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ABSTRACT i
The admission criteria for auxiliary hospitals and nursing homes
(extended care centers) in Alberta exclude patients with distufbed
behavior\which may be harmful to themselves. harmfu1 or threatening to
others or destructive of property. There is evidence’ﬁb,suggest that
despite these,critenia. patients with disturbed behavior are housed in
auxiliary hospitals and nursing homes in the province. A pilot study
employing Flanagan's (1§54) critical incident methodology was undertaken
in a 100 bed auxiliary hospital and revealed the presence of a signifi:

A

Thereiis little specific discussion in the literature about the

cant number of patients with disturbed behavior.

assessment or management of disturbed elderly patients. However a review
of I{terature confirmed that behavioral techniques have been used m
combination with other treatment'moda11ties in the care of confused or
regressed elderly patients in 1nst1tut1ons.‘ A treatment program was
designed and implemented to improve the care of disturbed elderly patients v
in the study setting. The program was characterized by increased amounts .
of purposeful 1nteract1on by staff ﬁdth patients, and the devefzpment,
for each patient, of‘an individualized, goal-directed behav1oggl manage- g
ment plan. T o ;' oy
Forty-five patients were treated in the program over a'gne atar 'L,
period. Patients were selected for the program on the ba::s of disturbed
behaviors which included suicidal threats on_att‘mptsv refusa] of neeessary
care and medication, striking out at other pat1ents or stqﬁf or_ 1nterfer-
ence with the rights, privacy or possessions of others.. Most had been

referred from acute care hospitals and -had three o; more med?ca1 problems

. ' B .
of physical origin,‘ Most of the patients had some degrei of pnyijcal or

v
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C d &
functional dependency. Over two thirds had regular visits from

relativés or friends.

.

The research problem was to ascertain whether fhere'would be-i &
improveﬁent in the behavior of disturbed el&er]y patients with the
introduction of the program. It was hypothesized that improvement
woudd take place. Other questions focused on the outcomes of the
treatment program, the appropriateness of the program components

with disturbed patients, and the response of staff as they were asked

to learn and implement behavioral approaches.

The hypothesis was suppo;ted with improvement being seen in over
one half of the patients. Although there was no basis for the expectatioﬁ
that the prbbrém‘would result in the discharge of behaviorally disturbed
patients from the hospital, 31% (14 patients) were discharged EQ/ZOmmuniSy
Séf£i;§s or nursing homes. The treatment modalities se1eqﬁé& were found
to be appfopriate.' The program has continued beyond th{ one year study
period. The fact that a majority of staff.assisted in imp}ementing\the
special care program and éontinued to maintain it after tﬁe\gfbdy cdnc]uded.

'suggests that significant affective learning or attitude change ocqurred.

Since the auxiliary hospital in which the study took place Qas not
typica1 o; others in the province, generalizations must be drawn wifh
caution. :The‘resg1ts of the study weré encouraging reflecting improvement
in patients’ ‘;havior and the discharge';f a significant number of patients
for whom discharge had not been considered a possibility, Replication of
the program is not advised unless the necessary professional expertise is
available. Recommendations for those wishing to replicate the program
have been made. The positive results of this.study suggest a number of

areas in which further research is needed.

vi
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CHAPTER ONE
BACKGROUND AND JMPORTANCE OF THE PROBLEM
- o

This study was undertaken to design aﬁd evaluate a treatment program
for behaviorally disturbed elderly patients in a non-psychiatric |
ins;itutiona] setting. Limited placement alternatives and a lack of
specialized programs combined with rapid growth in the numbers of

elderly people with mental health problems are discussed in this -
chapter as compelling reasons why the study was conducted.

Most elderly people with disturbed behavior are institutionalized
(Simon, 1973; Haber, 1978; Gurland, 1979). In Alberta, there are two
types of extended care institutidns; auxiliary ﬁospita]s and nursing
homes. Admission criteria for auxi]iéry hospita]% and nursing homes
are stated on Form No. 290 (Alberta Department of'hospital and Medical
Care)._ The criteria exclude patients'haQigb "characteristics of mental
or emotional problems who might be h;rmful to themselves, harmful or
threafening to others, or &estructive of property";' Although these /
criieria imply that sUCh patients would not be found 1in exfended care
centers; a survey of auxiliary hospitals and nursing homes, conducted
by the Alberta Medical Association in 1977, produced overwhelming
evidgn;e that most were caring for patients y&;h distu:bed behavior and
were concerned about the hazards ;hey presented. The problem was
especially critical outside of metropolitan areas where psychiatrié

consultation or treatment services are virtually unavailable,

A range of disturbed behaviors which present problems in the care
of elderly persons have been described ﬁn the literature, Disturbed
behaviors may be antisocia]. 1napprqpria;e, or bizzare, and include:

unresponsiveness, frequent crying, drooling, unkemptﬁé§s\or uncleanlines



.

unco-operative reactions, spitting, incontinence, indiscrete
masturbatiqn. asocrﬂ speech or incoherence, grimacing, mutism, '
reactions-to delusions or ha]]ucinations. abnormal posturing or

dressing outlandishly. Some disturbed behaviors such as exposing one-
self, indecent advances, shouting, hoarding, stealing, fecal smearing,
1n;ad1ng privacy or touching others, are disruptive to others who must
share,tﬁe environment with the behaviorally disturbed patient. There

is also a group of disturbed behaviors which can be considered dangerous,
either to the person who presents the behavior, or to others in the
eqv{r;nment. The dangerous behaviors include destroying objects,
sg'.king'out at others, wandering away frpm a building, refusal of
necessary care, 1rrespoﬁsib1e smoking, 1ighting fires, and‘suicidal

or homicidal attempts. At the present time, patients with disturbed
behavior are houséd with the mentally sound elderly in auxiliary hospitals
and nursing homes in Alberta. These institutions are neither designed or
staffed to care for patients yith disrupfive or dangerous behavior. Such

patients are therefore a poteniial hazard to themselves or others in

extended care centers.

~”

In a report comm{s;ioned by thé Alberta Government, Blair (1969)
identified the need for specialized auxiTiary hospitals including sqme
designated for psychogeriatric patients. This need has not been met in
enéuing years. Until recéntly, the admission ériteria of the only
institution in Alberta designated for the long term care of psychogeriatric
patients (Rosehaven) spegified that such patients should be "manageable
and c&pable of getting about on their own", This effecgive1y excludes

patients with physical disabilities, who continue to be placed in auxiliary
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*yhospixals.,ajthough they may demonstrate disturbed behavior, “In

Alberta's auxil}ary hospitals, mental disorders account for the third
highest utilization of bed-days, preceded only by diso;:ers of the

circulatory and nervous systems (Englemann and Stevenson, 1980). This
is remarkable when the admission criteria for auxiliary hospitals are

considered.

Other components of the health ‘care system in Alberta exclude or
fail to respond to the behaviorally diéturbed-elderIy. Community-based
care of the mentally impaired elderly is presently excluded from the
terms of referencé of the provincial -home care program in Alberta.

Only 3% of the contacts with persons of all ages by Community Mental

Health Services were with people 65 years and over (Englemann amd

" Stevenson, 1980).  These facts suggest that Parnell's (1968) statement

that "geriatric patients tend to be labelled selectively from their

_multiple pathology with the diagnosis best calculated to-gain admission

to a particular hospital” (p.30) is an apt description of the way in
which elderly patients with disturbed. behavior are assignéd to placement

in Alberta at the present time.

Several other factors make the care of disturbed elderly patiénts
an especially important and urgent probltem. The human and eRonomic
impact of the disturbed elderly on the Amgrican health care system
has been widely dbcumented (Carver, 1964; Whanger, 1974; U.S, Health,
Edﬁcat1on‘$nd Welfare, 1974). 1In Alberta as e]sewhere,'the number of
persons 85 years and over is rapidly increasing. The frail elderly
*(including those with ofganic brain disease which is a frequent cause
of disturbed behavior) now make up 15% of the population over 65 years

of age (Englemann and Stevenson, 1980).
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The need to prepare personnel to care for patients with mental
. health needs in non-psychtatric settings was highlighted by Q\tir
(1969). The tendenqy for persons who work with a stigmatized ﬁxitp
. to“also be stigmat1zed (Goffman, 1963; Smith, 1977), may account \for
the biases of medical professiona]s toward the aged (Spence et.al. \
1968, Cyru;-Lutz and Gattz, 1972; Miller, et.al., 1976). Professional
training seldom provides organized experiences in treating older persohs,

and positive role models of faculty or practitioners committed to the cave

of the

(Holtzman, Beck, and Coggan, 1978). Ward
(1977) has concluded that professionals are reluctant to deal with the
aged, and that there ts age btas in psychiatric consultation due to an

assumption}that the elderly are less likely to benefit from therapy.

Professionals and institutiona] staff nead instruction, support,
-and exposure to viable trgathent models, ‘as they attempt to care for
stigmatized patients. Among the ‘features misSing from most current
treatment of behaviora11y~dﬁsturbed elderly patients s a systematic
“attempt to identify and reinforce any rema1n1ng hpalfh potent1a1 In

v‘th1s study, a treatment program designed to recogng and enhance

a]th potentia] in the d1sturbed ‘éTderly through the use of 'behavioral

technaques was evaluated.

A\



CHAPTER TWO
THE REVIEW OF LITERATURE AND THE RESEARCH PROBLEM

Introduction to the Review of Literature

Much has been written about the interdisciplinary nature of
gerontology. Scholars and practitioners benefit from multifaceted
approaches to the generation and application of knowledge, but a '
practica] problem is presented by the scattering of information

and ideas across various professions and disciplines.

