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CHAPTER FOUR

Multi-disciplinary Approach in
Rehabilitative and Long-term
care of Dementia
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Content

e Structure of care team for dementia

* General roles of different professionals
working with dementia

 Non-pharmacological interventions for
physical, cognitive, behavioral and
psychological symptoms

e Environmental modification

* Enhancing disease-related self-care
management of patients with dementia
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Exercise 1

— What are the areas of good practice in your
profession relating the assessment and

iIntervention for elderly with dementia?

—What challenges do you face In your
profession relating the assessment and

Intervention for elderly with dementia?
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Multidiscipline

 Older dementia people suffer from a complex
range of mental, physical and social problems

* No single profession adequately prepared to

manage all the issues on its own (Collighan et al.,
1993)

« American Psychiatric Association(APA) (2007)
recommended an integrated multidisciplinary
approach to diagnosing and managing
dementia.
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American Psychiatric Association (APA). 2007. Practice guideline for the treatment of patients with Alzheimer's disease and other dementias of late life, 2nd ed. Am J Psychiatry 164: 1–53
Collighan G,Macdonald A, Herzberg J, PhilpotM, Lindesay J. 1993. An evaluation of the multidisciplinary approach to psychiatric diagnosis in elderly people. Br Medic J 306: 821–824






Patient Centered Care (PCC)

e Tradition management: focus on the physical
changes in the brain and how to "manage"”
the symptoms related to these changes

 What is missing??

— Recognition of the person with the iliness

— What about their life before the iliness

— How they currently feel €>§‘

— Overlooked the influence of social and ‘
physical environments of a person with

dementia
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Patient Centered Care (PCC)

* Principles of PCC

— Uniqueness

Al people are unigue and this must be
acknowledged

— Complexity

« Many factors iInfluence the way we see and
respond to the world around us, as human is
complex being

— Enabling

 Need to recognize the strengths and abilities of
people with dementia, rather than just disability
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Patient Centered Care (PCC)

— Personhood

 Recognition of a sense of self, who we are and
what place we hold in the world around us

« Emphasis on the positive effects of daily
Interaction with other people

— Value of Others
 PCC also recognizes the personhood of all people

 Valuing the important roles of direct care staff and
the way staff are supported by each other
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~ Structure of a multi-disciplina
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The multidisciplinary team consist of a variety of professionals, which consist of medical specialists (geriatrician, psychiatrist and neurologist), general practitioner, clinical psychologist, nurse, physiotherapist, occupational therapist, social worker, speech therapist and dietitian. They all have different contributions during the rehabilitation of elderly with dementia. Comprehensive dementia assessment requires multidisciplinary input; medical assessment alone is seldom adequate.
Diagnostics should be based on input from various disciplines, using assessments on a variety of variables (containing mental, physical and social aspects) to classify the aetiology and reveal all relevant factors contributing to excess disability. This team should combine expertise from psychiatry, neuropsychology, neurology and geriatrics (Wolfs et al., 2006). 

Wolfs CA, Dirksen CD, Severens JL, et al. (2006). The added value of a multidisciplinary approach in diagnosing dementia: a review. Int J Geriatr Psychiatry, 21, 223-32 

Person-centered dementia care Patients are each very unique biological, social, psychological, economic, ethnic and spiritual beings. Multiple disciplines are important to the best patient centered outcome, - a team approach. PATIENT CENTERED CARE will also provide help with achieving the best individual patient outcome through a team approach. http://www.patientcenteredcare.net/
Behavioural symptoms of dementia in residential settings: A selective review of non-pharmacological interventions S. TURNER



General role of different
professionals working with
dementia
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Medical specnallsts

DL

Geriatric Psychiatrist/Neurologist

« Comprehensive medical evaluation
— Neuroimaging
— Electroencephalogram (EEG)

e Diagnosis of the type of dementia — differential dlagn05|s .
« Cognitive evaluation

e Behavioural assessment

 Mental state examination and psychiatric assessment

 Pharmacological intervention for cognitive and non-
cognitive symptoms
e Consultant: Training/advice for other professionals
(Waldemar et al., 2000)
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General Practitioner (GP)

e First contact with patient
— Gate keeper
— Early detection

e RiIsk factors identification and
management

 Treatment of any co-morbid conditions

* Provide information, support and advice to
patient as well as caregiver

* Referral to specialist if indicated

CADENZA Training Programme (Harris, 2004)
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Harris, L. (2004). The general practitioner's perspective. In Curran, S., Wattis, J.P. (editors). Practical Management of Dementia. A Multi-professional Approach, United Kingdom:Radcliffe Medical Press Ltd.



Clinical Psychologist (CP)

* Neuropsychological assessment for assisting diagnosis

— Examine wide range of cognitive abilities
* memory

orientation

attention

language

visual-spatial ability
 executive functioning

— Evaluate depression

* Monitoring change

— Assist physician in determining the older adults response to any
treatment e.g. pharmacological treatment

* Psychological interventions
— Cognitive-behavioural therapies (CBT)
— Psychological therapy
— Psycho-educational programmes for carers
e Teaching/training and supervision/consultation
CADENZA Training Programme
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Twining C. (2004). The role of the clinical psychologist. Psychiatry, 4, 90-92


Nurse

e Patient assessment
— Assist in medical assessment
— ldentification of strengths and needs of patient

e (Care planning/evaluation
 Medication administration and monitoring k ! U
e Delivery of nursing care ..:‘ "?:'*-' | P
— General health issue
— Wound management, incontinence, etc

e Evaluation of interventions, monitor side effects of
medication

* Provide support and interact with family and caregivers
e Qutreach and education
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Clibbens, R.J., Lewis, D. (2004). The role of the nurse in the assessment, diagnosis and management of patients with dementia. In Curran, S., Wattis, J.P. (editors). Practical Management of Dementia. A Multi-professional Approach, United Kingdom:Radcliffe Medical Press Ltd.



Community Psychiatric Nurse

 Assessment of care needs ’I";NQ \

* Advice on management of problems
 |nvestigation and medical diagnosis
e Health education

e Counselling/emotional support for the person
with dementia

e Counselling/emotional support for the caregiver
e Crisis intervention

CADENZA Training Programme (Keady, 2005)
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Keady J. (2005). The role of the community psychiatric nurse. Psychiatry, 4, 70-72 �


Physiotherapist (PT)

 Assessment and intervention for physical

problems

— Musculoskeletal problems — \0
— Mobility :

— Pain ] (?::q }/
— Cardiopulmonary problems ii‘l.\.. kL |

— Neurological deficits, e.g. stroke, parkinsonism
e Assessment and prescription of walking aids
e Home assessment and modification

« Education to carer
— e.g. Transfer skills training for carer
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Kempenaar, L. (2005). The role of physiotherapy in Dementia Rehabilitation. In Marshall, M. (eds). Perspectives on Rehabilitation and Dementia. Philadelphia, Jessica Kingsley Publishers. 


