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ABSTRACT

It is estimated that approximately 40-71% of residents living within assisted
living facilities (ALFs) have a form of dementia or other cognitive impairment (Harris-
Kojetin et al., 2016; Zimmerman, Sloana, & Reed, 2014). There is also evidence that
suggests that caregivers working within ALFs have inadequate knowledge on how to care
for a resident diagnosed with dementia (Hughes, Bagley, Reilly, Burns, & Challis, 2008;
McKenzie, Teri, Pike, LaFazia, & Van Leynseele, 2012; Sharpp, Kayser-Jones, &
Young, 2012; Zimmerman et al., 2014). The authors of this scholarly project created an
instructional manual that can be used to train caregivers within ALFs to address the
current gap in their knowledge. Methodology: The authors used the information gained
from the literature review, information gathered through collaboration with faculty at the
University of North Dakota’s Occupational Therapy Program, and information gathered
after researching topics related to dementia to create the product. Product: The
instructional manual was created using Knowles Andragogy Adult Learning Model
(Knowles, Holton, & Swanson, 2012). The introduction to the manual includes
information on how to apply the adult learning model throughout the educational
sessions. The educational materials include three 2-hour PowerPoint slide shows that
include information on what dementia is, how dementia impacts a resident’s life, an
overview of the Cognitive Disabilities Reconsidered Model (CDRM) by Levy and Burns
(2011), and different strategies the caregivers can use at each level of the CDRM to better

care for residents diagnosed with dementia.
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The manual also includes an evaluation of learners’ knowledge by using a pre-test
and post-test design. Finally, a small handout was created that contains important
concepts that were discussed in the instructional materials so the learners can reference
the information later if needed. It is intended for the instructional manual to be utilized by
an occupational therapist who understands how to apply the adult learning theory and has
adequate knowledge with the CDRM. The education material can be used to meet the

continuing educational requirements within the state of Wyoming for ALF caregivers.
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CHAPTER1
INTRODUCTION

With the increasing older adult population, the prevalence of dementia is on the
rise (Center for Disease Control, 2013). The cognitive deficits associated with dementia
elicit limitations in functional abilities (World Health Organization, 2016); therefore,
causing these individuals to transition from their homes to a long-term care setting, such
as an assisted living facility (ALF) (United States Department of Health and Human
Services, n.d.). Currently it is estimated that 40% of people residing within ALFs in the
United States have a diagnoses of dementia (Harris-Kojetin et al., 2016). Despite the high
prevalence of dementia within ALFs, recent research has documented that education
pertaining to dementia care is limited for those working within these facilities (Hughes,
Bagley, Reilly, Burns, & Challis, 2008; McKenzie, Teri, Pike, LaFazia, & Van Leyneele,
2012; Sharpp, Kayser-Jones, & Young, 2012; Zimmerman et al., 2014). It is crucial for
ALF staff to understand how to interact and help residents diagnosed with dementia in a
safe and effective manner within the ALF. To do this, it is imperative that staff members
are educated and trained using evidenced-based methods.

The proposed education program for this scholarly project is aimed at improving
ALF staff education and training in the area of caring for someone who has dementia.
The authors used Knowles Andragogy adult learning model to help structure the

educational and training program to ensure the materials increase the care staff’s



knowledge and abilities. Increasing the staff’s knowledge and training will allow them to
effectivity care for the residents who are diagnosed with dementia. It is anticipated an
increase in effective caring will improve the well-being of staff and residents.

In conjunction with Andragogy, the authors used the Cognitive Disabilities
Reconsidered Model (CDRM) by Levy and Burns (2011) to conceptualize the functional
levels of residents diagnosed with dementia. The CDRM uses data from the Cognitive
Performance Test (CPT) to categorize residents into one of nine CDRM functional levels.
The CDRM functional levels provides suggestions on what memory stores and sensory
experiences are available to the resident. The educational and training materials in the
scholarly project are directed at helping ALF staff understand the CDRM levels and how
to help them select activities and interaction techniques based on the resident’s functional
level. It is hoped by using the CDRM it will allow for more efficacious care for the
residents diagnosed with dementia and reduce the stress that is placed on the staff
members.

The following chapters will review the current literature on the topics of care staff
education and training in regard to dementia care in long-term care settings with a focus
on ALF, methodology used to create the educational and training materials, the product
that can be used to educate care staff on the topic of dementia care, and a summary of the

scholarly project.



CHAPTER 11
REVIEW OF LITERATURE

In the United States, it is estimated that approximately 40-71% of people residing
in assisted living facilities (ALFs) have a form of dementia or other cognitive impairment
(Harris-Kojetin et al., 2016; Zimmerman, Sloana, & Reed, 2014); however, many care
providers working within these facilities have limited knowledge on dementia and how to
care for someone who has dementia (Hughes, Bagley, Reilly, Burns, & Challis, 2008;
McKenzie, Teri, Pike, LaFazia, & Van Leynseele, 2012; Sharpp, Kayser-Jones, &
Young, 2012; Zimmerman et al., 2014). Researchers have also found that care providers
understand education is vital when working with people who are diagnosed with
dementia (Jones, Moyle & Stockwell-Smith, 2013; Stockwell-Smith, Jones, & Moyle,
2011).

With the increasing prevalence of dementia, it is important to consider the type of
care being provided to these individuals. With the breadth of current literature
documenting inadequacy of education and training for care providers of residents
diagnosed with dementia, it is important to create training and educational materials
based on current research. By increasing care providers’ knowledge on dementia through
education and training, it is assumed care providers will have increased confidence,
decreased burnout, and increased quality of care provided to people diagnosed with

dementia.
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Background
Dementia

Dementia is a progressive cognitive impairment that can cause deficiencies in
memory, comprehension, judgment, language, thinking, learning capacity, orientation,
social behavior, emotional control, and motivation (World Health Organization [WHO],
2016). Due to the impact on an individual’s cognitive ability, dementia is a major public
health concern among the elderly worldwide (WHO, 2016). There are ten forms of
dementia with each presenting symptoms differently. The forms of dementia are:
Alzhelmer’s disease, vascular dementia, dementia with Lewis bodies, mixed dementia,
Parkinson’s disease, frontotemporal dementia, Creutzfeld-Jakob disease, normal pressure
hydrocephalus, Huntington’s disease, and Wernicke-Korsakoff Syndrome (Alzheimer’s
Association, 2016a).

Dementia usually occurs in individuals 60 years of age and older with the risk of
developing dementia doubling every five years after the age of 60 (Centers for Disease
Control [CDC], 2013). Currently, it is estimated that 5.3 million Americans are diagnosed
with Alzheimer’s disease, which is the most common form of dementia. Furthermore, it
is estimated that approximately 40% of people residing in assisted living facilities have a
form of dementia (Harris-Kojetin et al., 2016). Zimmerman et al. (2014) found 29% of
ALF residents had mild cognitive impairments, 23% had moderate cognitive
impairments, and 19% had severe cognitive impairments. While some people diagnosed
with dementia are able to stay within their homes, there comes a time when professional
help is needed and the individual will need to move to a long-term care setting, such as an

assisted living facility (United States Department of Health and Human Services, n.d.).
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Assisted Living Facility

An ALF is a residential care facility in which care staff is available 24 hours per
day, but the assistance provided by staff is minimal (Wyoming Department of Health
[WDH], 2007). Regulations for ALFs vary between states; therefore, for the purpose of
this scholarly project the authors focused on their home state of Wyoming. Within
Wyoming, there are two licensure levels for ALFs --- level one and level two. Level one
facilities do not have a secure dementia unit, but provide core services including: meals,
housekeeping, laundry services, assistance with local transportation, assistance with
obtaining medical services, appropriate recreational activities, limited assistance with
personal care, and 24-hour monitoring of each resident. Level two facilities have a secure
dementia unit and therefore provide services additional to the core services. Additional
services provided within level 2 facilities include: increased assistance with activities of
daily living, individualized assistance with nutrition and hydration, dementia specific
activities, and services to maintain skin integrity and continence (WDH, 2007).
Assisted Living Facility Staffing

It is currently estimated that 82% of full time equivalents in residential care
communities, such as assisted living facilities, are completed by aides (certified nursing
assistants (CNAs), home health aides, personal care aides, personal care assistants, home
care aides, and medication technicians or medication aides) (Harris-Kojetin et al., 2016).
Assisted living facilities also employ registered nurses (RNs), licensed practical nurses
(LPNSs), registered dietitians, certified dietary managers, and chief administrative officers

(WDH, 2007). In the state of Wyoming, a level one licensed facility is required to have a
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CNA, LPN, or RN awake and on duty during every shift. Level two facilities have more
regulations due to the secure dementia unit and therefore are required to have a LPN or
RN on duty at all times (WDH, 2007). Due to the vast array of level of education
between staff in ALFs, it is important to ensure all staff members have sufficient training
in regard to caring for residents diagnosed with dementia.

Current Education Levels

In the state of Wyoming, it is expected that employees within ALFs are trained to
improve resident care (WDH, 2007). Staff within level two facilities are required to have
documented training in techniques to: (1) care for residents who cannot perform ADLs
independently, (2) reduce challenging behaviors, (3) provide therapeutic programming to
promote highest levels of functioning (4) reduce safety risks, (5) recognize common
medication side effects, (6) handle atypical behavior in relation to bowel and bladder
functions, and (7) promote independence and self-worth (WDH, 2007). Furthermore,
level two direct care staff are required to have 12 hours of continuing education annually
related to care of residents with dementia (WDH, 2007).

Despite the training requirements for ALFs in Wyoming, the level of dementia
education and training for staff is unquantifiable due to lack of research conducted in
ALFs within the state of Wyoming. Therefore, the authors used data collected from
studies conducted elsewhere to gain a better understanding of the level of education and
training ALF staff have in regard to dementia. According to the research gathered, ALF
and long term care (LTC) staff have limited education and training pertaining to dementia
as well as caring for someone who has dementia (Hughes et al., 2008; Jones et al., 2013;

McKenzie et al., 2012; Sharpp et al., 2012; Zimmerman et al., 2014).
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It has been documented that 14-44% of staff within LTC settings had not received
education or training related to caring for residents with cognitive impairments prior to
their current employment (Hughes et al., 2008; McKenzie et al., 2012). Furthermore,
37% of staff reported receiving no training related to cognitive impairments from their
current employer (McKenzie et al., 2012), and 70% of staff did not have any formal
qualifications (Hughes et al., 2008).

In a study conducted by Sharpp et al., (2012), 95% of ALF staff were unable to
correctly answer the question “What is dementia?”. Staff within this study also had
minimal understanding on how dementia impacted the residents (Sharpp et al., 2012).
Jones et al. (2013) found that staff who worked within dementia care facilities scored an
average of 62.5% on a test that covered information directly related to dementia.
Furthermore, Zimmerman et al. (2014) found that only 42% of the staff members were
able to characterize if a resident was experiencing dementia symptoms; therefore,
concluded staff training improvement is a major concern within ALFs.

Need for Education

The limited education and training provided within the facilities is impacting the
working environment for staff and living environment for residents. According to Hughes
et al. (2008) a lack in training significantly impacted the staff’s confidence levels when
caring for residents diagnosed with dementia. It has been documented that dementia
behaviors increased stress (Neville & Teri, 2011) and reactive behaviors (McKenzie et
al., 2012) experienced by the staff. Neville and Teri (2011) suggest increased stressors
could change how staff respond to residents who are diagnosed with dementia; therefore,

inducing more anxiety within the residents and placing further stress on the staff
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members (Neville & Terri, 2011).