The most. obvieus lack of continuity in the.above regard existsg
between the health discipiines -and. the social sciences. Physieians,
nurses, physiotherapists occupational therapists and others employ
and sometimes design psycho]ogical tests or treatment programs without
reference to the basic knowledge, methodology, or ethical principles
of ps}tﬁoibgy~($tuart. 1973; Krasner, 1976; Birkett and Boltuch, 1977).
Limiteo\abmbersuof psychologists are trained in gerontology, gnd-;ay:
J'apply tests or techniques without due regard for the lack of normative
data on the psychologic and inte]]ectqe] functioning of the aged .
(Fischer and Pierce, 1967; Carp; 1967; Oberleder, 1973; Goga and
Hamback r, 1977). Researchers aétempting to study the elderly in
institutjonal environments ‘have enoountered difficulties related to
patients"functional disabilities (Isaacssand Akhtar, 1972) or to the

logistics and ethics associated with the research process (S]ater,

Lipman, and Harris, 1977).
Medical Evaluation and Treatment of Behaviorally Disturbed Elderly
Patients

The behaviorally disturbed elderly are subject to a number of

risks which make medical diagnosis both complex and critical. One



such risk is the presence of multiple pathology and atypical
pf;sentation of diseases such as hyperthyroidism, non-breathiess s
.. pulmonary edema, silent pulmonary embolism, afebrile pneumpnia.
malignant disease, especially of the colon, lung, or breast, ¢
myxedema, depression, drug intoxication, surgical abdomen, and
myocardial infarction (Besdine, 1979). Non-specific symptoms

such as the refusal to eat or drink, falling, incontinence, dizzi-
ness, confusion, worsening dementia, or weight 1oss require more

‘ thqn‘passing attention. Nuﬁfrous reversible causes of both acute
and chronic organic brain d{sease'are highlighted in a task force o
report which resulted from the Canensus Development Conferq@ce on
Treatable Brain Disease in the Elderly at the National Institute

on Aging in July, 1978. The medical'diagnosié and treatment
recommended for demented elderly pérsons by the experés at this

"confergénce is seldom seen even in sophisticated health care agencies

-

(Besdine, 1978). S
The elderly are particularly vulnerable to depression and
uicide. Resnick and Cantor (19?0) advocate an extraordinary dégree
of suicide prevenfion in the e{derly, before actua} thrégts or
attempts occur. They caution fhat*be;ause "normal” gging in western
society is a gradual ﬁhasiﬁg out and reduction of-écffvity, the older ..
- person can plan and effect an earlier death than pecesséry without
detection. This is pirticu]ar1y true since nume;ous se1f¥destruct1ve
- opportunities are available sbéh as deliberate self-starvation, balking
at medically prescribed self-care,‘hng}dqus~activ1ties or voluntary
seclusion. Distingﬁ?khing.depfession from other symptoms or "somatic

equivalents" (Gramlich, 1968) is therefore a critical diagnostic

problem, particularly since the prognosis for 1mprovément'tends to be



0p{5mistic whén skil1ful treatmerit is 1nst1§uté (Verwoerdt, 1976).
Many instruments exist for the assessment of depression. In his

. \
review of theSe, Gurland (1979) notes that although they can

refle;t thg_presence Qf deprgssjdﬁ with 1mprgssive»accuracy, é]inicq]

evi&ence~anh other factors remain important in establishing a

diagnosis.

 to tfié reseal

PsycholqgicaT Perspectives and Disturbed Elderly Patients

Within psychological theory, studies of sensory deprivatioﬁ énd
the behavioral model are most relevant at the present time to the
treatment of behaviorally disturbed elderly patients. Such patients
freqﬁent]y suffer from confusion or lack of reality orientation.
Reality orientation is defined within the context of seﬁsory depri-
vatiéﬁ theory as the process of incorporating observed, ordered

relationships into a perceptual schema by extracting useful inform-

ation from a welter of "noisy" sensations (Freedman, 1961.‘p.19).”

In their comprehensive review article, Jackson and E]1is, (1971)
discq;s six types of sensory deprivatjon studfes ihc]uding those of
hospj patients. Phenomena experienced by people studied in

cllnical'

Tiioratory, and field situations have included perceptual,

cogn;iﬁve. }w&"onal, motor,:somatic and behavioral experience.

" (Zuckerman, 1935 . The absence of a standard1zed
c1a&ﬁicat10u ” mahts it dgficuTt to make comparisons or to

4;/’//”

'Categorizaf  ;;and evaiuation.df these experiences presents a problem

generalize about‘the clinical applicab111ty of the concept of sensory

deprivation. ‘\ | 15



While the psychological aspects of sensory deprivation have
been mqst'extensively studied, the physiological concomitants are
also of considerable 1ntérest and importance. Bower (1967)
hypothesized a 1ink between sensory deprivation and other
etjological factors which operate over a period of time to causé
senile dementia. Although other theories, notably those with a
b10chem1ca1 orientat1on, have recently been advanced (Haber, 1978),
evidence to discount Bower's theory of "disuse atrophy‘ in which
reduced sensory input leads to reduced adaptive functions and
cerebration, is not available. More recently, the close relation-
ship between physical inactivity and sensory deprivation has been
emphasized by Oéter (1976). Effects to the central nervous aﬁd
.mu;cu]oske]eta]systems are seen in conjunction with sensory

deprivation.

The elderly can be identified to be especially at risk of
sensory deprivation because of changes in the sensoriim which
normally accompany the aging process. Wood (1977) notes that with
advancing age the optimum level of stimulation iﬁcreases and a
higher threshold of stimulation is required. Yarrow (1963)
indicates that deprivation in the environment is one of the most
prévalent»aspec;s of the social and medical problems of the aged,
and that environmentgi deprivations can be separated into sensofy
affectionaT, emotional, social and intellectual catégories. Most
’of.the treatment modalities adecated for confused elderly persons,
. %i:e as a'centraf or indirect %bjective the reduction of and

c

pensatioh for the effects of sensory deprivation.

J



One treatment modality for the confused elderly which has been .
widely recognized in recent years is that of reality orientation.
According to Katz (1978) this is basically a re-educative procedure
whereby one person continually communicates basic information of
time, place, and person to another person who has experienced some
degree of confusion in his behavior. Folsom (1968) is credited
with originating this treatment approach, and the guidelines for its
use. Several controlled studies (Brook, Degun, and Mather, 1975;
Katz, 1976; Loew and Silverstone, 1979; Hbgstel. 1979) suggest that
the use of reality orientation techniques and groups can improve
the level of orientation of confused elderly patients. Some accounts
in the literature makqaa point of noting that patients demonstrating
distﬁrbances of behavior were excluded from reality orientation
groups because they interfered with the participation of other
patients or took the fu]l‘attention;of the group leader. Therefore
claims for the effectiveness of reality orientation may not apply
to patients who exhibjt antisocial or dangerous behavior. The
rationale for,reality orientation is that even 3n the presence of
organic brain disease, intact areas of cetebral functioning remain
- and can be approached by techniques of psychological intervention
whiqh facilitate relearning. Folsom (1968) and Kﬁtz (1976) assert
tha{ even where chronicity of primary symptoms is found, reversi-

bility of some areas of impairment may otcur.

Several other treatment modalities which invo]ye the deliberate
use of various types of sensory stimulation have been advocapgd for
use with the confuséd elderly. RemotiéétiOn, resocialization,

attitude therapy, reinforcement therapy, milieu therapy, PREVLAB,

+ 3 :



sensory retraining, self-image therapy, and reality therapy are
described by Barns, Sack and Shore (1973). of these, sensory
retrainfng (Richman, 1969) and remotivation (Gibson, 1967) are
Probably the best known. The literature does not specifically
discuss their use and effectiveness with the elder]y whose behavior
is disturbed.

The use of behavioral therapies with the disturbed elderly has
been advocated bec;useof'theircompatabi]ities with other modalities
such as reality orientation, remotivation and the teaching of
Activities of daily living (Schaeffer and Martin, 1966; Hoyer, 1974;
Baltes and Zerbe, 1976; Blackman, 1976). The'difficuf@? in defining
behavioral therapi;; is discussed by Erwin (1978). Important
charéﬁteristics or defining properties of behavior therapies include
a close tié.to-learning theory and research, and the practice of _.
'operatjonalizing pgychologicaﬁ constructs by linking them to specific
behavior pafterns. Other techniques borrowed from experimental
psycholegy involve the establishment of a base rate so that the
frequency of a target behavior éfter treatment can be cbmpared with
jts pre-treatment frequency. The therapist may use a single case

experimental dé?ign to determine whether patients are being helped.

Behavioral therapies represent a theoretical model which is psycholo-

" gical, not biological. Problems are divided into their c&mponents,
and each component or symptom is treated separately and directly.
Tﬁe:behavioral approach implies that behavioral deficits may be the
result of envirommental deficiencies rather than the inevitable
con§equenées of aging. Since the‘émphasis is on actual behavioral

change, ig can be individualized and improvement can be increased by

10
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counting the actual increase or decrease in target behaviors.

The moral and ethical basis for employing or not employing
behavioral techniques is the subject of far reaching debate. Among
the major issues in this debate are the case for and against inforped
consent, and the use of deprivation. There has been Yittle concern
about thevissue of consent when reinforcement only was beiné applied.
However, the use of reinforcement to perpetuate a questiopable
status quo has received attention (Winett and Winkler, 1972; Krasner,
1976;_Erwin, 1978). In his discussion of issues dnvolved in obtaining
consent for treatment, Nay (1976) summarizes the major component; of
_consent which ha;e derived from legal decisions in the last decade.
Legal decisions ﬁgye defined items which, can be used as reinforcers
and those that should be provided noncontingently. Patients h@ve.a
right to a comfortable 1iving space, including a gpod bed, a closet
or locker for persoha] belongings, a chair and a bedsfde table, as
well as nutritionally adequate meals. They havé d right to receive
visitors, to attend religious Eervices, to wear their own clothing,
to have c]othihg laundered, to exercise physically on multiple
occasion§ each week and to be outddors on a regu]af basis. Nay (1976)
comments that thg courts have made the task of defining incgntives for
clients more difficult, in that a more elaborate assessment of
idiosyncratic ¢lient preferences and the way in which basic rights can
be satisfied must now be considered. However, he believes that such -
carefu1l& defined, individually tailored reinforcers are much superior

to those that are generally appliéd across 1argelgrouping§._

As recently as 1966, Cautela wrote that the Titerature revealed a

dearth of investigation and’ speculation concerning the application of



behavior therapy to the institutionalized geriatric patient.

During the following decade, this situation was dramatically
altered. Worthington and Glamser (1977) discuss three type¥®

of behavior modification that aré'applicébleAto the elderiy. |
Reciprocal inhibition techniques such as desenﬁitization; assertive
training and aversion therapy may be used in instances where fear
is the central component of maladaptive beh;vior. It is'suggested
that these techniques may be most appropriate“for use with staff

to help them become more comfortable in working with the elderly
and to decrease their resistance to change so that new methods can
be tried. Operant conditioning techniques focus upon the idénti-
fication of behavioral excesses or deficits and the modification of
these behaviors by the application or withholding of reinforcers.

Environmental manipulation, that is the deVe1obment of specialized

prosthetic eagi?onments, is also considered appropriate.

Operant techniques are among those which have been résearched
to the extent that claims for their effectiveness in particular [
situations may be made. The operant model 1s considered-to be one
of the most adequéte approaches to both research and interactiog with
the elderly (Hoyer, 1973; Labouvié, et.al., 1974; Hoyer, Mishara and
Riedel, 1975; Baltes, 1976). Target behaviors which have received
attention include ‘self-care skills (Libb aQSwS}Ements, 1969; Geiger
and Johnson, 1974; MacDonald and Butler, 1974; Baltes and Zerbe, 1976),
psychotic symptoms such as striking out and screaming (Mishara, et.al,
11973; Baltes and Cascombe, 1975), intellectual behaviors (Hoyer, et.
al., 1975), and social skills (Hoyer, et.al., 1974; ﬁzCIannahan and
Risley, 1975). '



. " Within the 1iterature, three types of studies 1n which operant
techniques are uéed‘with disoriented, demented or intellectually

impaired patients 1n institutions are described. A study reported
by.Steffy (1970)Wi; tfeica]‘ofAthose in which token economy procedures =
are applied across a group of regressed and aggressive patients in the :
back ward‘of'algéntal hospital. Two treatment goals were chosen which -+
would help staff look after the patients more efficiently. The 34
patients in the study had various diagnoses, many of which had

functional components, and remarkably, two patient;ﬁyere undiagnoeed.

The actual extent of organic iliness or depression was not noted;

however, the presence of both is strongly suggested in a section of

the rebdrt which describes an "accommodation” in the token ' | =
economy procedures which had to be made for a*groub of patients for

whom the procedures were "too demanding" (Steffy, 1970 p. 197).