Occupational Therapist (OT)

e Assessment

— The ability of patient to engage in meaningful occupation

 Ability to perform the activities required by patient's roles and
environment

« The extent of patient's physical and social environment which
supports their engagement in activities

« Patient's motivation towards activity and occupation
— Mental state, cognitive function, activities of daily living (ADL)

 Interventions to promote independence

— Modifying physical (e.g. home) and social (work with carer)
environment

— Modifying or adapting purposeful activities or occupations
— Cognitive training
— Design and use of assistive tools

CADENZA Training Programme (Duggan, 2004; Perrin, 2005)
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Duggan, M. (2004). The occupational therapist's perspective. In Curran, S., Wattis, J.P. (editors). Practical Management of Dementia. A Multi-professional Approach, United Kingdom:Radcliffe Medical Press Ltd.
Perrin, C. (2005). The role of the occupational therapist. Psychiatry, 4, 93-94


Social Worker

e Care management =
l

— Assess patient needs and match with
appropriate community-based services

— Drawing up tailor-made care plans to promote
iIndependence

* Risk assessment and management to
support people to remain at
home/community

o Collaboration with other professionals

.. (Dwyer, 2005)
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Dwyer, S. (2005). The role of the social worker. Psychiatry, 4, 95-97


Speech Therapist (ST)@

e Analyzing, diagnosing an managing
communication disorder and dysphagla

 |dentifying which linguistic and environmental
factors can be manipulated to improve
communication

« Reduce the iImpact of the communication
disorder and/or dysphagia on the person and
their carers

— providing advice, training and support to them and the
multidisciplinary team

CADENZA Training Programme (Griffith and Baldwi, 1989; Royal College of
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(RCSLT) Royal College of Speech & Language Therapists (2005). Speech and language therapy provision for people with dementia, London: Lavenham Press
Griffith, H., Baldwi, B. (1989). Speech therapy for psychogeriatric services. Luxury or necessity? Psychiatric Bulletin , 13, 57-59





* Provide nutritional assessments: target
some of the problems in the patient with
dementia (e.g. dysphagia, eating disorder,
feeding problem, etc.)

— Diet control of co-morbid conditions, like
diabetes, hypertension, gout, etc.

— Weight management
« Evaluation of feeding skills (along with OT

and ST)
. . (Consortium formed the Canadian Collaborative Mental Health
CADENZA Tralnlng Programme Initiative (CCMHI), 2008)
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Consortium formed the Canadian Collaborative Mental Health Initiative (CCMHI) http://www.ccmhi.ca/en/products/documents/ENDietitiansToolkit.pdf Retrieved on 11 June 2008
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Research findings on multidisciplinary approach

e Study by Wolf (2008) comparing an integrated
multidisciplinary approach with usual general practitioner

practice on dementia care in Netherlands

e Methods:

— 230 patients randomized into two groups
 Intervention group (n=137):

— Multidisciplinary assessment of patients (include old age
psychiatry, geriatric medicine, neuropsychology, PT, OT,
geriatric nursing and mental health nursing)

— Covering aspects e.g. somatic screening, psychogeriatric
assessment, evaluation of the required levels of care for
patients and their carers

— Multi-axis diagnosis and recommendations for treatment and
management

— Further referral to other hospital departments and paramedical
disciplines for management
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Wolfs, C.A.G. (2008). Integrated multidisciplinary diagnostic approach for dementia care: randomised controlled trial. The British Journal of Psychiatry, 192, 300-305.



Research findings on multidisciplinary approach

e Control group (n=93):
— General practitioners provided care as usual

— Patient may be referred to memory clinic, geriatric medicine or
the department of mental health for the elderly at the mental
health community service

— Outcome measure: health-related quality of life
(HRQoL) and other clinical measurement (e.g.
MMSE, GDS, NPI, IADL, etc.)

— Results:

* No difference in cognitive functioning, behavioural and
psychological problems, ability to perform activities of daily
living, or emotional functioning

 Significant improvement in the proxy perception of HRQoL 6
months after the baseline measurement in intervention group

e Control group had decreased HRQoL
CADENZA Training Programme




Summary of research findings

« Multidisciplinary approach is more
effective than mono-disciplinary approach

« However, It Is more complex, requiring a
higher level of organization

* Challenging tasks for clinicians to combine
their professional expertise and share
responsibility for a patient

CADENZA Training Programme



Exercise 2 1

 From your experience of working with
older people, what do you think are the
goals of rehabilitation?

e Can patient with dementia return to
Independence or health after
rehabilitation? If not, why is rehabilitation
still vital for patient who cannot achieve
complete independence or health again?

CADENZA Training Programme



Non-pharmacological interventions for
physical, cognitive, behavioral and
psychological symptoms
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Generally, non-pharmacological intervention should always be considered along with drug option before treatment is started. It is increasingly recognized that non-pharmacological options should, in best practice, be pursued first, while pharmacological treatments for dementia should be used as a second-line approach.


Aims of non-pharmacological intervention

* Influence emotional and behavioural change positively

— Agitation, wandering, disturbance of the day-night rhythm,
depression, apathy

 Enhance remaining skills and improve their adaptation
to a life under cognitive limitation
— Not primarily to reduce deficiencies which already existed

e Ease the carergiver's burden
e Should be pursued before pharmacological treatment

Douglas et al., 2004; Grasel et al., 2003
CADENZA Training Programme
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The aim of therapy is to influence the emotional and behavioural changes associated with dementia positively. Symptoms to be dealt with are e.g. agitation, the tendency to wander, disturbance of the day-night rhythm, depression, apathy or aggression. These symptoms are often impose a great burden on nursing personnel and the patient's family. However, these symptoms can be influenced successfully by non-pharmacological intervention, which make living with the dementia patient much easier and ease the burden on the carers. In this context, providing the family carers with social support and counselling is of great importance. A further aim of therapy is to enhance the remaining skills and their adaptation to a life with cognitive limitations, whereas limitations with regard to activities of daily living should be improved. With regard to this, the aim of non-drug therapies is not primarily to reduce deficiencies which already exist. In particular from the moderately severe stages of the disease onwards, the patient's functional basis for learning with lasting effect no longer exists.

Gräsel, E., Wiltfang, J., Kornhuber, J. (2003). Non-Drug Therapies for Dementia: An Overview of the Current Situation with Regard to Proof of Effectiveness. Dement Geriatr Cogn Disord, 15, 115–125



Non-pharmacological intervention

 Psychosocial interventions

— Reality Orientation (RO)

— Reminiscence Therapy (RT)

— Life-review therapy

— Validation Therapy (VT)
 Behavioural approaches

— Behavioural therapy

— Cognitive behavioural therapy
« Alternative therapies

— Art therapy

— Music therapy

— Movement therapy

— Sensory therapy

CADENZA Training Programme


Presenter
Presentation Notes
Some of the approach mentioned, like psychosocial intervention, can be carried out by CP and OT, or other discipline of professional who have received some training on the related skills. Specific therapy like art, sensory, movement therapy should be carried out by trained specialists, for example, art therapist, OT, physiotherapist, respectively. 
Several areas of overlap between these therapies and, in fact, each approach is rarely used in isolation (Ballard et al, 2001). It is therefore important for a clinician to have some knowledge of a number of these approaches, enabling a combination of treatments tailored to the individual requirements of the patient.