Due to the high percentages of people diagnosed with dementia residing in ALFs,
it is imperative that staff within the facilities are knowledgeable and can provide
appropriate care. Cadieux, Garcia, and Patrick (2013) found that having knowledgeable
staff is a current need for LTC settings that provide housing for residents with dementia.
Despite the evidence of low levels of training and education pertaining to dementia
within ALFs, it has been documented that staff have a high regard for education (Jones et
al., 2013; Stockwell-Smith et al., 2011). Barbosa, Nolan, Sousa, and Figueiredo (2015)
provided evidence that after an education intervention staff felt they had a better
understanding of dementia behaviors and how to manage them. It has also been
documented that staff had increased confidence levels while interacting with residents
with dementia when they had formal qualifications, a high value for dementia training,
and an increased understanding (Hughes et al., 2008). Furthermore, staff interactions
have been shown to impact the residents’ quality of life (Moyle, Fetherstonhaugh,
Greben, & Beattie, 2015; O’Rourke, Duggleby, Fraser, & Jerke, 2015); therefore, by
increasing confidence levels through education and training it is hoped to improve staff
and resident well-being.

Role of Occupational Therapy for Education in Assisted Living Facilities
Occupational Therapy’s Role in Educating Staff

The role of an occupational therapist, in terms of dementia care, is to educate care
providers about the disease and how it impacts the individual’s ability to accomplish
meaningful tasks (Robnett, 2012). Occupational therapists also assist in helping care

providers cope due to the increased demands of caring for someone diagnosed with
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dementia. An occupational therapist can complete this role through direct care or as a
consultant (Robnett, 2012). For this scholarly project, the authors will provide education
and training to care staff through a consulting position.

According to The American Occupational Therapy Association (2014)
occupational therapists can intervene with five different types of interventions; however,
the intervention type utilized for this scholarly project is education and training. The
American Occupational Therapy Association (2014) defines education as information
that increases the client's knowledge and understanding about topics related to
occupation, meaningful participation, and health and well-being. Training is defined as
learning new skills the clients can use to accomplish certain goals that will in turn
increase occupational performance. This scholarly project is intended to increase the ALF
staff’s knowledge, understanding, and skillset pertaining to dementia to improve role
competence as a staff member and improve staff and resident well-being through the use
of education and training.

Education-Based Model

Knowles’ Andragogy model was used to guide the product of this scholarly
project. Andragogy is an adult learning model that encourages active participation of the
learners throughout the learning process (Knowles, Holton, & Swanson, 2012). Knowles
presents six principles for educators to use when designing and leading adult education.
The six principles that guide the model are (1) the learner’s need to know, (2) self-
concept of the learner, (3) prior experience of the learner, (4) readiness to learn, (5)
orientation to learning, and (6) motivation to learn (Knowles et al., 2012, p 3). This

model will guide the authors in creating educational materials suited towards adult
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learners to increase effectiveness of the learning process.
Cognitive Disabilities Reconsidered Model

The Cognitive Disabilities Reconsidered Model (CDRM) uses the Cognitive
Performance Test (CPT) to categorize the functional capacities of residents with
cognitive impairments. The model is based on three important concepts that are believed
to influence successful occupational performance (Levy & Burns, 2011). These concepts
include sensory-perceptual memory, working memory, and long-term memory. The
sensory-perceptual memory automatically filters information from the environment,
looks for patterns, and selects relevant information from the working memory store or it
can trigger a long-term memory response. Working memory takes information from the
sensory-perceptual memory and long-term memory to produce a functional response.
Long-term memory is comprised of explicit and implicit stores. Explicit information is
data the resident is aware he or she is learning or taking in, whereas implicit is the data
the resident is taking in that he or she is unaware (Levy & Burns, 2011).

The authors of the model suggest that when residents develop dementia their
ability to take in information form their senses decreases; thus limiting the amount of
relevant information the resident’s working memory has to produce a functional
occupational outcome (Levy & Burns, 2011). As residents develop more advanced
dementia their sensory-perceptual memory becomes significantly compromised. As the
disease progresses, the resident will have a difficult time keeping information and
transferring it to his or her long-term memory; therefore, residents rely on habitual tasks
because it is difficult to learn new information (Levy & Burns, 2011).

While the CDRM is complex, it is important to understand the functional levels

17



of residents when planning daily occupations. Having a clear understanding of what level
the resident is functioning at will allow ALF staff to intervene appropriately so the
resident is successful. The goal of this model is to provide caregivers with necessary
information in order for them “to present the just-right kinds of environmental cues to
match the individual’s limited attentional capacities and to promote accessibility to
memory stores that might not otherwise be retrieved” (Levy & Burns, 2011, p 417). The
care staff will be able to provide the appropriate environmental cues using the CDRM
model after the residents are assessed using the CPT.
Cognitive Performance Test

The CPT is a standardized assessment tool used by occupational therapists to
evaluate cognitive function by having the resident complete functional tasks (Burns,
2013). Each functional task completed by a resident is scored based on descriptive
guidelines. The scores are averaged to determine level of cognitive functioning. The
average score ranges between a 1.0-5.6, with higher scores indicating higher cognitive
functioning (Burns, 2013). The clients score corresponds with the CDRM categories to
determine functional level.
Psychometric Properties of Cognitive Performance Test

It has been documented that the internal consistency of the CPT varied between
.71- .95 (Bar-Yosef, Weinblatt, & Katz, 1999; Burns, Mortimer, & Merchak, 1994;
Douglas, Letts, Eva, & Richardson, 2012). The inter-rater reliability varied between 91-
.98 (Bar-Yosef et al, 1999; Burns et al., 1994), and test-retest reliability was .89 (Burns et
al., 1994). Also, Burns et al. (1994) documented that the CPT scores correlated

significantly with the Mini-Mental Examination (r=.67), Instrumental Activities of Daily
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Living (r=.64), and Physical Self-Maintenance Scale (r=.49). Furthermore, Bar-Yosef et
al. (1999) concluded the CPT has construct validity.
Purpose

The purpose of this scholarly project is to create educational and training
materials for ALF staff to ensure that residents who are diagnosed with dementia are
receiving current, evidenced based care while they reside within an ALFs. Increasing the
staff’s education and training on dementia, by utilizing the CDRM and Knowles
Andragogy Model, will allow staff members to develop effective methods to care for
residents with dementia.

Conclusion

There is an increased need to improve education and training of ALF staff in
regard to dementia due to the increasing prevalence of the diagnosis as well as the
documentation of limited knowledge. Despite the current evidence of limited knowledge
and skills pertaining to dementia, staff value education and training. It is important for the
authors of this scholarly project to create an educational and training manual that can be
used to increase the knowledge and skills of staff who work within ALFs. It is anticipated
that an increase in education and training for ALF staff will translate to increased self-
efficacy of staff and more effective treatment of residents who are diagnosed with

dementia.
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CHAPTER III

METHOLDOLGY

Prior experience in the field of dementia care as well as previous encounters with
dementia care staff motivated the authors to explore topics related to dementia. The
authors visited two dementia care units within assisted living facilities (ALF) in Casper,
Wyoming, to gain a better understanding of the current training needs of care givers in
regard to dementia. By listening to the concerns of ALF staff, the authors conducted a
literature review to determine topics of concern for the dementia population living within
ALFs. Through the literature review, the authors discovered there was a documented
need to increase staff education levels pertaining to caring for individuals diagnosed with
dementia.

The authors then collaborated with University of North Dakota Occupational
Therapy Program faculty to determine how to approach the current need. It was
determined that creating educational materials for ALF staff would address this current
need. Knowles Andragogy adult leaning model was selected to guide the authors while
creating educational materials for the staff. Also, the authors decided to educate the staff
on the Cognitive Disabilities Reconsidered Model to help the staff learn and use the

model when caring for residents.
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Once the primary decisions had been made, the authors conducted a
comprehensive literature review pertaining to dementia and education levels of dementia
care staff within ALFs. The authors found sources related to different aspects of dementia
such as symptoms, types, prevalence, etc. Furthermore, the authors found numerous
sources identifying an educational deficit in regard to dementia for assisted living staff.
Once all of the information was reviewed, the authors generated their scholarly project.
The product contains educational materials that can be used within ALFs to increase the
staff educational level. The educational materials are intended to cover three separate
sessions that are two hours each in length. Additionally, the educational material will
contain an outcomes measure, handouts, and case studies.

After completing the product, the authors continued to work with their scholarly
advisor to make revisions to the final scholarly project. As the final revisions to the
scholarly product were completed, the authors formatted the sections into introduction,
review of literature, methodology, products, and summary. The final product can be

located in chapter four.
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CHAPTER 1V

PRODUCT
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Introduction to Educational Manual

To the Educator of this material:

The materials presented within this manual were built using Knowles Andragogy

adult learning model. The information provided below summarizes the assumptions and
the implications for educating adults based on this model. It is recommended the
assumptions of the model are used to increase the efficacy of the learning process.

Knowles’ Assumptions for teaching adults include:

1.

4.

The need to know. Adult learners need to know why it is important to learn
something before they learn it. They want to know the benefits of learning the
information and the negative consequences if they do not learn the information.
Therefore, your first role as an adult educator is to help the learners become aware
of why they need to know the information (i.e. better care for client, increased
satisfaction with job). Also, the learners will need to know how it will impact
resident care and their jobs if they do not know the information.

The learners’ self-concept. Adults are autonomous and have a self-concept of
being responsible for their own lives. They want to be treated as though they are
capable of making their own decisions. Adult learners do not appreciate having
others impose their opinions on them. Therefore, as the educator of the course you
need to encourage input from the learners so they feel they have some control of
their learning experience.

The role of the learners’ experience. Adult learners have a variety of experiences
that they have acquired throughout their lives making each adult learner very
diverse. The vast array of experiences creates different learning styles, needs,
motivations, etc.; therefore, as an educator you need to adapt the education
strategies to match the individual or group. The differences in experiences also
allow adult learners to learn from the experiences of their peers through group
discussion, case studies, or simulation exercises. Throughout the presentations,
there are suggested questions that could be used to encourage discussion. Also,
for the final presentation there are two case studies that can be used to increase
the learning opportunities. Adult experiences could also cause negative effects for
learning such as biases, preconceptions, and mental habits, which could possibly
prevent an openness to learn new information or skills. As an adult educator, your
role is to assist the learners in examining their habits or biases to open their minds
to alternate approaches. Finally, adults view their experiences as being a part of
who they are, so if an adult’s experience is devalued or ignored he or she may
take offense to it

Readiness to learn. Adults develop a readiness to learn things they need to know
in order to be effective in life. Therefore, the timing for educational experiences

23



should be based upon what is currently happening within their life. As the
educator, you may assist in the readiness to learn by discussing how the
information will make the learners more effective in their job as well as other
possible benefits.

5. Orientation to learning. Learning experiences for adults are oriented towards
solving problems or are centered around aspects of life. An adult becomes
motivated to learn if the material will help him or her solve a problem or complete
a task more successfully. As the educator of the class, it would be beneficial to
provide examples as to how the information presented will help the learners
complete a task or solve a problem.

6. Motivation. Adults are motivated to learn by both internal (self-esteem, quality of
life, job satisfaction) and external (promotion, better job, increase in salary)
motivators. As the educator you can reinforce the possible benefits of learning the
information to increase motivation.