Since Steffy and others who report simi]iar studies do not indicate

wh1ch patien€s improved, unanswered questions remain. In particular,

it 1s not clear whether promising outcomes occurred because patients )
learned how tO'cOpe with the expectations of staff, or because the

staff experienced a Hawthorne effect which allowed. them for the first

kind do not meet the legal and ethical standards referred to previously.

N \
"f~v’/ They provide examples of situgii::: in which group treatment and total
deTare inappropriate. ' -

’izjtime to reinforce health potential in the patients. Studies of this
o~

acceptance of a non-medical mo

An example of a second, and more acceptable, type of study, is
that presented by Pollock and Liberman (1974). Six incontinent, male
patients ranging in age from 61 to 79 years were ce:efully selected

on the basis of dementia resulting from organic brain syndrome, end

-



the ability to carry on %.simple conversation. After base line
| rates f# incontinence were obtained, treatment procedures'which |

ell.lnated any social reinforcement for incontinence were

instituted. .An aversive contingency ihaving patients conduct¥ o

their own clean-up activities after Deing incontinent) &nd

reinforcement for being dry were part of the treatment. Results

‘of the study were negative, leading the researchers to question

their selection of reinforcers, and to note gaps in the reinforce-
opent procedure because some patients were unable to find tﬂ!

bathroom The need for a shaping procedure to help the demena;t
. patients learn the series of acts which made up the target bengvior
was.recognized. . »

The ;bove study raises Ynteresting questions about the "

re]etionsh1p between memory deficits and social refﬁforcement.
Pollock and Liberman (1974) suggest that suojects with the least “iii
mental impairment would be most 11ke1} to develop a behavior such as i}
incontinence as a result of social reinforcement from institutional
stafff It is of particular interest that the only other studyxin
which behavioral techniqdes were employed with demented, incontinent
patients (Grosicki, 1968) was'ajso inconclusive. These studies make
a valuable contrfbution by sugcesting ways in which selection of

subjects, reinforcers and interventions can be refined. ,
~

A third type of study’is that described by Hollon (1973) in which
selective praise and Attention were used as reinforcers in individualized
programs with two intellectually 1mpa1red.pat1ents The target behaviors ;3
chosen were co—operative. self-helping activities which were fncomp-

atible with, and hence served to inhibit.,g}su;ptizg. unmanageable ;ii'

s
K4
: e
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behaviors. Such programs are highly acceptable from a professional
and ethical point of view. They are individually desjgned to take
into account a long range treatment goal for each patient. The

treatment program encourages staff to become carefo1 observers of all

otk ol e e

of a patient's behaviors in order to identify potential constructive

patterns which they can then encourage and reinforce. Interact\on

Bl i~ et

between staff members and patients becomes less aversive for bo%h( _ N
parties. The patient receives a benefit of special attention whiqh

leads to progress in physical rehabilitation. f /'

In summary, it is clear that operant techniques are an effective
means of modifying the behavior of institutionalized people including
the elderly. Behaviorai therapy is based on the premise that
behavior results from environmental contingencies and not illness.
However, it seems questionable to attempt to modify through conditioning, |
behavﬁors which may be 1rrevercib1e in the elderly gue to physical
causes. Few reports in the literature provide sufficient information

about the process for inftial assessment and selection of subjects to

permit generalization or replitation. There is the possibility that

reported results have‘appeareéQunusua11y encouraging because patients

were regressed due to$effects of institutionaIization and not organic

: disease, and were therefore capable of makinga1ogica1 adaptations to i
‘ altered contingencies. On the other hand, tﬁé potency of the approach

may be under-estimated if it has been applied to a group of patients

with organ1c impairment severe enough to interfere with learning simple

cause and effect relationships.

Cautela (1966) ommends an approach to the app11cation of

behavior therapy on a geriatric ward which appears appropriate in 1ight
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of current knowledge. He cautions that until controlled studies
Aare doné with geriatric populations, generalizations drawn from
work with the mentally retarded and the psychotic population
should not be assumed applicable to an elderly person funéfioning
in a maladaptive manner. The quality, intensity and scheduling of
reinforcing stimuli may differ with the geriatric patient, and
reduced sensory input due to the aging process and the reduced
conditioning rate in the geriatric patient may require a different

relationship between reinforcement and behavior.

Nursing Literature Considering the Elderly With Disturbed Behavior

Although nurses have probably had more OCéasion to work with

disturbed elderly patients than any other professiOn;;s, there

is 1ittle in the nursing literature pertaining directly to the

assessment of management of these pafients. Discusgions of how to deal

with patients presenting violent behavior.are available (Cobb, 1976;

' Coffey, 1976; Phillips, 1977)"but these seldom mention the elderly
specifically. The management of behavior_such as wandefing is
alluded to by various writers, and it is general]y agreed that -
interference with such behavior serves no Jsefu] purpose and may
éerve to further agitate the patient. The importance of habit and

. repetition in ward routine and activities of daily living have been
noted (Smith, 1970; Irvine, 1978). Several discussions of group
work with the regressed or institutionalized elderly are available
(Blake, 1973; Ebersole, 1976; Taulbee, 1966; Burnside, 1973; 1976)
but assessment and patient se1ect%on are considered in Vbry general .

terms.
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&ursing interventions relating to various theoretical models

within psychology have been described. Matheney (1966) discusses
"threats" to personality organization as a result of stroke.

Moses (1972) observes that denial, rigidity and counterphobia

can be helpful to the elderly if not carried to exiremes, and
recommends that nurses support the elderly in these defenses.

Chodil (1970) describes nursing interventions which are appropriate
for five different levels of sensory deprivation, and techniques,
for making and maintaining contact with the socially isolated have
"been addressed (Carlson, 1962; Harrison, 1968; Black, 1973). Nurses
have employed behavioral techniques in the treatment 6f physical
symptoms such as incontinence (Maney, 1976) or to reihstate activities
of daily living (Baltes and Zerbe, 1976). A behavioral model for
nursihg has been described by Walsh, (1976). Behavior modification
used in conjunctiqn with the'nursing process has been advocated

(Berni and Fordyce, 1973).

Ndrses have also been concerned with whether elderly patients
with disturbed behavior should be grouped together or segregatéd
from mentally sound patients. Although popular wisdom suggests that
integration of disturbed patients with the mentally sound is likely
to improve or maintain functioning in the disturbed group, this .
belief is not supported by scientific evidence (Fellam, 1961; Nathenshon,
'1969; McClannahan, 1973). Professionals who have attemptéd to work
constructively with disturbed patients express the view that segregation
is appropriate because of the stfess they cause mentally sound patients
in the same environment and because special programs for disturbed

patients Ean then be designed (Smitﬁ, 1970; Ornstein, 1970; Risdorfer,*

-

”~
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1970; Tuck, 1971).

In their research efforts, nurses have begun to examine
the effectivehéss of interventions which have been advocated
in anecdotal contributions -to health care literature. Studies
such as that by GrosickfﬁfiQSS) of a behavioral approach to thg

treatment of incontinence or Hogstel's (1979) study of rea]ioy

~ orientation with confused nursing home residents produced incon-

clusive results but lay important;methodqlooical groundwork .

Studies by Brown and Brown, 1970 and Nii}iams, Holloway ét.ai

(1979) which oirectly sought to identify the impact of specific
nursing actjvities on the prevention er amelioration of confused
states are especially interesting..- The work of Wolanin (1977)'

thch attempts to define confusion and develop ways of“measuring

it within a nursing context utilizes grounded theory methodology
which leads to theory generation. Iwovéategor{es'of cognitive

and social inaccessibility emergedwfoom“hek analysis of nurses' and
physicians' deScriptions of pétieots':behavior. ‘These categories may

provide a useful basis for assessment and intervention in the future.

. Summary of the Review of Literature:

- Disturbed elderly pat1ents most frequently present with a mu1t1-
p]ic1ty of physical and psychosoc1a1 problems Thorough and expert
medical diagnoses is essential as a means of 1déhtifying and
treating reversible causes of acute and chronic bra1n disease and as
a basis .for the selection of medical or non-med1ca1 treatment 1nterven-
tions. Theory deriving,from studies of sensory deprivation is osefu]
in identifying possible causes of confusion, disorientation and

disturbed behaviors in the e]derlyf ‘This body of knowledge has given
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rise to a number of useful treatment 1ntervent10ns which are begin-
ning to be formal]y evaluated. Behavioral models and 1nterventions
have been used in treating disturbed elderly patients Qyt require
formal evaluation particularly in regard to their appropriateness
and effectiveness with éémented patierts. Behavioral modé]srcan

be ‘expected to becéme increasingly valuable in staff education as.
well as in the treatment of patients. Both sensory deprivation
and behavioral theory have‘been‘applied to nursing practice and
research. Specific treatment approaches for the elderly with
disturbed behavior have not béeh adequately described or

Ueva]uated.

-

The Research Problem and Hypothesis

A review of literature pértaining"%o the care of institutionalized

k=)

elderly patients with disturbed behavior rafses more questions than
it answers. A pilot study c;rried out in the 100 bed auxiliary
hosp1ta1 which was the study setting- revealed that 53.2% of a samp]e
of 47 pat1ents had demonstrated behavior which was dangerous to self
., or others. There was an urgent need to improve the manggement of
these patients and staff. A decision was made to develop a treatment
prégram in which behavioral techhiques would be utilized with other

méthods to accomp]ish thfs goal. The program wasto be evaluated by

means of an exploratory and descriptive f1e1dvstudy

The research problem was to ascertain whether there would be improve-
ment in the behavior of disturbed elder]yrpatients with thé introduction
of a treatment program characterized by increased numbers of purposeful

interactions by staff with patients and the development of an
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individualized goal-directed behavior management b]an for each
.patient. It was hypothesized that 1mp;ovement in the behavior

of pa;ients would occur with the introduction of the progﬁam.
Improvement' in the behavior of a patient was operationally
defined as annincreése o:'decieasé in the fre&uency of specified
target behaviors as defined by.a total consensus of the patient L

care team and as recorded in the patient's chart.

Other Research Questions

Three additional research questions were posed. These were
as follows:
1. What will be the outcomé of»thg‘patient treatment program

as refleqted by the number of. transfers or discharges of

«§pecial care patients from the brogram and the hospital?

g 2. Are the treatment methods selected for use in the program

appropriatevand practical in the study setting and what,

if any, modifications in the program are indicated?‘

3. Are the staff in the study setting willing to learn and
_ imp]ement behavioral approaches to the management of

disturbed eideriy patiehts?-

Questions one and three were to be answered on the basis of one years'

"~ -experience in the program. 3Que$tioh two was to be answered on, the -

basis of four months' experience so that any modifications deemed

neceséary could be incorporated for the fina] eight months.



CHAPTER THREE
THE_STUDY SETTING AND SUBJECTS

k The study was carried out in a designated 20 bed area of a
100 bed auxiliary hospital (Lethbridge Rehabilitation Hospita])
The rehab111tation activity as evidenced by the number ‘of year]y
admissions and the length of stay was greater than in most aux111ary
hospita]s in Alberta!Staff1ng 1eve1s were average when compared to

2

other hospitals, although a consulting geriatripian had repbrted

that a1l departments were inadequately staffed (Irvine, 1979).