Reality Orientation (RO)

Developed by Folsom and colleagues in the 1960s

One of the most widely used management strategies for
dealing with patient with dementia

Aim: to reduce
— Anxiety caused by confusion
— Frustration due to lack of stimulation
— Dependence caused by sense of helplessness

Re-orientate patient with memory loss

— By providing repetitive orientation to their environment (time,
place and person)

— Assist patient to function as effectively as possible in the new
environment

%
s
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RO, developed by Folsom and colleagues in the 1960s (Folsom, 1966), is a psychosocial intervention used to re-orientate people with memory loss by constantly providing repetitive orientation to their environment (i.e. time, place and person) (Holden, 1997; Ski & O'Connell,  2007). It was one of the most widely used management strategies for dealing with patient with dementia (Holden & Woods, 1995). This assists people with dementia to function as effectively as possible in their new environment (Kohut, 1979). 

Ballard, C.G., O'Brien, J., James, I., et al. (2001). Dementia: Management of Behavioural and Psychological Symptoms, New York: Oxford University Press
Folsom, J.C. (1966). Reality orientation for the elderly mental patient. Journal of Geriatric Psychiatry, 1, 291–307
Holden U. Reality orientation (RO) in the 1990s. In: Norman IJ, Redfern SJ (eds). Mental Health Care for Elderly People. New York: Churchill Livingstone, 1997; 359–369.
Holden, U.P., Woods, R.T. (1995). Positive Approaches to Dementia Care, 3rd ed. Edinburgh, Churchill Livingstone.
Reeve, W., Ivison, D. (1985). Use of environmental manipulation and classroom and modified informal reality orientation with institutionalised, confused elderly patients. Age and Ageing, 14, 119-121
Ski C, O'Connell B. Mismanagement of delirium places patients at risk. Australian Journal of Advanced Nursing 2006;23: 42–46.
Kohut S, Kohut JJ, Fleishman JJ. Reality Orientation for the Elderly. Oradell, NJ: Medical Economics Company, 1979
O'Connell, B., Gardner, A., Takase, M., et al. (2007). Clinical usefulness and feasibility of using Reality Orientation with patients who have dementia in acute care settings. International Journal of Nursing Practice, 13, 182–192



Reality Orientation (RO)

e TWoO types

— Formal RO

 Programme of orientation information sessions
— Address, seasons, date, etc.

« 3-6 well-matched patients with staff
» Use of supporting materials like diaries, clocks

— Informal (24 h) RO

« Continuous and repetitive reorientation with verbal
and visual cues

e Use of memory aids such as white boards with
date, time, and temperature, photos, etc

e Consistent orientating approach by all staff
CADENZA Training Programme (Ballard et al., 2001; O'Connell, 2007)
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There are two types of RO: formal RO and informal (24h) RO, and the former is sometimes termed RO Classes (Folsom, 1966). Formal RO is typically used for groups of well-matached patient and their staff. A wide range of activities and materials are used to orientate the individuals to features in their environment. Current information and themes of interest are also discussed, with the use of supporting material like diaries, clocks and information sheets (Ballard et al., 2001). Usually a predetermined time frame are set (e.g. half an hour on weekdays) in a class of 3–6 patients. 
The 24 h RO involves continuous and repetitive reorientation to time, place and person using verbal and visual cues such as white boards with the date, time and temperature. It involves a number of changes to the environment, with use of memory aids around the ward or home, such as clear sign-posting, photos, use of notices, etc. Staff are trained to take a more reactive stance, orientating only when specific questions about time, history and place have been requested (Reeve and Ivison, 1985). 



Reality Orientation (RO)

e Clinical evidences
— Improving/maintaining cognitive abllities of
patient with dementia, especially at early stage

 Domains of orientation, memory and information

e Benefited in relation to self-care and maintaining
Independence in ADL (Spector et al., 2005)

— Verkalk et al.(2005) found that the effect of RO
on apathy, depression and aggressive behaviour
IS limited.
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The systematic review suggested that Formal RO had significant benefits in improving, or at least maintaining, the cognitive abilities of patients with dementia in the domains of information/ orientation and memory (Spector et al., 2000). Formal RO also significantly benefited people with dementia in relation to self-care and maintaining independence in activities of daily living. In term of behaviour, however, other  systematic review concluded that there was little evidence to suggest RO had favourable effects on apathy and depression (Verkaik et al., 2005). There was also limited evidence that Formal RO reduced aggressive behaviour in people with dementia. Although there are conflicting findings, the use of Formal RO should not be discounted as people with dementia who present with aggressive behaviour are often excluded from studies evaluating Formal RO, so the effect of RO on this group remains unexplored.

Spector A, OrrellM, Davies S,Woods B. Reality orientation for dementia. Cochrane Database of Systematic Reviews 2000, Issue 3. Art. No.: CD001119. DOI: 10.1002/14651858.CD001119.pub2.
Verkaik R, van Weert JCM, Francke AL. The effects of psychosocial methods on depressed, aggressive and apathetic
behaviours of people with dementia: A systematic review. International Journal of Geriatric Psychiatry 2005; 20: 301–314.


Reality Orientation (RO)

e Limitations

— Positive effects might take up to 3 weeks and

diminish as soon as the treatment ceased (O'Connell et
al., 2007; Woods, 1979)

— Potential to evoke emotional distress in patients with
dementia, especially those who are unaware of their
symptoms

» Confusion, emotional upset and agitated (Kunik et al., 2003;
Phinney et al., 2002; Zanetti et al., 1995)

— Patient with the following conditions are difficult to be
Included in RO class
» Visually impaired, hearing loss, aphasia
» Severe medical conditions and confined to bed
» Disruptive behaviours such as wandering, verbal aggression
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Specifically, the positive effect of Formal RO might take up to 3 weeks and benefits diminish as soon as the treatment is ceased . Another important aspect of RO is the potential to evoke emotional distress in patients with dementia. Literature suggests that trying to reorient people with dementia who are unaware of their symptoms could evoke confusion and emotional distress, as they do not understand why people are giving them directions and can become emotionally upset and agitated (Kunik et al., 2003; Phinney et al., 2002; Zanetti et al., 1995). This type of adverse effect should be observed and reported consistently in future studies.
Not all patients who would benefit from RO can participate in Formal RO. Patients who are visually impaired, have hearing loss, are illiterate, have aphasia or agnosia could not be considered for inclusion in an RO programme. Additionally, patients with severe medical conditions and those who are confined to bed could not be considered for Formal RO as they cannot be transferred to an RO classroom. Patients with disruptive behaviours such as wandering, being noisy and being aggressive are also difficult to be included in Formal RO therapy.
Thus it is evident that other therapeutic and management strategies needed to be developed either to support or to replace reality orientation (Ballard et al., 2001). 