Throughout the caregivers’ PowerPoint presentations, there are recommendations
on how to incorporate these assumptions. Remember, your job as the educator is to
facilitate the learning process. Incorporating the assumptions mentioned above can
increase the ease of facilitation and improve the learning experience of everyone who
attends.
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Instructor Course Materials
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DEMENTIA

By Rodney Palmer, MOTS and Ashley Palmer, MOTS
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LEARNING OBJECTIVES

* The learner will understand and comprehend what dementia is.

* The learner will understand the different diagnosis that can lead to dementia
symptoms

* The learner will understand and apply the informartion in regard to dementia
to his/her current residents
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WHY DO YOU NEED TO KNOW ABOUT
DEMENTIA?

Currently, it is estimated that 5.3 million Americans are diagnosed with

Alzheimer’s disease, which is the most common form of dementia (Centers for Disease
Cartrol [COC], 2013)

* By 2050, approximately |3.8 million Americans will be diagnosed with
Alzheimer’s disease (Hebert. Weure. Scherr, & Brans. 2013)

- Approximately 40-71% of people residing in assisted living facilities have a form
of dementia or other cognitive impairMent (HrisXsietin e al. 2016 Zimmerman S, & Reed. 2014)

Who has experience of working with people who have dementia?

Have those experiences been good or bad?

Do you feel having a better knowledge of dementia would help you care for these
individuals?

How would you describe dementia?

28



WHAT IS DEMENTIA?

It is not a specific disease.

Dementia is a term that describes a moderate to significant decline
in mental abilities.

Reduces an individual’s ability to complete everyday tasks.
Also known as neurocognitive disorder.

Not a normal part of aging

(Alzheimer's Assocttion, 201 ée Naional Insutuee of Neurological Disorders and Seroke, 2015)

Diagnosis criteria:

1) “Evidence of significant cognitive decline from a previous level of performance in one or
more cognitive domains (complex attention, executive function, learning and memory,
language, perceptual-motor, or social cognition)”

2) “The cognitive deficits interfere with independence in everyday activities.”

(American Psychiatric Association, 2013)
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DECLINE IN MENTAL ABILITIES

Memaory
Comprehension
* Judgment
Language
Thinking
« Learning capacity

Orientation

- Social behavior
« Emodonal control

* Maotivation
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DEMENTIA FACTS

* Dementia usually eccurs in individuals 860 years of age and older with the risk
of developing dementia doubling every five years after the age of 60 coc. i3

« Approximately 40% of people residing in assisted living faciliies have a form of
dementia (Haris-Kojen st al, 2016}
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WHAT CAUSES DEMENTIA?

Dementia is caused by damaged brain cells
Damage to different areas of the brain cause different symptoms/impairments

Different types of dementia are associated with cell damage to specific parts of the
brain

(Afnamer § Asiocaoon. 1016s)
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TYPES OF DEMENTIA

Alzheimer’s disease

Vascular dementia

Dementia with Lewy Bodies
Mixed dementia

Parkinson's disease
Frontotemporal dementia
Creutzfeldt-Jakob disease
Normal pressure hydrocephalus
Huntington’s disease
Wernicke-Korsakoff Syndrome

(Alzhaimar’'s Assoclaton, 2016b)

We will look at each of these diagnoses in detail next.
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ALZHEIMER'S DISEASE

Most common form of dementia

Represents 60% to 80% of all dementia cases.
Generally occurs in people 65 years and older.
* Seldom occurs in people in their 40's or 50's
Gets worse over time

* Survival rate is 8-10 years after symptom onset

{Alzhaimar's Astocadion, 20160; Whaeler & Grossman, 3014)
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ALZHEIMER’S DISEASE CONT.

- Risk Factors

Inherit risk factor
* Increased age
Inflammatory factors

Head trauma

(WWheeler & Grodsman, 2014)
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ALZHEIMER’S DISEASE CONT.

Symptoms
Short-term memory loss (Wheeler & Grossman, 2014)
Decreased ability to remember conversations, events, or names
Depression and apathy (lack of interest)
Difficultly with communication
Decreased judgement
Confusion
Behavioral changes

Difficulty walking and eating.

(Alzhermer’s Association, 2016b)

Ask the students if they have experience working with someone who had this type of dementia?
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VASCULAR DEMENTIA

* Also known as multi-infarct or post-stroke dementia (aihemers Asociinen, 20185)
» Loss or reduced blood supply to brain (Ischemic) (wheaiar & Grorman, 2014)
# A swelling of blood in the area of the brain (hemerrhagic) wheser & Grosiman 2014)

» Approximately |0% of dementia cases (ushemers Assacuson 2016¢)
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VASCULAR DEMENTIA CONT.

Risk Factors
Increased age
Hypertension
Arrhythmias
Heart attack
Peripheral vascular disease
Liptd abnormalivies
Diabetes mellitus
Autoimmune and infectious vasculitis

Smoking
{(Wheeler & Grossman, 2014)

Ask the students if they have experienced this type of dementia?
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VASCULAR DEMENTIA CONT.

u Symproms (Vary depending on severity of damage to blood vessel and the area of the brain impacted)
Decreased judgement
Difficulty with planning
* Confusion
Disorientation
* Trouble Speaking

* Vision loss

* This type of dementia does not typically have memory loss like Alzheimer’s disease

{Alzheimer's Assocratian, 2016b; Altheimer's Assaciation, 101 6<)
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FRONTOTEMPORAL DEMENTIA

« Rare

* Affects the fontal and anterior temporal lobes of the brain

* Also known as Pick's disease

(Azhesmer's Aszocatian, 201-6k; Ywheeler & Grossman, 2014)
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FRONTOTEMPORAL DEMENTIA CONT.

Onset is~ 35-75 years old.
Two types
Behavioral
More common
Changes in personality
Impulsive
Apathy
Inappropriate social behaviors
Language
Difficulties with expressing language
Difficulties understanding hinguage
No memory loss.

{(Wheeler & Grossman, 2014)

Ask the students if they have experienced this type of dementia?
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CREUTZFELDT-JAKOB DISEASE

Very Rare

One person per million every year
Causes significant degenerative dementia
Four categories

Sporadic

Hereditary

Acquired

New variant

Very fast course of action

(Whaeeler & Grossman, 2014)

Sporadic- Happens when the individual does not have any of the risk factors and it is the
most common type.

Hereditary- Passed down within families and is very rare

New variant- like sporadic, but the individual has significant behavioral and sensory deficits
and it occurs in the younger population (within their 20s).

— . 1 1. - E
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CREUTZFELDT-JAKOB DISEASE

Death can happen within months of onset
Symptoms include

Abnormal personalities

Visual-spatial dysfunctions

Impaired memory

Uncoordinated movement

Impaired judgement

Insomnia

Blindness

(Alzhaimer's Assooanion, 2016b; Whaaler & Grossman, 2014)

Visual-spatial dysfunctions: difficulty judging distances and depth perception (Zoltan, 2007)
Ask the students if they have experienced this type of dementia?
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WERNICKE-KORSAKOFF SYNDROME

Wernicke Symptoms Korsakoff
Weakness Major impairment with short-term memory
Inability to use eye muscles Difficulty with abstract thinking
Repetitive uncontrolled eye movements Difficulty learning
Uncoordinated movements Production of false memories
Confusion Social skills are likely unaffected

Peripheral neuropathy
Unsteady gait

Double vision

(Alzheimer’s Assocation, 2016b; Wheeler & Grossman, 2014)

Most common cause is chronic alcohol abuse.
Two different conditions that usually occur together. (Wernicke encephalopathy and
Korsakoff syndrome)
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HUNTINGTON'’S DISEASE

* Purely hereditary

Autosomal dominant disorder

+ Commonly diagnosed in 4" and 5" decades of life

* Can have a juvenile onset

* Might be caused by an imbalance of dopamine and acetylcholine

(Ashssmar’s Assocasian, 301 kb; Whasler & Grossman, 2014
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HUNTINGTON'S DISEASE CONT.

Symptoms * Difficulty eoncentrating
Depression * Reduction in spentaneous behavior
Personality changes « Difficulty performing volunary movement
Memary loss * Dystanic posture
Impulsive behavior * Involuntary movements
Antisocial behavior * Irritability

Emotional outburst

Loss of initiative behavior (AR ImEr s Assoommion, 30|88 Wheslar & Growmsman. 2014}

46




DEMENTIA WITH LEWY BODIES

10-25% of dementia cases

* Symptoms

Changes in alertness and attention

Visual hallucinations

Parkinson's disease-like motor movements
Memary loss

Difficulty with cognitive processing
Changes in sleep patterns

|Adzhesnar's Amociagon, 201 &b; ‘Whaeler & Gromman, J014)
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PARKINSON'’S DISEASE

» Around 20% of clients with Parkinson's disease have dementia

* Risk increases with age

* Dementia symptoms are seen after the client develops the classic symptoms of
Parkinson's disease

 Symptoms can appear like dementia with Lewy bodies

[Anrsmar's Assocmikon, 1006b; Whaeler & Groasman, 1014}
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MIXED DEMENTIA

It is where there are multiple abnormalities within the individual's brain that are
contributing to dementia.

It is a combination of the causes of dementia

AImERTET S Adsotntion. 2 &%)
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NORMAL PRESSURE HYDROCEPHALUS

+ Caused by an increase of fluid within the brain
* Can be fixed by surgically implanting a shunt
« Symptoms
Decreased ability with walking
* Memory loss

Incontinence

(Alzheimer's Assocation. B 48)
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DISCUSSION

* How do you think these symproms could impact everyday life of a resident!
* Have you noticed these symptoms in the residents you weorlk with?
* WWhat are some strategies you have used to help the residents?

* Do you feel like having a better understanding of dementia will impact the care
provided to the residents? Yvhy or why not!

* Wvhat information did you find most surprisingfinteresting?
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Dementia Impact on
Residents

By Rodney Palmer, MOTS and Ashley Palmer, MOTS
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Learning Objectives

» The learner will understand what the difference is between Activities of Daily
Living (ADLs) and Instrumental Activities of Daily Living (lADLs).

» The learner will understand common symptoms related to dementia.
» The learner will understand how dementia impacts a resident’s life.

» The learner will understand and demaonstrate competence in the basic
concepts within the Cognitive Disabilities Reconsidered Model (CDRM).
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Dementia Review

» Can anyone recall what dementia is?

» How have you seen it impact a resident’s life?

» How does working with this population impact your satisfaction with your job
at the assisted living facility?

» How does understanding dementia impact how you care for the residents?

» Can someone share a positive interaction they have experienced when
working with a resident diagnosed with dementia?

» Was it rewarding?

Have them get together in groups and discuss these questions and then report back to the
whole group.
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Dementia Symptoms

» The resident can have difficulties with
» Memory
Language and communication

>
» Keeping or maintaining attention
» Judgement and reasoning

>

Visual perception (understanding what you are seeing)

(Alzheimer’'s Association, 2016e)

Ask the learners these questions:
1) How do you think these symptoms impact the residents’ daily life?

2) Does anyone have some examples they would like to share about any of the symptoms
they have been exposed to while working with this population?

3) How can you better help residents when they are presenting with these symptoms?
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How Symptoms Impact Residents’ Life

» The following slides are definitions of important terms and ways how
dementia impacts a resident’s life.

» It is important to know how dementia impacts a resident’s life because you
are the ones working for and with them.

» It will help you complete your job more effectively and efficiently

» It will provide you and the resident with a positive experience in regard to his
or her care.
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Activities of Daily Living (ADLs)

» How would you define ADLs?

» According to the Centers for Medicare and Medicaid Services (2008), ADLs are
defined as “activities related to personal care™. ADLs can include dressing
skills, toileting skills, bathing, transfers, eating, walking, and showering.

