing
factor(s) of the behavior problem exhibited. In comparison to the same vignette which
was administeretimmediately aftét the training, the resuifemained consisteat two

individualsout of nine
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Step 6 --> Step 7 correct

Step 3 correct

Step 1 --> Step 2 correct

B Immediately after training M 1-week after training

Figure 12.Question 6 (Podiest Vignette): Analysis of Adherence to Systematic Assessment Process
(Immediately After Training Vs.-Week After Training)

Finally, the analysigoncerninghe“staff evaluation of GMHTS program” are
as follows. After receiving the GMHTS training, all nurses rated themselves as having
“increased confidence” in the assessment and management of behavior problems.
All nurses predominantly agreed that the training was “understandable and easy to
follow.” All nurses “strongly agreed” that the GMHTS training program is a valuable
tool to help in the assessment and management of behavior problems. Lastly, all
nurses “strongly agreed” that the training helped them to better understand the
factors that are contributory to behavior problems. Additionally, the majority stated
the training program was both helpful and useful for application within thetéong

care setting. They particularly felt the emphasis on determiningthe i gger s (or

antecedents) and c areginypertqnt leamim@epwifits. of behavi or s
Summary of Results

The results of the llem pretest scores versus the ptsst scores significantly
revealed much of the facility staff are under the impregsianpsychotropic medications

can be used in Al zheimer’'s disease patients

decreased awareness of the adverse reactions that may be experienced by this patient
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population. The staff have a decreased awareness iotctieased risk for mortality
associated with the use of psychotropic medications. Furthermore, there is a knowledge
deficit concerning the decreasedregaldea | ity of
stress and how the environment/staff approacaede contributory to increasing stress
l evel s i n Al zheilmregartdsgo theeir im@esssons ofptre factagsn t s .
contributory to behavior problems (prior to receiving the training), all nurses identified
unmet needs/pain, medical iliness, dimel environment as being contributory. Thus,
revealing a limited perception of all contributory factors (or triggers/antecedents) which
have an impact on behavior problem presentation.

The results of the priest vignette versus the pdsst vignette initate a further
need to reinforce knowledge concerned with a
antecedents) and “consequences” of behavior
reinforce knowledge concerned witdn assessmen
further insight to better understand what may potentially be causing a behavior problem
to occur. Lastly, there was a need to educate the staff regarding the appropriate
procedure/steps in systematically identifying contributing factors to behaviare bef
proceeding with notification of the MD for pharmacological intervention.

The trial of the GMHTS program @ rural LTC facilitydemonstrated
improvements in the staff understanding of the concepts that are integral to effective
behavior management irechentia patients. Staff became much more aware that
antipsychotics are not appr oV¥FRAdStaffbecamease i n A
cognizant of how a decreased stress threshol

to the exhibition of behawer problems. Lastly, staff demonstrated an increased
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understanding of how communication approach, pecsoered care, and environmental
considerationpromotepositive outcomes in behavior problem management. The
utilization of the training concepts alslemonstrated improvement within the pesit
vignette results. Staff became increasingly knowledgeable of what constitutes a risk for
seltharm or harm on others. Stafsoimproved in their ability to specify the exact
behavior problem that result©fn triggers (or antecedentg)kewise, saff improved in

their ability to identify the consequences of a behavior problem that is exhibited. The
staff ability to identify the triggers of a behavior problem remained consistent compared
to pretest vignetteesults. Lastly, the staff knowledge of the appropriate procedure/steps
in systematically identifying contributing factors to behavior problems improved

marginally.
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Chapter 5: Discussion, Recommendations, Conclusions, and Implications for Practice

In this chapter, results of this project will be discussed more in-depth,
conclusions will be summarized, and implications for nursing practice will be
addressed. The ‘Plan’ and ‘Do’ stages of the PDSA cycle (methodological framework)
revealed significant findings relating to the study’s specific aims and objectives. The
facility in which the study was conducted did not have any standardized process for
assessing and managing problem behaviors. Furthermore, the distribution of the
questionnaires/vignettes (evaluated prior to the administration of the training
program) revealed varied levels of knowledge amongst the staff members in regards
to the dementia disease process and management of behavior problems in dementia
patients through non-pharmacological means.
Discussion and Recommendations
Microsystem Analysis

The microsystem analysis revealed that there was essentially no
standardized “process” within the facility for assessing why certain “problematic”
behaviors occur in the facility. The floor staff varied in their ideas of what should be
assessed when a patient displays a behavioral problem. Conversely, the unit
managers, MDS Coordinators, and DON seemed to be congruent in their
rationalization of the current assessment process. A significant concern revealed by
the microsystem analysis was that the majority of licensed nurses noted a reliance
by the CNAs on them to assess the basic needs of the patient. It was also noted that
the licensed nurses have a limited repertoire in what they believe to be contributory

to the manifestation of behavior problems. Their assessment process is primarily
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centered on unmet basic needs, comfort level, and environmental stimulation. There
was essentially no consideration of communication approach, unmet psychosocial
needs, health status (i.e. acute/chronic disease exacerbation), and medication side
effects/interactions. There also appeared to be a lack of knowledge at the level of
the social services associates and DON. Their primary role concerned with behavior
management simply involves one-to-one patient interactions and consideration of
the need for specialist provider evaluation or medication regimen evaluation.
Additionally, their suggestions for other interventions appeared to be situationally
versus proactively determining how to prevent the onset of behavior problems.
Lastly, there was a noted knowledge deficit regarding the assessment of behavior
problem severity which would subsequently lead to the notification of the MD and
prescription of a psychotropic medication. All staff appeared to be unaware that the
notification of the MD should essentially be under the circumstances when the
patient presents a harm to himself or herself (self-infliction of harm) or others
(verbal/physical aggression that continues to escalate). The OBRA of 1987 specifies
that antipsychotic medications should only be administered for agitated, aggressive,
or psychotic behavior that is either distressing to the patient themselves or the
patient is a danger to others (Harvard Mental Health Center, 2007).
Staff Knowledge

The analysis of distributed questionnaires/vignettes revealed a variation in the
staff’s understanding of both the dementi a d
behavior problems. The analysisthe 10item pre-testindicated that facility staff were

under the i mpression that psychotropic medic
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patients without any implications. Consequently, this knowledge deficit contributed to a
decreased awareness of the adveraetions related to the use of psychotropic
medication and a decreased awareness of the increased risk for mortality associated with
the use of such medications. Furthermore, the analysis revealed staff needed remediation
of education regarding the differees between delirium and the normal progression of
Al z h ei me rAdditiondlly, staftneeded remediation regarding the
pathophysiology of Al zheimer’s disease and h
and the manifestation of behavior probleiresstly, there was an apparent knowledge
deficit concerning the decreasedregaldta | ity of
stress and how the environment/staff approaches could be contributory to increasing
stress | evel s i n n&.The ereiionmental velinechbilisyleeduseel p at i e
stressthreshold model indicates that with the progression of dementia, patients become
increasingly vulnerable to their environment and experience lower thresholds for
tolerating stimuli which ultimately resslin behavioral disturbances (Gitlin, 2008).

The analysis of the piest vignette indicatetthat staff have insufficient
knowledge to understand that there is a need to consider the past medical history for
potential diagnoses that might be contributimrya behavior. Second, there is a need for
staff to understand what constitutes a severe risk for patiefitageff or harm to others.
A patient presents a harm to self if there is physical infliction of injury to oneself
(banging head on table or usingabject to inflict wounds) or demonstrating increased
physical or verbal aggressiveness. When a patient exhibits such behavior then there is a
need for emergency intervention to reduce the severity of the behavior p(&vles

Columbia, 2012)Third, here is a need for staff to develop a better understanding of how
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to i dentify specific "“tri gbeengavaretbatbothehavi or
internal and environmentalies have an impact on behavior presentation. Fourth, there is
aneedforscaff to develop a better understanding
are and how such influences the improvement or worsening of the behavior. Lastly, staff
need to be educated regarding the appropriate procedure/steps for systematically
identifying contributing factors to behaviors before proceeding with notification of the
MD for pharmacological interventiom.he STAR program emphasi zes
behavioral distress in order to alter the sequence of events that cause behavior problems
(Teriet al, 2005).The knowledge deficits identified in both the-it®m questionnaire
and vignetteare possibly the reason for the predominant use of antipsychotic medications
within the facility. This finding indicates the significant value of having routine\beha
management training to reduce antipsychotic use within the faéil@ochrane review
of four clusterrandomized controlled studies revealed caregiver education resulted in a
decrease of the proportion of residents with antipsychotic drug use ctioedn days
with antipsychotic use per 100 days per resident (Richter, 2012).

Overall, theanalysisof the pretest vignettandicatedthat facility staff are under
the i mpression that psychotropic medications
without any implications and presumably a decreased awareness of the adverse reactions
that may be experienced by this patient population. Furthermoreyiheeedecreased
awareness of the increased risk for mortality associated with the use of pgyichot
medications. Also, there wa knowledge deficit in regards to the differentiation between
delirium and the normal pr ogtheeesvsad on of Al zhe

knowl edge deficit concerning the dt@ecreased a
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selfregulate stress and how the environment/staff approaches can be contributory to
increasing stress | evels in Al zhei mer’
Training Needs

The analysis of the four-item questionnaire revealed the facility essentially
did not provide any opportunities for non-pharmacological behavior management
training. This suggests another possible reason for the increased reliance on
antipsychotics for behavior problem management within the facility. The analysis
also significantly revealed the staff perceived their nurse managers as not having
extensive knowledge of non-pharmacological behavior management (average scale
response of “3”) nor did the staff feel they had adequate knowledge concerning non-
pharmacological behavior management (average scale response of “3”). Lastly, there
appeared to be a substantial reliance on the use of psychotropic medications if such
are indicated on the patient’s medication list and readily available for
administration.

These findings indicate that there is a need for administrative staff to provide
consistent opportunities for non-pharmacological behavior management training.
Should staff have these opportunities readily available to them, there is the potential
to increase the knowledge levels of nurse managers as well as floor staff. This would
foster stronger collaboration between the floor staff and managers toward
conducting a comprehensive assessment of the patients whom exhibit behavior
problems. However, administrative staff should also be encouraging and supportive
of floor staff in the pursuit of training centered on non-pharmacological techniques.

