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I. INTRODUCTION

1. Dementia care as a specialty area

2. Specialty training :  What would you tell new staff who are beginning to work with dementia patients?

3. Four part series:

a) Understanding dementia:  Introduction, cognitive deficits, diagnostics

b) Behavior management strategies

c) Developing a team based behavior management plan
d) Effective teamwork and working with families

II. FOUNDATIONS  OF  INTERVENTIONS  FOR  DEMENTIA

1. Why bother?

2. Treating behavior problems versus curing dementia

3. Geriatric problems are complex:

a) No single cure

b) Multiple contributing factors model

c) No two residents are alike:  Individualized strategies are a creative effort

4. Developing a specialist mentality

a) Each of us does what we can

b) Recognize pioneering status of the field

5. A team approach

a) No one has all the answers

b) Appreciating diverse perspectives

c) Facilitate open discussion:  An atmosphere of creative experimentation

d) Teamwork is necessary to develop good intervention strategies

III. BASIC COGNITIVE DEFICITS:  RECOGNITION, MANIFESTATION, AND INTERVENTION

--Neuropsychological assessment vs. mental status vs. functional observations

--Cognitive abilities and functionality

--Understanding cognitive abilities/deficits as the foundation for developing 

     intervention strategies

1. Attention:  All other functions rely on this

a) Includes focusing attention, distractibility, maintaining attention, focusing on critical aspects

b) Examples:

-looking the other way

-forgetting the question

-losing train of thought

-wandering off before a meal is complete  

c) Intervention

-first obtain attention

-repeat questions as necessary (maintain attention) 

-choose critical topics from rambling speech

-reduce distractions

2. Speech/Language:  Most communication relies on speech

a) Includes comprehension, expression, naming

b) Examples:

-mild, moderate, and severe dementia

-pencil naming: “you write with it”

c) Intervention

*if they cannot express their needs, we must figure them out

-frustration at communication needs:  limit talking/demands

-read nonverbal

-distinguish verbal and nonverbal content and comprehension

3. Memory:  A required symptom for dementia

a) Includes orientation, immediate/short/long term memory, on demand recall vs. category cues vs. recognition, oldest and overlearned memories vs. recent and less relevant memories, procedural memory

b) Examples:  

-“Who are you?”

-forget prior conversations

c) Interventions:

-approach in a friendly manner:  Move slowly, be calm, smile, make eye contact
-approach in a safe manner

-do not ask “Do you remember my name?” (introduce yourself)

-use reminders and cues to prompt memory

-From families obtain memorabilia, history, favorites stories

4. Visuospatial Skills

a) Includes sense of direction, sense of position in space, prosopagnosia (poor facial recognition), apraxias

b) Examples:

-getting lost in familiar places

-unable to find the bathroom

-difficulty with self care (dressing, eating)

-“I can’t see”  meaning unable to recognize objects

-runs into people and is unable to back up and turn around

-unable to localize pain

c) Intervention

-take them to the bathroom (not just give directions)

-visual cues

-assist with self care

5. Abstract Reasoning: Level of understanding

a) Includes ability to understand complicated ideas

b) Examples:

-unable to respond to question except “What is your name?”

-unable to follow a 2 step command

-unable to elaborate, eg. “How do you feel?”

c) Intervention

-keep questions and commands simple

-break tasks down into single steps

-demonstrate desired actions

-limit number of questions

-no talking during caregiving, or talk only to the patient

6. Executive Functions:  Judgment, Problem Solving, Impulsivity

a) Includes awareness of issues, ability to generate possible solutions, ability to choose appropriate solutions, ability to initiate actions, ability to stop actions (perseveration, overreaction, impulsivity, disinhibition).  

b) Examples:

-doing inappropriate things they never did before (disrobing, sexual,

   aggressive)

-need prompting to start

c) Intervention:

-Suggest appropriate plans.
-Help them stop inappropriate actions.

-Prompt to initiate actions.

-Point out their impact on others.