An appiication of the critical intident methodology (Flanagan,
1954; Flanagan and Schmid, 1959) was employed in a pi]ot‘study-to
objectively demonstrate the presence of patients with disturbed .
behavior that m1ght be harmful, threaten1ng or destruct1ve to them--
seTVes or others (Appendﬁx A). Cr1ter1a for disturbed behavior were
deve]oped in the pi1ot study These were used to select patients for
a treatment program wh1ch was implemented in the 20 bed area des1gnated
as the spec1a1 care unit. 0ver a one year period, 45 pat1ents ‘
demonstrated critical behaviors which met the adm1ssnon cr1t1er1a for v
the. program (Tab]e 1). Q.é |
| N
A maJor1ty of pat1ents in the study group demonstrated behav1ors
'.def1ned as dangerous to themse]yes or others. Most pat1ents were -
referred‘from atuteacare hospita1s;v Others came from‘ndrsing homes or

commdnity settings. (Table 11).

1. Qanadian Hospita] Directory, 1977

Statistics Canada Hospital Profile, June 30 1977 and Alberta
Hospitals and Medical Care Level of Act1v1ty, Staﬁf Ut111zat1on
. and Cost Indices, June 30, 1977 ' .
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TABLE 1

REASONS FOR ADMISSION TO SPECIAL CA%*

Critical Behavior Resulting
in Admission

Number of Patients Admitted
over a One Year Period

o

1. Withdrawl, psychosis or
suicida];?ehavior

13-

2. Extreme agitation or
.constantly noisy

13

3. Outbdrétﬁ of .physical e
aggression toward other
_patient7 or-staff

4 . Constan involving attempts
1. to 1ea@e the hospital or
interference with the rights,
privacy or possessions of °
other patients

12

5. Refusal of ‘essential care
or medications

6. Bekavior pattern is the reason
why \progress toward other

rehabiNitation goals is not
being. made or why patient
remains in:hospital

27

7. Behavioral assessment is
indicated.

P

* Some patients exhibitedmore _thé;l one behavior disturbance

22
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° SOURCES OF REFERRAL

. TABLE 11

OF PATIENTS

- IN_SPECIAL CARE UNIT

Source of Referral

Number of Patients Referred
over a One Year Perind

HoMe or Senior Citizens'

TOTAL

Lodge 13

Nursing Home ‘ ® 11

Acute Care Hospital f 21
45

TABLE 111

AGES OF PATIENTS IN S

PECIAL CARE UNIT

Agé‘Group by Years

Number of Patients over
a One Year Period

20-29 3 .
30-39 . - - 1.
40-29 ; 2

50-59 —— 3

60-69 ' | 6

70-79 o

80-89 | 12

90-99 - 1

TOTAL -

45

23
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A majority of patients were over 69 years of age (Table III)
although some young adults or middle-aged adults witn physical and/or
mental handicaps were included because they had’%fzgnstrated
’?cr1t1ca1 behaviors. The minimum -age was 25 years; @aximum age was
.95 years, - The mean patient‘age was 69.8 years. Twenty-four females

and 21 males were included in the study group.

Most patients in the study had three or more medical problems
of a physical nature. Only 28% had a primary diagnosis which
suggested the presence of a behavior problem. This percentage was

- even lower than the'53.3%'noted in the pilot study and ‘suggests that

the inadequacies in medical and nursing assessment noted in the  >W,A,.~—~

o

hﬁzﬁrﬁiEE?E;E; were

ary diagnoses were added the: percentage

Titerature were present in the settings

refenred. When the

ients whose reported medical condition indicated the possibility
: “~

of behavioral prob]ems rose to 62 2% Many patients presented with

“of

| more than one funct1ona1 or physical def1c1t These arehsummar1zed
"v’/ Fal

in Table IV.

24

Tab]e v presents the extent of visitor 1nveﬂVement with pat1ents

" in the study-group. These figures ref]ect & w1]11ngness of fr1ends

or relat1ves to remain involved with patfents despite their

'

7 T F
antisocial or disturbed behavior s g
Yy
S d
B - //‘
~ - ‘ .,./’y : o \
7 ’ 14 //
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A TABLE IV
SUMMARY OF FUMNCTIGNAL AND/OR PHYSICAL DISABILITY OF
PATIENTS IN SPECIAL CARE UNTF*

Type of Disability QNumber of Patients with
7 Disability in a One Year Period
BLIND 8
Vision severely impaired 4
S Vision moderately impaired 4
DEAF ' 8 &
Hearing severely impaired 1
Hearing moderately impaired 7
APHASIA | 13
Total ~ b 5
Partial 8
INCONTINENT a | 21
Always \ 4
Sometimes : _ 17
_REQUIRE FEEDING ; 20
) Always . 12
Sometimes ‘ 8
3 -

HEMIPLEGIA J 1
QADRIPLEGIA /(| N

* Some patients have more than one functignal br physical disabi]ify.

TABLE V |
VISITS BY RELATIVES OR FRIENDS
TO PATIENTS IN SPECIAL CARE UNIT

/

~Visiting Pattern - - ﬁumber of Patients
Patients with no regular 15
visits (monthly or less)
Patients with regular ‘ 15
weekly visits S _ ,
Patients with regular ' o 15
daily visits . N

~~ » /



, CHAPTER FOUR
PROCEDURES FOR BEHAVIORAL MANAGEMENT AND DATA COLLECTION

Process and Content of Treatment Program

q

A 20 bed area within the hospital was designétgd as a special
care unit. A program was developed which employed several group
treatment approaches to the confused elderly which have received "
attention in the literature. Various policies, procedures and process
tools were developed to implement the program:'.These materials and
information about how the program was imp]emenéed are presented in

_ Appendix B. | )

: | ‘ S |
" Behavioral criterii'which had been developed during a pilot study

| nts who wou ed—to—th4"’“”’//{///l
were used to select all patients who would he admitt € special ,

care unit. An external expert assifted with the initial selection of

patients according to the admission criteria. The criteria for —
admission to the special care unit were as fol1owsi//;///12<,,///’i::j/i;/
1. Withdrawal, psychosis,‘it/fgjgidcT/Egﬁ;vior; /x//////////i\

2. Extremely agitatedwqffzonstanyly noisy.

/ 3. Outbursts of physical aggression{toward other patients L]
o staff. S ST |

4. Confusion, involving attempts to Ie%ve hospital and/or
' ‘ : ‘ ' .. e .
// interferengg,with rights, privacy or posséssions of other patients.
-/ . 5. 'Refusal of essential care or medication |
_.6. A behavioral pattern which 1nterfered with progress toward
other rehabilitation goa]s.or was the reason why patientAremaine& in
hosbftal.'. - .
7. A behavigral assessment was indicated.

26
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If, during the initial few weeks of hospitalization or later, there

was a consensus among the interdisciplinary patfent care team that a
patient demonstrated behavior meeting these criteria, the patient M

was transferred to the 7¢ecia1 care unit; At the time of admission

to the special care unit a Patient Profile was completed (Figure 1).

The particular behavior resulting {n the patient's admission to

the unit and the admission criteria to which it corresponded'were

.

recorded on-the Pat1ent Prof11e

’ lndividua] P]ans for BehavioraT Management

-»Fol1ow1ng admission of a patient to the special care'unit, -
o
systemat1c assessment of behaviors which had resu[tggﬂjn/adnnSETbn to
the unit was 1n1t1ated*«—The'ubj cfiﬁé*ﬁf*this assessment was to

/_::::/»/*’é§f35i;;h~thE’prec1se nature of a behavior, its frequency, antecedents
i and consequences. A form for the assessment of critical patient
behavior was developed for this purpose and is shown in Figu:e 2.

This assessment of behavior provided the necessary baseline information

which could be used to formulate and evaluate a behavidraJ‘management

V4

The 1n1t1a1 period of behav1ora1 assessment usually took two weeks

plan.

although in some cases the period was longer. Informatwon gathered during
the assessment. period formed the basis for a behavforalrmanagement plan
for each patient. - These plans were developed by registeredinurses using
‘1nput from other‘brofessiona] and non-professional-staff memBers. The
most valuable input for these plans frequently came from the’%ursing

- aides or attendants who spent the majority of their working day in directh

" contact with the patients. "The format for the behavioral management plan -
is shown in Figure 3. The purpose of the plan was to provide staff with
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specific 1instructions which would enable them to use interaction

and other types of reinforcement to achieve the goals of _care and

heTp retrain the- patient to socia]ly acceptable and reality

oriented behavior. Each behavioral management plan consisted. of

four parts: the behavioral goal, descriptions of target behaviors

to be increased or decreased, directions for staff respcnses to

the patient's behavior, and Progress notes relevant to the particular

behavior.

Choosing the -Behavioral Goal and Target Behaviors

- The behavioral goal was explained to staff as a general statement

_of what the patient might eventually hope to achieve, such as:

Will learn to accept feed1ng. toileting or morning care
from any member of the staff

or
Will regain a sense of privacy and request nurse - to

draw curtains around her bed before she uses the
bedpan.

The target behaviors chosen cod]d‘all rglate to the same’Egnﬁ al goal,

or they could relate to more than one Qoal The target behavwors were
interpreted to staff ‘as small steps that could help the patient reaan
the goal. For example”“going on outings with the recreation department
>would have to be prereded by learning to etk and drink in an upright
position. remaining dressed and continent for Up-to two hours, etc. In®
sele&ting the goal, the or1gina1 reason for the patient's admission .to
the special care unit was considered.

An attespt was made to identify two’"positive” or neutral target
' * ' . : - \ ' hd

-
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|70 Increase .the Following Behaviors:

.| Home or Permanent Residence:

General Goal of Care in Letkb;idge Rehabilitation Hospital:

'§h‘ ReaSoh for Admissiqn to Special Care Unit:

FIGURE I
PATIENT PROFILE ‘FOR SPECIAL CARE UNIT
¥
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Name: ' Date of Birth:

Next of Kin or Responsible Person: Nape: Te]epﬁone
Address: Telephone

Other important Social Contacts:

Atfending Physician:

Other Doctors Who Have Visited or Consulted:

Details of Admission-to Lethbridge Rehabflitation Hospi'tal:
Date:

n

E.D.D.

Reason for Admission:

Health Deficits Present:

0

oy

© /

Sfhon, v
Ly

R
e N .
A

i o :
T SPECIAL CARE PROGRAM GOALS

il

&

1. . m
2. o o e }
To Décreaﬁe.thg Following Behaviors:

1 * ‘va : . . | N f

2. .