Furthermore, the administrative staff should be influential in helping staff realize

S

di
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the impact of training and the improvement on quality of life and prevention of
patient mortality. According to a STAR program study by Teri et al. (2010) (which
included direct care staff and leadership staff), the provision of training resulted in
89% of staff being able to identify a dementia-related behavior and 90% being able
to identify the ABCs of their interactions with residents.
GMHTS Modification

Prior to modifying the GMHTS program for integration within the facility, an
analysis of pre-tests and pre-test vignettes were used to determine knowledge
deficits concerned with behavior problem management in dementia. The findings
provided a clearer explanation as to why the facility has an increased reliance on
antipsychotics for behavior problem management. The knowledge deficits were
specifically concerned with the concepts in the GMHTS training program. The
findings underscored the need for review about the dementia
pathophysiology/disease process as well as the importance of being able to
recognize delirium from the normal progression of dementia. It is perceived that the
concepts of communication approach, the PLST model, and the A-B-Cs of behavior
problems requires specific emphasis in any training program because these
concepts are not necessarily covered within the curriculum of a nursing program.
This demonstrates that with any training program consideration there is a need to
evaluate the baseline knowledge of all staff so that the training program contents
can be appropriately focused. The STAR program study by Teri et al. (2010)
determined that a training program resulted in 89% of staff being able to identify a

dementia-related behavior and 90% were able to identify the ABCs of resident
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behavior problems. The ACT program determined there was greater improvement
in caregiver confidence levels in managing target behavior problems for those in the
experiment group than those in the control group (Gitlin, 2010). The ACT caregivers
reported a greater improvement in understanding the disease process of dementia
(69% vs 25.2%), confidence in managing behaviors (71.9% vs 29.1%), enhanced
ability to provide care (58% vs 16.7%), and improving patients’ daily life (36.4% vs
7.8%) (Gitlin, 2010).
Training Implementation

The GMHTS training program was successfully administered on five separate
days in the month of February. The training program was provided as a two-part
series for a total duration of four hours. The limitations of this project were
attributed to the small number of participants (N=9) who volunteered to receive the
training. This was due to all other staff members not being able to participate due to
their work schedule. Previous talks with the DON indicated an opportunity to
provide training for 20 staff members. However, as the dates for the training drew
near the DON indicated that the training of 20 staff members would not be possible
because of the “costs” involved. The training would have been part of “paid work
time.” Additionally, the facility was experiencing a shortage of staff that interfered
with adequate unit staffing. Furthermore, recruitment efforts were made but it
appeared the other staff members were not interested in the training or simply
because it was not considered to be “paid work time.” The project leader/researcher
made frequent visits to the facility to distribute and follow-up on completion of

questionnaires/vignettes. This would have provided staff ample time to express
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their interest in the training based on their availabilities outside of their regular
work schedule. This demonstrates a need for any project leader/researcher to
ensure the facility’s administrative staff is committed to warrant all staff the benefit
of training. Furthermore, if any facility is to benefit from a training program and
impact a change in the decreased utilization of antipsychotic medications,
administrative staff should encourage staff to participate in as well as support the
staff pursuit of training. Furthermore, the administrative staff should be influential
in helping staff realize the impact of training and the improvement on quality of life
and prevention of mortality in dementia patients.
Project Evaluation

To determine any improvements in staff knowledge concerned with behavior
problem management in dementia, a post-test, post-test vignette, & a self-
administered evaluation of the GMHTS training program were analyzed. The
findings revealed an improved understanding of key concepts. The analysis of the
10-item post-test results revealed staff were much more aware that psychotropic
medications are not appropriate for use in Alzheimer’s disease and developed a
better understanding of the decreased stress threshold in Alzheimer’s disease
patients. There were three outliers on the ptesdt results. One individual lacked an
awareness that patients with dementia live in-A@4r continuum. One individual
incorrectly indicated that delirium is a
Lastly, two individuas disagreed that physical fact@sd underlying medical illnesses
should be the first consideration in determining the triggers of behavior problems. These

outliers may have possibly been due to misunderstanding or misinterpreting the questions

nor
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especially at the end of a long trainingsien.Behavioral management programs have
demonstrated improvements in the assessment processes of caregivaiséstaft
program determined there was greater improvement in caregiver confidence levels

in managing target behavior problems for those in the experiment group than those

in the control group (Gitlin, 2010). The ACT caregivers reported a greater
improvement in understanding the disease process of dementia (69% vs 25.2%),
confidence in managing behaviors (71.9% vs 29.1%), enhanced ability to provide

care (58% vs 16.7%), and improving patients’ daily life (36.4% vs 7.8%) (Gitlin,
2010).

Comparison of the preest vignette results versus the pestt vignette results
indicated a further need to reinforce knowledge concerned with accuratelfyidgnt
“trigger s” &ndceonseqnencesbehdvonproblgmas well as specifically
identifying the behavior that occurs within the vignetteere was also a need to
reinforce knowledge concerned wirytftdn assessmen
further insight to better understand what may potentially be causing a behavior problem
to occur (the GMHTS program illustrates a connection between medical diagnoses and
certain behavior problems)he posttest vignette resulidemonstrated aimprovement
in identifying a medical diagnosis that could be contributory to a behavior probhem.
staff also improved in identifying the specific behavior within the vignette as well as
identifying the consequences of the behavior. The staff abilitytotde f v t he “tr i gg:«
the behavior did not change from baselidence, the recommendation for improvement
involves a more thorough discussion of the sources of stress for dementia patients and

how suchstressors can cause behaviors to occur. Furthermhare should be additional
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opportunitiedor training recipients to participate in case scenarios to supplement their

understanding of how to identify the “trigge
The findings of the post-test vignette results also took a deeper look at the

improvements in the systematic assessment process of identifying the contributing

factor(s) to behavior problem manifestation. The analysis of the post-test vignette

results (immediately after the training) revealed varied “assessment processes” by

each participant. There were noted uncertainties about the second step in the

assessment process which is the assessment of the environment after ensuring all

basic needs have been met. Six of nine individuals incorrectly sequenced this step.

Seven ohine individuals had difficulty recognizing that after the assessment of basic

needs (firsstep and the environment (secostp, their communication approach

toward the patient should be assessed third. Three of nine individuals demonstrated a

changem which they proceeded first with the assessment of the environment rather than

first assessing for unmet basic needs. Tayhave been due to much of the emphasis

on considering the environment within the training program. Lastly, five of nine

individuds demonstrated uncertainty between assessing for boredom/need for social

interaction (fourthstep versus the assessment of the activity task complexity $fi€).

The uncertainty between these two steps may

delivery of the teaching as both steps were presented simultaneously on the same slide

and possibly contributing to confusion regarding which step should be attepnioteth

the otherThe STAR program indicates the importance of an assessment priactss v

consideration of environmental factors and the communication/interaction approach

utilized by caregivers. These considerations are all encompassed within the training
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modules and emphasizes the use of the ABC approach. As a result of this assessment
approach it has been demonstrated that caregivers who received the training
demonstrated significant improvement (over the course of training) to independently
identify and develop careplans for problematic demeaweta@ted behaviors (Teri et al.,
2010).

The analysis of the pogtst vignette results (one week after training) revealed an
improvement in staff recognizing that the first three steps in the assessment process
include the assessment of basic needs (first), the environment (second), and their
communication approach (third). It was also revealed there is a need to further reinforce
the knowledge that the assessment for boredom/need for social interfetitim gtep
should be done prior to assessing whether any activity task is too comptles for
pati ent’ s c ufifth geptThecslde whizh discussesehese {(wo steps should
reflect which item should be considered first and what would be considered next.

The analysis of post-test vignette results (immediately after training) and
post-test vignette results (one week after training) demonstrated an improvement
in the application of the systematic assessment process at the one week re-
evaluation. The differences between pdsstt vignette results immediately after the
training and th@neweek followup may have been attributed to the stressors of new
knowledge attainmenThis suggests that immediate post-training assessment may
influence and tax the staff members’ cognitive processes. However, comparison of
both items was essential to determine whether staff had retained the training
information. Furthermore, the improvement at the one week follow-up date

indicates a need for periodic reinforcement of the training content (potentially at
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monthly intervals). The comprehension of the training concepts can further be
improved and reinforced with the provision of hands-on training with patients
whom exhibit behavior problems within the facility.

Conclusions

This project addresses the importance of caregiver education and training to
increase the knowledge base of licensed nurses concerned with appropriate
assessment and management of behavioral problems in dementia. The
Progressively Lowered Stress Threshold (PLST) model of care (Buckwalter & Smith,
2003) and the A-B-Cs (Antecedents-Behavior-Consequences) of dementia care (Teri
et al.,, 2005) are crucial towards assisting licensed nurses in determining the specific
factors that result in the expression of behavioral problems.

This project provides insight into the processes of a facility through a
microsystems analysis. The microsystems analysis is fundamental to understanding
why there may be an increased reliance on psychotropic medications to manage
behavior problems and also to understand why staff may have difficulties in
decreasing the severity and frequency of such behaviors. The microsystems analysis
was supplemented with a 10-question pre-test, pre-test vignette, and four-item
questionnaire which provided a deeper understanding of knowledge deficits that
hinder successful management of behavior problems. This project identified both
knowledge gaps and no standardized process of dementia care in the facility. A
standardized process of care is tremendously important to successfully manage
behavior problems in dementia. Hence, the recommendation for practice

improvement in long-term care settings involves the dissemination of a 7-step
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Standardized Assessment Guideline for caregivers. The assessment process
concerned with behavior problem management in dementia patients must be
streamlined for long-term care environments considering the fact that staff in these
facilities take care of more than one dementia patient. This guideline (see Figure 13)
is based on the teachings of the Geriatric Mental Health Training Series as well as
the British Columbia Behavioural and Psychological Symptoms of Dementia (BPSD)

best practice guidelines (British Columbia, 2010).

* Step 1. Identify whether the behavior is SEVERE enough to warrant emergency medical
treatment
* Impedes delivery of care
* Posses threat to self and/or others
* Sudden change in behavior causing worsening agitation (indicates delirium d/t underlying
medical iliness)

* Step 2. Assess for unmet basic needs

* Step 3. A. Assess environmental factors AND

. B. communication approach/pt. expectations

* Step 4. Assess for pain/discomfort

* Step 5. A. Assess need for social interaction

- B. complexity of activity tasks

* Step 6. Assess for medication SE/ drug-drug interactions

* Step 7. Consult MD for pharmacologic intervention and/or refer to specialist provider with
expertise in neuropsychiatric symptoms in dementia for further guidance

* Geriatric psychologist
* Geriatrician
* Neurologist

Figure 13. 7-Step Standardized Assessment Guideline for Behavior Problem Management. Adapted
from “BC BPSD Algorithm” by British Columbia Ministry of Health, 2012. Copyright 2012 by British
Columbia Ministry of Health.

There were several limitations of this project as the sample size of the
participants was small and it was conducted within a small rural facility in Hawaii.
Considering the sample size was small, the findings cannot be generalized to all the
licensed nurses employed by the facility. Furthermore, since all the forms and
questionnaires were completed confidentially it was difficult to determine whether

registered nurses or licensed practical nurses provided the best responses on the
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data collection tools. Should the project have had the capability to identify the
responses according to specific license credentials, this would have afforded the
opportunity to tailor the training specific to the needs of registered nurses as well as
tailor the training specific to the needs of licensed practical nurses. Furthermore,
the inclusion of certified nurse aides would have afforded the opportunity to assess
their knowledge deficits and provide a tailored training specific to their needs
considering this class of professionals provide a majority of the direct patient care
especially for those with dementia.
Implications for Nursing Practice

The literature presents evidence that the use of psychotropic medications to
address behavioral problems in Alzheimer’s Dementia provides no clear benefits
but rather contributes to the detrimental side effects that affect quality of life and
increases the risk for mortality. The harmful side effects of such medications can
contribute to stroke, metabolic syndrome and increases a patient’s risk for falls
which in itself has added consequences such as bone fractures and traumatic brain
injury. Most significantly the use of psychotropic medications in these patients
increases the risk for mortality. Therefore, it is of great importance to avoid the
unnecessary administration of psychotropic medications to address behavior
problems in geriatric patients with Alzheimer’s Dementia. It is essential for care to
be person-centered. The characteristics of the environment and how we
communicate with Alzheimer’s Dementia patients are key considerations. Having a
systematic process for assessing and determining the specific contributing factors to

behavior problems is of utmost importance. Increased knowledge in these specific
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areas can be accomplished with the “targeted training modules” such as those
available in the GMHTS.