-Redirect them.

-Offer simple or no choices.

IV. DIFFERENTIAL  DIAGNOSTIC  CONSIDERATIONS

1. Varieties of Dementia:  Some examples

a) Variations in Alzheimer’s disease

b) Subcortical dementia

c) Lewy body dementia

d) Vascular dementias

2. Delirium  

a) Caused by a general medical condition

b) Symptoms common to both dementia and delirium:

-memory

-disorientation

-language disturbance

c) Difficulty with ATTENTION (ability to focus, sustain, or shift)

-Attention is the last cognitive function to go in Alzheimer’s 

d) Develops over a SHORT PERIOD of time

-Dementia typically progresses slowly

e) Is Treatable!

3. Depression/Pseudodementia

a) Pseudodementia:  Depression in the elderly can look like dementia

b) Symptoms common to both depression and dementia:

-decreased interest

-weight loss

-insomnia

-agitation

-fatigue

-decreased ability to think/concentrate/make decisions

c) Depressive symptoms can be masked:

-Symptom expression more subdued in elderly (more somatic, less

    psychological)

-Depressed mood more prone to fluctuation in dementia (here now, gone

    later)

-Increased cognitive impairment means less capacity to self report

   depressive symptoms

d) So?

-we need CAREGIVER INPUT!

e) Depression is treatable:

-Medication

-Activities

-Counseling (talk to them about it)
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Note:  This handout contains a number of general strategies for the behavioral management of dementia patients.  Each general strategy is followed by examples of specific strategies.  The list of examples is not intended to be comprehensive, and any one strategy may not apply to all patients.  However, each of these has been used effectively with real patients.

1. SLOW  DOWN

a) “Slow down!”  This the number one suggestion for caregivers new to dementia work. 

2. APPROACH  TO  PATIENT

a) Walk up to the patient with a smiling face.

b) Your nonverbal tone (in addition to what you say) sets the tone for the interaction.

c) Speak calmly and clearly and at normal volume unless they have a hearing deficit.

d) Approach all patients as if potentially assaultive.

e) Approach patients from the front, but out of striking range if potentially assaultive, and meet them at eye level.  With some patients moving alongside to talk with your hand on their arm for reassurance/protection works well.

f) Do NOT come up behind patients unseen by them and grab or move them.  

3. STYLE  OF  INTERACTION

a) Find out who works best with them and what it is that they do.  Then, do what they do, or adapt their approach to your style or task.  

b) Treat patients as if they were your parent.  Treat them with respect.  

c) Be a kind person.  

d) Be patient, flexible, have a good sense of humor.

e) They respond better to people who are happy and smiling.

f) Go back to basics:  touch.  Let them fiddle with your buttons.  Understand that it is just a different way of communicating.  

g) You must like older people.  

h) They respond better to familiar nicknames than formal names.  It seems to trigger something.  

i) Let staff who have better rapport work with the patient.

4. DISTRACTION  AND/OR  REDIRECTION

a) As well as physically redirecting patients, their thoughts and emotions can be redirected.  

b) Food is a prime motivator and can be used to distract or redirect.  

5. EXPLANATION

a) Explain everything (step by step during caregiving). 

b) Remember that some patients prefer no talking.

6. JOIN  WITH  THEIR  POINT  OF  VIEW

a) Open your mind to their world.  

b) The hardest change in working with dementia patients is how to think about acting out behavior:

-What you think is happening is not always what is.

-You cannot tell what they are doing or why.  

-The initial approach to acting out patients is different than in APU.

-Setting immediate, firm limits is not as important.

-The approach should be less confrontational, more gentle and patient.

-The idea is to understand where they are at in their head and to gently get

  them out of that place—to redirect them in ways that are non- 

  confrontational.

c) Find their familiar routines and go with their routine.

7. VALIDATION

a) Validate their feelings.

b) Respond to their emotion, not their words.

c) Listen for the underlying message, even when they do not make sense.  

d) Pay attention to their words and try to find meaning in them.  

e) It helps to talk about their past experiences.  