Kunik ME, Lees E, Snow L et al. Disruptive behaviour in dementia: A qualitative study to promote understanding and improve treatment. Alzheimer's Care Quarterly 2003; 4: 125–136.
Phinney A, Wallhagen M, Sanda LP. Exploring the meaning of symptom awareness and unawareness in dementia. Journal of Neuroscience Nursing 2002; 34: 79–90.
Woods RT. Reality orientation and self attention: A controlled study. British Journal of Psychiatry 1979; 134: 502–507
Zanetti O, Frisoni GB, De Leo D, Buono MD, Bianchetti A, Trabucchi M. Reality orientation therapy in Alzheimer disease: Useful or not? A controlled study. Alzheimer Disease and Associated Disorders 1995; 9: 132–138


 Recognized as an effective way of restoring high levels of
well-being Iin patient with dementia since 1960s

« Definition: "Vocal or silent recall of events in a person's life,
either alone, or with another person or group of people"
(Woods et al., 1992)

e Aim:

— facilitate recall of past experiences so as to promote intrapersonal
and interpersonal functioning, thereby improve well-being

Involve helping the patient to think about and relieve
positive past experience
— Discussion of past activities, events and experiences

— Personally significant experiences e.g. family holidays, wedding, etc

CADENZA Training Programme
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Reminiscence therapy has been recognized as an effective way of restoring high levels of well-being inpatient with dementia since 1960s. The aim is to provide pleasure and cognitive stimulation by focusing on happy memories (Ballard et al., 2001). It involves helping the person with dementia to think about and relive positive past experiences, which include discussion of past activities, events and experiences, particularly personally significant experience, e.g. family holidays, wedding, etc. 

Woods, R. T., Portnoy, S., Head, D., Jones, G. M. M. (1992). Reminiscence and life review with persons with dementia: which way forward? In G. M. M. Jones, B. M. L. Miesen (Eds.), Care-giving in dementia: research and applications. Tavistock: Routledge


Reminiscence Therapy (RT)

——————

e Can be carried out in two basis
— Informal basis: carried out individually
— Formal basis: in group sessions
e Tapping on sparing cognitive capacity
(remote/long term memory)
— Use of triggers (e.g. photos, old-time objects) for
triggering past memories
* |Include a variety of activities
— Art, music, use of artifacts, outings, cooking, etc

— Focus on particular topic such as childhood or
adolescence

— Group serves to create historical records
 Enhancing interaction in an enjoyable, engaging fashion

CADENZA Training Programme
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Similar to RO, RT can be carried out by two basis: informal basis by carried out individually or in group sessions. RT include a variety of activities,
usually with the aid of tangible prompts (e.g. photographs, household and other familiar items from the past, music and archive sound recordings). Each sessions is generally focused around a particular topic such as childhood or adolescence. The group may serve the purpose of creating historical records, and aim at enhancing interaction in an enjoyable, engaging fashion. 

Haight, B.K., Burnside, I. (1993). Reminiscence and life review: explaining the differences. Archives of Psychiatric Nursing 1993;7:91–98.
Woods, R.T., Portnoy, S., Head, D. et al. (1992).Reminiscence and life review with persons with dementia: which way forward? In: Jones, G., Miesen, B., editors. Care Giving in Dementia: Research and Applications. Routledge, 137–161.



Reminiscence Therapy (RT)

Clinical evidences

— Improvement in cognition and mood
significantly 4 to 6 weeks after the end of the
Intervention period (Wood et al., 2005)

— Improvements in general behavioural

function, although not statistically significant
(Thorgrimsen et al., 2002)

— In one study where family caregivers were
iInvolved in RT, care-givers' strains were
significantly reduced (Thorgrimsen, 2002)

CADENZA Training Programme
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Study on effect of RT on patient in dementia revealed improvements  in cognition and on mood (Woods et al., 2005). Although both these improvements were significant only 4 to 6 weeks after the end of the intervention period, in the case of cognition there was an encouraging trend at post-treatment. More surprisingly, there was a improvement in scores on the scale of general behavioural function, which  covers self-care and communication skills as well as having a couple of items on behavioural disturbance. In the study where family care-givers were involved in the reminiscence groups (Thorgrimsen 2002), care-giver strain was significantly reduced. 

Woods B, Spector A, Jones C, et al. (2005). Reminiscence therapy for dementia. Cochrane Database of Systematic Reviews Issue 2. Art. No.: CD001120. DOI: 10.1002/14651858.CD001120.pub2.
Thorgrimsen, L., Schweitzer, P., Orrell, M. (2002). Evaluating reminiscence for people with dementia: a pilot study. The Arts in Psychotherapy, 29, 93–97.




Reminiscence Therapy (RT)

— In individual cases, painful memories may
surface, the supportive influence of the
therapist Is required

— e.g. when talk about marriage, some may
remember the unhappy relationship with
husband and may feel distress q—h 55

CADENZA Training Programme



Life Review Therapy

e Definition: 'a process of re-evaluation, resolution and
reintegration of past conflicts, perhaps giving new
significance to one's life' (Buechel, 1986)

« Based on Erikson's eight stage -5 of life (refer to Late
Adulthood, from 65 years, in the hyperlink)

« Unlike RT, life review Iis concerned with negative
memories (Haight and Burnside, 1993)

« AIm: help patient to achieve adaptation, particularly
appropriate for those with difficult pasts, by providing

support, understanding and acceptance (Ballard et al., 2001;
Kasl-Godley and Gatz, 2000)
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Life Review Therapy is described as 'a process of re-evaluation, resolution and reintegration of past conflicts, perhaps giving new significance to one's life' (Buechel, 1986). It is often confused with RT, while RT focus mainly on happy memories (Oliveria, 1977), while life review is concerned with negative memories (Haight and Burnside, 1993). The aim of Life review therapy is to help the patient achieve adaptation and is particularly appropriate for those with difficult pasts, by providing support, understanding and acceptance (Ballard et al., 2001; Kasl-Godley and Gatz, 2000). Therapist taking a detailed history of the person's life to establish previous coping mechanism which can be used to resolve past problems and thus come to term with the present and future more readily. 

Buechel, H. (1986). Reminiscence: a review and prospectus. Physical and Occupational Therapy in Geriatrics, 5, 25-37
Haight, B.K., Burnside, I. (1993). Reminiscence and life review: explaining the differences. Archives of Psychiatric Nursing, 7, 91-98
Kasl-Godley J. Gatz M (2000). Psychosocial interventions for individuals with dementia: an integration of theory, therapy, and a clinical understanding of dementia. [Review] [133 refs] [Journal Article. Review] Clinical Psychology Review. 20(6):755-82, 2000 Aug.
Oliveria, O.H.. (1977). Understanding old people: patterns of reminiscing in older people and their relationship to life satisfcation. Di

http://en.wikipedia.org/wiki/Erikson's_stages_of_psychosocial_development

Life Review Therapy

o Either in individual or in group sessions
(Rattenbury et al., 1989)

e Methods include
— Written or taped autobiographies
— Pilgrimages (in person or through correspondence)
— Reunions
— Construction of genealogy

— Creation of memorabilia via scrapbooks, photo
albums, collection of old letters

— Verbal or written summary of life work, life story book

— Preservation of ethnic identity
CADENZA Training Programme (Butler, 1974; Lewis & Butler, 1974)
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Methods to engage older adults in the life review process include:
written or taped autobiographies; pilgrimages, either in person or through correspondence; reunions; construction of a genealogy; creation of memorabilia through scrapbooks, photo albums, collection of old letters; verbal or written summary of life work; and preservation of ethnic identity (Butler, 1974; Lewis & Butler, 1974). Information is sparse about specific strategies used in conjunction with these methods to support the individual during the life review process.