Healthcare practitioners must develop an understanding of the “triggers” (or
antecedents) and “consequences” of behaviors and how both influence the
improvement or worsening of dementia-related behavior problems. The
progressive decline of cognition in Alzheimer’s Disease patients affect the ability of
such individuals to communicate their needs and thus behavior problems often
times are exhibited. Behavior problems are also associated with the decreased
ability of Alzheimer’s Disease patients to tolerate stressful situations and the
inability to self-regulate their stress levels. The patient’s environment provides
considerable clues as to why behavior problems are exhibited. The environment
may be anxiety-provoking, provide too much stimulation, may result from unmet
psychosocial needs, or may even be due to staff approaches directed toward
patients with Alzheimer’s dementia. Person-centered care can be achieved by
setting realistic expectations and providing simple tasks that involve the patient’s
current cognitive abilities. Furthermore, inquiring through family members about
an individual’s past life experiences and interests can provide insights into what the
patient may be trying to communicate through expression of the problem behaviors.

The administration of psychotropic medications should be reserved in events
where patients pose a danger to self or others. Such patients must not, however, be
subjected to maintenance doses of psychotropic medications as these types of
medications have severe adverse side effects that will affect a patient’s quality of life

and increase the risk for mortality. The benefits of psychotropic medications do not
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outweigh the risks in this population, therefore increased education and training is
essential. Training should emphasize the importance of conducting a
comprehensive assessment which is critical to behavior problem management. The
assessment should address both physical and psychosocial needs. Furthermore, it is
crucial to examine the patient’s medical diagnosis history and investigate the
possibility of medication side effects/drug-drug interactions as both provide further
clues as to why behavior problems may manifest. Taking these steps can potentially
prevent the unnecessary administration of psychotropic medications.

Both education and training regarding the contributory factors of behavioral
problems in Alzheimer’s Dementia are important in influencing a shift from
pharmacological management to non-pharmacological management. Caregivers
need to develop a thorough understanding of how cognitive impairments impact
comprehension and communication abilities as well as the ability to tolerate
stressful situations. Frequent education and training to reinforce this knowledge is
necessary to allow healthcare practitioners to maintain their assessment skills and
continue to develop their confidence levels in implementing non-pharmacological
interventions to decrease behavior problem severity.

Advanced Practice Registered Nurses (i.e. Nurse Practitioners) can be leaders
for influencing the shift to non-pharmacological behavior problem management by
advocating to all healthcare providers the importance of conducting a
comprehensive assessment in dementia patients who exhibit behavior problems.
Although nurse practitioners have the capability to prescribe medications, they can

encourage the utilization of non-pharmacological interventions by also becoming
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more knowledgeable of all the potential contributing factors of behavior problems
in dementia. With this knowledge, they can assist other healthcare providers in
improving their assessment processes toward determining the specific factor(s)
contributory to behavior problems in all individual patients. It is also of utmost
importance that nurse practitioners convey the risks of mortality and the resultant
impact on the quality of life in dementia patients that is associated with the use of
antipsychotic medications as they are clearly not indicated for use in dementia

patients.
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Appendix A: IRB Approval

UN IVERSITY Office of Research Compliance

Of HAWAI ¢ I Human Studies Program

SYSTEM

10: Dawvis, Ahice, PhD), Unaversity of Hawan at Hilo, School of Nursing
Butac, Leo-Daniel, BSN, University of Hawaii at Hilo, School of Nursing
FROM: Lin-deshetler, Denise, Dir, Hum Stds Prog, Social&Behav Exempt
. Preventing the 17 v Use of Psychotropic Medications in Dementia Patients with Accentuation of Caregiver

PROTOCOL TITLE: Training in Long-Term Care
FUNDING SOURCE: NONE
PROTOCOL NUMBER: 2016-31082

NOTICE OF APPROVAL FOR HUMAN RESEARCH

This letter is your record of the Human Studies Program approval of this study as exempt.

On January 11, 2017, the Unaversity of Hawai'1 (UH) Human Studies Program approved this study as exempt from federal 1oms pertaiming to the p of
human research participants. The authonty for the exemption applicable to your study is documented in the Code of Federal Regulations at 45 CFR 46.101(b) 2.

Exempt studies are subject to the ethical principles articulated in The Belmont Report, found at the OHRP Website
bhs goviohrplt biects/puidance/belmont himl

Exempt studies do not require regular continuing review by the Human Studies Program. However, if you propose to modify your study, you must receive approval from
the Human Studies Program prior to implementing any changes. You can submit your propesed changes via email at uhirb@hawaii.edu. (The subject line should read:
Exempt Study Modification.) The Human Studies Program may review the exempt status at that time and request an application for approval as non-exempt research.

In order to protect the confidentiality of research participants, we encourage you to destroy private information which can be linked to the identities of individuals as soon
as 1t 1s reasonable to do so. Signed consent forms, as applicable to your study, should be maintained for at least the duration of your project.

This approval does not expire. However, please notify the Human Studies Program when your study is complete. Upon notification, we will close our files pertaining to
your study.

If you have any questions relating to the protection of human h particip please contact the Human Studies Program by phone at 956-5007 or email
uhirb@hawaii edu. We wish you success in camying out your research project.

1960 East-West Road
Biomedical Sciences Building B104
Honolulu, Hawail 96822
Telephone: (808) 956-5007
Fax;: (808) 956-8683
An Equal Opportunity ive Action
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Appendix B: Memorandum of Understanding (MOU)

Memorandum of Understanding

Between

University of Hawaii at Hilo

(Doctor of Nursing Practice Program)

and

This Memorandum of Understanding (MOU) sets for the terms and understanding between the
UH Hilo — DNP Program and the
implement and evaluate the Geriatric Mental Health Training Series (GMHTS) caregiver training
program for its effectiveness in assisting
staff to more effectively assess and address causes of agitation/behavioral problems in
patients with dementia.

Background

The literature presents evidence that the use of psychotropic medications (i.e. antipsychotics) to
address agitation behaviors provides no clear benefits but rather contributes to the detrimental
side effects that affect quality of life and increases the risk for mortality. The harmful side effects
of such medications can contribute 1o stroke, metabolic syndrome, increased risk for falls,
increased risk of adverse side effects, and increased risk of death. Therefore, it is of great
importance to avoid the unnecessary administration of psychotropic medications to address
agitation/behavioral problems in geriatric patients with dementia.

There is a breadth of evidence-based information centered on caregiver training aimed at
addressing unmet needs in dementia patients, identifying and modifying their environmental
vulnerabilities, and improving the caregiver interactions with this patient population. The
literature supports the importance of caregiver education as an intervention to promote the
understanding of the dementia disease process and provide skills training toward identifying
precipitating factors of behaviors and modifying the triggers of such behaviors.

Purpose
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This MOU underlies the goal of this Practice Inquiry Project (PIP) by the Doctor of Nursing
Practice (DNP) student (Leo Butac). The general objective is the prevention of the unnecessary
administration of psychotropic medications to manage agitation/behavioral problems in dementia
patients. This will be accomplished through the provision of caregiver training (the GMHTS
program as described above) that emphasizes person-centered care and integration of both the
person-environment fit theory and the need-driven dementia-compromised behavior model.
Caregiver training will specifically be focused on patient-based, caregiver-based and
environmental-based domains

Reporting
Adherence to this agreement will be evaluated by the Program Director of the UH Hilo Doctor of
Nursing Practice (DNP) program (Dr. Alice Davis).

Funding
This MOU is not a commitment of funds.

Duration
This MOU is at-will and mav be modified by mutual consent of (UH Hilo — DNP Program) and
authorized officials from
This MOU shall become etfective upon signature by the authorized officials fron

. and will remain in effect until modified or terminated by
anv one of the partners by mutual consent (UH Hilo — DNP Program and

In the absence of mutual agreement by (UH Hilo — DNP

Program) and the authorized officials from this
MOU shall end on (April 1,2017).

Contact Information
Partner name:
Position:

Address:

Telephone:

Fax:

E-mayl,

Date;
gzu,. 17, 20/F
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Appendix C: Informed Consent

University of Hawaii
Consent to Participate in Research Project:

Prevenung the Unnecessary Use of Psychotropic Medications in Dementia Patients with Accentuation of Caregiver Training in
Long-Term Care

My name is Leo-Danicl V. Butac. I am a graduate student at the University of Hawaii at Hilo in the School of Nursing. As part of
the requirements for carning my graduate degree, I am conducting a rescarch project. The purpose of my project is to evaluate the
cffectiveness of a carcgiver training program for teaching licensed nurses to understand, assess, and address agitation and other
problematic behaviors in patients with dementia’Alzheimer’s discase. This caregiver training program cncourages licensed nurses
to identify and implement appropriate non-pharmacological interventions that decrease behavioral problem severity.

Activities and Time Commitment: If you participate in this project, you will be required to attend an 8-hour training
session which provides education regarding the contributory factors of agitation/behavior problems in dementia
patients. The education also discusses the Progressively Lowered Stress Threshold ([PLST) model of care which is
intended to help staff reduce stress and encourage independence of dementia/Alzheimer’s Disease patients. There will be
a total of seven (7) surveys/questionnaires that you will be asked to complete. The first survey (a four-item
questionnaire) will ask you to rate your personal knowledge of non-pharmacological interventions to address behavioral
problems in dementia as well as to evaluate your perspective of how knowledgeable the nurse manager(s) you work with
are inregards ta non-pharmacological interventions. You will be asked to complete this survey one week before you are
scheduled to receive the training and will be notified by Leo-Daniel V. Butac when to do so. You will be asked to complete
this survey in the ( There will also be two
(2) case studies/vignettes. You will be asked to complete one case study/vignette one week betore you receive the
training (you will be completing this during the same time periad you complete the four-item questionnaire) and one case
study/vignette immediately after the training is complete. These case studies/vignettes consist of two components each.
One component is to evaluate your ability inregards ta identifying the trigger(s) of behavior problems as well as your
ability to determine if the patient's behavior presents a risk of harm to self- and for others. The other component is to
evaluate your ability to correctly sequence the “steps’ of determining the potential causal factors of behaviors and
providing appropriate interventions. There will be a Pre-test questionnaire (you will be completing this during the same
time perind you complete the four-item questionnaire and the case study/vignette) and a Post-test questionnaire
(provided immediately after the training is complete). Furthermore, the Post-test questionnaire will be re-administered
one week after receiving the training to evaluate retention of the training materials. Once again, you will be asked to
complete this questionnaire in the .These
questionnaires are meant to evaluate your xnowleage ol tne gemenua qisease Process as well as tne contriputing factors
of dementia-related behaviors. Additionally, after the training provided to you has been completed, you will be asked to
complete an Evaluation questionnaire which will be used to help Leo-Daniel V. Butac understand your personal
perspectives concerning the usefulness and effectiveness of the GMHTS training program.