8. MIRROR  THEIR  BEHAVIOR

a) Mirroring their behavior may let them know that you are paying attention and being empathetic to their concerns.  For example:

-Pace alongside while working with a pacer.

-Match their body language.

-Use a serious tone if they are serious, and indignant tone if they are angry

  about an injustice.

9. DON’T  ARGUE

a) It does not help to argue with them.

b) What they think and feel is very real to them.

c) Do not argue with their delusions.  Pt.: “I need to go to work.”  Staff: “Okay. Let’s go have breakfast first.”  

10. REASSURANCE

a) Use reassurance.  

b) Offer hope and assistance:  “We want to help you with…”

c) At some level they know they have problems, and they need to know that you will be there for them.  

11. TRIGGERS

a)   Look for triggers, especially in “unpredictable” behaviors. 

12. PATTERN  OF  ESCALATION

a) Identify their pattern of escalation.  The earlier you intervene, the greater the odds that your intervention will be effective.  

13. MAKE  A  PLAN  FOR  THEM

a) Help them make a better plan when they are behaving inappropriately.

b) Model appropriate responses.

14. MATCH COGNITIVE  LEVEL

a) If they do not respond appropriately, consider whether what is being asked of them is appropriate for their level of cognitive ability.  

15. LEVEL  OF  STIMULATION

a) Consider the level of stimulation:  Too much or too little?

b) Use areas of reduced stimulation.  

16. ADJUST  LENGTH  OF  INTERACTION

a) Consider the length of contact with them:  How much interaction can they tolerate?

17. INAPROPRIATE  SEXUAL  BEHAVIOR

a)   Recognize that people still have sexual feelings and sometimes because of the dementia they act on these feelings inappropriately.  

18. SENSE  OF  HUMOR

a)   Sometimes they respond well to a sense of humor.
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I. COORDINATING  A  TEAM  EFFORT:  BEHAVIOR  ROUNDS

1. Formal versus informal team coordination mechanisms

2. Behavior rounds:  A place for creative, patient focused behavior problem solving

3. Conducting behavior rounds:

a) Invite key team members, especially nursing line staff and rehab staff

b) Start with identifying behavior problems:  Types, places of occurrence, specific descriptions, changes over time

c) Share observations about why behaviors are occurring

d) Share intervention efforts and how well they worked, including both successful, partly successful, and failed efforts

e) Generate possible ideas to try

f) Remember to create an atmosphere of creative experimentation and receptiveness to ideas

4. After the meeting:

a) Write up observations and ideas for the whole team to see (circulate minutes of the meeting)

b) Put these ideas into the treatment plan,  progress notes, and conversations with team members

5. Followup:

a) Follow up to see that ideas are implemented and how they work

b) Review past behavior rounds writeups at future meetings to follow up on implementation and to assess changes

II. TYPES  OF  BEHAVIOR  MANAGEMENT  ISSUES  AND  STRATEGIES

The following is a list of basic types of problems that may be helpful to consider when developing an overall behavior management plan.  Each corresponds to different types of intervention strategies.  

1. Comfort Needs
a) Hunger

b) Pain

c) Too hot/cold

d) Medical problems

e) Constipation

f) Any physical comfort need

2. Mood:

a) Anxiety

b) Depression

c) Are these being treated if present?

d) Overstimulation

3. Anger:

a) Do they see their assaultiveness as being justified?

b) If so:  education, make a better plan for them

4. Patient’s Perception of the Problem:

a) If they can say, how do they see the problem?

b) Remember mood specific and short memories:  ask them when they are still angry, etc. if possible so they remember better

5. Activities:

a) What do they do?

b) What might they do?

c) The more time they spend in appropriate activities, the less time they spend in inappropriate activities.

d) Remember being active is a main way to fight depression

6. Triggers:

a)   What triggers the behavior problem?