» Do you see residents with dementia experiencing difficulties with ADLs?
» Examples of what ADLs might be impaired based on symptoms?

» Examples on ways you have helped a resident complete a task.

59



Activities of Daily Living or ADLs
Impairments

» Residents diagnosed with dementia were found to have very high needs in the
areas of ADLS meville & Teri, 2011)

» In astudy, majority of the residents with
» Mild dementia needed assistance with completing three ADLs

» Moderate dementia needed assistance with completing 0-6 ADLs, and displayed the
greatest amount of impairments of all three groups.

» Severe dementia needed assistance with 5-6 ADLs, and all of the participants in
this group displayed impairments completing ADLs.

(Giebel, Sutctiffe, & Challis, 2015; Neville & Ten, 2011),

Giebel, Sutcliffe, and Challis (2015) found that clients with dementia were able to keep
skills such as feeding, transferring, and toileting with only slight impairments as dementia
progressed.

This information provides the learner with research on how dementia impacts residents in
the area of ADL completion.

Ask the learners if they agree or disagree with the research findings? Do they have

examples they would like to share on how dementia impacts a residents’ ADL
performance?
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Instrumental Activity of Daily Living
(IADL)

» It is an activity that allows a person to live independently.
» These include:

» Being able to fix meals

» Managing finances

» Shopping for items

» Completing housework

» The use of a telephone

(Centers for Medicare and Medicald Services, 2008)

When a resident is within an assisted living facility they will likely have high
impairments in these areas because they are unable to live independently. Impairments in
these areas could be a reason why the resident and his or her family decided that an
assisted living facility is the best option for them.

61



Dementia in Instrumental Activities of
Daily Living or IADLs

» Neville and Teri (2011) found residents with dementia had a high need when
completing IADLs.

» It has been shown that residents with very mild subcortical vascular dementia had
difficulty with shopping, food preparation, and information related to mode of
transportation based on the Lawton IADL assessment.

» Residents with very mild Alzheimer’s disease demonstrated difficulty in the |ADL of
shopping cgmpared to residents with no impairments based on the Lawton IADL
assessment.

» Residents with very mild dementia and very mild subcortical vascular dementia
had difficulties with shopping, food preparation, and choosing a mode of
transportation based on a qualitative IADL assessment.

(Neville & Terl, 2011; Ouchi, Kasal, Nakamura, Nakatsuke, & Meguro, 2016)

This information demonstrates the needs of residents with dementia. It is important to
understand what the residents can and cannot do to ensure they are safe and experience
success.

This information also demonstrates that every person diagnosed with dementia is slightly
different.
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Dementia and Fall Risk Factors

» Risk Factors for Increased Fall Risk
» Independent with eating
» Independent with walking
» Independently can rise from a chair
» Walk with a assistive device (cane and walker)
» Go on outdoor walks
» Behavioral/psychiatric symptoms
» If the resident is hyperactive
» Wanders
» Displays escape behaviors.

(Pellfolk, Gustafsson, Gustafson, & Karlsson, 2009)

It is important to understand what risk factors place a resident with dementia at a high fall
risk for falls. It allows you, as a care giver, to help reduce and prevent falls for residents
with dementia.

Another important fact Pellfolk, Gustasson, Gustafson, and Karlsson (2009) found was
that 77.7% of the falls happened with no one around to witness them.
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Dementia and Depression

» Neville and Teri (2011) found that in assisted living facilities 25% of the
residents experienced depressive symptoms and 8.8% were classified as
having probable major depression.

» The Diagnostic and Statistic Manual of Mental Disorders, 5t ed displays that
people with dementia commonly have depressive symptoms.

» And it is more common in the early to middle stages

(American Psychiatric Association, 2013; Neville & Ten, 2011)

This information provides the learner with knowledge on how prevalent depression is in
residents with dementia. It allows them to identify that not only does the person have
difficulties with memory but he/she also might be dealing with a psychiatric disorder as
well. It is always important to watch for signs and symptoms of depression.
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Dementia and Anxiety

» Feelings of paranoia, anxiety, and elation may be experienced by the
residents.

» Specifically in Assisted Living Facilities
» Anxiety prevalence was found to be 11%-18%

» 48% to 49% of the residents experienced at least one symptom of anxiety (Neville &
Terri, 2011).

» Why is anxiety and dementia important to talk about while caring for this
population?

(American Psychiatric Association, 2013; Neville & Ten, 2011)

How can these symptoms impact a person’s ability to complete daily tasks such as ADLs
and TADLs?

Has anyone here experienced residents who have displayed these symptoms?
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Other Dementia Symptoms

Bipolar disorders

Agitation (with moderate to severe stages)
Combative Behaviors

Sleep Disturbances (sleeping too much/little)
Apathy

Wandering/Wayfinding

Disinhibition

Hyperphagia

Hoarding

Sundowning

Y S ¥ %" ¥y Y'Y ¥®Y™

(Alzhelmer's Association, n.d.; American Psychiatric Association, 2013; Caspl, 2014)

Does anyone in the class have an example of how a resident displayed the above
symptoms while working with them?

Will someone share an experience on how managing these symptoms made your job
more difficult?

Explain to the students that there are a lot of symptoms a resident with dementia may

experience. It is important to understand that the resident will and can display these
symptoms.
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How Does This Relate to You?

» Miyamoto, Tachimori, and Ito (2010) found in Japan when residents who are
diagnosed with dementia displayed behavioral and psychological symptoms,
had a decreased ability to perform ADLs, and were female, it increased
formal caregiver burden.

» What do you think about these findings?
» Agree/disagree

» Do you have examples of how these might increase care giver burden?

The authors also found that the strongest influence on formal care giver burden was
behaviors that were displayed by the resident towards other people (Miyamoto,
Tachimori, & Ito, 2010).
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Understanding Residents With Dementia

» Now since you know the impact that dementia can have on a resident, what
are ways to better help them and to decrease formal care giver burnout?

» The Cognitive Disabilities Reconsidered Model (CDRM) by Levy and Burns
(2011).

Having a basic understanding of this model will allow you to better interact with
residents who are diagnosed with dementia.
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The Cognitive Disabilities Reconsidered
model (CDRM)

» The resident is assessed using the Cognitive Performance Test (CPT)

» The CPT score rates the skills of someone who has dementia
» Scaleof 1-5.6
» The CDRM uses the score from the CPT to describe:
» Safety concems for the resident
» What tasks the resident will have difficuity with
» What tasks the resident will be able to complete
» Strategies to help the resident remain as independent as possible

(Levy & Bums, 2011; Burns, 2013)

The CPT is a standardized assessment that an occupational therapist must administer for
residents who are diagnosed with dementia (Burns, 2013)
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How Can Understanding The CDRM Help
You With Your Job?

1. Promotes quality of life of your residents.

2. Could allow residents to complete tasks with more independence.
3. Could improve safety of your residents.

4. Provides strategies to help your residents with different daily tasks.
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CDRM Concepts

» The CDRM functional levels are based on the functioning of:

» Sensory-perceptual memory
» Working memory

» Long-term memory

These will be described in the next slides.

71

(Levy & Burns, 2011)




Sensory-Perceptual Memory

» The resident uses his/her senses (sight, hearing, touch, smell, taste) to gain
information from the environment

» This memory type filters sensory information to help the resident focus on
relevant information.

» This process is done automatically without someone being aware of the process

» Example of Sensory-Perceptual Memory

v

In the later stages of dementia, sensory-perceptual memory becomes
significantly impaired.

(Levy & Burns, 2011)

This memory is used to help the resident filter a large amount of information from the
environment to help the resident process the most relevant information. This type of

attention within the memory store is considered to be automatic and unconscious (Levy
& Burns, 2011).

Example:

This is like us sitting in the room now. While you are focusing on the learning material
being presented by the teacher, you are taking in more information than just the lecture
materials. Your body is aware of the temperature in the room, the amount of noise, and
past experiences are within your thoughts. This information is used to help encode or
spark your brain with other types of memory.
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Long-Term Memory

» Information stored in your brain for hours or years
» Example: What did you eat for breakfast this morning?; Who is your 3" grade teacher?
» By remembering this information you are using your long-term memory
» Two types
» Explicit
» Episodic (memories of personal events)
» Semantic (hard cold facts, i.e. July 4 is Independence Day)
» Implicit
» Procedural (habits or routines, 1.e. routines for getting ready in the morning)
» Perceptual priming {identification of objects)

» Conditioning/sensitization/habituation- (continue with or stop certain behaviors based on prior
experience)

(Levy & Burns, 2011; Wolf & Dodson, 2012; Zoltan, 2007)

Explicit- is where the resident consciously recalls information.

Episodic- These can be life stories like a fishing story or a birthday. It’s the most
severely affected form of long-term memory in residents with dementia.

Semantic- This is information like when did WW?2 stop or who was the first president. It
is much more stable compared to episodic memory and the decline takes a slower course.
The resident will still be able to read out loud even though the resident does not
understand the meaning. The resident will have a difficult time recalling family
members’ names, nouns, and verbs at the end of the disease. While at the end stages, the
resident will have very impaired or no longer have language skills.

Implicit- This is the information a person takes in that he or she is unaware of and is done
unconsciously.

Procedural (habits or routines)- This is the most durable form of memory in residents
with dementia.

Perceptual priming- (can perceive items as being the same).

Conditioning/sensitization/habituation- (behavioral responses, reward systems)
i.e. if it was a good experience you will continue with the behavior, if it was a bad
experience your will stop the behavior.
(Levy & Burns, 2011; Wolf & Dodson, 2012;
Zoltan, 2007)
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Working Memory.

» Uses information from the environment (sensory-perceptual memory) and the
long-term memory

» The resident “works” with the information to produce a certain action or
response.

» It helps the residents react more than just in an automatic response.
» Helps the resident’s

» Attention

» Set goals

» Reasoning

» Judgement

» Adjust behavior

(Levy & Burns, 2011)

Working memory: is very important to understand when trying to understand information
processing. This type of memory is very complex.

Working memory takes the information from the environment and the resident’s long-
term memory to produce an action or response (Levy & Burns, 2011).

Example: While you are sitting in front of your food your body is taking in the smell of
the food, the temperature, and what it looks like (sensory-perceptual memory). You see
that you have a piece of steak, green beans, and a pie on your plate (long-term memory).
You decide (working memory) to eat the steak first because you know how good it is
going to be (long-term memory).
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CDRM Figure

Adapted from (Levy & Burns, 2011)

Basic CDRM Visual.
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Check understanding

» Explain to a partner next to you what the differences are between Sensory-
perceptual, working, and long-term memories.

How do you think impairments in these memories would impact a residents’ functioning?
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Thank You for Participating

» HNext time we will explore how to apply the CORM with residents at different
levels

» This will allow you to use the information to help build competence and
knowledge when caring for residents diagnosed with dementia.
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RESIDENTS’ ABILITIES
BASED ON CDRM

mmmmmmmmmmmm , OTS and Ashley Palmer, OTS




0BJECTIVES

* Understand the functional abilities of residents within each level of the Cognitive
Disabilities Reconsidered Model.

* Be able to apply the information to develop ways to assist residents within each
functional level.

= Learn possible strategies to assist residents within each functional level.
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DISCUSSION QUESTIONS

= Since we have been reviewing the topic of dementia, have your interactions with
the residents changed?

= Do you feel like you have a better understanding of what you can expect from
someone who has dementia?