You will be notified by Leo-Daniel V. Butac of your scheduled attendance date within the 25.dav duration of the research
proiect. Your scheduled date will be determined by Leo-Daniel V. Butac, | and the
'mployee scheduler to ensure that there are no conflicts between your attendance date and work dates. The
training will be provided by myself, Leo-Daniel V. Butac. You should expect to commit a ‘total’ of approximately 15 hours
to allow for completion of surveys/questionnaires/evaluations as well as receive the 8-hour training program. The
training program will take place in the
and will start at 8:00 a.m. and end at approximately 5:00 p.m. From 8:00 a.m. - 4:00 p.m. you will receive the training
program. Then, from 4:00 p.m. - 5:00 p.m. the case study/vignette, Post-test questionnaire, and Evaluation questionnaire
will be administered for you to complete. This research project will be conducted in the for a duration of 25
days to allow Leo-Daniel V. Butac to analyze the responses of the surveys/questionnaires provided one week prior to
receiving the training, provide the 8-hour training program, and analyze the responses of surveys/questionnaires
provided immediately after the training is completed (as well as one week post-training). You are only expected to
complete the surveys/questionnaires/evaluations as indicated and outlined above as well as attend the training program
on your 'scheduled date’ despite the stated 25-day duration of the project. Approximately 6 to 20 participants are
anticipated to take part in this research project.

Benefits and Risks: There will be no direct benefit to you for participating in this research study. However, you will gain
increased knowledge and awareness of the contributory factors of agitation/behavior problems in dementia patients. The results
of this study will provide insights and clarification regarding the barriers that licensed nurses (RN/LPN) experience in
implementing non-pharmacoelogical interventions for managing behaviors. Additionally, the GMHTS training program will be
cvaluated based on your ability to critically analyze and determine the triggers and conseguences of agitation/behavior problems
and your ability to correctly sequence the steps of an assesment process toward the identification of potential causal factors of
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Appendix C continued: Informed Consent

behaviors (on a vignette/case study). There is less likely risk to you for paricipating in this research project. However, there is
potential risk for loss/breach of privacy and/or confidentiality {i.c. inadverent disclosure of responses on the four-item
questionnaire which asks you to rate your nurse manager(s} knowledge of non-pharmacelogical interventions used to address
behavior problems in dementia patients}. Additionally, you may experience stress related to leaming new knowledge and
practicing new skills.

Privacy and Confidentiality: 1 will keep all information in a safe place. Only my University of Hawail advisor and [ will
hawe access to the information. Other agencies may have the right to review research records. For example, the University
of Hawaii Human 5tudies Program has the right to review research records for this study. When 1 report the results of my
research project, 1 will not use your name or any other personal identifying information. To maintain confidentiality,
please DO NOT include any personal information on the surveys/guestionnaires fevaluations that are administered to you
for completion.

Voluntary Participation: Your participation in this project is completely voluntary. ¥You may stop participating at any
time. [f you stop being in the study, there will be no penalty or loss to you. Your choice to participate or not participate
will not affect your employment in any way.

Questions: If you have any questions about this study, please call or email me at [§08-639-4260 or l[dbutac@hawail.edu].
You may also contact my advisor, Dr. Alice Davis, at |[B08-932-7073 or aedavis@hawail.edu]. If you have questions about
your rights as a research participant, you may contact the UH Human Studies Program at 808.956.5007 or
uhirb@hawaiiedu.

Please keep the section above for your records.
[fyou consent to participate in this project, please sign and date the signature section below and return it to Leo-Daniel V.
Butac.

Tear or cut here

Signature(s) for Consent:

[ give permission to join the research project entitled, Preventing the Unnecessary Uke of Psychorropic Medications in
Dementia Patients with Accentiation af Caregiver Training in Long-Term Care

Name of Participant [Print]:

Participant's Signature:

Signature of the Person Obtaining Consent:

Date:
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10.

Pre-test questions

Antipsychotic medications are approved for use in Alzheimer’s disease by the U.S. Food
and Drug Administration (FDA) TorF

Behavioral problems in Alzheimer’s disease patients are primarily due to a decreased
stress threshold in these patients TorF

Alzheimer’s disease is due to nerve cell death and tissue loss throughout the brain as a
result of aging TorF

Alzheimer’s is a normal part of aging TorF
Alzheimer’s disease often presents as a sudden loss in cognitive functioning TorF

Nonpharmacologic approaches should be tried first in Alzheimer’s patients who are not
a threat to themselves or others TorF

Interventions for managing behavior problems in Alzheimer’s disease patients and other
dementias should be individualized and person-centered TorF

Sources of stress for patients with Alzheimer’s disease include increased environmental
stimuli (increased noise and too many people) TorF

A primary goal concerned with caring for patients with Alzheimer’s is allowing them to
continue to be independent based on their current abilities TorF

When providing care for Alzheimer’s patients, tasks should be focused on what you
would like them to do rather than offering choices and maintaining a consistent daily
routine TorF




PREVENTING BEHAVIORS

Appendix D continued: Model Answers

125

1.

10.

Pre-test questions (ANSWERS)

Antipsychotic medications are approved for use in Alzheimer’s disease by the U.S. Food
and Drug Administration (FDA) TorF

Behavioral problems in Alzheimer’s disease patients are primarily due to a decreased
stress threshold in these patients TorF

Alzheimer’s disease is due to nerve cell death and tissue loss throughout the brain as a
result of aging TorF

Alzheimer’s is a normal part of aging TorF
Alzheimer’s disease often presents as a sudden loss in cognitive functioning TorF

Nonpharmacologic approaches should be tried first in Alzheimer’s patients who are not
a threat to themselves or others TorF

Interventions for managing behavior problems in Alzheimer’s disease patients and other
dementias should be individualized and person-centered TorF

Sources of stress for patients with Alzheimer’s disease include increased environmental
stimuli (increased noise and too many people) TorF

A primary goal concerned with caring for patients with Alzheimer’s is allowing them to
continue to be independent based on their current abilities TorF

When providing care for Alzheimer’s patients, tasks should be focused on what you
would like them to do rather than offering choices and maintaining a consistent daily
routine TorF
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Appendix E: Pre-test Vignette

Moderate Dementia

Mrs. Cis a 78 yo female with diagnoses Alzheimers dementia (on Namenda), vascular dementia, HTN,
hyperlipidemia, Vitamin D deficiency, osteoarthritis, asthma (has PRN Albuterol and scheduled Pulmicort)
and Depression with Anxiety (has PRN Ativan PO and on scheduled Citalopram). She understands basic
English and her primary language is Japanese. She is not always able to make her needs known due to the
language barrier. She has been residing in the skilled nursing facility for a few years now. She has behaviors
where she has increased calling out with agitation and attempts with getting out of bed. Other residents on
the unit get upset with the increased calling out. She is also one that needs increased encouragement to eat
her meals and drink fluids. Her agitation can occur anytime throughout the day and there appears to be no
apparent stimulus or trigger. However, it seems to be increased when she recognizes familiar staff walking in
the hallway while she is laying down in bed. She remains in bed most of the day aside from attending the
activities program. Her agitation at times will increase in severity when her husband leaves after visiting. It is
difficult for staff to de-escalate her agitation. Staff get frustrated and thus often ignore her verbalizations
associated with agitation. Additionally, the patient’s agitation is distressing to the patient contributing to
increasing shortness of breath.

What is the behavior related to? Based on your consideration of her medical diagnoses.

Is the patient at risk for harming herself and others around her?

What are the triggers for the patient’s behaviors?

What is the specific behavior that occurs?

What is the consequence after the behavior occurs or continues?

In order of priority, indicate the steps you would take to address this patient’s agitation/behavior problem.

___ A.provide PRN Ativan and contact MD for antipsychotic medication order|

___ B. assess pain and provide PRN pain medication

___ C. assess for unmet needs and ensure that basic needs have been met

___ D.assess in-room comfort and any environmental factors contributing to agitation/vocalizations

___ E. assess for changes in medication regimen or newly prescribed medications (potential side
effects/interactions)

___ F. assess for loneliness and need for social interaction; provide one-to-one attention and talk about her
husband or past life experience

___ G.assess for acutefchronic medical illnesses, notify MD/NP, and treat as indicated
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Moderate Dementia (MODEL ANSWERS)

Mrs. Cis a 78 yo female with diagnoses Alzheimer’s dementia (on Namenda), vascular dementia, HTN,
hyperlipidemia, Vitamin D deficiency, osteoarthritis, asthma (has PRN Albuterol and scheduled Pulmicort)
and Depression with Anxiety (has PRN Ativan PO and on scheduled Citalopram). She understands basic
English and her primary language is Japanese. She is not always able to make her needs known due to the
language barrier. She has been residing in the skilled nursing facility for a few years now. She has behaviars
where she has increased calling out with agitation and attempts with getting out of bed. Other residents on
the unit get upset with the increased calling out. She is also one that needs increased encouragement to eat
her meals and drink fluids. Her agitation can occur anytime throughout the day and there appears to be no
apparent stimulus or trigger. However, it seems to be increased when she recognizes familiar staff walking in
the hallway while she is laying down in bed. She remains in bed most of the day aside from attending the
activities program. Her agitation at times will increase in severity when her husband leaves after visiting. It is
difficult for staff to de-escalate her agitation. Staff get frustrated and thus often ignore her verbalizations
associated with agitation. Additionally, the patient’s agitation is distressing to the patient contributing to
increasing shortness of breath.

Component 1:

What is the behavior related to? Based on your consideration of her medical diagnoses.
-Alzheimer’s dementia; may also include dx depression w/ anxiety
Is the patient at risk for harming herself and others around her?
-No

What are the triggers for the patient’s behaviors?

Either of the following:

Being left alone (when husband leaves, recognizing familiar staff)
Unable to make needs known d/t language barrier

What is the specific behavior(s) that occurs?

Either of the following:

Increased vocalization

Attempts out of bed/restless

What is the consequence after the behavior occurs or continues?
Either of the following:

-Other residents get upset with the increased calling out

-Staff ignore her vocalizations/verbalizations

-Patient gets increasing short of breath due to increased agitation

Component 2: In order of priority, indicate the steps you would take to address this patient’s
agitation/behavior problem.

___ A provide PRN Ativan and contact MD for antipsychotic medication order

___ B. assess pain and provide PRN pain medication

___ C. assess for unmet needs and ensure that basic needs have been met

___ D. assess in-room comfort and any environmental factors contributing to agitation/vocalizations

___ E. assess for changes in medication regimen or newly prescribed medications (potential side
effects/interactions)

4___ F. assess for loneliness and need for social interaction; provide one-to-one attention and talk about her
husband or past life experience

6___ G. assess for acute/chronic medical illnesses, notify MD/NP, and treat as indicated

LE LI I I |
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Appendix F: Four-item Questionnaire

Four-item guestionnaire

Are you aware that other states in the U.5. Mainland (except Hawaii) have mandated dementia
care training?

Yes ar Mo

Does the facility’s administration/management staff offer opportunities for non-
pharmacological behavior-management training?