Rattenbury C, Stones MSc, Stones MJ. 1989. A controlled evaluation of reminiscence and current topics discussion groups in a nursing home context. Gerontol 29: 768–771



Life Review Therapy

 Benefits are believed to be similar to those of RT

e Can be used to resolve past problems and thus
‘come to terms' with the present and future more
readily (Ballard et al., 2001)

« Limited evidences of life review therapy with
patient with dementia were found

 Significant effect of life review on depressive

symptomatology in elderly people (Bohimeiier et al.,
2003)
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Benefits of life-review therapy are believed to be similar to those of RT. It is suggested that by coming to terms with the past, the patient can approach the future more positively. However, limited evidence of life review therapy with demented older adults were found, although some of the study suggested significant effects of life review on depressive symptomatology in elderly people without dementia.



Bohlmeijer, E., Smit, F., Cuijpers, P. (2003). Effects of reminiscence and life review on late-life depression: a meta-analysis. International  Journal of  Geriatric Psychiatry, 18, 1088–1094





Life Review Therapy

e Limitations
— Patient might no longer retain the coping

mechanisms to deal with distressing issues

 Be careful when encouraging a patient to talk
about distressing issues from the past

— Not easy to be conducted in people with later-
stage dementia

* Lose the ability to review their past life experience

CADENZA Training Programme



Validation Therapy (VT)

Developed by Naomi Feil between 1963 and 1980 (Feil 1982; Fell
1993)

Defined as the acceptance of the reality and personal truth of
another's experience (Neal & BartonWright, 2003)

Attempts to offer security in patient's own emotional state and their
own time-place frames of reference by 'validation —
acknowledgement of the feelings of individual® (Feil, 1982; Grasel et
al., 2003)

Aim: "to help disoriented people be as happy as possible and to

reduce anxiety"
(Feil, 1993) .Reconstructi_on of self-esteem
1Reduction of stress
1Justification of the life led
1Dealing with unresolved, past conflicts
1Use of drugs and physical means of coercion
iImprovement of verbal and non verbal communication
iImprovement in ambulation and physical well being

CADENZA Training Programn 1 Prevention of relapse into vegetation
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Validation therapy (VT) was developed by Naomi Feil between 1963 and 1980 (Feil 1982; Feil 1993). It attempts to address the shortcomings of other approaches, such as reality orientation, used with individuals who have more advanced dementia. In general term, VT can be defined as 'the acceptance of the reality and personal truth of another's experience' (Neal & BartonWright, 2003). This is a central element of all humanistically-oriented therapies, and a key aspect of person-centered approaches to dementia care. 
This method attempts to offer the dementia patients security in their own emotional state and their own time-place frames of reference by 'validation'. The principal aim of validation is 'to help disoriented people be as happy as possible and to reduce anxiety' (Feil, 1993). The aims of validation include the reconstruction of feelings of self-esteem, reduction of stress, justification of the life led, dealing with unresolved conflicts from the past, reduction of the use of drugs and physical means of coercion, improvement of verbal and non-verbal communication, prevention of relapse into vegetation, improvement inambulation and physical well-being.

Feil N. (1982). Validation The Feil Method. How to help the disorientated old-old. Feil Productions, Cleveland 1982.
Feil N. (1993). The validation breakthrough: simple techniques for communicating with people with "Alzheimer's-type dementia". Baltimore,Health Promotion Press 1993.
Gräsel, E., Wiltfang, J., Kornhuber, J. (2003). Non-Drug Therapies for Dementia: An Overview of the Current Situation with Regard to Proof of Effectiveness. Dement Geriatr Cogn Disord, 15, 115–125
NealM, BartonWright P. Validation therapy for dementia. CochraneDatabase of Systematic Reviews 2003, Issue 3. Art.No.: CD001394.
DOI: 10.1002/14651858.CD001394.


Validation Therapy (VT)

Often used as a technique when communicating with persons
with dementia who are confused and disoriented

Can be initiate in groups or with individuals

Empathy accepts whatever feelings are expressed by the patient
without attempting to examine feeling that the patient chooses
not to express (Feil, 1982)

Makes use of special verbal and non-verbal communication
techniques to establish and maintain contact with elderly,
disoriented individuals

— Touch, eye contact, mirroring body movements, music, listening, etc

Base on assumption that all the words and actions of the patient
have a real sense of purpose (Edwards, 1993)
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Validation therapy can be initiated in groups or with individual. The procedure is not an analytic technique. It utilizes empathic understanding that accepts whatever feelings are expressed without attempting to examine feelings that the individual chooses not to express. During the conversation, the staff may use special verbal and non-verbal communication techniques, e.g. touch, eye contact, mirroring body movements, music, matching voice rhythms of the patient, attending to cues concerning feelings and translating these into verbal form, listening, etc (Edwards, 1993). The basic assumption is that all the words and actions of the patient have a real sense of purpose. 
Edwards, A.J. (1993). Dementia. New York: Plenum Press, p229-253



Validation Therapy (VT)

* Proposed effects (Feil, 1993)

— Restoration of self worth
— Reduction of the need for chemical and physical restraints

— Minimization of the degree to which patients withdraw from the
outside world

— Promotion of communication and interaction with other people
— Reduction of stress and anxiety

— Stimulation of dormant potential

— Help in resolving unfinished life tasks

— Facilitation of independent living for as long as possible

 However, there is insufficient evidence from randomized
trials to draw any reliable conclusions about the efficacy
of validation therapy (Neal & BartonWright, 2003)

CADENZA Training Programme



Behavioural approach

 Behavioural therapy

— Base on the principles of conditioning and
learning theory

» Classical conditioning: when a behaviour B is
repeatedly associated with a stimulus (antecedent) A,
that stimulus will eventually elicits B

e Operant conditioning: Behaviour B elicit an
environmental consequence C which will reinforce the
behaviour, making behaviour B either more or less
likely to occur in the future

CADENZA Training Programme
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Refer mainly to techniques for increasing adaptive behaviour through reinforcement and decreasing maladaptive behavior through punishment (with emphasis on the former).
Behaviour therapy is a general term indicating the use in psychotherapy of the knowledge offered by the whole field of experimental psychology [36]. Its aim is the alteration of clearly described and well-operationalized behaviour, cognition and emotions. These modifications are to be achieved essentially by means of operant and classical conditioning as well as by model learning. Most therapeutic approaches use operant methods. Here, there is a deliberate influencing of behaviour either by alteration of the situation in advance of the occurrence of the behaviour
(for example, supports such as 'prompting') or by means of reaction to the behaviour after it has occurred in the form of consequences experienced as positive (reinforcement) or consequences experienced as negative (punishment, for example, indirectly via withdrawal of reinforcement)



Behavioural therapy

e Challenging behaviours are often learned and
therefore can be unlearned (gallard et al., 2001)

e Detalled assessment for the disruptive
behaviour Is need

— Understand the processes underlying the
behaviour (the "A")

— |dentify the behaviour (the "B")

— Describe the impact of the behaviour upon the
quality of life of the patient (the "C")

CADENZA Training Programme (Emerson, 1998)
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Behavioural therapy

e |ntervention

— Three key features (Emerson, 1998)
e Taking account of the person's preferences
— Diet, activities as rewards for positive reinforcement?