= Do you feel like there is additional information you would like to know regarding
dementia?
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REVIEW

» What is the Cognitive Disabilities Reconsidered Model (CDRM)?
» How can having knowledge of this model benefit you?

®

The CDRM categorizes individuals by functional abilities. It provides a framework for

what functional abilities you can generally expect from a resident within a certain level.

The CDRM will inform you of the level of assistance residents need and safety
considerations (Levy & Burns, 2011).

Benefits:

Promotes quality of life of your residents

Could allow residents to complete tasks with more independence

Could improve safety of your residents

Provides strategies to help your residents to complete tasks
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CDRM 9 FUNCTIONAL LEVELS

= 5.6 (Normal Cognitive Functioning)
= 5.0

=45

= 4.0

= 3.5

= 3.0

- 2.5

= 2.0

= 1.0 (Almost Vegetative State)

(Levy & Burns, 2011)

Assisted Living Staff will typically only see residents who are at a functional level of 3.0
or above. All the levels will be covered in this PowerPoint, but levels 1-2.5 will be brief
explanations.

Note that the functional levels described within this PowerPoint are just guidelines of
what to expect. The assisted living staff also needs to consider other age-related changes
(vision loss, hearing impairments, etc.) and other diagnoses the individual may have.
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5.6 FUNCTIONAL PERFORMANCE

= At this level the person is considered to be free of a cognitive disability.

« Residents can start tasks without assistance (getting ready in the morning, doing leisure
activities, etc.)

= Can complete activities such as:

= Managing medications

* Reading

« Writing

= Managing finances

» Cooking meals
= Can learn new tasks through written and verbal methods
» Has self-awareness

= Understands consequences of actions

(Levy & Burns, 2011)
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LEVEL 5.0

» Resident may have difficulties with:
* planning
= attention
* problem solving
= correcting errors
» remembering things that just happened (short-term memory impairment)
» May act before thinking of consequences
« May have troubles remembering life story (episodic memory)
» Needs direct, very specific directions
« Visible cues are helpful for the resident

(Levy &Burns, 2011)

e

At this level the resident is experiencing difficulties with a lot of memory impairments
and understanding information coming in from the environment. The residents will need

“direct, concrete, and visible cues” to help the resident reason and make judgments (Levy
and Burns, 2011, p 422).
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5.0 FUNCTIONAL PERFORMANCE

leisure activities, etc.)

» Impairments at this stage may be hard to detect

» Residents can start tasks without assistance (getting ready in the morning, doing

= May attempt complex tasks (some cooking tasks, finances, medication
management), but may have errors and appear that they do not know what to do

= May have troubles completing tasks because of impaired attention
« Is able to complete tasks that are simple and that he/she has done before

(Levy & Burns, 2011)

(J

It is important to understand in this level that the resident’s attention is decreased so the
newer and more complex tasks are more difficult to complete thus increasing possible

CITors.

Examples include: A person at this level is more likely to successfully take a pill to
control his/her diabetes but would have a difficult time checking insulin levels and

adjusting the shot accordingly (Levy & Burns, 2011).

Has anyone had experiences with someone who would be functioning at this level?

Do you have any strategies that may help residents at this level?

-For complex, use a step-by-step handout, possibly with pictures
-Resident may need redirected during a task due to impaired attention
-Watch for signs of frustration and/or anxiety and be willing to help
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LEVEL 4.0/4.5

= People around the resident will notice changes in behavior
= The resident will have:
= A hard time with shifting attention and ignoring irrelevant information
= Poor judgement (safety concerns), planning processing, and problem solving
« difficulties starting some tasks
» Changes in behavior in regard to dressing and grooming (starting tasks and frequency)
= A difficult time considering needs of others (self-centered behavior)
= Poor coping skills
= Difficulties remembering life events (episodic memory) and facts (semantic memory)
= May take longer to remember items
= A decrease in the amount of information he or she is able to take in at one time

(Levy & Burns, 2011) Q

Level 4.0 and 4.5 are very similar, however residents at level 4.0 will have more
pronounced symptoms than 4.5.

Residents at this level can have a difficulty with keeping a conversation with people
while others can continue a conversation. Although, the conversations become about the
person and repetitive.
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4.0/4.5 FUNCTIONAL PERFORMANCE

» May not know the extent of his/her disability (may attempt to do things that he/she
does not have the abilities to do)

» Will rely on familiar information and does not like change
= May not appreciate assistance from staff because it is new

= Unsafe behavior is commonly reported (medication errors and noncompliance)
» Will make many errors while completing complex tasks
= Will not pay attention to fine details of tasks

» May not be oriented to time (time of day, day of the week, etc.) or place (where they
are

* The resident will know how to complete routine and habitual tasks but lacks quality
» Can become impulsive
(Levy & Burns, 2011)

J

The resident can become demanding and know what he or she wants to do but it is based
of poor judgements and planning skills. They want the here and now and do not consider
the future (Levy & Burns, 2011).

Behaviors start to expose themselves at this level (Levy & Burns, 2011).

How do you think this information impacts the way you interact with residents?

Do any of you have experiences of working with someone who had similar disabilities?
Do you have any techniques to help residents at this level?
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4.0/4.5:WRYS TO HELP YOUR RESIDENTS

» Limit environmental stimuli (sights, sounds, etc.)
= Speak slowly and clearly

» Yes-no questions may be easier to answer
« Ask closed questions such as “you really like cars, don't you?”

= Allow resident more time to respond after asking a question
« difficulties answering questions about life history and specific facts

= Provide step by step directions (verbally or on a handout) for new or complex
tasks

= Be aware of residents’ safety, may have poor judgement on abilities

(Alzheimer's Association, n.d.; Davis, Maclagan, Karakostas, Hsiang, & Shenk, 201 I)

Limit environmental stimuli (sights, sounds, etc.) to help with attention
Speak slowly and clearly to help resident understand what you are saying
Yes-no questions may be easier to answer
Possibly ask closed questions such as “you really like cars, don’t you?”
These types of questions allow the resident to answer in a yes-no fashion or add more
detail if he/she is able
Allow resident more time to respond after asking a question
Resident may have difficulties answering questions about life history and specific facts
Provide step by step directions (verbally or on a handout) for new or complex tasks
Be aware of residents’ safety, may have poor judgement on abilities
Continue allowing choices, but limit number of choices provided
Allow the resident to do as much as possible but help as needed
Use simple reminders (note cards, alarms) may help resident initiate tasks such as
showering, brushing teeth, or going to a meal
Note cards may be written or pictures depending on abilities
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4.0/4.5: WRYS T0 HELP YOUR RESIDENTS

= Continue allowing choices, but limit number of choices provided
= Allow the resident to do as much as possible but help as needed
= Use simple reminders (note card, alarm)

= Provide cues in the environment to help resident

« Have resident complete short tasks

* Remove extra stuff from the environment that needs increased attention (ie.
Remove rugs, and trip hazards).

Provide cues in the environment to help the resident
know where to go
what is the next step in the sequence?
Limit amount of environmental stimuli (sounds, visual distractions, etc.) to help with
sustaining attention
Have resident complete short tasks due to short attention span
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40/4.5 REVIEW

* Within your group, complete the case study provided.

» Share examples of how they what kind of behaviors you could expect from the
resident. Also talk about ways you could help the resident.
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LEVEL 3.0/3.5

« May become unaware of goals and outcomes of tasks

Significantly loses the ability to remember life stories (episodic memory)
Difficult time remember certain facts (semantic memory)

Can forget they have children and their own name

May have confusion in familiar places

Focus on touching items in their surrounding

Can recognize an object but will not know how to use it

May require the caregiver to help with every step with functional tasks (getting ready)
Giving them items can help trigger routine memories

Difficulty understanding spoken commands

Can confuse primary care provider and close family members

(Levy & Burns, 2011)

May become unaware of goals and outcomes of tasks
Why I am going to the dining room?
Why did I come to this room?
Why did I decide to get dressed?
Focus on touching items in their surrounding explore his/her effects on environment
These actions are not planned, but may be repeated to see if similar results occur
Giving them items can help trigger routine memories
Giving the resident a toothbrush encourages resident to brush teeth.
Complex tasks- This is because the person does not know how to do it and it can lead to a
outburst in behaviors.
When a client is expressing concerns about time, place, or person it is because there
needs to be more structured tasks need to be given to help the client (Levy & Burns,
2011).
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3.0/3.5 FUNCTIONAL PERFORMANCE

* The resident

= Requires help completing most activities

= Should not be left alone

= Medications need to be given to them

= Will display behaviors if in pain or sick

= Need set-up to complete ADL tasks with guidance
= Limit amount of objects

» Does not understand what clothes to wear

= May complete urination and defecation in places other than the bathroom
» Needs to start using incontinence briefs

(Levy & Burns, 2011)
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3.0/3.5 FUNCTIONAL PERFORMANCE CONT.

» The resident
« Will have difficulty walking and completing transfers
« Falls becomes a big area of concern
» Will experience sleeping problems
« Will display increased confusion during evening and night hours
» Can have difficulties understand where he or she is
» Will have a difficult time remembering what happened and can become confused
» Can view you or family as a person they do not know
» Can experience anxiety when they are away from their care provider
» Needs the items handed to him or her and shown what to do
« Can eat but needs reminders, some modifications, and limited food options

(Levy & Burns, 2011)

At this level it is important to understand the current changes that are happening. It is

important to understand to improve the safety of the clients and also the care giver (Levy

& Burns, 2011).
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3.0/3.5: WAYS T0

= Avoid complex activities

SiC

= Provide tactile and visual cuing

LLP YOUR RESIDENT

» Will need more time to complete daily tasks

» Keep the routine very consistent every time (i.e. start with pants, then shirt, then shoes)

= The resident may be more open to receiving care if they are given something to hold

« If resident exhibits different behavior than normal or is not sleeping, he/she may be in pain or

- Ensure environment is safe because resident will like to touch items
« Limit amount of objects in environment, especially if you need the resident's attention

= Make sure items are off the floor to reduce fall risk
= Try to remain calm when resident is confused and anxious

(Alzheimer’s Association, n.d.)

Because of the increase in wondering behaviors, it is important to keep in mind the
amount of energy the client is eating. They may need more to maintain body weight

(Levy & Burns, 2011).

Do you have any other suggestions about ways to help these residents?
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3.0/3.5 REVIEW

* Within your group, complete the case study provided.

* Share examples of how they what kind of behaviors you could expect from the
resident. Also talk about ways you could help the resident.

= Do you have any personal experiences of working with someone who may have
been functioning at this level?
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LEVEL 2.0

» Limited input from environment

* Reflex movements

« Completes activities randomly

= Does not care about items

* The resident will not complete simple activities

= Is unable to eat, speak, dress, and toilet himself/herself

(Levy & Burns, 2011)

e

The next two levels will more than likely be seen in a skilled nursing facility. However,
encourage learners to talk about personal experiences while working with these
individuals.
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2.0

* The resident
« Will complete random movements
= Will display agitated behavior if confused
« Has a short attention span
» Requires multiple people to care for him or her
» Cannot express needs such as pain or discomfort
» Can display physical and verbal outburst (hitting, punching, screaming)
» Will have poor balance
» Needs one step directions
» May put random items into their mouths

(Levy & Burns, 2011)

(L

Attention span- since they have a small attention span it is easy to redirect them if they
display behaviors.

Outburst- these can happen if the client does not know what is going on or are sick.
The care provider needs to provide the client will rest breaks and to ensure the
environment is not over stimulated (Levy & Burns, 2011).
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L

LVEL 1.0

* Only understands information about hunger, taste, and smell.