Yes ar Mo

On a scale of 1 to 5, rate your perception of the nurse manager(s) knowledge of non-
pharmacological interventions to address behavioral problems (in dementia patients)

1 2 3 4 5

El'lal'agr has no knowledga) {manager has extensive knowledge)

On a scale of 1 to 5, rate the likelihood that you would rely on the use of
antipsychotic/antianxiety medications to manage behavioral problems when it is indicated on
the patient’s medication list

1 2 3 4 5

[vary unlikaby Lo use Rx) [wary likely 1o use Rx|

On a scale of 1 to 5, rate your knowledge of non-pharmacological interventions that may be
used to address behavioral problems in dementia patients

1 2 3 4 5

(no knowledge| lextensive knowledge|
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Appendix G: GMHTS Curriculum (Training Modules Utilized)

Statement of Intended Use

This training module is provided by the Hartford Center of Geriatric Nursing Excellence
(HCGNE), College of Nursing, University of Iowa, as a free service. The training program,
“When You Forget that You Forgot: Recognizing and Managing Alzheimer’s Type Dementia,
Part I” is revised and updated from a module by the same title that was first published in The
Geriatric Mental Health Training Series (GMHTS). The GMHTS was developed and evaluated
during a five year grant from The Division of Nursing, Bureau of Health Professions,
Department of Health and Human Services, Grant # D10NU2711801, between 1989 and 1994,
Other titles in the GMHTS include:

=  Whose Problem Is It? An Introduction to Mental Health and Illness in Long-term Care
Centers

= Getting the Facts: Effective Communication with the Elderly
= Help. Hope, and Power: Issues of Control and Power in Long-term Care
=  When You Are More Than Just Down in the Dumps: Depression in the Elderly

=  When You Forget that You Forgot: Recognizing and Managing Alzheimer’s Type
Dementia, Part II (Interventions)

= Acting Up and Acting Out: Assessment and Management of Aggressive and Acting Out
Behaviors

The GMHTS is copyrighted (1994) by Abbe Center for Community Mental Health, a subsidary
of Abbe Inc, and is used with permission by the HCGNE. Revisions and updates to program
materials (2003) are undertaken under the leadership of the HCGNE as part of their Best Practice
initiative.

To facilitate widest dissemination and use of the training modules in the GMHTS, the original
paper and slide format has been modified so that materials may be accessed as electronie
versions. Updated copies n Microsoft Word and Powerpoint, as well as materials converted to
PDF format. are provided. Permission is granted for individuals to print, copy and otherwise
reproduce these program materials /in an unaltered form for use as personal development
activities, inservice education programs, and other continuing education programs for
which no, or only fees to cover expenses, are charged. Use of these materials for personal
profit is prohibited. Users are asked to give credit to the Hartford Center of Geriatric Nursing
Excellence, College of Nursing, University of Iowa, for use of the training materials.

Questions regarding copyright or use of materials may be directed to:
Attn: Marianne Smith

HCGNE

College of Nursing

Towa City, Iowa 52242
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Appendix G continued: GMHTS Curriculum (Training Modules Utilized)

When You Forget That You Forgot:
Recognizing and Managing Alzheimer's Type Dementia: Part I

Purpose:

Alzheimer's Discase and other dementias are commonly encountered in the long-term care
setting. However, staff frequently misinterpret or misjudge behaviors and abilities due to lack of
knowledge about the extent and nature of lost abilities. This program provides an overview of
various types of dementia, but focuses on Alzheimer's' Disease (A.D.). The stages of A.D. are
reviewed, including common behavioral problems associated with each. The Progressively
Lowered Stress Threshold model of care is introduced as a model to help caregivers reduce
stress and promote more functional behavior in dementia.

Objectives:

1. Define dementia and list 3 common types.

2. List 3 possible causes of "reversible" dementia.

3. Deseribe the type of problems that are typical in each of the 4 stages of Alzheimer's Disease.
4.  Describe (in simple terms) the Progressively Lowered Stress Threshold model of care.

5. Discuss the relationship between stress and problem behaviors.

6. List 3 very common causes of stress for demented residents.

Content Outline

Introduction and overview
Reversible vs. wrreversible causes
Dementia defined
Essential features, losses in dementia
Age and incidence of dementia
Types of dementia
Alzheimer's Disease (A D. or SDAT)
Vascular dementia (also known a Multi-infarct Dementia or MID)
Mixed dementia
Frontotemporal dementia (FTD)
Lewy Body Dementia (LBD)
Other causes:

“Reversible”dementias




PREVENTING BEHAVIORS 131

Appendix G continued: GMHTS Curriculum (Training Modules Utilized)

Content Qutline

Introduction and overview
Reversible vs. irreversible causes
Dementia defined
Essential features, losses m dementia
Age and mcidence of dementia
Types of dementia
Alzheimer's Disease (A D. or SDAT)
WVascular dementia (also known a Multi-infarct Dementia or MID)
Mixed dementia
Frontotemporal dementia (FTD)
Lewy Body Dementia (LBD)
Other causes:

“Reversible”dementias

Stages of dementia
Forgetful
Confused
Ambulatory
Endstage
Common behavioral problems
Problems resulting from lost abilities
Catastrophic reactions
Progressively Lowered Stress Threshold (PLST) model
Assessment
Loss due to disease
Stress: fatigue, change, stimuli, demands, physical
Careplanning with the PLST model
Common care problems
Summary

Alzheimer's 1s incurable, not untreatable
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When You Forget That You Forgot:
Recognizing and Managing Alzheimer's Type Dementia: Part IT

Purpose:

Alzheimer's Disease and other dementias are commonly encountered in the long-term care
setting. The second half of this two part program briefly uses the Progressivly Lowered Stress
Threshold (PLST) model as a basis for describing interventions. After briefly reviewing the
PLST model (which was described in detail in Part I) common forms of stress for persons with
dementia are reviewed. Nursing interventions to reduce stress and promote more functional
behavior among those with dementia are described. An emphasis placed on managing the
environment, adjusting routines, adjusting communication strategies and using validation
methods.

Objectives:

1. Discuss person-centered care and the importance of avoiding negative labels.
2. List 3 very common causes of stress for persons with dementia.

3. List 2 assumptions of the PLST model of care.

4. Describe 4 basic things that caregivers can do to keep stress at a manageable level for
persons with dementia.

5. Describe communication methods that can promote comfort and function for persons with
dementia.

6. Give an example of how to use Validation principles to reduce “You are wrong” messages.

Content OQutline

Introduction and overview
Dementia — Incurable, but not untreatable
Goals for today
New “culture” of dementia care
Review of Part I
PLST behaviors
Stress in dementia; fatigue, change. stimuli, demands, physical

Care planning goal
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Interventions
Prevention is best intervention
Person-centered care
PLST Principles
PLST Care Planning
Reduce environmental stress
Compensate for lost abilities: Approaches
Compensate for lost abilities: Routines
Allow for lowered stress
Provide unconditional positive regard
Communication: An important form of regard and respect
Simplify the message
Simplify your style of speech
Use nonverbal communication effectively
Avoid “you are wrong” messages
Validation principle: Another method to show respect
Reality orientation: advantages. disadvantages in dementia care
Validation therapy: advantages. disadvantages in dementia care
Validation principles: examples to illustrate
Misbelief vs. delusions, hallucinations
Validation approaches: Do’s and Don’ts
Documentation of symptoms is key to problem-solving
Evaluate care: sleep, weight, incidents, medication use
Summary

Alzheimer's is incurable, not untreatable
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Appendix G continued: GMHTS Curriculum (Training Modules Utilized)

Statement of Intended Use

This training module is provided by the Hartford Center of Geriatric Nursing Excellence
(HCGNE), College of Nursing, University of Towa, as a free service. The training program,
“Back to the A-B-C’s: Understanding and Responding to Behaviors in Dementia” is revised and
updated from a module titled “Acting Up and Acting Out: Assessment and Management of
Aggressive and Acting Out Behaviors™ that was first published in The Geriatric Mental Health
Training Series (GMHTS). The GMHTS was developed and evaluated during a five year grant
from The Division of Nursing, Bureau of Health Professions, Department of Health and Human
Services, Grant # D10NU2711801. between 1989 and 1994. Other titles in the GMHTS include:

=  Whose Problem Is 1t? Mental Health and Illness in Long-term Care

= Getting the Facts: Effective Communication with the Elderly

= Help, Hope, and Power: Issues of Control and Power in Long-term Care

=  When You Are More Than Just Down in the Dumps: Depression in the Elderly

=  When You Forget that You Forgot: Recognizing and Managing Alzhemmer’s Type
Dementia, Part I (Introduction and Overview)

=  When You Forget that You Forgot: Recognizing and Managing Alzheimer’s Type
Dementia, Part IT (Interventions)

The GMHTS is copyrighted (1994) by Abbe Center for Community Mental Health, a subsidiary
of Abbe Inc, and is used with permission by the HCGNE. Revisions and updates to program
materials (starting in 2003) are undertaken under the leadership of the HCGNE as part of their
Best Practice initiative.

To facilitate widest dissemination and use of the training modules in the GMHTS, the original
paper and slide format has been modified so that materials may be accessed as electronic
versions. Updated copies n Microsoft Word and PowerPoint, as well as materials converted to
PDF format, are provided. Permission is granted for individuals to print, copy and otherwise
reproduce these program materials in an unalitered form for use as personal development
activities, inservice education programs, and other continuing education programs for
which no, or only fees to cover expenses, are charged. Use of these materials for personal
profit is prohibited. Users are asked to give credit to the Hartford Center of Geriatric Nursing
Excellence, College of Nursing, University of Iowa, for use of the training materials.

Questions regarding copyright or use of materials may be directed to:
Attn: Marianne Smith

HCGNE

College of Nursing

Towa City, Iowa 52242
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Appendix G continued: GMHTS Curriculum (Training Modules Utilized)

Back to the A-B-C’s:
Understanding and Responding to Behavioral Symptoms in Dementia

Purpose:

Behavioral symptoms in dementia are often troubling to staff. other residents, and family
members alike. But most important, behaviors are form of communication and signal that the
person with dementia is uncomfortable and needs assistance. Development of individualized,
person-centered care plans depends on accurate assessment and preventative methods. This
program uses the Antecedent-Behavior-Consequence (ABC) approach to help caregivers
understand underlying causes of behavior, ineluding the effects of personal, health-related, and
environmental factors. Specific questions are introduced to assist caregivers in developing
individualized care plans for persons with dementia.

Objectives:

1. Compare and contrast key aspects of the “old” and “new™ dementia care cultures (i.e.,
attitudes, labels, focus of care and interventions).

(]

Explain why “prevention is the best medicine™ in dementia care.

3. Define the main components of the A-B-C approach to care.

4. Give an example of common antecedents or “triggers” in dementia care.
5. Give an example of common automatic reactions in dementia care,

6. Describe the relationship between behavioral symptoms, antecedents/triggers and
consequences/reactions.

7. Develop a plan of care for a person with dementia using the A-B-C approach.

8. List crisis intervention techniques that may be used to calm and redirect a person who is
intensely upset and threatened.