7. Pattern of Escalation:

a) What is their pattern of escalation?  Learn warning signs.

b) The sooner in the cycle you intervene, the better it will work.

8. Relevant Personal History:

a)   Do past activities, habits, personality help explain current behaviors?

9. Staff Intervention Style:

a) Who works best with the patient?

b) What do they do?

10. Level of Cognitive Functioning:

a) Are their cognitive abilities consistent with what we are expecting them to do?
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I. WHY  IS  TEAMWORK  NECESSARY?

1. Treating dementia patients is a complex task:

a) No formula:  interventions for behavior problems are individualized and unique and require a creative effort to develop

b) No single cure:  intervention plans require multiple components to be provided by multiple team members

c) Many approaches by diverse team members means solutions are found sooner

d) Problems require more observation, expertise, and time than any one person can provide

e) So:  a coordinated team effort is necessary for good treatment

2. Dynamics of treating dementia patients can help or hinder our efforts

a) Team dynamics can help or hinder overall treatment efforts

b) Dementia patients are dynamic individuals who respond differently to different team members

c) Dementia is a dynamic illness:  changes over time, changes from moment to moment

3. A coordinated team effort requires us to rethink how we provide treatment

4. Team coordination takes time

5. Failure to coordinate a team effort carries a price:

a) Excess disability for the patient

b) Increased stress and effort for the caregivers

c) Increased cost and level of care

6. Being part of a good team is one of the best rewards of this work

II. BUILDING  AND  MAINTAINING  AN  EFFECTIVE  TEAM

1. Develop a specialist mentality

2. Foster an atmosphere of creative experimentation

3. Provide basic training

a)   Necessary but not sufficient

4. Understand team member’s roles

5. Appreciate a diversity of perspectives

6. Implement a mechanism to coordinate teamwork

7. Manage team conflicts

8. Maintain morale

III. WORKING  WITH  FAMILIES

1. Be a good host

a) Always greet visitors (both families and outside staff)

b) Be receptive to family questions and needs

c) Realize that others judge the quality of our care not by how we treat our patients, but by how we treat them

d) Develop a “sales pitch” and practice it on visitors and friends

e) Help educate families

2. Be sensitive to psychological issues that families face:

a) They are not as burned out as families of schizophrenic or bipolar patients.

b) They are watching their loved ones slowly dying

c) Angry and/or concerned families may be looking for someone to blame

d) They may be anxious or fearful

e) Family members of dementia patients tend to be either very involved or very uninvolved.  Respect and support their wishes

3. Direct families to the right people

a) Direct family members with questions to the right people, and let them know that it is okay to ask questions

b) Communicate family issues to the social worker or appropriate team member

c) Let the social worker know when family members are on the ward

d) Refer them to outside support groups if appropriate

4. They help us, we help them

a) Ask for help from families:  how to understand and work with patients, what can families do to help?

b) Help them understand the progression and nature of dementia and how to work with their loved ones as they become more impaired, eg. “He used to love to garden”, but the patient no longer remembers this

5. Working with hostile families:

a) Understand their distrust (eg. media portrayal of WSH)

b) They are turning the care of their loved one over to us (eg. 36 hour day syndrome:  many have recently been full time caregivers)

c) Listen to their concerns

d) Either address their concerns or reassure them if the issues are already being dealt with

e) Remember that the most angry family members are often the most involved and most observant

f) Make them part of the team:  harness their energy in a constructive way


6. What to do when families are in the way:

a) Remember that the hospital is a “microcosm of world peace”:  We try to work constructively with everyone

b) Help them with separation issues if needed, eg. transition from 36 hour caregiver to building a new separate life

c) Separate their impact on their loved one from their impact on staff

d) Consider the patient’s wishes and right to refuse visitors

e) Consider their impact on the therapeutic milieu and other patients

f) Set limits if necessary (done on a case by case basis as decided by the team)

g) Refer families to social worker or other team members as necessary

IV. WRAPUP  AND  FUTURE  APPLICATIONS
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