= Does not respond to people around them

= Can only attend to one word items

= Health complications due to resident not being able to express needs

« Attention is on movements and direct contact with the person

{Levy & Burns, 2011}
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1.0 FUNCTIONAL PERFORMANCE

* The resident
« Cannot walk or eat anymore
= Will say stuff that is repetitive
» May display behaviors when receiving care
« Care should be focused on comfort
» Outburst can happen when too much stuff is happening around them
» Can view touch as a positive thing or a negative

(Levy & Burns, 2011)

L

It is important to focus on the resident's comfort at this stage. Ensure the environment is
controlled and has limited distractions in it. Medication use needs to be considered
because the resident may experience pain and discomfort with certain medication use
(Levy & Burns, 2011).
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CONCLUSION

* Understand what level the resident is functioning at
* Know what tasks they can or cannot do

« Limit the environment to prevent outburst

» Provide the resident with the best care possible

*» Keep the resident and yourself safe
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Learner Handouts
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DEMENTIA

By Radnay Palrmer. MOTS snd Aslsbey Palisien MOTS.

LEARNING OBJECTIVES

The learner will undersiand and campeehend what demescs is.

The Imarner will the differanc n |sad
EpEm

Te learaer will undesstand ane izpty the inbarmation in regird to Sementia
16 histher current reakdents

WHY DO YOU NEED TO KNOW ABOUT
DEMENTIA?

© Cusrrently it s estimated thar 53 millan Amercsns sre disgnased with
Alghveimers diease whigh i the most comman form of dementin e = s

“ By 2030, appreximately £33 millian Americans wil Be disgneied with
AL S SBENIE e min S b b 111

© Approximately 40-71% of people residing In assissed vy faclizies hive & feem

A SEMENLL AT SEHAF O FRPAIPMENL st 11k ormmnt e & Bk 1]
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WHAT IS DEMENTIA?

It is not 2 specific disease.

Dementia is a term that describes a moderate to significant decline
n mantal ahilities.

Reduces an individual’s ability to complete everyday tasks,
Also knawn as neurecognitive disorder.

Mot & normal part of aging

DECLINE IN MENTAL ABILITIES

[recnep——
[m—
Sutied 2atar e
[ pr

Fermann

DEMENTIA FACTS

Damuntn ussilly stesty in sdividsal 60 yesrs of age and sider with the i
ol duvaloping dementia doabling every fet puars alter the sge ol 63 o =

Approwmarsly 40% of proge residing m asnred g fasilioss hee o ferm o
L T
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WHAT CAUSES DEMENTIA?

Dieenartia it eaused by dimaged brain cells

Dirmage to éiferect aroas of the brain cause diferent symptoma/impairments

Difforurs rpos of dementia arm aswocated with coll damage o spacific parts of the
bewin

TYPES OF DEMENTIA

Alzheimers disease
Vascular demersia
Derraintia with Linwy Beslinn

e o

mansia
Parkinson's deease
Frontotemparal dementia
Creunfeice kot disease
Mol germsrs bydrosmphaho
Hurtingman dieue
Werricke-Korsikof Syrdrame

ALZHEIMER'S DISEASE

Mo comman form of demenzia
Reprosents 60% to 0% of all dementia caum.
Generally occurs in peaple 65 years and older:
Seldom oceurs in peaple in their 40% or 504
Gets warke aver time

Survival 7ate in 810 years shor sympeom oo
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ALZHEIMER'S DISEASE CONT.

Ritk Fattars
Inhers risk factor
Incressed age
Inflsmmatory St
Hedorars

ALZHEIMER'S DISEASE CONT.

Symptoms
Shartaem memary foss s & Graman 2014

D ability ta reveerbes corvnrstions, s, ar e,

Drpression and apithy ok of rserest)
CAfficukly with camrsication
Decreased judgement

Confusion,

Buhaviarsl changer

Difficuly wlking and eaiiig

VASCULAR DEMENTIA

Az kenawn a5 muskt-infarce or post.stroke dementls . . bu.-

o« Lo or reduted blood supply te brain (heheric) woue i s

« A sweling of blood in the area of the brain (hemoehagic)
Approscmately (0% of dementacaes i suwme 110
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VASCULAR DEMENTIA CONT.

Smasy

VASCULAR DEMENTIA CONT.

* Symptoms (Vary depending on sevirity of dimage ta basd vestal and tha area of the Brain impacsed)
Decrussed judgemont
Diffieuley with plarning
Confusian
Disorientation
Traaible Spaaking

Vinion law

This type of dementia does not pically have memory loss fike Alzheimer's disease

Pty im0 . Alsborry sy, 1016

FRONTOTEMPORAL DEMENTIA

Rare
Affects tho fantal and snerier temporal lobes of tha brain

Also knawn as Pick's disease
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FRONTOTEMPORAL DEMENTIA CONT.

e ey
[P ——

CREUTZFELDT-JAKOB DISEASE

iery Rare

e s s i, every yer
Cates sgritcant degenarative demeotis
Four cibtgein

Aeonae

Hnewzary

Aerirest

i o

Very fom oo ot arton

CREUTZFELDT-JAKOB DISEASE

Alunsros et
Vabazees dprtocsion
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WERNICKE-KORSAKOFF SYNDROME

L——

Hajer rparers i skortiarn memary

e sturme kg

HUNTINGTON'S DISEASE

Purely heredizary
Actosamal domirane dsorder
Cammenly dagnossd in 4% 1nd 5 decades of Ifs

e B o [irwanitn cnvas

Might ke caused by

imbalarce ef dopamire and acetyleholine

HUNTINGTON'S DISEASE CONT.

Symatoms
Depressian
Persanalcy changes
Memory loss
fprubsion bebspane
Antsacal beharior
Emadoral outburse

Laws al initiati bebavice

Dificulty concentrating

Resducticn in 3pontaneouy bebsvios
Dificulty perferming vokeary mavemen:
Dysmankc poszure

Iaktary maveenint,

terttabsliny
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DEMENTIAWITH LEWY BODIES

10-25% of dovmunta capen
Sympecms
Changes in dlermess wnd smencon
Vinal balligirations
Parkinsaris dhsmase (e matar movemenss
Memary loss
Difiudry with cogrich proceing
Coarges in s patter

PARKINSON'S DISEASE

Arcund 20% of chents with Parkinson's disease bave dementia
Risk Increases with age

Demencia symproms are seen after the chent develops the classic sympmms of
Parieany diwme

Symptoent can appear like demansis with Lewy bodios

MIXED DEMENTIA

Iels where there are mukiple abnormalities within the individual brain that are
contributing te dument

Itix & combination af the zausn of dementia
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NORMAL PRESSURE HYDROCEPHALUS

Causad by an incruane of fluid wihin the brain
Can be fixed by surgically mmplandng = shuns
Symptanm

Decrvessd iy with walking

Memory sz

Incoreinence

DISCUSSION

Hom o gt Thish Tkt dppnens Caud minit sverpidiy e uf o residunt!
Fave yau ptives these spmEeaes o the e pes wask was)
What are sume SLTGRgies o hase sed 1 help the ressiess!

Do piu fewd K hawirg & Uettes cnesstangong of dements will isect ehe eare
praveted ta B Eahbena! Wiy o wihy st

W hay mbnermatien did yow Sl mas sarprEngline

REFERENCES

hizhesrmers Associnan. (23165} Types of demerti. b Alrhemmer’s and Dememse. Aemeved from
S iz P demeri e S demere .0z,

Aerhmery Amocicton. (201 &) Wnster Dementis, firs .
.

A i PO G Whe Ak » 8 5

At Aitockation, (201 o) Wikt i diemintie? Rt s WO wrerve s g erhas--imincis sog
e Paych 2013 f ssrders (57 od ). Arfmgaos,
WAcAmencan Peycharic Paishing.

Corsae do- Divitate Contres 2=d Frawasition. (101 3] Dammamti Alshuimar's dismess. Rars=iwved from
st butie . r

113




REFERENCES

i, L Sargupta, M. Park-Law, E_ vt ok (1016). Lang t6rm cars providens sl
sarvice utar ¥ the Utied Suuts: Duca fron the NatioealStudy of Lorg:Tarm Care
Providers, 013-2014. Netanal Ceneer fur Heakh Swtsics Vital beah St 3(38).
Retriened fram hup:ifwer cde govinchsidaraiseries/sr_Qsr03_D38 pa
Huh-r{.m!giuta'\lbmj Schare, P, & Evans, DIL. (2013) Alehaimar dieam in e Urited

350) iated i o 10 Saras, Nl 5001 1771785 ek
1012 IIWNL 0601 3031 0287265

"Whesler K., & Grossman, 5 (2014} Disorders of thought, emstlor, and memary. b § C.

Grewsman & .M Porth [ ), Fareh's Perhophysiokgy: Concepet of Mered Hesith Stoten
[ 544-571). Philackelphia. PA Lippineact Williarm B Wikina,

Ward Health {2018). sheet.

Zimerser i, 5. Slowra, .7 & Roed, 0. (2014}, Damensia prevabencs and cies in asvhsted
tiving, Heolth AT, T3(4), 855868 doe 10,1 377bkhatt 20131255

Zoltan, B. (200 manss for the svoiueion and mecment
wwmﬁnpmum' l;wyﬁml:ﬂ}ﬂmﬁn_m

114




Dementia Impact on
Residents

By Rodney Falmer, MOTS and Ashiey Falmer, MO7S

Learning Objectives

* Toe barner wil snderstand what the &l
Liwimg (ADLY &2 Inyprumestn ACtivities of O

T ERPMOr Wi SNOETIEARG CRFIMON UPMELooT FELIIAE 10 JRmenti

The iearner wil snderstand Sow deme=tn MAack & residents Bhe.
The warner Wik ungerstand ang domossirate com@etence I e belic
wamewply withie e Cognitier Disahiliies Reconysbessd Mivie 5]

v

Dementia Review

call what dementia

Hiw rav you seen 1t impact a nesident's Hfe?

How does warking with this pepulation impact your satistaction with your job
AL the assisted living FacilitgT
How does understanding dementia Mpact how yoo care far the residents?

v

Can sameane share A Dosttive intesaction they hawe experienced woen
warking with & resident disgnesed =ith demential
+ Was It rewarding!
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Dementia Symptoms

L]

The restdent can have difficulties with
» Memary
* Language and commenication
= Wesping or mainiaining sttentinn
= dudgemen and ooy
= il perception (Understanging what you are EEINg|

How Symptoms Impact Residents’ Life

® T fokimmimg supy aew Sefiition of mpertan] 1erms and wigy e
dempmiie mmoeris 4 revidert’y (il

® It iy fmparient To hnow hee dementin ESETE 8 resident’ (e bes e you
&re the coey working for ead =ith thes
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S 8 potitive Expenienco I regard ta by

Activities of Daily Living (ADLs)

* How secid yau Sefine ADLS

L 4

Accardmg 10 e Conten for Sedcare sad Medicng Servces (008, ADLE et
dedimwd me "nct i e piiomal Care®, ADLS o (0o Gimsing
skilks, totletin Anifery, eating, waik: nd shawering.

* Do ys= 3ee residents with dementia exSeneocing dEncaties with ADLs
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Activities of Daily Living or ADLs
Impairments

L

Residents diagrosed with dementta were found to have very high reeds i the
wreas 0f ADLS e s rmian
In & sy, majority of the revidents with

* Wil dementia needed sumtance with CImiEIng tees AOLS

& Moderate domeniia nooded asstiance with completing 04 ADLS, and displayed the
Freskest amount of ImMpairments of sl theee FOUDS.