Content Qutline:

Introduction and overview

Old culture of dementia care

New culture of dementia care

Adjust language to reduce negative labels

Behaviors are troubling to all. but primarily to person with dementia
Reframe dementia care

Person-centered care

Labels for behavioral symptoms

Labels for care, focus of interventions
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Behavieral symptoms are communication
Communicate unmet needs, stress, discomfort
Many problems other than dementia contribute to behaviors

Using the A-B-C Approach
Prevention is the best medicine
Intervene early to defuse the situation
ABC: Antecedents, Behaviors, Consequences

Assessment: Checking it out

Assessment: Everyone's responsibility

Describe the behavior

Identify antecedents and triggers

Examine consequences and reactions
Interventions: Managing and modifying

Set behavioral goals

Change antecedents and tniggers

Change consequences and reactions

Evaluate effectiveness of interventions
Managing the crisis

Staff attitudes and feelings

Body awareness and movement

Communication: what and how

Situation specific directions, explanations

Listen, respond, soothe

Protect yourself and others

Summary
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Appendix H: GMHTS Staff Evaluation of Training

Staff Evaluation of Caregiver Training Program
1.Please indicate if you are a registered nurse (RN) or licensed practical nurse (LPM) (please check box)

RN
LPN

2 Please indicate your shift of work (please check box):
DAY
EVE
NOC

3.0n average, how many dementia patients with agitation or behavior problems do you provide care for on
your shift (please circle):

1-2 3-4 5-6
=7

--In this next section, | would like to get a better understanding from your perspective of the
usefulness and effectiveness of the GMHTS training program

4 Prior to receiving the GMHTS training, what factors did you believe were contributory to agitation or
behavior problems in dementia patients? Please write your response below.

5.0n a scale of 1-10, how confident are you NOW in assessing and managing agitation or behavior problems in
dementia patients after receiving the GMHTS training (please circle cne)

1 2 3 4 5 ] 7 B 9 10
(ot confident at all) [very confident)

6.The GMHTS training program content was understandable and casy to follow [please cirele one)

Strongly disagree Disagree Newtral Apree Strongly agree

7. The GMHTS training program is a valuable tool to help me assess and manage agitation or behavior problems
in dementia patients (please circle one)

Strongly disagree Disagree MNeutral Apree Strongly agree

B.Receiving education and training helped me to better understand the factors that contribute to agitation and
other problematic behaviors in dementia patients (please circle one)

Strongly disagree Disagree MNeutral Apree Strongly agree

9. Additional comments about the GMHTS training program. Please write your response belaw,
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Appendix I: Dartmouth Institute Microsystem Academy Privacy Policy with Respect

to Personal Data

THE DARTMOUTH INSTITUTE MICROSYSTEM ACDEMY

PRIVACY POLICY WITH RESPECT TO PERSONAL DATA

Dartmouth College is an internationally recognized institution of higher education and
research. The Dartmouth Institute for Health Policy & Clinical Practice Microsystem
Academy (the “Microsystem Academy”), an organization within Dartmouth, conducts
research and provides educational and training assistance to third parties relating to the
organization, study and development of clinical microsystems, including quality
improvement capability to support improvement in the delivery of healthcare and the
performance of clinical research (“Programs™). In providing such educational and
training assistance, Dartmouth may collect certain data about participants in its Programs
(“Participants”) and Participants may provide certain information to the Microsystem
Academy about their participation in the Programs that may be used by the Microsystem
Academy to administer and improve the Programs and for other purposes.

The Microsystem Academy may collect information that will allow it to assess
Participants’ progress in developing proficient team coaching skills (“Evaluative Data”).
Such data will be defined by the Microsystem Academy and may include, without
limitation, (i) responses of members of teams which Participants coach as part of their
professional duties to surveys soliciting their views as to Participants’ performance or
effectiveness, (ii) Participants responses to pre- and post-training surveys and (iii)
assessment of Participants’ post-training performance in specified activities.

The Microsystem Academy may also collect certain background information about
Participants, which may include, without limitation, Participants’ names, ages, genders,
job titles, job descriptions, number of years and types of professional experience and
level of educational attainment (“Demographic Data™).

The Microsystem Academy may use all or some of such Evaluative Data and
Demographic Data to create other data that will be stripped of identifying information
(“Derived Data™).

The Microsystem Academy may collect the Evaluative Data and Demographic Data, to
create and use the Derived Data, and to permit a Participant’s employer or sponsor or the
employers and sponsors of other Participants to use the Evaluative Data, Demographic
Data and Derived Data (collectively, “Data”) for research or any other purposes elected
by the Microsystem Academy. The Microsystem Academy may also permit third parties
other than employers or sponsors to use Derived Data for research or any other purposes
elected by Dartmouth.

The Microsystem Academy may also disclose the Data: (i) to others departments within
Dartmouth College; (ii) to service providers who work on the Microsystem Academy’s
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Appendix I continued: Dartmouth Institute Microsystem Academy Privacy Policy

with Respect to Personal Data

behalf and who have agreed to use the Data solely in furtherance of the Programs; (iii) as
required by law, such as to comply with a subpoena or other legal process, or to comply
with government reporting obligations; (iv) when the Microsystem Academy believes in
good faith that disclosure is necessary (a) to protect its rights, the security or integrity of
the Microsystem Academy’s or the Programs’ electronic resources or for the safety of
Participants or others, or (b) to detect, prevent or respond to fraud, intellectual property
infringement, violations of the Programs’ terms, violations of law or other misuse of the
Programs’ electronic resources; and (v) to the extent reasonably necessary in conjunction
with a transaction involving all or a portion of the Programs” assets.

Data may be processed by the Microsystem Academy in the United States or in any other
country in the Microsystem Academy’s discretion, where it may be subject to a lawful
request by law enforcement officials.

Finally, the Microsystem Academy may maintain the Data on portable and stationary
computing devices, and that the Data may be transmitted by the Microsystem Academy
through the Internet or via other mediums. While the Microsystem Academy will strive to
maintain reasonable security safeguards to protect the Data, the Microsystem Academy
does not guarantee the absolute security of the Data. The Microsystem Academy is not
responsible for the security of any information transmitted by Participants to the
Microsystem Academy over networks that Dartmouth College does not control, including
the Internet and wireless networks.

This Privacy Policy with Respect to Personal Data is effective as of August 1,2014.
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1.

10.

Post-test questions

Antipsychotic medications are approved for use in Alzheimer’s disease by the U.S. Food
and Drug Administration (FDA) TorF

Behavioral problems in Alzheimer’s disease patients are primarily due to a decreased
stress threshold in these patients TorF

Rest periods should be allowed for Alzheimer’s patients throughout the day to decrease
their stress levels TorF

When communicating with Alzheimer’s patients, it is important to “correct” the patient
by providing reality statements and dispute their altered reality perception TorF

Communication provided to Alzheimer’s patients should be short and simple and
articulated slowly to allow the patient to understand the message TorF

Patients with dementia live in a “24-hour continuum.” TorF

Delirium is a normal characteristic of Alzheimer’s disease and other dementias TorF
The first consideration when attempting to determine the triggers or contributing
factors of behavior(s) should be that focused on physical factors and underlying medical

illness TorF

The use of “validation” therapy/approaches means confronting and “correcting” the
misbeliefs of a patient with Alzheimer’s TorF

When trying to understand the underlying context of behaviors, it is an appropriate
consideration to inquire with family members about the patient’s past life experiences,
personality traits, and life-long routines TorF
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1

10.

Post-test questions (ANSWERS)

Antipsychotic medications are approved for use in Alzheimer’s disease by the U.S. Food
and Drug Administration (FDA) TorF

Behavioral problems in Alzheimer’s disease patients are primarily due to a decreased
stress threshold in these patients TorF

Rest periods should be allowed for Alzheimer’s patients throughout the day to decrease
their stress levels TorF

When communicating with Alzheimer’s patients, it is important to “correct” the patient
by providing reality statements and dispute their altered reality perception TorF

Communication provided to Alzheimer’s patients should be short and simple and
articulated slowly to allow the patient to understand the message TorF

Patients with dementia live in a “24-hour continuum.” TorF

Delirium is a normal characteristic of Alzheimer’s disease and other dementias TorF
The first consideration when attempting to determine the triggers or contributing
factors of behavior(s) should be that focused on physical factors and underlying medical

illness Tor F

The use of "validation” therapy/approaches means confronting and “correcting” the
misbeliefs of a patient with Alzheimer’s TorF

When trying to understand the underlying context of behaviors, it is an appropriate
consideration to inquire with family members about the patient’s past life experiences,
personality traits, and life-long routines TorF
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Appendix K: Post-test Vignette

Moderate-to-severe Dementia

Mrs. E is a 82 yo female with diagnoses CVA, Alzheimer's dementia, HTN, depressive disorder, obesity, and
CHF. Has hx of MVA several years ago. She is on medications for HTN, CHF, and depression. She has recently
been admitted to the skilled nursing facility. Her primary language is English. She is usually pleasant and likes
to interact with other patients and staff members. Despite the severity of her dementia she is independent
with eating, bed mobility, toileting (although incontinent maost times), and self-transfers. She requires
assistance with bathing and dressing. She goes to the activities program daily. She has a behavior in which
she is only able to remain seated for few minutes at a time whether she is in the nursing station for
observation or while in the activities room. She is usually not easily agitated but keeps wandering back and
forth between her room and the activities room. There is usually increased “flow-thru” traffic (increased
work activities) on bath the unit where her room is located and in the activity room (increased amount of
visitors and staff). When she is given an activity task or craft project she is usually able to remain seated for a
limited amount of time and is observed to get up and leave the activity room. She does not always complete
the activity task. The only times she is noted to have increased wandering is when she is left sitting on her
own without any interaction or anything to focus her attention on. Recently she has been noted to exhibit
physical aggression when staff try to make her sit down and remain in the activities room or when staff try to
stop her from walking back to her room. Staff often have to chase down Mrs. E to bring her back to the
activities room because she can be disrupting of the activities of the other patients on the unit (walking into
other patient’s room besides her own). Staff also have the tendency to be argumentative with her, increase
their tone of voice, and continue to insist that she go back to the activities room. Her behaviors occur daily
and she does not have a PRN medication to address the severe agitation nor does she have a scheduled
medication for her Alzheimer’'s dementia.

What is the behavior related to? Based on your consideration of her medical diagnoses.

Is the patient at risk for harming herself and others around her?

What are the triggers for the patient’s behaviors?

What is the specific behavior(s) that occurs?

What is the consequence after the behavior occurs or continues?

In order of priority, indicate the steps you would take to address this patient’s agitation/behavior problem.