 Changing the context in which the challenging behaviour takes
place

— Eliminate the triggering scenarios

 Disrupt the challenging behaviour using reinforcement strategies
and schedules

— Extinction, positive and negative reinforcement, schedules
of reinforcement, punishment, contingency, etc

CADENZA Training Programme



Behavioural therapy

 Therapeutic goals

— Reduction in disturbing behaviors

— Maintenance of current self-care skills
e Clinical evidences

— Only small number of studies have demonstrated its effectiveness
In dementia

« Successful reduction in wandering, incontinence and other form

of stereotypic behaviours (Holden and Woods, 1982; Bakke,
1997; Woods, 1999)

e Improve the degree of self care (Rinke et al., 1978)

CADENZA Training Programme
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Woods, R.T. (1999). Psychological Problems of Ageing. Chichester: John Wiley and Sons Ltd.


Cognitive Behavioural Therapy CBT

 Cognitive behavioral therapy (CBT) Is a structured
therapeutic method that improve mood, functional status
and gquality of life by

— changing thoughts (cognitive therapy), and
— changing behaviors (behavior therapy)
o Collaborative, time limited, structured and skill based

e AIm: influencing negative emotions that relate to
Inaccurate appraisal of events

CADENZA Training Programme (Stanley et al., 2007)
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Cognitive Behavioural Therapy CBT

* Relatively new area and tends to be focused on the
treatment of distressing symptoms, e.g. depression

e Explanation of depression in dementia

Catastrophic view/image

ce of Alzheimer's dementia Loss irWonfidence
L33

Ly "I'm useless"

Furth
confi

Behaviour: withdrawal, inactive,
carer taking over roles

(Adopted from Walker, 2004)


Presenter
Presentation Notes
Walker, D.A. (2004). Cognitive behavioural therapy for depression in a person with Alzheimer's dementia. Behavioural and Cognitive Psychotherapy, 32, 495–500



Cognitive Behavioural Therapy CBT

 Cognitive components refer to
— How people think about
— Create meaning about situations, symptoms and events
— Develop belief about themselves

— "Guided discovery": questioning to ask for peoples’ meanings
and stimulate alternative viewpoints

— Behaviour experiments to test these alternatives
« Behavioural components refer to
— The way people respond when under distress

— e.g. avoidance, reduce activity and unhelpful behaviour that
keeps problem going

— CBT help the person feels safe to gradually test out their
assumptions and fears and then change their behaviours

CADENZA Training Programme
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The cognitive component in the cognitive behavioural psychotherapies refers to how people think about and create meaning about situations, symptoms and events in their lives and develop beliefs about themselves, others and the world. CBT use a style of questioning to ask for peoples' meanings and stimulate alternative viewpoints or ideas. This is called 'guided discovery', and involves exploring and reflecting on the style of reasoning and thinking, and possibilities to think differently and more helpfully. On the basis of these alternatives people carry out behavioural experiments to test out the accuracy of these alternatives, and thus adopt new ways of perceiving and acting. Overall the intention is to move away from more extreme and unhelpful ways of seeing things to more helpful and balanced conclusions.

The behavioural component in the CBT refers to the way in which people respond when distressed. e.g. avoidance, reduced activity and unhelpful behaviours can act to keep the problems going or worsen how the person feels. CBT aim to help the person feel safe enough to gradually test out their assumptions and fears and change their behaviours. For example this might include helping people to gradually face feared or avoided situations as a means to reducing anxiety and learning new behavioural skills to tackle problems.

A Guide to Understanding Cognitive and Behavioural Psychotherapies" British Association of Behavioural and Cognitive Psychotherapies. Retrieved on 2007-1-11 


Cognitive Behavioural Therapy CBT

* Objectives:
— Increasing enjoyable activities
— Reinforcing and relearning basic problem-solving skills

— Increasing managing current problems by setting realistic
goals and expectations (Thompson et al., 1989; Ter,
1994)

 Archived by
— Addressing the way the client thinks

— Developing more flexible ways to think and respond (&
avoidance of activities)

— Client can thus escape from the negative thinking patterns

CADENZA Training Programme
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Therapeutic goals include increasing pleasant activities, strengthening and relearning basic problem-solving skills, and increasing coping with current problems by setting realistic goals and expectation ((Thompson et al., 1989; Teri, 1994). It is done by addressing the way the client thinks and behaves in response to similar situations and by developing more flexible ways to think and respond, including reducing the avoidance of activities. If, as a result, the client escapes the negative thought patterns and destructive behaviors, the feelings of depression may, over time, be relieved. The client may then become more active, succeed more often, and further reduce feelings of depression. 


Cognitive Behavioural Therapy CBT

 Clinical evidences

— Significant Improvements in mood and
decreases iIn frequency of troublesome
behaviors among demented persons

 Depression In caregivers also was

reduced (Teri, 1994; Teri et al., 1997)

 Anxiety symptoms decreased following

Cognitive-behavior therapy (King & Barrowclough,
1991; Radley et al., 1997)

CADENZA Training Programme
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Art therapy

e Positive influencing symptoms by

— Art contemplation

 Visual elements are systematically made
experienceable

— Active artistic creation
e Created under art therapist's guidance

 Example: The Ennis Court Project

(http://www.carers-healingspur.co.uk/photos4.htm)

CADENZA Training Programme
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Art therapy is the scientifically based use of two dimensional or three-dimensional visual elements which are systematically made experienceable (art contemplation) or which under the art therapist's guidance are created (active artistic creation) with the aim of positively influencing symptoms. It offers patients the opportunity to make decisions in a particular area and by
altering the materials offers the feeling of being able to be in control of something and provide sensory stimulation through the elements of line, colour and shape (

Harlan, J.E. (1993). The therapeutic value of art for persons with Alzheimer's disease and related disorders. Loss Grief Care, 6, 99–106.
Gerdner, L.A. (2000). Music, art, and recreational therapies in the treatment of behavioural and psychological  symptoms of dementia. Int Psychogeriatr, 12, 359–366.
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http://www.carers-healingspur.co.uk/photos4.htm
http://hk.youtube.com/watch?v=fimThEhaun0

Art therapy

o AIm:
— Offer patients opportunity to make decisions and
feeling of being able to be in control of something
— Provide sensory stimulation through line, colour and
shape
e Clinical evidences

— Achieve a greater sense of enjoyment and well-being
(Sterritt & Pokorny, 1994)

— Lower depression among those with art therapy
(Waller et al., 1998)

— Controlled studies is lacking
CADENZA Training Programme
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Music therapy
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* Music therapy for dementia extends from rhu5|cal"
Improvisation via the singing of familiar songs, to
simply listening to music (Grasel et al., 2003)

e AIM:

— compensate for the severe limitations in the dementia
patients' ability to act and to express themselves
 The rhythm, melody of the music can facilitate
physical, psychological and emotional responses
of the patient