* Severe dementia necced mistance with S-5 ADL, wnd all of the parbcipants in
this group dispizyed imoalrments compieting ADLS.

v

Instrumental Activity of Daily Living
{IADL)
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+ einy e b0 P sl

» Brngeg fnmce

» Shoppmg for seey

& Kortihetng homeers

» The e of o rleplune

Dementia in Instrumental Activities of

Daily Living or |1ADLs

»  Seviie anc Ter (207 7) fzund resiSests with Sementsa magt 1 high need when
completing WILs,

o B Wah D e el LN s wilh vy il Lot el veIculer St Sed
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U poriatien hased o the Limtan LADL
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s with vETY mummmmwummm dementia
2ast gHticulties with semming, feed preparation, and chonsing 2 mode
ETESDOFLATION BASed &% 3 SUAINACE |ADL ssesmont
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Dementia and Fall Risk Factors

® Risk Factors for Increased Fall Aisk
+ indapendent with aiig
» Ircependers with walking
® independently can rie from a chalr
o Wk with b aisfalive devios fcane wd walker|
* Goun puldoor Wt
» Behavicral/psychizinic symacms

Swat i fpparaciies

* winger

ape Batrarisn

Dementia and Depression

Revilie and Terl (200 1) Found that i assiited Lving Taciliies 15% of the
renidenits experienced depresive symptoms and §.8% were clavsilied 5
hawi=g probubie mijor depressian,

v

The Diagrastic and Statistic Manualof Mental Disorders, Y% ed displays that
pecole with dementia cammionty have desressive symptams.

& Anel il i reen commens i thi pasly b5 middle ages

Dementia and Anxiety

af parsnss, anwiety, B0d Flatn =ay be FRpETiTNCed by the
|l

# ‘Specifically i dmnced Living Facilmies
= hruiily risalers i foond t e 118088

. 'qi tn:l;“ O 1w it eapeianoed & beeet e Wmpum of sy (Nevile &
ot 3611}

B Wiy e ARy de et ha Y LARE b A MBS il ¢aeeg e B
pesilation!
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Other Dementia Symptoms

= gy

= Agrtatiun (with moderste 10 wmvere stegel)
» Comarwe Betavor

nry

= Sues Dislurbanors lemming 600 mushs i)
b dpatey

B e Wiy

w Smaibibion

= Hpepnigia

= Hmanding

= Serowning

How Does This Relate to You?

B Mipamoto, Tacrimart, and fto (2010] foent i Jagan shen residents wha are
diggrosed with dementia dinplayed behavioral and perchalogizat symptams,
hod a decreased abiilty 1o perform ADLS, a=d were female. il Scressed
Tarmal earegiver burden.

 WRAL di yus think about these fndings?

& Agee!isagier
& D vt hare A of how et migHt ncrense cane ghver burden?

Understanding Residents With Dementia

Haw since you Know the Wmpact that dementia £an have on o resident, what
BrE g Lo bedier beip them and o decreses formal gare giver burrout]

v

Thee Cognitive Disabilities Reconsidered Model (CORM| by Levy snd Burng
201
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The Cognitive Disabilities Reconsidered
model (CDRM)

B Tre resident is assessed usieg the Cognitive Perfarmance Tast (CAT)
¥ The CFT score rates the skills of someone who have dementia

- BT84
B The CORM woes the store fram the CPT to duscrite;

How Can Understanding The CORM Help
You With Your Job?

CDRM Concepts

# The CORM functional ieveis are based on the functianing of:
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Sensory-Perceptual Memory

The resigent uses hisfher series (sight, hearing, touch, smell, taste] 2o gain

infarmatian frem Thi enviranmin

e resident facus an

B This memary type filters wesary infarmatioe b help
rilevant fnfarmatien

B e ]

-

Examale of Sensory-Fercentual Memary

In the inter stages ot dementin, sensory-perceptual memory hecomes
slgnifieantly imaaeed.

Long-Term Memory

= ket feved in yor brein for b or prark

Heamamingh, Wha i peea 1

ettt igaviinn e
- e [t T s s gt v s )
A P ——
e L T p—
!

Working Memory.

Uses informazion from the envinanment [sensory-perceatual memary) acd the
[T P ———

The resident =works® with tne infarmation te producs & certain sction or
resgange

It heelps the residents react mone than st in Ao auLcMAatic response.

v

Hetps the reshdent's

121




CDRM Figure

Check understanding

B Faplain te 8 pariner aual o e whal e dillemese o hielmine besmy
prreepi, markang, and bing fees senores

Thank You for Participating

v

Kext time we will explore haw to apoly the CORM with residents at different
ey

This will sl i b ik the infaimation to help build competunce and
knowledge when caring for residents dugansed wits dementia,
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RESIDENTY' ABILITIES
BASED ON CDRM &

By Rodney Palmer, MOTS and Ashley Palmer, MOTS

0BJECTIVES

» Understard the functional abilities of residents within each level of the Cognitive
Disabilities Reconsidered Model.

* Be ahle to apply the information to develop ways to asaist residents within each
functional level.

* Learn possible iee to aesist resid within each i level

DISCUSSION QUESTIONS

+ Since we have been iewing the topic of d ia, have your i i with
the residents changed?

» Dio you feel like you hawe a better understanding of what you can expect from
someone whe has dementia?

+ Dio you fieel like there is additional information you weuld like to know regarding
dementia?
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REVIEW

* Wiat wte Cognives Dmshiimes Aecormidersd  Modsl {GDEM)?
o How o hevtg Eewinige of G medd besl g

CDRM 9 FUNCTIONAL LEVELS

» 5.0 (NormaiCognitwe Funclioning)
« 80

« 10 (Almost Vagetative State)
(Lovy &Burna 2011)

5.6 FUNCTIONAL PERFORMANCE

= fit this level the person i i tobe feecfa

* Regidents can start tasks without assistance (geting ready in the morning, doing leisure
activities, ic.)

- Can complete activities such as:
3 e

. ns
+ Reading
» Managing finances
» Cooking meals
* Can learn new tasks through written and verbal methods
* Has self-awareness
- Understands consequences of actions
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LEVEL 5.0

+ Rostdents may have difficoltios with
« plansing
- sttontion
+ problem sciving
- cormostng errom
. a Théners that fuat Hagipanod (eh Fnwmary
* May act bofore ng of consequences

* May have moubles remembering lite story \episodic memery)
* Needs dirost, vary specific directions
* Visiksle cumn aon halpiul for the pewiden

Chorey e 1111

5.0 FUNCTIONAL PERFORMANCE

* Residents can start fasks without assistance {getting ready in the morning, doing
leisure activities, etc.) {getting ready e

B B ey e Svrors St SSpear That Ty do hot Eno what 1o do
= May have troubles completing tasks because of impaired attention

= Is able to complete tasks that are simple and that he/she has done before

* Impairments at this atage may be hard to detect

[ T

LEVEL 4.0/45

* People around the resident will notice changes in behavior

* The resident will have:
« A hard fime shifting attention and ignoring irrelevant information
= Poor judgement (safety concerns), planning processing, and problem solving
= Difficulties starting some tasks

- Ch in iox in regard io and ing (starting tasks and frequency)
« A difficult time considering needs of others (self-centered behavior}
= Poor coping skilla
= Difficulties ing life events isodic memory) and facts (semantic memory)
+ May take longer to remember it

- A decrease in the amount of information he or she is able to take in at one time

ms

P—
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4.0/4.5 FUNCTIONAL PERFORMANCE

+ May ot kmow the exten: of his/her disabilis nempt 1o do things that he/she
bRy A Wy sney slimertin

= Will rely on familiar information end does not fike change

* May Dot appreciate assistance from st Docase it is new

= Uneafe behavior i reported | ication errors and

- Will make many erzors while completing complex tasks

= Will not pay attention to fine details of taska
-!’I.gYnmhecciamedmm(ﬁmn(day_daycd’theweek.ew:.)mglace(mmuw

= The regident will kmow how to complete routine and habitugl taske but lacks quality
= Can become impulsive

(e & Bursn, 5011

4.0/45: WAYS TO HELP YOUR RESIDENTS

+ Lirst ervronmentalsennd (sghts sounds, etz )
= Speai dowly and ciearly

* %o no quosions may be casior 10 answer
= Aak chmed qeston  swh w “po redy lDm care. dont p

 Rlow resklent mote | 1o tegrond  Bas asking & quest on
¢ difechies  smwwag  Gewias  sbod e ety ed specic e

+ Provide siep by step drections (verbaly aror a handout) bor new or compiex
tanion

= T avre of residents’ sty , may have poor sdgeement on o bl e

(Bowmers Zmememn. 5 4: Horis Matingve. Somvaves Ronng. & Bowst. 1911}

4.0/4.5: WAYS T0 HELP YOUR RESIDENTS

- Continue allowing choices, but limit number of choices provided
+ Allow the resident to do a8 much as possible but help as needed
» Use simple reminders (note card, alarm)

- Provide cues in the envirenment to help resident

« Have resident complete short tasks

» Remove extra items from the environment that needs increased attention (ie.
Remove rugs, and trip hazards).
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4.0/4.5 REVIEW

Share exampies of what kind of behaviars could expect from the remdent. Also
talk ahout ways you could help the wwidens

LEVEL 3.0/3.5

* My bocome sasware of goals and suscomen of tinks

* Sigritfheantly lows the sbilily b memembet His Hories (epmodse mmary)
* Difficult time resembering cortain tachs {semantic memory)

» Can forges toy Rave chi*Aron and thess owp name

* May havw cosfesise in lamilisr plases
« Focus on tooshung Bema in their srreanding

* Gn reoognies wx obgect it will pot keew haw 1o |
* May fquire the caregiver 10 help Wik svery sicp with frechssal tasks [getting ready)
* Giving them ite==s cax help trigger roanme memories

* Difficulty undersesnding ypoken commands
- Gan confuse pramary care provider and close family membess

Sawy & Bt T011]

3.0/3.5 FUNCTIONAL PERFORMANCE

+ The resident
* Rucquires belp comploting mast
« Sheuld not be laft alane
* Medications need o be given o them
« Will display behaviors f in pain oz sick

* Nowd got-up 1o complew ADL tasks with guidancs
« Limit amount of abjacts

+ Does not understand what clathes o wear

* May complate urinatios and defecation tn places cthar than the batroom
+ Wieds 1o statt xéng ncamtimas brids

ey & Bare LY
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3.0/3.5 FUNCTIONAL PERFORMANCE CONT.

- The resident
o Wil hisve Ailicalty wal
* Falis becamen & big area of concern
- Will experience sleaping problams

i hind eampliting translers

* Will display increased confusion during evening snd sight hours

« Can hawo dilficultion undnrstanding whem he or sh
* Witl have a difficalt ime remembering what happened and can become confused
* Can view you or family 25 2 person they do ot kmow

+ Can axperiance aneinty whes thay are away from thair cire provider

* Newds the items handed 1o him or her and shown what fo do

* Can ent but needs reminders, some modifications, and limited food options

—

3.0/3.5: WAYS TO HELP YOUR RESIDENT

« Rrokl complex RctmEms
* Wil med more A W conplen dady e

* Honp e toe wary cunten swey Sme (le sast il poes. fen sbrl e shee)

* Tam rmaiws way bemee cpen i rewery swed Gy oo gemnoming @ bk
* I pemsdmn amhibn (B Bebavid tas el o 8 8 sheping. Medabe Ty Be ik pas e
wck

* Eiware swwosrsn m sale beowes rovden wil lie womch e
* Fronde tecth o2 weal cang
" Lae aroue o chpes & eoroTme mpenly Sy o dw ey sess
* Masko ware e areoff e foor W reduos 6l 1iek
 Try 4o romen calin whee resaders m confmed aad areon
fAbSaiaers Assssate, nd)

3.0/3.5 REVIEW

- Within your group, complete the case study provided.