___ A.assess for environmental factors such as increased noise, number of people in activity room,
familiarity with the environment; move patient to an area with decreased environmental stimuli

___ B. assess for boredom and need for social interaction; provide an activity that the patient enjoys and
based on past life hobbies/interests AND/OR talk about someone or a subject that is meaningful to the
patient

___ C.ensure basic needs have been met

___ D. assess the complexity of activities/projects, are they focused on previously learned skills and match
the patient’s current cognitive abilities

___ E. assess for medication side effects and acute/chronic medical illnesses, notify MD/NP, and treat as
indicated

___ F. notify MD that patient does not have any medication for the dx Alzheimer's dementia and no PRN
medication for severe agitation

___ G.assess your communication approach toward patient; provide simple communication (short & clear)
and provide distraction/redirection; repeat communication exactly as you did the first time if not understood
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Appendix K continued: Model Answers

Moderate-to-severe Dementia (MODEL ANSWERS)

Mrs. E is a 82 yo female with diagnoses CVA, Alzheimer’s dementia, HTN, depressive disorder, obesity, and
CHF. Has hx of MVA several years ago. She is on medications for HTN, CHF, and depression. She has recently
been admitted to the skilled nursing facility. Her primary language is English. She is usually pleasant and likes
to interact with other patients and staff members. Despite the severity of her dementia she is independent
with eating, bed mobility, toileting (although incontinent most times), and self-transfers. She requires
assistance with bathing and dressing. She goes to the activities program daily. She has a behavior in which
she is anly able to remain seated for few minutes at a time whether she is in the nursing station for
observation or while in the activities room. She is usually not easily agitated but keeps wandering back and
forth between her room and the activities room. There is usually increased “flow-thru” traffic (increased
work activities) on both the unit where her room is located and in the activity room {increased amount of
visitors and staff). When she is given an activity task or craft project she is usually able to remain seated for a
limited amount of time and is observed to get up and leave the activity room. She does not always complete
the activity task. The only times she is noted to have increased wandering is when she is left sitting on her
own without any interaction or anything to focus her attention an. Recently she has been noted to exhibit
physical aggression when staff try to make her sit down and remain in the activities room or when staff try to
stop her from walking back to her room. Staff often have to chase down Mrs. E to bring her back to the
activities room because she can be disrupting of the activities of the other patients on the unit (walking into
other patient’s room besides her own). Staff also have the tendency to be argumentative with her, increase
their tone of voice, and continue to insist that she go back to the activities room. Her behaviors occur daily
and she does not have a PRN medication to address the severe agitation nor does she have a scheduled
medication for her Alzheimer’s dementia. |

Component 1:

What is the behavior related to? Based on your consideration of her medical diagnoses.
-Alzheimer’'s dementia; may also include CVA or depressive disorder

Is the patient at risk for harming herself and others around her?

-Yes

What are the triggers for the patient’s behaviors?

-Either of the following:

increased flow-thru traffic/increased people

Mo interaction or task to do

What is the specific behavior(s) that occurs?

-Either of the following:

boredom

wandering

restless

What is the consequence after the behavior occurs or continues?

Either of the following:

-physical aggression when staff try to make her stay in activities room

-staff communication with the patient becomes argumentative and insisting
-Patient disrupts the activities of other patients on the unit
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Appendix K continued: Post-test Vignette & Model Answers

Component 2: In order of priority, indicate the steps you would take to address this patient’s
agitation/behavior problem.

2___ A. assess for environmental factors such as increased noise, number of people in activity room,
familiarity with the environment; move patient to an area with decreased environmental stimuli

4___ B. assess for boredom and need for social interaction; provide an activity that the patient enjoys and
based on past life hobbies/interests AND/OR talk about someone or a subject that is meaningful to the
patient

1___ C. ensure basic needs have been met

5___ D. assess the complexity of activities/projects, are they focused on previously learned skills and match
the patient’s current cognitive abilities

6___ E. assess for medication side effects and acute/chronic medical illnesses, notify MD/NP, and treat as
indicated

7___ F. notify MD that patient does not have any medication for the dx Alzheimer's dementia and no PRN
medication for severe agitation

3___ G.assess your communication approach toward patient; provide simple communication (short & clear)

and provide distraction/redirection; repeat communication exactly as you did the first time if not understood
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Microsystem Name
ICF/SNF care for Dementia/Alzheimers Patients

Patients Purpose/AIM
People with G s
healt] Y. gy ——— Wit «
e:emn healthcare
H ( needs met
ﬁ\k \ IDT :
1 4.\ P Shvenie Intervention/ A
Health ey it 1
T ;w, High Risk Med'ca,tlon Very High Risk |
\ Admin Functional Func!lonal !
m Healthy i & Risks PACPPE &Risks F\J
‘ ,{ i L ‘, » Biological ||/ Expectations Chronic el Biological salsfacunm JEAan
=3 L Cont.s
T T» T Costs e A
o W
Healthy —— b
-‘“ Assessment MD :
% notification/ '
. Chronic hoti Palliative .
f Psychotropics '
'
'

Processes

CNA: daily patient care & notify
RN/LPN of problematic behaviors

RN/LPN: inis daily meds;
address pt. needs based on
edical hx; provide initial
of behavior severity;
notifies unit manager of behavior
escalation

Unit manager: works in unison

with RN/LPN to investigate reasons

for specific behavior problems

SSA/DON: provide one-to-one

interactions with pt. & consider
need for psychiatric specialist
consult, medication review, and
provide other suggestions for

MD/NP: diagnostic evaluation
& medication intervention (if
needed); and/or ER transfer

intervention

Professionals Performance Patterns
STAEE TOTAL UNITS =3 Measuring Team Performance & Patient Outcomes and Costs
= Measure urrent Target Measure urrent Target
CNA =5 (per unit) C gt c g
RNILPN = 1-2 (per unit) Panel Sizn Ad) NA NA Extornal Referral Adj NA NA
Unit manager = 1 (per unit)
Direct Pt. Care Hours:
Patient Satsfact
SSA = 2 (for all units) 40 40 e Saseen NA NA
MDS = 3 (for all units) e g O NA NA Acosss Satisfaction NA NA
DON = 1 (for all units) E—
tal PUPH A,
AGNP = 1 (for all units) ey NA NA S Sastctor) NA NA
Microsystem Approach 6/17/98 ® Eugn;« C. Neison, DSc, MPH
Skill Mix: MDs x RNs X NP/PAs_X_MA_x LPN_X _SECs X_ Revised: 03/04 B D i vine 0
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Appendix M:Contents of Facilityspecific Caregiver Education Program

Problem

* Pharmacological methods {i.e. ps) opic mcji()?lm
predominant intervention utilized by healthcare pi
anage behaviora probles depit the exitent Roiodgs ot
non-pharmacological interventions in current literature Background of Psychotropic Medications
* Psychotropic mnd\nlmns thy ity of life in dementia
patients and inc

ally metaboliz Why are antipsychotics inappropriate in Neuroleptic Malignant Syndrome
S dementia? 2

‘eased oral bioavailability and

wngmnnm half-L » Continuous D2 receptor blockage in nigrostriatal pathway and

mesocortical pathway are contributory to side e

Properties of .
P / * Results n : + Migrostriatal pathway - tardin
Antipsychotics S thin the b - e . ‘ + Contributes to sefzure thresl

Effects on Other Receptors Impact on Dementia Patients Wang et al. (2005)

* Histamine H1 receptors * Retraspective cohort study
* Alpha-1 adrenergic receptors

* Muscarinic acetylchaline M1 receptors
+ Affects cardiac electrical activity

+ Decreased quality of life + Findings: significantl
from the fnitiation of conves
» Increased risk for falls and bone fractures/injuries
22,890 geriatric patients with
L liedation of feprassion  Fiess e £ e vt o
sedation)
« Increased risk for mortality

e What is the significance associated with
Schneider et al. (2005) deaths r/t the use of antipsychotics?

* In April 2005, the FDA impleme @ FDA Black Box Warning
Policy
Mt the

ed prescrpton anes of ntos caions
T ] for use in Alzheimer’s dementia!

+ Evaluated 15 randomized, placebo-controlled trials of
antipsychotic use in gerfatric patients with dementia
Antipsychotic medications are NOT approved
+ Findings: equal significance in the risk for death in individuals
taking alypual antipsychotics (Risperidone,
Quetiapi

Strengths in the Literature Teri et al. (2005) Geriatric mental health
training series

« Denotes that the dementia patient’ 0 « Small randomized controlled trial of 114 staff and 120
primary consideration 15 residences over two months

» Indicates a person-centered ap
+ Emphasizes the importance of

B Gkt e o
significantly imp
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Appendix Mcontinued Contents of Facilityspecific Caregiver Education Program

Objectives

3 forms
* Brief overview of dementia
* Conditions that cause confusion and are often mistaken for
The training you are about to receive is meant tos dementia . . o the information provided.
give you "tools” to assist in developing effective <
strategies to manage ‘problematic behaviors’ in

the dementia patients you work with

Overview of dementia

« The loss of mental abilities caused by damage to brain c
NOT a normat part of aging
+ Loss of memary, language, apraxia, and agnosia

+ Lost ability to think abstractly, problem solve, and
of impulses

Stages of dementia

« Starts as forgetfulness (early)
+To increasingly confused (early middle)
+ To severe confusion but still ambulatory (late-middle)

+ And eventually completely dependent (end stage)

Anxiety in dementia

ST S o dn nfataita stuation, patien
& unable to calm them
down:

+ Helping to reduce anxiety impre
can effectively manage behaviors b. 31m pl
work with them.

behaviors

+ INCREASED ANXIETY + PURPOSEFUL WANDERING

+ NIGHT AWAKENING + CONFUSION, AGITATION
+ COMBATIVI
+ SUNDOWNING SYNDROME
SISTIVENESS

MORE LIKELY TO OC

“Reversible” dementia

+ Medical and health conditions can cause confusion and be
misinterpreted as being related to the patient

« A warsening of confusion s caused by “delirium”

» Be lertto apid (os

Ambulatory stage
= Behaviors become common as the patient respond:
reatity”™

» They have false belfefs (simple delusians or ‘time" con

" Tolerance ¢

Loss o ability to gse L
in loud tones ¢

Catastrophic behaviors

« These are un
a certain situation

aracterized as agitation, combativeness, confusion, wa
undowning

One model helps to better understand why t

THE PLST Model to “Reframe” Problem
Behaviors

+ Stress takes many forms In dementia

* The person with dementia can't handie stress lke

able ming as the r.
gmlhelp ‘them handie thew stréss an
Ecomes dystunction

+ You wil
+ You will
« Reason

Thank

E.M.E.N.T.LA.

+ D = drugs
*» E = emotional disorders
+ M = metabolic disorders
+ £ = eyes and ears
* N = nutritional deficiencies
+ T = tumors and trauma
+ | = infections
= alcoholism

”Problematic” Behaviors

« Anxiety & depression are common in dementia. Anxiet
more problematic behaviors

+ Behaviors are  form of

ASK YOURSELF: WHAT IS THE
TO TELL ME?

Progressive lowered stress threshold (P!
model
* As dementia progresses, the patient’s ability to manage stressful

situations become progressively lower

» If the demands on the patient are greater than h
then there is the likelihood of an increase in behav

* It is based on the theary

Normal Stress Threshold

Normal Stress Threshold
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Appendix Mcontinued Contents of Facilityspecific Caregiver Education Program

Lowered Threshold in Dementia

Sources of stress: fatigue and competing
stimuli

« Fatigue

PLST principles

« There

+ A) All peopte need some kind of environme

- D) Patfents with de

The environment

The environment can have a significant impact on proble
behaviors

* Think about ways that help the patient fe

+ And think about the things that create stress and
the patient

ADJUST YOUR APPROACH to decrease stress
level

+ Use calm and consistent approach/routine
* Do NOT try to reason with patient

+ Do NOT try to teach new routines

+ Do NOT ask patient to try harder

+ Do NOT encourage them to try to rec

Catastrophic Behaviors

Sources of stress: physical changes

* lliness

* Medication side effects

* Hunger, thirst, discomfort/pain
+ Change in caregiver(s) or

REMEMBER:

Behavior is considered a communication of
some unmet need

Signals that patient is UNCOMFORTABLE, DISTR and UN
mmunicate in another way

+ Look at the env
+ What is it 1
+ What might present pr
+ How can you madity 1t to make It less stressful and more understandable

in patients
atsent does not

+ Unneeded nof
+ Extra paopla Lot of

Compensate for lost abilities by ADJUSTING
ROUTINES

+ Provide simple changes

* Help patient to make choices succ
+ Limit choices to those the patient

* Make sure care is consistent daily

Eimmste n

Sources of Stress

« It fs important to realize that “stress” can take many for
person with Alzheimer's disease.