30

FIGURE 2

FORM FOR ASSESSMENT OF CRITICAL PATIENT wm=><~ox

NAME : AGE:

Tmc~n>r CONDITION:

ADMISSION DATE:

. o Exacty Events Leading Up
Critical Behavior | -Date Time " To Behavior

Description of
Behavior

Events ﬁoddoztwo
Behavior

Staff
Member
Observing
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FIGURE 3

BEHAVIORAL MANAGEMENT PLAN FOR SPECIAL n>xm.cz~4

NAME :

>mmu

ADMISSON DATE®

MEDIEAL CONDITION:
BEHAVIORAL GOAL:

Behavior To Be
Encouraged

Staff >nn¢omm - Environmental
Consequences

Behavior To Be
Ignored or Discouraged

Staff Actions - Environmental
Consequences

—




behaviors for reinforcement. The two behaviors perceived to be
most problematic were Slg? identified. It was not always possible
to identify two behaviors\?h.each category. General stereotyping
and labelling of patients as "confused","violent", “ a problem". ’
"dirty", "1napprdpr1ate"; had been common. The existence of
"positive" behaviors or~héa1th potential had tended to be ignored.
Of necessity, considerable amgunts of attention, sometimes.of
sevéral staff at once, had been~pa1d to behaviors such as
incontinence or striking opt. Behaviofs such as swearing, spitting,
masturbation, spilling food or drink resulted.ip va(ying amounts
of staff attention, sometimes involving physical contact and
“usually verbal fussing and scolding. Undesirable beha@iors Were
viewed as inevitable and irreversible aspects of the overall
stereotype applied to the patieﬁt.:'The exercise of identifying

N ,

target behaviors for reinforcement drew attention to aspects of

behavior which seldom had received reinforcement.

Py}

Selection of two target behaviofs to be decreased was some-
times difficult because so many problematic or antisocial béhaviors
_ were present. Learning to describe the behaviors in concrete terms
had immediate benefit in that it eliminated the use of stereotypic
words which had served as cues for staff responses. Having to choose
the "worst" behayiors from the patieht{s repertoife resul ted in 2 J
sharing of Valueéﬁand feelings and frequently revea]eq that not all
staf} members re;ponded the same way to the same patiént or even
the gamecbehavior. It was frequently possible to.determine by
consensus that behaviors such as sweakiﬁg or masturbation were

Ciegy

prob]éms to ‘the staff but not necessarily to the patient, and then
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to gain agreement to ignore such behavior. Behaviors which inter-
fered with the rights, safety or privacy of others céuld not be
ignored. In these cases, specific directions for staff to follow
were developed to 1imit the amount of social reinforcement being

given while resolving the situation. Staff were instructed td

write the four target behaviors chosen on the Patient Profi]e

and then 'to complete some behavioral management plan for each of the
target behaviors. The Patient Profile and the behavioral management
plans becane;Permanent parts of the patient's recordland were used

as the major source of data for the study.
&

The columns on the behavioral managemeﬁt plan entitled "Behaviors
to be Encouraged" or "Behaviors ;6 be Discouraged? contained a detailed
description of tﬁe target behaviors. Staff were jnstructeq to consider
the questidns "What will the patient be able to db?" and "When, how
often or tnder what circumstances will the patient perform the specified
behavior". General statements such aS “increase social eértia.'ltion"
were to be avoided in favor bf a more specific.statement such,as-"wili |

voluntarily come out of room after being invited onc% by staff."

In the column "Staff Actions or Environmental Co sequehcés" specifié
imstructions to guide staff interaction with the patient werg written.
" The 1nterpersonal or environmental factors which mlghk have been he]plng
to encourage or maintain a problem behavior were cons1dered Character-
istics of effective reinforcers were reviewed with staff and much time
was spent deciding upon appropriate reinforcers for each patient. There
wefevlimited numbers of reinforcers which could be totally contro]led'by‘
staff; for exaﬁplé, visits by physicians, which weqe.reinfofcing fér ;;ﬁe,

patients, tended to occur either at random interva1$ or after the patient

i
;
/
K
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had problems, Some reinforcers, such as visits by family members,
could not be administered immediately after a behavior had occurred.
Diregtions for stafflggsponses were to be as specific as possible.
An example of such a direction is as follows:
Whenever Mk. X makes a request or initiates. conversation,
Took directly at him, give your full attention for a few
minutes, respond, using his name, and giving praise, e.gq.
"I'm glad you asked me to‘help you, Mr. X." :
In some cases a more detailed shaping prdcedure which would help to
resocialize or re-establish activities of daily 1iving would be -
spécified." An example is as follows: | .
1) Set Mr. X up at the table not facing a window
(He sees better when not facing bright 1ight) B
2) Place cutlery on right side of tray where he |

can reach it with his good hand. : '

3) Place napkin in his'lap and remind him it is
.there. .

a

..-.4) Name each food as you give it to him and ask
him to tell you how it tastes.

~5) Alternate solid food and fluids, etc. ’ —

In completing progress notes, -staff were directed to note the date; time,

r

place and others who were present as well as the words or actfons of the

_patient which were considered significant in relation to the‘tarqgt

" ‘behaviors.

| 4
o

—~—

Once the beha 1ora1'mqpagement plén was finalized it waé'dichSSed ’

with the patient an his or her significant othérs. The responsible

'persoh‘was aske& to lign An'informed consent for the participation of"

' the patient inmthe*program. The plan was then put into effgct. Weekly

A0

~ conferences of team members in the special'care unit were held to .
. "et‘

"discuss progresé being made toward the treatment goals and, where .



necessary, to revise the treétment approach. = The conclus1on as to
whether target behaviors were 1ncreasing, decreasing, or rtmaining

constant was the verbalized and recorded consensus of the tota]

| treatment team.

Individual Care and Activities of Daily Livingc

'_ Because of'the_high degree of functional diéabflity ofipatients .
in the speciél care unit, individuai care activities.end assietahce
with the activities of daily living (A;D.L.) consumed a major portion
of staff'tiTe. “Staff-patient tbntactsvas‘phyeicel care was béing
provided or supervised Qere thus of critica],jmhortance and provided
many oppqrtunities to observe behavior and:respond‘to the target

behaviors in accordance:with the behavioral.management plans.

In general the special care program used‘ectivities of dailyf
living as a vehfq]efte enhance the dignity of the patients by
offering Chotcés~and'reinforcement or by teaching'ski]]s While the
.target behav1ors represented appropr1ate short ‘term goals of care,.
these needed to be-eons1dered in relat1on to d1agnos1§ and prognos1s.?

Since staff had reason to believe that discharge was not a realistic

\

' goal for patients in the program, long.range goals that addressed the
- oy L4 . . . .

quality of life'for_the.patient in the institution were important,
both for the well being of hatients ehd td mafntaih the’morale

of staff. H1th respect to funct1ona1 ab111ty, pat1ents in the special
'care unit cou]d be: d1v1ded into four types Thgse types and the

focus of" persona] care are shown in Figure 4.

Other Components of the Treatﬁent-Program

In ad¥ition to their individualized behavjoral'management plans,

!



FIGURE 4

FOCUS OF CARING ACTIVITIES FOR FOUR TYPES OF PATIENTS

- IN THE SPECIAL CARE UNIT

Focus}of Caring Activities

Type'of,Patient

Young or Middle-Aged Adult,
Menta11yAHandicapped '

teach self care skills

teach social and. decision-
making skills with awareness
of consequences

- .encourage choicés and develop-
‘ment of 1nd1v1dua11ty g

- Middle-Aged Adult,
.Physically Handicapped

maintain or improve se1f ~-care
skills .

maintain choices and areas of
control where possible

‘prevent complications

improve social skills

Elderly Adult,
Mental]y Handicapped

maintain or improve self-care
and social skills
maintain choices and areas of

.control where possible

o Elderly Adult,
Mentally Hand1capped
and Phys1ca}1y Dependent

- maintain or imp

e self-care
and social skill ‘
prevent complications

most pat1ents were involved 1n a more st1mulat1ng and. act1ve da11y

'rout1ne than had been the case before the program commenced

act1v1t1es were added

refreshments served in the solarium adJacent

to the1r un1t therapeutic act1v1t1es organ1zed three times - -a week

by the occupat1ona] therapy department, 1ncreased soc1a11zation,

some organ1zed act1v1t1es in ‘the evening, and spec1a11y des1gned :

5outings for physica]]yﬂab]e patients.

" In addition, ‘some patients

~in the unit participated in-realfty orientation or remotivation

groups. R ‘

Several

36
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INustrative Case Studies : )

The Case of Mr. F.

ﬁr- F. was a 1arge man'in-his early seventies who had a number | -

of med1ca1 cond1t1ons 1nc;ud1ng diabetes, arter1osc1erot1c heart
d1sease, obes1ty, cataracts (blindness in one eye), and degenerative
‘arthr1t1s. He was admitted to hosp1ta] because he had cancer of the
rectun and~was not expected to live more than a few months At the
'time 1f his adm1ss1on, he was . phys1ca11y strong, although confined

to a whee]chaxr, and had fr1ghtened other pat1ents by dr1v1ng his
whee]cha1r against the1rs or shout1ng He had struck at staff w1th
his cane on several occas1ons " and was cons1dered a cand1da'e fo-

, adm1ss1on to the spec1a1 care unit under cr1ter1on No. 3: "Qutbursts

of physical aggression toward other patients or staff".

Mr. F's pride_fn his.persona] appearance was considered an
appropriate targetwbehavior“for refnforcement Another behavwor to
b‘_ be re1nforced wasask1ng prompt]y anw appropriate]y for what he needed . -
from staff since\spme of his outbursts occurred when his requests

~ had not ‘been attended to 1mmed1ate1y -Striking out, rammlng others
with h1s cha1r,vor loud shout1ng were identified as target behaviors
to be decreased. Staff @ct1ons -to encourage the p051t1ve behav1ors
| included pra1s1ng h1m for a well groomed appearance and mak1ng a’
po1nt'of ask1ng if there was anythlng he needed. This was part1cu1ar1y
| important with respect to_analgesic medication which he did‘not-reqdest
although it could be'assumed that he had pain. This medication was -

offered regu1ar1y. , -

-

‘When Mr. F. struck at*someone or shouted, he was to be wheeled to a
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| location_away from othérs ahd ]eft alone. Although one staff meﬁber

could wheel hj§ chair, a second one was to be available. No scolding .
~ or conversation with Mr. F. was to'occur until fifteen minutes after

the ou;burst. ‘If he refused to co-operate with hecessary care, Mr. F.
would be told that he would not receiVe the whiskéy)ordéred for him

by the doctor. The behavior of Mr. F. partially imprqved and staff

became less afraid of him-as incidents‘of striking out decreased. l
He,contfnued to shout occasionally. His physical condition slowly |

deteriorated and he died 6 months after his admission to the unit.
\ 4 .

The Case of Mr. G. . | - /

Mr.'G. was a 39'year old Hungarian refugee who.became 111 shortly |
_after his.arriya] in Canada. He was quadriplegic, probably AS'a N
| fesu]tfof multiple sclerosis. Fof many years he ha&‘not beén dreséed
“or out—of the hospital and had_beén féd his meals in bed. He had
developed a habit of'ioudly,gfinding-his teeth whfch~made 1t'impossib1e
to place him in a room with other socially aware patients. When

. distres§ed by something, he hédiwhat the staff referred fo as "temper.i

, tantﬁums" which involved spastic, erthihg'hovements‘which made it
._‘impossiblévto approach or do anything for hfmg_ It_was4as§uﬁed that he
could not speak Eng]ish but that he was oriented to reality. He had
shown some inéreased sQCial aéteéSibiTity.thrquh one-to-one contact with
a student summef{emp]oyee over a gevéial month period -and he was |
admitted fo the special care unit uﬁder Critérion No. 3 and No. 6:
. "Refusal of essential care or medicatipﬂ'aﬁd“Behaviora] pattern is the
- reason th other rehabilitation goals (in this case social goals) are not
:being met“?» Teeth grinding was identified as a behavior tovbe discou;aged:

- Staff were instrg@ted-gﬁjhsk him once if he cou]d stop. and fo avoid
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p]écing him in any gfoup situation where he might become the center
of attention since this increased the grinding. A behavior to be
encouraged was "appropriate social response to other patients and .

staff". Instructions forrétaff related to this behavior were:

Initiate conversation gnd interaction. Tell him about yourself.
At social events situate near Mr. B. Ask questions which can
be answered by yes and no. Give him your complete attention
when interacting with him. Talk to him as an adult. Call

him George instead of Georgie. Situate so as to facilitate
social interaction. - Do not leave him alone facing outside

in the solarium. To become friends approach him when there
are no other people around as he tends to get nervous with

a lot of people paying attention at one time.