+ Bhare examples of what kind of behaviore you could expect from the resident. Also
talk abowt ways you could help the resident.

+ Do you have any personal experiences of working with someone who may have
been functioning at this level?
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LEVEL 2.0

» Limited input from environment

» Reflex movements

- Completes activities randomly

* Does not care about itams

* The resident will not complete simple activiies

» Is unahle to eat, speak, drees, and toilet himseli/herself

Dy & Bere, 20113

2.0

« The remdent
* Wil comples  Tan
* Wl displey agi
* Hm asiewt sNetm span

Tegures mullple  paple W fuie b e o b

* Cover ewpross sends suwch o pas o oot

Con diapler phymosl e varbal miborst (NS, pusching, scmsing

Wil havs pom e

Nt e ewp damiers

o May pit Tandam Bwm T Delr Teas

s

Betwwn  # oordemed

[levy & Berrm, 3001

LEVEL 1.0

+ Only understands information about hunger, taste, and smell.

* Does not respond to pecple around them

= Can only attend 1o cne word items

- Health complizatiang due o rezsidant not baing abla to axpress neads

+ Attention is on movements and direct contact with the person

ey 8 2, 2211)
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1.0 FUNCTIONAL PERFORMANCE

- The resident
* Cannal walk of 04t anymorne
* Wil say s1ull tha! is repetitive
+ May display behaviors when receiving care
+ Gara should be focused on comfort
* Quibusat san Tappen when 199 much sl @ happening around dem
* Can view tonch as a positive thing or a negative

ey 2ezzm, 2811
@
d what ithe resdent g at
* Enow what tasics they can or camat do
= Lgrd the envronmenri 10 preveni oubars
* Provide the reskdont wih (he best care pomle
« Kwvep thes remrdent apel yossmefm b
®
Mca-n Jusacitian. (nd) Living wi h A ik For Sheen s i 4
. 'f;'::’ !i.-.n ’wm.mmzﬁw
8-277.dot10 mmmm
= Levy, L. &hm‘l’gll] . The Cognm&’:hﬁnhcur&ndolrﬁ
B B R T e (S Cognion, Ccmspan.
. Wolj_T &Dodsorn, &!«'.EQDIZ,‘LN o memndmk
Faricpason lmduc-. Terowh ()E.ﬂulull‘#ll” fIJ :IEBJ Mdlh.h PAIR
Dave Company.
« Zolan, 4. (2007} Ve, and
troatment ofthe adukwih scqured bram apry. hnhn N iu{.‘llxupcnhd.
&
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Case Studies
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Case Study for CDRM level 3.0-3.5: John is a 90-year-old male who is diagnosed with

Alzheimer’s disease. You have noticed John becoming lost within your assisted living
facility and he cannot locate his room. He continuously walks into other resident’s rooms
and becomes angry when people tell him that this is not “his” room. You also notice John
calls you by the name of one of his close family members. John has a difficult time with
verbal commands. You have also noticed that John voids himself in containers other than
the toilet. Finally, John touches everything within his environment. This includes items
that he should not be touching such as the housekeepers cart and items that can fall off of

the wall and injure himself or others.

1. Based on your knowledge on the Cognitive Disabilities Reconsidered Model (CDRM)
by Levy and Burns (2011) what are some ways you can provide care to John to ensure he

is safe while living within the assisted living facility?

2. What are some strategies you can use to help John to perform activities, such as

toileting and eating, as independently as possible?

3. Based on his current CDRM level, what tasks would you predict John having

difficulties completing while living in your assisted living facility?

4. From the list above, what are some strategies you can employ while caring for John to

ensure he can complete tasks safely and effectively?
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Case Study for CDRM level 4.0-4.5: Jill is a 79-year-old female who lives within your

current assisted living facility. You notice that she completes morning routines such as
dressing and grooming with multiple errors and the activities don’t turn out as well as
they should. She will often skip different parts of the directions while completing the
activity. She also does not interact well with everyone within the group while completing

the activities.

1. Based on your knowledge on the Cognitive Disabilities Reconsidered Model (CDRM)
by Levy and Burns (2011) what are some ways you can provide care to Jill to ensure she

is safe while completing activities?

2. What are some strategies you can use to help Jill perform activities, such as getting

dressed and brushing her hair, as independently as possible?

3. Based on her current CDRM level, what tasks would you predict Jill having difficulties

completing while living in your assisted living facility?

4. From the list above, what are some strategies you can employ while caring for Jill to

ensure she can complete tasks safely and effectively?
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Evaluation Materials
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Dementia Knowledge Pre-Test

1. What is dementia (write answer below)?

2. What is the prevalence of dementia in America?
a. 5.3 million b. 2 million
c. 1 million d. 7.2 million

3. Which symptom below is NOT associated with dementia?
a. Memory deficits b. Keeping/maintain attention
c. Headaches d. Agitation

4. What one of the below disorders is the most common form of dementia?
a. Frontotemporal dementia b. Vascular dementia
c. Alzheimer’s disease d. Dementia with Lewy Bodies

5. What type of memory store contains information related to information about the
person’s life stories?
a. Explicit memory b. Semantic memory
c. Short-term memory d. Long-term memory

6. What type of memory is the most stable in residents with dementia?
a. Explicit memory b. Procedural memory
c. Retrogenesis d. Long-term memory

7. According to Levy and Burns (2011) at what level in the Cognitive Disabilities
Reconsidered Model is the person considered to have no impairment?
a. 5.6 b. 1.0
c. 45 d. 3.0

[0¢]

. According to Levy and Burns (2011) at what level in the Cognitive Disabilities
Reconsidered Model is the person considered to need total care and completes
automatic/reflexive responses?

a.5.6 b. 2
c. 1 d. 4.5

9. What are some symptoms of someone who is within the “middle-stages” of dementia?

a. Cannot remember certain facts  b. Can recognize object, but can’t use it

c. Unsafe behavior d. All the above

10. Is depression a common symptom for residents who are diagnosed with dementia?
a. True b. False

What do you hope to learn from this course (write below)?

How do you typically like to learn? (discussions, case studies, lecture, videos, etc.)
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Dementia Knowledge Post-Test

8. What is dementia (write answer below)?

9. What is the prevalence of dementia in America?
a. 5.3 million b. 2 million
c. 1 million d. 7.2 million

10. Which symptom below is NOT associated with dementia?
a. Memory deficits b. Keeping/maintain attention
c. Headaches d. Agitation

11. What one of the below disorders is the most common form of dementia?
a. Frontotemporal dementia b. Vascular dementia
c. Alzheimer’s disease d. Dementia with Lewy Bodies

12. What type of memory store contains information related to information about the
person’s life stories?
a. Explicit memory b. Semantic memory
c. Short-term memory d. Long-term memory

13. What type of memory is the most stable in residents with dementia?
a. Explicit memory b. Procedural memory
c. Retrogenesis d. Long-term memory

14. According to Levy and Burns (2011) at what level in the Cognitive Disabilities
Reconsidered Model is the person considered to have no impairment?
a. 5.6 b. 1.0
c. 45 d. 3.0

8. According to Levy and Burns (2011) at what level in the Cognitive Disabilities
Reconsidered Model is the person considered to need total care and completes
automatic/reflexive responses?

a.5.6 b. 2
c. 1 d. 4.5
9. What are some symptoms of someone who is within the “middle-stages” of dementia?
a. cannot remember certain facts b. can recognize object, but can’t use it
c. unsafe behavior d. all the above

10. Is depression a common symptom for residents who are diagnosed with dementia?
a. True b. False

What did you like about the course (write below)?
How do you feel the course could be improved (write below)?
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CHAPTER V

SUMMARY

It is currently estimated that 40-71% of people residing in assisted living facilities
(ALFs) have a form of dementia or other cognitive impairment (Harris-Kojetin et al.,
2016; Zimmerman, Sloana, & Reed, 2014). Despite the high prevalence of dementia and
cognitive impairments within ALFs, it has been documented that many care providers
have limited education and training on the topic of dementia and how to care for someone
who is diagnosed with dementia (Hughes, Bagley, Reilly, Burns, & Challis, 2008;
McKenzie, Teri, Pike, LaFazia, & Van Leynseele, 2012; Sharpp, Kayser-Jones, &
Young, 2012; Zimmerman et al., 2014). Therefore, the purpose of this scholarly project is
to develop educational materials to enhance the knowledge of ALF staff in regard to
dementia to ensure residents who are diagnosed with dementia are receiving current,
evidenced-based care while they reside within ALFs.

The authors created educational materials based on Knowles Andragogy adult
learning model (Knowles, Holton, & Swanson, 2012). The materials addressed aspects of
dementia such as symptomatology, types, prevalence, areas of dysfunction, etc. The
authors also used the Cognitive Disabilities Reconsidered Model (CDRM) by Levy &
Burns (2011) as a guide for creating materials that would help caregivers in ALFs
understand the functional abilities of their residents. The entire educational product
consists of three 2-hour PowerPoint presentations, an introductory guide for the educator
in regard to Knowles principles, a pre-test/post-test outcomes measure, a handout for the
learners, and case studies.

The expectations of implementing the dementia educational materials are positive
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due to previous research studies documenting that staff believe education is vital when
working with people who are diagnosed with dementia (Jones, Moyle & Stockwell-
Smith, 2013; Stockwell-Smith, Jones, & Moyle, 2011). Despite the positive expectations,
there are some limitations to the product.

A limitation to the product, is the fact that the ALF would need to purchase and
use the Cognitive Performance Test (CPT) to assess cognitive abilities and determine the
functional level within the CDRM. Currently, many level two ALFs in Wyoming only
use the Mini Mental State Examination to determine cognitive abilities (Wyoming
Department of Health, 2007), so to implement this educational product the facilities
would need to add the CPT to the assessment battery. Furthermore, the CPT requires a
licensed occupational therapist to administer the assessment (Burns,2013), therefore the
facility would need to hire or contract an occupational therapist. Another limitation to the
scholarly project is having to justify to the ALF administrators why they need to
incorporate the use of the CDRM. A final limitation to this scholarly project is that it
needs to be taught by someone who has in depth knowledge of the CDRM. This model is
not well known, and therefore limits the availability of individuals who can teach the
course.

After the facility incorporates the use of the CPT and CDRM, the educational
material is intended to be used to complete six of the continuing education hours that are
required by the state for level two ALFs. It is highly recommended that the educational
sessions be completed in groups of 8-10 staff members to encourage group discussion.
Furthermore, it is recommended that each session is presented no longer than a month

after the previous session to ensure the staff members are able to remember the
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information from the previous session. At the end of the final session, an outcomes
measure can be completed to measure the effectiveness of the course and allow the staff
members to make recommendations on how the sessions could be improved.

In the future, the product of this scholarly project can be implemented with local
ALFs as an additional independent study. An example of a potential study would be
examining how increasing staff education in regard to dementia and utilization of specific
levels of the CDRM would impact staff members’ abilities to work with residents with
dementia, satisfaction with work, and level of confidence while working with residents
who have dementia. Finally, this project could be adapted in order for the information to
be applied within skilled nursing facilities to improve the education and training of the

staff members in this setting.
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