CADENZA Training Programme
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Music therapy
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* Brotons et al. (1999) conclude that music
therapy

— Improve social skills and emotional state

— Diminish behaviour problems
 Agitation, excessive vocalization, wandering

(Casby and Holm, 1994; Fitzgerald-Cloutier, 1993; Norberg et al., 1996)

CADENZA Training Programme
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Brotons et al. (1999). found that this form of intervention was effective in improving social skills (for example, interaction) and emotional state (mood) and effective in diminishing behaviour problems


Brotons, M., Koger, S.M., Pickett-Cooper, P. (1999). Music and dementias: A review of literature –Erratum. J Music Ther 1999;36:16.
Casby, J.A., Holm, M.B. (1994). The effect of music on repetitive disruptive vocalizations of persons with dementia. American Journal of Occupational Therapy, 48, 883-889
Fitzgerald-Cloutier, M.L. (1993). The use of music to decrease wandering: an alternative to restraints. Music Therapy Perspectives, 11, 32-35
Norberg, A., Melin, E., Asplund, K. (1986). Reactions to music, touch and object presentation in the final stage of dementia: an exploratory study. International Journal of Nursing Studies, 23, 315-323.


Movement therapy Q:j‘.?

« Movement therapy can be used in a wide
variety stages of dementia in order to
maintain and improve motor functions
— Mild to moderately severe stage

e Target balance, mobility, strength and stamina

— Severe stage (no longer walk without help)
e Sometimes possible to remobilize the patient

e Passive movement of the limbs to avoid
contracture.

. (Grasel et al., 2003; Teri et al., 1998)
CADENZA Training Programme
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Movement therapy ’:‘j)

« Achieve an Improvement In social
behaviour particularly Iin the group
situation (Hopman-Rock et al., 1999)

e Aggressive behaviour can be reduced by a
programme of regularly walks (Holmberg, 1997)

 Dementia patients may benefit more from
a combination of movement therapy and
music therapy than from music therapy
alone (Groene, 1999)
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Sensory therapy

e Multisensory environment
* Bright light therapy
 Aromatherapy
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Multisensory therapy

"Shoezelen"

— Originated from Haarendael Institution in
Holland (Hulsegge & Verheul, 1987)

— A trade mark of ROMPA® which describes a
multi-sensory environment

— Snoezelen Is recognized as a room
specifically designed (contains a variety of
materials to stimulate dn‘ferent sense) to
stimulate all the senses .

CADENZA Training Programme
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Multisensory therapy

« Use for people with severe cognitive
Impairment
— Provide sensory stimulations and interactions

for patient with difficulty responding to general
environmental stimuli and social interaction

— Promoting relaxation among people who are
experiencing restlessness or agitation.

CADENZA Training Programme
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Multisensory therapy

 Clinical evidences

— Potential benefits in a variety of parameters

iIncluding mood, engagement and relaxation
(Long and Haig, 1992, Pinkney & Barker, 1994, Pinkney, 1997)

— Improvement in well-being and a reduction in
behavioural problems among people with
severe dementia (Ballard et al., 2003)

CADENZA Training Programme
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Bright light therapy

« Target at the alternation In diurnal patterns of
activity and altered sleep-wake cycle in patient with
dementia

e Linked to changes in the diurnal rnythm of melatonin
— hormone which plays a role in the regulation of the
circadian rhythms

e Bright light may improve dysfunctions of diurnal
rhythm

CADENZA Training Programme
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Bright light therapy

e EXposure to daylight or to specific wavelengths
of light using fluorescent lamp, light box with
artificial illumination

 Evidence suggested that bright light treatment

may reduce sleep disturbance and agitation
(Koyama et al., 1999; Mishima et al., 1998; Lyketsos et al., 1999)
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Aromatherapy

« A therapy which has been used for 'healing’
since 3000 B.C.

o Administered in a number of different ways:
— Inhaling olls through vaporization
— Bathing or massage

— Applying the oll in a cream or aqueous
solution

« As an adjunctive to pharmacological
treatment

CADENZA Training Programme



Aromatherapy

 The healing properties of aromatherapy include:
— Promotion of relaxation and sleep
— Relief of pain
— Reduction of depressive symptoms (Perry & Perry, 20006)

 Aromatherapy has been used for people with
dementia to
— Reduce disturbed behaviour (Brooker 1997)
— Promote sleep (e.g. Wolfe & Herzberg, 1996)
— Stimulate motivational behaviour (MacMahon,1998)

e Improve cooperation and communication, using

combination of lavender and melissa (Mitchell, 1993)
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Environmental
modification




Environmental modification

 Design Is regarded as a therapeutic
resource to promote well-being and
functionality among patients with dementia
e Designing environment
— General attributes
— Building organization

CADENZA Training Programme



General attributes of the environment

* Investigate desired qualities of the overall
facility environment

e Non-institutional character

— Homelike ambiance: personalized rooms, domestic
furnishings, natural elements, etc.

— Aim to improved intellectual and emotional well-being

— Environment that facilitate social interaction; reduced
agitation, trespassing and exit seeking; greater

preference and pleasure; improved functionality
(Annerstedt, 1994; Cohen-Mansfield & Werner, 1998; Sloane et al.,
1998)
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General attributes of the environment

« Examples

— Provide places to put ornaments and 2\
Ao

Knickknacks (e.g. shelves)

— Provide options in resident room decor (e.g.
wall colour, curtains)

— Provide spaces to personalize and decorate
entryways to bedrooms

CADENZA Training Programme


Presenter
Presentation Notes
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General attributes of the environment

e Sensory stimulation

— Sensory overstimulation may increase distraction,
agitation and confusion

— Over-stimulation is associated with loud noise (e.g. loud
talking, singing and clapping), crowding and disruptive
behaviour from others (Nelson, 1995)

— While sensory deprivation has been identified as
potential problem (Cohen & Weisman, 1991)

* Residents may have & concentration and perception
 May experience visual or auditory hallucination

— Careful balance between environment overstimulation

and de_lE)rivation
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General attributes of the environment

— Removing unnecessary clutter, overstimulation from
TV, alarms, loud noise, etc

— Provide tactile stimulation in surfaces and wall
hangings that signal a transition to another room or
area

— Limited stimulation activity area by hanging cloth
partitions to reduce distractions among residents
(Namazi and Johnson, 1992)

— Eliminate unnecessary noise

e e.g. Use of solid core doors/ sound deadening
materials which minimize staff and service-induced

noise
CADENZA Training Programme



General attributes of the environment

— Patient with dementia faces particular visual deficits

o Difficulty with colour discrimination, depth perception and
contrast sensitivity (Cronin-Golumb, 1995)

* [rritation from glare (Brawley, 1997)
— Confusion, agitation and increase risk of falls
— Recommendation:

o Strategies to reduce glare, minimize confusion
concerning depth perception, increase contrast and
overall light levels and exposure to bright light
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General attributes of the environment

— Use of dimmers on electrical circuitry to adjust light
Intensity

— Avoid floor, wall finishes with highly complex patterns
that confuse the vision

— Avoid shiny floor surface which could present as
water/reflect light and produce indirect glare