Staff response to the "temper tantrums" was to be as %p]]ows:

Attempt to determine if there is something he wants by

asking questions which can be answered by yes or no

motions of the head. ' If he indicates no causé"

and you can't‘determine it, isolate him in his room

behind the curtain. Remove all stimulation such as

T.V. Leave him for 15 minutes and return. If he is

calm, return him to the activity he was engaged in and

“provide a few minutes of conversation. o Lo ‘
Another behavior to be encouraged for Mr. G. was eating while Eitting
up in his chair. A shaping procedure initiated by one staff member

and gradually extended to ihc]ude'others'ﬁas develobed.

» Over a period.bf several months teeth grinding decreaéeq and

- Mr. G. became more able or willing to indicate his needs by shaking .
or nodding his head in response to staff questions. The tantrums

; decreased, he became more comfortable in social si;uatioﬁs with other
' bétientS‘and'he accepted being fed sittfng up. in his chair. He was i
éventué]]y,transferred from the special care unit to another, less
‘inténsiyely staffed, area of the hospitai. Diséharge to a nursing home

was not possible because of his degrée.of physical depéhdence.
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- The Case of Mr. H.

Mr H. wa;\éﬂm\tted to the hospital some months follow1ng a

stroke when his wife tomplained about his "v1o]ent" behavior.

He was unab]e to walk but\had the use of one arm. He had

| \cons1derab1e d1ff1cu1ty with speech compounded by the fact that his
or1g1na] language was Ukranian; ho ver,he could make himself
‘understood "He struck out at staff on vera1\gtcas1ons while tney
were bathjng or dressing him, and was admitt _'} e special care
unit under Criterion No, 3: "Outbursts of physical_aggression toward

other patients or staff".

The target behavior to be decreased for Mr. H. was striki
Staff were instructed to interrupt care and leave the room nhen this
behavior 0ccurred Behaviors to be encouraged were attempts at
speech and self- feed1ng Since Mr. H. had almost comp]ete]y given
‘up feeding himself it was necessary for a staff member to work with
him on a- one- to-one bas1s A shap1ng procedure, similiar to‘that
descr1bed on. page 34 was.developedtand instituted. 'Over.a‘period of
severa]vmonths, incidents of strikin§ out became non-existent. Mr. H.
spoke more frequently and.reveaIEd a sense of humor and enjoyment duiing
'grdup activities with other patients. He began to feed himself and
eventually would do ea;fdr.any member of the steff it his tray was'set
up pr0per1y. He was first transferred frbm thelspeeial care unit tq a
less intensively staffed area of the hgspitel and fine]ly to a nursing

home where he made a good adjustment. s

Data Collection jn Relation to the Research Problem

‘Data relevant to the problem were collected for each patient from



several sources. The medical and nursing histories taken before or

at the time of admission to the hospita] the medicai progress notes
and the nursing notes in the patient record were used to initially
;Jdentify patients whose behavior met the criteria for admission to

the special care unit. The reason why each patient was admitted to

the unit was recorded on the Patient Profile. The Form for Assessment
of Critical Behavior recorded the baseline record of each target
behavior. Target behavioﬁé?tnd the approaches used in response to them
were described/invdetaii on the Behavioral Management Plan for each
patient The patient s behavior relevant to the target behaviors was 4.

recorded on the progress notes.

behavaor would+shave been compared with frequency counts o same

Idea’l]y. numericai pre- treatment frequency counts for 3target
behav1or at various measurement points during the study as a means of
documenting improvement, This was not feasjbie in view of the number
of personnel working with 'and observing patients.. Furthermore, the
]imited time for any but direct patient care activities meant that
keeping written records could not be given priority Improved patient |
behavior in this study was defined as an increase or.decrease in the
' frequency of one or more target behaviors Since the target behaViors)
as perceived by staff were the reason patients were admitted to or
" remained in the specia] care unit, staff preceptions of improvement in
these target‘behaviors were considered a suitable, albeit less prEcise,_

data source. o ‘ o : -

Weekly conferences were conducted by a registered nurse. and included

all tevels of staff working in the special care unit. A consensus of all
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staff in the unit was important if qonsistency in implementing th,,**-
behavioral management plans was to be achieved. Since staff had to -
Hve with the consequences of thefr own décisions and recommendations
at the conference and since the group varied as staff had days off or
rotated to other shifts.;there was control of bﬂas in the .consensus
development process. Recommendations for transferring paf‘ents from
the unit or discharging them from the hospital griginated at the un‘t-.
Tevel patient care conferences and were taken ?orward to a hospita]-
wide interdfscipl1nary'conference P]acement d cisions made at the
hospita]-wide conference were minuted to meet roquirements for hosp1ta1
accredftation. The adjustment of special care pat1ents after discharge
or transfer constituted a valuable validity cthk of staff members’
perceptions of patient jmprovement. - § |

i

Data Collection Related to the Qther Research Questions
The firkt research question had to do with'&he outcome of the

treatment program as 1t was ref]ected by the nudber of transfers or
discharges of specinl care patients from the unit and the hospital.
4Statistu£s uere kept to Hocument transfer of paffients from the spectal

care unit to another area of the hOSpitel or d harge 6f SpeciaTacare
patients to communfty settings (their homes oral.Senfor Citizen's Lodge)

or to nursing homes. Since the rate of disehaé;e or transfer for behav- ;
jorally disturbed patients prior tq the introduélion of the speciaL care ‘Q
program had been zero, any improvement in this rate for this groupn

. 8

patients nas considered indicative of a posttive program outcome

" The second research question was concerned with the effectt;;ne;s of
G
the gnoup tr&utment methods chosen for the program It also sought to
1dent1fy ways in which the program should be modtf\ed Records uere kept.
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noting patfents? responses td various types,of?stimulation and to the

‘grOuﬁ‘activities In addition, staff comments and anecdotal

1nfonmation qontributed to the- evaluation of progrem dffectiveness.

The fina] research questiqgn was concerned with whether the staff
! [

of the unit demonstrated a willingness to learn and implement behavi-

2

: ora1~aoproachesf1n.the,management of behaviorally disturbed elderly
~ patients. It was assumed, and indeed, hoped, that a Hawthorne effect
= Ve ' 0 . e N N

.would occur among the staff.. A1l levels of stﬁff were encouraoed to

record their observations of the patients in wr1t1ng, where formerly

narrative records ‘had been written on]y by the profess1ona1 staff,

Evaluation of the pr@%ram using the written records as a data source

would have required a level of research funding and capab11ity that

was ndt possible within the setting where there were few professiona]s

o

' _care. For simi]iar reasons, no formal attempt was made to measure

attituderchange in the staff Hovaer, subjective impressions gained

’ from patient records and from the behavior or comments of staff were

recorded anecdota]ly where possible to provide a sense of the process

gand.the_milieu-within which the program evolved.

4

#
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A

and where S0 much staff time: was taken up by the necessit1es of physica1
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CHAPTER FIVE
RESULTS, DISCUSSION AND IMPLICATIONS FOR FURTHER STUDY

Results Related to the Research Problem and Hypothesis

The -research problem was to ascertain whether there would be
improvement in the'behavior-of disturbed elderly patients with the
introduction of a treatment program characterized by increased numbers
of purposeful interactions by staff with patients, and the deVelopment
of an individualized goal-directed behaVioral management plan for
each patient. It was hypothesized that improvement would occur with
the introdhction of the program. Forty-five patients were admitted to
the program over a one year period. Table VI'shows that(23 outaqf.the
45 patients, or 51.1% showed some improvement. The three mentaily
handicapped young adults had shown imgrovement but remained in the

special care unit, A total of 19 patients had improved sufficiently to

- Yesult in their transfer out of the unit. These results supported the

| hypothesis.

Results Related to the First Research Question

o«

The first research question was concerned with the outcome of

treaiznent in the special cara unit as reflected by the plac&nt of
patients at the end of one year. Table VII shows that at the end
of one year, four, or 8.8% of patients had improved sufficientJy
to warrantqtheir discharge to communi ty settings ‘A total of 10
patients or 22.2% ha¢ improved sufficient]y to result in their )

trani’er to nursing homes. Prior to introduction of the program
and study, there. ‘had not been. any discharges of patients

“with disturbig Behavior. A discharge rate from the unit of 31.1%

oy
al . - .
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OUTCOMES OF BEHAVIORAL

TABLE VI LT e

- . >

‘.
)
)

MANAGEMENT PLANS IN THE %ﬂu? CARE UNIT

¢

.

Patient Qutcome

- v

. “Number of Patients After 12 Months

No improvement in target behaviors; maintained under ’ 13
supervision of special care unit "

some *aowo<oaw=m in target behaviors but remains on _ . -

special care unit - . .

Improvement in target behaviors to permit transfer | . _ 5

out of specfal care unit .

Improvement in target behaviors to allow discharge 14

from hospital ; . S .
Deterioration of n:&nmnmd.nosadﬁmoz determined ) : 4 ’
transfer out of special care unit -

Deceased ' ' mA -
Total . 45 .

* Includes mentally handicapped young adults

** A1l were over 65 years of age



TABLE VII
PLACEMENT OF PATIENTS FROM SPECIAL CARE UNIT

AN

4

Location of Patients Number of Patients Over
A One Year Period

Remained in special care 17
unit

Transferred from special
care unit but remain in E 9
auxiliary hospital -

Transferred or awaiting . \
transfer to nursing , 10
home .

Discharged home or to ' S
Non-institutional ' o 4
community setting ‘ o

Deceased o -5

Total 1 + 45 .

was therefore considered & very positive outcome.

Results Related to the Second Research Question

The second résearch question asked~whether the treatment methods
seiected:%br use in the special care prégram were suitable or éﬁould be
modified. .For the inftial'four months of the program, aides wére asked
to rate the patieﬁts' respénse\to music, viéua1 and infergg'sbna]‘
stinulatiof. Table VIII shows that most patients either indicated *
interest or~respdnded iﬁ ;omé fashion‘to these stimuli. Inferpersona]

46

"contdctAappeared to be the most effective fbrM‘bf'stimulation for these
. . * ) . LT [ : -

ta .