« Remember! Simple things that caregivers may take for grante
may be very confusing and upsetting to the with dementia.

Sources of stress: demands & negative
feedback

« Desmands that excaed abili
g ecisions (-2 or more choices)
+ Tasks outside 3 paties ties

+ Negative and restrictive feedback
+ “Don' do that!

1 1ot going o work” etc

WAYS TO DECREASE STRESS IN DEMENTIA
PATIENTS

Use a person-centered approach

+ Consider the patient’s life long habits, routine and p
« Focus on the patient’s strengths and abilities

» Do NOT get caught up in what the patient ca
* Consid s and interests

ider retained ’

« Think about personality traits, life

o rom family mer

Allow for lowered stress threshold

+ Plan rest periods in morning & afterncon

+ Maximize ro
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Simplify your communication style
+ Use short, understanda

+ Use simple sentenc
parts)

+ Do not ask too

Nonverbal communication

« Be aware of your facial exp

+ Maintain eye contact to make sure you g
= Aiso allows dementia patients o s6e your fa
them better Understand your communication

OVE SLOWLY and do not surprise

« If patient continues to walk wh
him/her, instead try to get th

Provide unconditional POSITIVE RESPECT

« Show respect through VALIDATION vs orientat

+ Validate the fear or fenting to the "he

« AVOID reality orientation
mmunicatis

+ Patlents are unable to retai Information al

+ Do NOT confront delusions
+ The belief or experien
- Attemot to :

e is RE.

Validation therapy

* Stresses importance of “going w
« Validates feelings in whatever

« Views all behavior as PURPOSEFUL
+ Listen carafully for
+ Respond to

Do...

+ Distract them to a different subj
+ Leave room to avoid confrontations

« Accept the blame for misunderstandings (even if you know

+ I soery. | dido't mean & ¥

Simplify your communic

+ Do NOT confront, DISTRACT INSTE.

+ Word choice

« Avasd “there, th
+ Use NOUNS instead

+ Do NOT confront hallucinations or

REMEMBER
Communication can be a powerful activator for a
patient’s beh.
Avoid treating the patient with dementia like
You are working with an ADULT

said, and h
like every

Unconditional POSITIVE RESPECT

* Use REMINISCENCE & validation

+ Focus experiences.to prony

« Listen carefully for MEANING in communication
+ Rey ords and often have a meaning b

» Provide REASSURANCE

* Don’t confront the person’s MISBELIEF

» DISTRACT & REDIRECT instead
+ Person: I'm going home N o
+ Don't: your house has been sold. You Iive
here now

ATIVE FEEDB

* Respond to feelings, not words
« Monitor the level of distress experienced by the person

« Persistent and severe beliefs are troubling for the patient
= Reduces comfort and functioning!!

USE THIS COMMUNICATION APPROACH

« 1. Tell the patient who you are
+ 2. Call the patient by name (Do not use terms

» 3. Cue the patient by providing information about w
done
< Speak cleavly and slowty

* 4. Repeat questions exactly the same way you did the

Avoid “you are wrong” messages

* No you're not going to work today

* No you cant visit your father. He is dead
+ No this s your home now

* No that isn’t yours. Put it back

« No you cant go now.

REALITY ORIENTATION VS VALIDATION

+ Reality orientation is ineffective in dementia

that what a patient s
accurate

Don’t...

+ Try to reason/explain the "current real
+ Argue

+ Confront

+ Remind them they forgot

+ Question their recent memory

Managing Delusions & Hallucinations

+ Detusions = are false beliefs wh and troubling

+ Hallucinations = are faise “senst
* Seemn e hewreg e
+ Al are REAL ta the individuat
« The betef may be frightening or ups
« Muy be tediced by reasnrances of

+ These betiets o rein Life” events Wuziony
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Don't Argue with the p:

Increased distress results when you argue against their und

Often the patient will not believe you and becon

rself “Am | arguing with jent & makis

1. Consider the BEHAVIOR

« The behavior must be OBSERVABLE & SPECIFIC
* Observable - behaviors
= Specific - description of the beh:

+ Behaviors are a RED LIGHT that v
\eir eqvironment or the situation. He/s!
comfortable again.

Antecedents classifications

+ Comorbid psychiatric iliness
« Deirium
+ Aoty of Dopression

+ Paranold disoeder

Antecedents con

» Level of stimulation

+ *Toa much* going an 1 th

+ Certam people

Antecedents: Unmet psychosocial needs

15 the patient lonely? Seeking companionship?
Is the patient bored? Seeking meantagful activi
Is the patient missing a friend? Famity m

Is the patient missing ity or

Does the patient need someone to talk to? To reminisce!

USING THE A-B-C APPROACH TO UNDERSTAND

ient BEHAVIOR PROBLEMS

ying
belief

t

2. Antecedents

+ Something that happens just before B
+ It is a cause or trigger

+ Be specific as possible
e » Alot of things could have happened before a behav
need to identify what happened just before the behavior

Antecedents for ‘Anxious’ behaviors

« Too many demands or questions especially in a short time period
« Changes to the patients environment

» Hallucinatians or delusional thinking

« Too much noise and activity

« Difficult tasks (once able to but no longer able)

» Particular people may upset patients

+ Criticizing

« Fatigue

Antecedents con

« Internal biological tensions

+ Patn/dtscomfort
+ Basic needs hung:

+ Lack of touch tactile stmalation

Antecedents: Medications

» Has patient been prescribed a new medication recently?

« Is the behavior related to possible medication side-effects?

« Is the medicine interacting with another medicine the person is
already taking? (Drug-drug interactions)

The A-B-C Approach

* A (Antecedents) = the events/factors that PRECEDE the
behavior; also called “TRIGGERS” because they cause behaviors

(Behaviors) = the specific behavioral symptom that occurs;
involves looking at ONE behavioral symptom at a time

* € (Consequences) = the things that happen AFTER the behavior
occurs; includes ALL reactions and respanses to the person (i.e.
caregivers, family, other residents)

Identify exactly what the problem i

* What exactly is the patient doing?
« Who is around? What are they doing?
* Where fs it happening?

* When s it happening? (during specific act
patient’s routine) What is going on in the

+ Behaviors become “problems” when th
the those around the patient

Antecedents cont.

impairment/misinterpretation

Antecedents: Health status

+ What medical conditions does the patient have?
+ Has there been a change in the condition(s)?
+ Does the condition cause pain?

+ Does the patient have an acute illness that is causing acute
confusion?

Antecedents: Facility routines

« 1 the behavior related to certain routings Lj
meals o going to activities, bathing, or bedtl

ng up from bed, having
Does the behavior tend to occur in large group activities?
I5 1t & response to certain people? (particular residents/staff

Does It occur in certain locations (1.e. shower room) or during particular daily
activites (l.e. dressing

Is the patient misinterp s viranment? (shined floors,

abstract designs / patterns on walls, sha tinadequate ght



PREVENTING BEHAVIORS

Appendix Mcontinued Contents of Facilityspecific Caregiver Education

Antecedents: Staff approach

+ Doing things “to” the person instead of breaking tasks into steps
& cueing them to be independent

+ Failing to explain a task before doing it

+ Asking the patient to use a skill that is lost without p
cues

+ Using "you are wrong” messages

Common unhelpful automatic reactions
(“consequences”) directed to behaviors

+ Avoiding or ignoring the patient
+ Allowing behavior to continue, hoping 1t will just “ga away” on its own

+ Trying to correct or set limits with the pat
right now!™

+ “Setting the patient up® by

+ Increasing the pa i ation or anger by trying to "“rational
with them (¢

REVIEW

Consider this: What staff approaches
is the behavior related to?.

+ Asking patient to use a lost skill
cueing)

 Taking the patient by “surprise” (failing to mak
touching or speaking to the persan)

+ Forgetting to explai ing done and
Using "y
not belong to
“Resistance” pulling back or pushing staff away is u
communicate that the patient wants you to stop:

Step 1

+ Identify whether the behavior is SEVERE enough to warrant
emergency medical treatment
“ Im L

Staff approach cont.

* Resistance (i.e. hitting/grabbing) is frequently related
« Loss of personal control or choice
+ Lack of attention to personal needs or pre
+ Frisstration r/t declining abilities
« Touch or invasion of perso

+ KNOW YOUR PATIE

Double check your REACTIONS

+ Consider the following:
+ What happens after the behavior o

+ What Is said or doner (both verbally and narwerbatly) Haw does ¢
reatting to the sty act

+ What does the
and nomverbatly

or REDIRECT the

Use a person-centered approach

+ Consider the patient’s life long habits, routine and pref

» Focus on the patient's strengths and abilities
+ What the patient can cor o

+ Do not get caught up in what the patient can not do

« Think about personality traits

Managing & modifying problematic behaviors

¢ on the patient

« 4) Evaluate the pa
D1 the plan work
why

Step 2:

» Assess for unmet basic needs
+ Hunger

« Thurst
+ Tofteting
« Visual/heas

C = consequences

+ What happens immedi

to the behavior

- Consequences cause behaviors to ge
patient do

+ You want to think about what happened just
behavior occurs

IS YOUR REACTION MAKING THE BEHAVIOR WO!

Using the A-B-C technique may be difficult at
first but w/ PRACTICE it gets easier!

Compensate for loss of ability to think and
plan

« Use calm, ent apy
P S rp——

« bono o reason w

The abilty to think ab

those p m.
chokes rather than many ch

the envircoment

Systematically identifying the contributing factors
to behavior problems

Step 3

« Assess environmental factors

» Assess communication ap
» Are you trying to reason with the patient
beliefs?

ing pati

151
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Step 5:
* Assess for need of soci

« Isolation

« Assess for comple

Any questions???

Thank you for your participation!
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Appendix N: Terms of Use - BC BPSD Algorithm

Terms of Use

This is the Terms of Use Agreement (‘Terms") between the BC Patient Safety & Quality Council (also known as BC PSQC), and the website, bcbpsd.ca ('Site"), and you
the user.

The BPSD Consensus Algorithm project is a provincial collaborative effort, that originated and was led by Interior Health, and included representation from all BC
Health Authority partners (Fraser Health, Island Health, Northern Health, Vancouver Coastal Health), the BC Ministry of Health, general and specialist physician
partners, community pharmacists, and the BC Patient Safety & Quality Council.

The mobile tool is intended to provide an accessible online format for health authorities, physicians, clinical experts and care staff in all of British Columbia’s health
care settings to use the Algorithm and Guidelines with the goal of supporting interdisciplinary, evidence-based, person-centred care for persons with behavioural and
psychological symptoms of dementia (BPSD).

You agree to indemnify and hold BC PSQC and bcbpsd.ca, its officers, subsidiaries, affiliates, successors, assigns, directors, agents, service providers, suppliers and
employees, harmless from any claim or demand, including reasonable attorney fees and court costs, made by any third party due to or arising out of Content you
submit, post or make available through the Site, your use of the Site, your violation of the Terms, your breach of any of the representations and warranties herein, or
your violation of any rights of another.

The BC PSQC is not responsible for the privacy practices of other websites that we link to. Please carefully read the privacy statements of every website that requests
personal information from you.