— Avoid high levels of glare which cause great
uncertainty

* Window treatments in facilities should be sheers or
translucent shades which allow light to diffuse

without totally blocking the view
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General attributes of the environment

« Safety @P
W

— Residents' attempts to leave facilities or home
e Design solutions to prevent unwanted exiting by exploiting?
patient's cognitive deficits.
— Associated behaviours with wandering cause problems
e.g. excessive walking, leaving the unit, invading other
residents' personal space

— Survelllance is essential by staff for maintaining safety in
environments for patient with dementia (Morgan &
Stewart, 1999)

« While in private resident rooms, enclosed charting spaces,
secluded outdoor area and activity spaces hinder staff
surveillance

— Preventing falls among residents is another important
safety concern
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General attributes of the environment

— Modifying doorway to reduce exiting

» Disguising doors: painted a mural across the door, paint the
door handle or panic bar to match the door colour

* Must not impede the use of the door in emergency

— Minimize visibility through door while other side of
door may interests resident

— Try to create a secure outdoor area where residents
can come and go as they please
« Accompany residents to areas off the unit and outside when
possible

— Use of lock and alarm systems
CADENZA Training Programme
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General attributes of the environment

Ensure safety and provide meaningful wandering

— Providing residents with a secure place to wander,
reduced negative sequelae (Burgio et al., 1996)

— Corridors and pathways should be interrupted with
social interaction areas and have either a circular route

or an activity space as the destination
— Proper locking of all cupboards or storage areas on
wandering routes

— Environmental stimuli: place familiar objects, furniture
and pictures within the wandering path
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General attributes of the environment

« Example of fall prevention

— Floor surfaces need to be nonslip and have low drag
resistance for residents who use assistive devices

— Floor surfaces must be level (remember of poor depth
perception in patient with dementia)

— Minimize colour contrast and patterns in floor (may
appear to resident as raised or lowered surfaces)

— Installation of handrails and keep it clear

CADENZA Training Programme (Briller et al., 2001b)



Building organization

Desirable arrangement of spaces within facilities

— Residents' orientation depends on the physical

environment
* Quiet environments associated with € orientation
* Improvements for way-finding (e.g. landmarks, signage)

« Simple building configuration and provision of explicit
environment information are associated with & orientation

— Greater spatial orientation in facilities designed around L-, H-,
or square-shaped corridors (Elmsathl et al., 1997)

 "cluster" facilities (with small units of resident rooms and
associated common spaces) enhance higher levels of
orientation (Netten, 1989)

CADENZA Training Programme


Presenter
Presentation Notes
Elmsåthl, S., Annerstedt, L., Åhlund, O. (1997 ). How should a group living unit for demented elderly be designed to -decrease psychiatric symptoms? Alzheimer Disease and Associated Disorder, 11, 47-52
Netten, A. (1989). The effect of design of residential homes in creating dependency among confused elderly residents: A study of elderly demented residents and their ability to find their way around homes for the elderly. International Journal of Geriatric Psychiatry, 4, 143-153



Building organization

« Example for orientation

— Make important doorways distinctive and three —
dimensional when possible

— Offering sight of the destination (e.g. landmarks such
as furniture, directional signs and sensory information
(music) for common areas

— Help to identify resident rooms by using appropriate
signs (large and easy to see, well-placed), personal
photos/objects on doors, distinctive interiors and
personal furnishings

— Making toilet easy to spot by bright colour door,
Interesting signs, leave lights on or use night-lights

— Provide tactile opportunities and interesting objects

(Briller et al., 2001b)
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Building organization

e Provision of outdoor areas

— Recommended access to outdoors to
 Maintain home-likeness
o Accommodate activities
* Increase residents' exposure to light and sun

— Violent episodes among residents € in facilities with
outdoor environments (Mooney and Nicell, 1992)

« Examples

— A well-designed, safe outdoor space (staff can easily
see into) adjacent to the unit should be created which
allow unrestricted access to this space

CADENZA Training Programme


Presenter
Presentation Notes
Mooney, P., Nicell, P.L. (1992). The importance of exterior environment for Alzheimer residents: effective care and risk management. Healthcare Management Forum, 5, 23-29




Enhancing disease-related self-
care management of patients
with dementia 'S5
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Dementia;: Self Care?

o Self-care is interpreted in many ways in patient
with dementia

— Detection of early symptoms of dementia

o 'Patient' is responsible for self-care and acts as a precautious
person

— During development of dementia

« Shifting from self-care to self-care support and then direct care
by others

— During advanced-stage of dementia
* Lost self-care abilities resulting in total dependency
« Doing self-care shifts from the individual to others

 Hence 'self care In patient with dementia end at
the moment they enter a stage which is perceived
oy their societal environment as incapable to act
Independently’
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Self care In dementia

« Dementia in the early and intermediate stages may
be able to live independently at certain extent
— Maintain daily physical exercise habit
* help the body and mind functions and maintain a healthy weight

— Engage in as much mental activity as he or she can
handle

» slow the progress of some types of dementia. Puzzles, games,
reading, and safe hobbies and crafts are good choices

— Maintain social interaction
» stimulating and enjoyable for most people with dementia
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* Notice any change in mental state or physical
condition which may affect independency

e Maintain health and reduce the risk of
developing/worsening vascular diseases

 Maximize existing potential, take responsibility to
perform tasks which can be performed by oneself
Independently, e.g. wearing shoes, eating
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Maintenance for self-care

 Regular checks by relatives or friends

 Individuals who require certain level of
assistance may need to move to the home
of a family caregiver
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Falls

 Annual incidence in patient with dementia: about
70-80% (shaw et al., 2003)

 Significantly affect patient independency/self
care abllity

o & fall risk due to
— Impairments of gait and balance
— Effects from medications (e.g. Anxiolytics) ~* =< -
— Orthostatic hypotension (Passant et al., 1997)
— Behavioural risk factors like wandering, agitation, etc.
— Forget to use walking aids
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Falls

— Multifaceted interventions
Risk factors assessment
Diagnosis

Care planning

Medications review
Environmental modification
Education programme
Exercise
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Suggestions for reducing fall risk In

patient with dementia

Review of medication

— Psychotropic medication

— Cardiovascular medication =
Orthostatic hypotension %) ()
— Frequent monitoring

Physical training

— Improve gait, balance , mobility and flexibility
Environmental

— Familiar and safe environment

Fall alarm

— One small study supports its use but this study was poorly
controlled
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®)
Suggestions for reducing fall risk In

patient with dementia

Calcium and Vitamin D replacement

— Reducing falls in two care home studies (Chapuy et
al., 1992; Flicker et al., 2005)

Assistive device

— Walking aids

Transfer training

— Staff and carer

Avoid restraints

— Functional decline

— Increase fall risk (van Doorn et al., 2003)
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Summary

« Multidisciplinary and patient centered care approach
* Non-pharmacological treatment
— Psychosocial interventions
— Behavioural approaches
— Alternative therapies
e Factors to be consider in environmental modification
— General attributes
— Building organization
 Dementia in the early and intermediate stages are capable for certain
degree of self care

« Fall prevention is an important issue in dementia which require
multifaceted interventions
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