- patients. S e o | N
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TABLE VIII

RESPONSE TO STIMULATION BY PATIENTS IN SPECTAL CARE UNIT OVER THE

B

INITIAL FOUR MONTH PERIOD

-

wo=m<dow vmnwmas

Type of Stimulation

Music .
(24 Participants)

Visual
{26 participants)

" Interpersonal

Remained passive

4 out of 24

4 out oﬁ.mm

(26 participants)

2 out of 26

or unresponsive ‘
. (2 patients had (1 patient was in
difficulty. seeing) a catatonic state
Indicated inter- 7 . . :
est and/or 8 out of 24 13 out of 26 9 out of 26
attention : ,
H /r
A L
Responded and/or 12 out of 24 '9 out of 26 15 out of. 26

participated

\

-
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Aides were also asked to assess the degree of patient participation
in the various group programs. Resuits are presented in Table IX. The
 results indicate that during the initial four months, ‘a majority of
patients demonstrated interest or actively responded in the groups.’ Thej
experience during the initia] four months of the/program suggested that
the types of stimulation and group treatment methods ‘selected were appro-“
priate Some minor modifications in the program were made at the end of

the fourth month and the program was ;ontinued

ResuitsrReiated to the Third Research Question ‘ o

~ The third research question asked whether the staff of the hospital
were willing to learn and implement behavioral approaches to the manage-
ment of disturbed eideriy patients. It was noted in Chapter IV thdt no
forma] data collection related to attitude change or learning among the
staff was p0551b1e but that subjective impressions wou]d be reported.
A useful structure within which to conceptualize the special care program

as a learning experience for staff is provided by'the Taxonomy Of-Educa-

_ tional Objeotives for the Affective Domain (Krathwohl,lBioom, and Masia,
1964). In Table X a learning objective for staff inrrelation to the -
- special care program is presented for each level in the taxonomy. A-waylg

of»eValuating each objective using observable behavior of staff members

is suggested.

‘f‘.Leems reasonable to consider the ability to recognize hea]th
potential and to develop or imp]ement behavioral management plans
as one which requires creative, prob]em-solving behavior and a wil]ing-
ness to see stimatized individuals{apart from their labels or stereo-
typesT Although the measurement of attitudes is notoriously éompiex
and studfes have nat yet established the‘precise\relatioﬁship,betueen

—
0]

=3 .,.i R ‘ . ) B
by - .- i . [y »
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TABLE 1X

.

DEGREE OF GROUP PARTICIPATION BY v».Zmz._.m“.., IN SPECIAL

CARE_UNIT OVER THE INITIAL FOUR MONTH PERIOD

e .
. A - < Type of Group Participation
Demonstrated * Reality Remotivation fonversition Coffee Group Occupational
Behavior Pattern Orientation -- Group . Group {23 participants) o, Therapy
s A5 participants) (9 participants) ~(4 participants ) - (23 participants)
Remained passive 0 out of 5 3out of 9 .. Documentation 0 out of .26 -2 out of 23
or unresponsive ' 1 not available
°° NOTE: quadri-
: - v.om.n patient
- could nét pert-
- feipate - one
_ : patient's husband
1°¢ « spent the after-
‘noons with his
. ' wifé, consequently
. “she rarely parti-
N - cipated
Indicated interest . o -
1 out of 5 - 2 out of 9 Documentation Sout of 6 11 out .of 23
or attention « ; not available
Responded and/or dout of § Documentation 18 out of 26 10 out of 23
_participated not available

* One patient distracted the
and was removed from qroup.
any meaningful behavior.

group with her constant noise
She did not,demonstrate *
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TABLE X .

/

/

/

!

AFFECTIVE LEARNING BY mqrmm OF SPECIAL CARE UNIT /

LEVEL IN TARONONY

INSTRUCTIONAL OBJECTIVE FOR STAFP
L

) ku.:c.o.sn ouTromE

L

« Awareness:

Given tha appropriats opportunity, the
staff msmber is conscious ot something;
takes it into account.

- -

Staff member indicates awareness that
Potential for both health and illness
existSwithin a patient and that nursing
interventions may serve to reinforce
either type of potential. -

“m,

: ;+ health potential and which should be

Staff member can list ssveral types -
of patfent behgvior whicn may indicatd -

reinforced. Is able to tdentity
behaviors which sre dysfunctional
- and should not be reinforced.

l»:E. 88 to Meceive:

J 4 j .
Staff member demonstrates a neutralicy
or pended jud “the patient.

Staff member indicates a tolerance for
amb1aucus or apparently contradictosy -
information about a patient or situation
and pays attention to contradictory .
aspects of the information.

,

e

«Staff member asks questioas or coatri-
- butes comments in conference situatior
which indicate awarsness af the .
contradictory éspects of the patients
behavior which may offer clues for the

-design of the treatment progras *

oo

Controlled -or Selected Attention:

The staff member controls his 6r her
attention so that & fdlored stimulus
is selected and attended to despite
cospeting and distracting stimsuli.

. Staff member identifias behavior or.

characteristics which, if reinforced,
wil}l enlarqe the health potential and

contribute to the behaviural improvement

or rehabilitstion of the uatient.

staff l,‘.n contributes to .:!.Zu-».o._:
to identify patient behaviors to be . ot
reinforced. T .

..

T

* sStaff member complies by making

the response raquested although

" ~he or she may not fully accept the

reason for doing so.

Staff member helys to devélop behavior .

manaqement plan which identifies

. behaviors for rositive reinforcement and

behaviars which 4C8 to-"recelve minimal
or no attention .

o

Staff member helps Lo implement
behevioral msnagemant plan
as specified.

o

-4

. Satisfaction in Response

staff member v».on...no- the behavio}
voluntarily, accompanied by emotional
response of pleasure or satisfaction

Staff memper indicates a.sense of satis-
faction in working with disturbed patients

‘and En helping to develop and iaplement

behavioral sanagement pians.
N . . L2

Staff member indicates wjllingness
and interest in continuing to work
Lin.the unit and in helping. to design
and implement plans Conteibutes usefal
and increasingly original suqggeations
aud ip willing to try-them in patient| .
care, ST, e : )

o

Acc @ of &4 Value:

w«.: seaber .n,novn- . ta-.o-.nn—o?,on
doctrine, le., believes it, but stiil

in a tentative fashion.

Staff member demonstrates belief in the
value of identifying target- behaviors
which indicate health potential,
Becomss more skiliful and consistent

in doing so.

2

- Statf mamber voluntarily and
congistently identifies target -
behaviors indicating healith
potentisl and carries out the .
activities appropriete to her job
description in develdping and imple~
menting individualized behaviorsl
®anagement plans. T

Y

A

el
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attitudes and behavior, measures of attitude are considered an aeceptable

proeedure for eva1%ation of learning in the affective domain (Krathwohl,

1964 Gagne T974~ Popham,‘1975) Cook and Sellitz (1964) state that

1nferences about att1tude can be drawn from observation of ongoing behav-

'1or in a natural sett1ng To participate in the spec1a1 ‘care program,

" staff had to acquire certain knowledge, skil]s and att1tudes Even'if

the know]edge and ski11s are present a certa1n pred1spos1t1ongto recog-

" nize and respond- to a. patient's hea]th potential 1s necessary on the part

of staff if behav1ors are to be 1dent1f1ed for: re1nforcement Imp]emen-

<

‘ tation ‘of the special care program cou]d thus be viewed as a learning

exper1ence for staff which 1nvo]ved the acqu1s1t1on or chang1ng of atti-
tudes. E;e*fact that a maJor1ty of staff willingly assisted in imple-
ment1ng the special care program and cont1nued to ma1nta1n it after the

study conc]uded suggests that s1gn1f1cant affect1ve 1earn1ng took place.

Discussion of Resu1ts

K

An 1nterest1ng quest1on to emerge from th1s study has ‘to do with a

\d1st1nct1on which can. be made between. 1mprovement in pat1ent behav1or

(as defined by an 1ncrease or decrease 1n the frequency of target

’ behav1ors) and 1mproved patient management Patients whose'behavior

o

.actually 1mproved constituted 51.1% of the study group or 23 out of
45 pat1ents If the three menta]ly hand1capped young adults 1n the

“spec1a1 care program who 1mproved but rema1ned in the unit are exc]ud-

ed a total of 20 out of 45 pat1ents or 44.4% showed improved behqy1or

2It would be useful to be ab]e to predict which pat1ents wou]d fall into

this group

'Twowtypes of program could then be made available. Patients with

s ’ . . o
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potential for behaViora] improvement.cou]d be se]ected for.intensive
one-to-one retraining. Patients who were unlikely to show behavioral
'improvement could be selected for a maintenance program. In the
ma1ntenance program, the treatment goal wou]d be to maintain the present
level of funct1on1ng and to prevent comp]icat1ons (see F1gure 4) - Staff
in such a program would be encouraged to adapt therr_own behav1or to the

patient. S ‘ i

. The fo]]ow1ng gase examp]e illustrates the maintenance _program
approach. Mrs B. was adm1tted to the hospital from her home when she
began to wander.away frequent]y She Was considered unsu1tab1e for
nursing home placement becaUSe of the wander1ng and because she was
- diabetic. Nhen she awoke Fach morning, she would roll her nightc]othes
and a few other articles into a bundle which she carried with her as
she maintained a constant pacing up and doun the corridor throughout-the
day. This brisk pacfng, and her re]uctanee to stop for nourishment,
made the occurrence of insulin reactions a 1tke1y possibility. The _
observation required for the diahetic condition ruled out transfer of E§:‘

Mrs. °B to a nurs1ng home even 1f the wandering and pacing could have

been decrea§ed

Staff in the spec1a1 care program d1rected their efforts w1th
‘Mrs. B. toward dev1s1ng ways in which they could persuade her to
stop briefly for a dr1nk‘of Juice or a bite to eat, thus reducing
the likelihood of an 1nsulin reactionl D1scuss1ons w1th her family
. revea]ed that Mrs. B. had been a refugee in. eastern Europe dur1ng war
‘time. The behavior she now demonstrated had ‘once been functiona].

The nursing care of aged holocaust survivors is discussed by Hirschfeld



(1977) who-points out that traumatic feelings and experiences may be
revived with the stress of hospitalization. She notes that care
g1vers must respect a patient's way of coping and try to meet

various, som;?‘u;svstrange needs without contr1but1ng to feelings of

i '.The goal of improved management for Mrs. B

wes'agiﬁf { .ntf :rsing activities to prevent insulin. reaction,
“aﬁﬁfb - -;.dditiaifl anxiety which m1ght have resulted if
o 7] .

she had" been ptﬁyented from pacing.

'
.

The sort of accommodating management activities described above

were required of the staff in the care of 17 or 37.7% gf the special

. care petfents uhofremained in the unit. Objective data are not
available to suggest how staff behavior toward these patients changed.
. However, com&ents from staff and anecdotal material indicated that
staff,became more edept at protecting themselyes and the patient from
the consequences of uneipected dangerous behaviots. Staff expressea
the belief that fewer incidents of what, had former1y been termed
aggression or violence occurred. If this#were so, there are several
possible exp]anations. There may have peen-1ess of a tendeney for
staff to lebel behavior in this fashion. Another possible explanation
is that the 1ncreased physical and interpersonal activity»avai]ahle to

patients mitigated stress and muscle tension, thus decreasing the

Tikelihood of undifferent1ated angry’ outbursts.

The special care program was continued fol]owing the year in
which the study uas carried out, About s1x months after the study
ended, the tﬁreé’men Jy-hgpdicapped young adult patients were

discharged to newly estainshed group homes in the comnunity.

53
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Recommendations for Replication of the Program

A review of tﬁ;‘literature and the experiencg gained in this
stud§ lead to some logical recommendations for the use of behavibra]
- techniques in -treatment prbgrams or researchhwtth disturbed é]der]y
patients. Existing prﬁfessional and ethical standards are.in many
cases applicab]e However, the physical and emotional ;L1nerability
of disturbed elqerly patients, the sma]] number of professiona1s
trained in gerontology, and;the}sma11 number of,professiona]s
employed in extended care centres dictate the heed for more specific
* guidelines. |

’At present, regu1afory*ﬁechani§ms'spch as provincial nursing
home reéu]atiéns are inadequate }and do not requ1re that recognized
standards of geriatric care (i;éi those conta1ned in the Guidelines
"for céreditatién of ong erm are Institutions or in th National
Institute of Aging Task Force Draft) be implemented. Few institu-
tions devoted to geriatric care have access, even on a part-time basis,
to the services'of professional psychologists’ and the number of
psycho1ogists wjth gxpgrtise in gerontology is limited. For these
reasons, the 1ntrodu§tion of behaviorAT management programs for

e1der1y 1nst1tutiona1ized-patiénts- should be approachéd with caution

54

_if anythvng other than positive reinforcement is ut1112ed The expert1se

' of a geriatrician must be combined with.that of the professiona] '
psycho]ogist 1n patient assessment. Drogram design and evaluﬂtion. ;

The following guide]inA mmy Seem rudimentary, but should be absolutely

assured if a program tzing behavioral.techh1ques 15 to be instituted.

’)

1, A satisfacfbry sggndard of medicaI and nursing treatment
must be provided to thk patient 1nc1ud1ng.

-
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daily proféssional nursing assessment
prompt diagnostic attention to symptoms
reqular visits by physician
prompt and regular pain relief
maintenance of a drug profile and regular review of .
. responseé td medication -
- referral for special needs to departments of
~ Physiotherapy, Occupational Therapy, Recreation Therapy,
Social Services. Dietary. ,

[ I |

2. An informed consent from the patient or responsible person .
must be obtained if a behavioral management plan is to be’
‘_1mp1emo,_ote_d.. Informavtion provided to ihe consent‘lng person .

. N g . A ! . . . | - - '
/ must 1nclude: _ o

- - the purpose of the plan , S -
~~+the goals (target behaviors) ‘ »
- descriptfcm ‘of procedures pr0posed to 'achfeve goals,

3. The goals of a behavioral management plan must: have as their
first cri terion, the safety, digni ty and well being. of the

patient. . o .

4, Goals and target’ behaviors should be reviewed and'approved by
an 1nterdisc1p11nary team of professionals. Regular re-assess-

ment’ of these goa'ls shou'ld take place. »

5;? Except in cases of ,e!nergency. the. dectsion to move a patjé'nt'
from one room to anotber must be made with due consideration
'of the effects of additional confusion and stress to the
hea'lth of thé patient. L '

i

; 6‘ 1%& out (defined as being moved from the preseace/ of others |
or from-a stimulating enviroment) must ‘only be enp‘loyed at
the direction of a responsib'le pr@essional Soneone must
remin with the pat'lent during any time og to provide

Wpﬁﬂision and support. - .' TR



56
N 1] (
. .

o ..

7. The use of resirainﬁsy‘ghbuld be avoided wherever possible.
'Nhere_theyv.are necessary for ‘ph'ysicaljsafety, a medical

order must be obitained for their us-e. and their purpose musi |
o be explained to patients and re]atﬁves, Restraints should not
be applied as punishment

8. Medmaﬂon should be used for behaviora] control as a last
resort. When medication 1s used, the Towest possible doses

“to achieve desired t’herapeutic effects "should be administered

~ Patients should. be addressed by the _names preferred by them !
k or thehr sfgnificant others,

0

""""1.0. Patients should be dressed as attractive]y ‘and as. funy as ’

possiMe. N ', y

¢

“11, Cho‘ices and spontaneit'; bx pa’tier‘\ts end their significant others

o

Co shou1d°be encouraged. Patients requests should receive

cfw B
BT

prompt attenxion and preferences shoul*e respected

S‘Igrﬂﬂcent q,;hers wst be 1nc'luded in the: pIan of care, These

may be reletives* friends, 10vers, staff members, volunteers.

orpets. @ -

MQ‘:'

3, Aﬁﬁ'ﬁwﬁnﬁy of patients must be gueranfes in reports or publ i-
| catﬂons. e .3 e ‘n

14. A program for a petiea or ¥ group df m’tients should not be
cmm:ed unless there is a reasomble ’_hance that 1t can be

continued ' L

’ 1
context There has been sane"debate ebontxthe' lppropru;teness of a

L



¢

i #
| } . ses inherent in ex post- facto resdirch iqclude the inability to nani-,
oA ’pillate imt ,mmm !:ﬁe lack of power to nando.i;,e. ‘and the.

a'

-

-
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research desifn W whicu return to pre-treatment conditions 1s used

to provide validation of'fhe effect of a particular inﬁrvention

However, the literature about the use of behavioral procedurgs with

the .elderly is c,uriously silent on the subject of Qhe ongoing’ _f.oll__ow-up
of pat_ients being_trea;ad or studied,__‘, Too often one has the ,in‘ipression
that a treatment is applied for a few weets ’o'r .months. as studies are
carried out, gpd then withdrawn when resea"rcher:‘or Students leave the

.settin_g. Inadequate staffing levels or lack of expertise and motivation

_among insti jal staff will almost certainly dictate that any %eneficial

~effects of a treatment program or the Hawthorne effect that mby Have

accompanied it will dissipate, if not inmediately, over a peribd of . time'-
Deliberately addihg any additional lo&s to the many others which have beeg.

experienced by the institutionalized elderly cannot ‘.Justified for ,,,"f'
A

hunanitarian reasons no matter how laudable the scientific or educational

motive. ' \f,g - ’ | N : o "4!"--.5—5

RS

Limitations of*ghe’Stu A SRR

2 o

‘ Exploratory studies have thrp purposes, to discover significant
nvariables in the field situation, to discover relations ,among variables,

and to lay the groundvork for later, more systemati;c and rigorous testing

" of: hypoi‘.heses. | Kerlinger (1973) considers a fim study to be any

@"i\

: _,,scientific stud,y, large or snall that systellatical 1y pursues relations

l‘

&

-

Tt e

aﬂ tests hypotheses that are ex post facﬁ*sand that are done in life
sﬂuations, incl"uding ergﬁ'iizationa‘l nﬁ instftutional settings Weaknes- -

CL

wx of imroper interpnetatidn. Fie‘ld studiea are crédiud with being

- -smg mm-. ;i@nifm stmm of nﬂms» thebry orfen- -

“ﬂ"‘“w‘“‘ 'F‘ﬁﬁv' (Ka:liwerv 1973, p.ml T g
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O
Hithin the study setting, the selection of an experimenta] or
quasi-experimental design was precluded for several, reasons. Firstly..
“due to the smal'l size of the unit and an antjcipated 1ndefinite length
of \tay in hospital by pat'lents in the study. patient numbers would be
’smaﬂ,niven uj.th aﬁoneuyear period f data co11ection Random selection
pf‘s"ubJec “was. riot péssible, Matching e1der1y patients in whom
/ mu#p’le patholqu compounds the prob1ems presented by individual
,;,, i renou would have been a fonnidab]e task. under any- circumstances
‘ '.ﬁ_ithout access to the expertige of specia'lists in gerfatric medicine, it
,\was considered a futﬂ"e ‘exejrcisec Finally, resources for sophisticated
'«-; " data collection and aﬂaffysis were not available - In ‘these circumstances,
the choice of an exploratory and descriptive field study seemed most

appropriate. =

St bd ~

The specia] care program was designed and implemented to solye -
'I’a pra?tica'l problem of some urgency, Approximately $50,000,00 of
o additional funding had. to Qg obtained to finance operating costs
(i. e. salaries of 2 registered nurses and 3 therapy aides) The'ﬂ
‘ 'Iogistics of designing progra:q materia'ls, selectihg, training and
N scheduling staff 1n thé progrj\\. interpreting the program to hospital
‘ ~;_*-admini$tration. physicians, dther hospital patients and the significant
rothers oﬂ ial care patients, were complex adninistrative \sks in |
' ﬂmselves.; The opes
, _' the program 5rec1uded several types of data collection which had been

.considered. .
. ' . * }_ )
, (he approach to data coﬂection nould have been to have a ri geh
it e "’“‘ ' ' Y \
&ociat’e b frequenci cou#ts of critica‘l incidents from recon&’ i, P
" o patients" charts befone and during the- study in an attewt to ascerta “‘!y

et Y %
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- whether they became less frequent. during the study Although subject
to some 1imiting factors including sthe- possibility of biafi rding
once the study commenced, this method would have been a logRghExtension

of the use of the critical incident methodo]ogy in seiec% ients.
and could have provided objective corroboration of staff m!mbers
preceptions of improvement In fact, this methodoiogmou]d still be

applied‘ retrospective'ly”"tb "exiStin'g patient rsecords.:' S

Another approach to data collectien would have been to treat each
patient in the specia'l care unit as an "'i-of-one" subJect (Dav1s, 1979)
Procedures for samp]ing and recording pre-treatment frequen%of target

‘ behavior‘ﬁor comparison with frequencies during the progran coutd’ have

V, . .
. been developed. A research associate cou]d have been respoanple : ’ |

- for sampling and. recording the frequency of target behavwrs befqreand
durin‘g the program. An advanta_ge _of this 'method wou'ld h'avebeen‘ that

N ‘ .
‘staff behavior could also have 'been@ectively sampled However,

Too

. a prob]em wou]d have arisen in being able to claim ejfectiveness for .
l
the treatment program without employing a ‘r:versa'l de?ign in which
' treatment was removed as a means Bf proving. that..!}t, and not some .

extraneous factorfwas the Cause of any behaviora} chalnge observed

Mu]tiple basehne designs might be used to solve “this prpblem. :
Ttgee.‘types have/ been described by Hersen and Bar]ow (1976, pp. 226-
_ .253). Ina mu’ltiple baseline design across behaviors _the same treat-
ment variible is applied sequential ly to separate, independent target
' behaviors in al sing'le subject. In the muitipie baseline design across
o sulﬁc_ts, ‘,the s;ame trea:tment is appiied in. sequence across matched
| s‘ubjecss presurably exposed to identicaI treabnent conditions. This

“design muw have been imossib'le to ach v

PPy L ’ - " a
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setting.,: A m'ultiple baseline des'iijn across settings in which a treat-
ment variabl_e is applied sequentially to the Same behavior across
different settings in the same subject, might have been feasible,

However. in view of the hypothesis that improvement in patient behavior
would result following “the introguction of the ‘treatment progfam.

reversal design was considered questionable by the writer, since'it would,‘_

have’ egposed:hysically and emotionally fragile pmm to- addiflon}al |
. o 1‘ 4"' "'"":;:'f.‘-jiw;.

-

losses and stress. : ﬂgg‘ a;‘ PRSI

Behavioral improvement fould also have been evalua tlif_-"?ug_h_the "

‘use of psychosocial assessment While traditional psxchos
ment was impractical in ‘the setting without the availabil,ity of a
professional psychologist instruments developed for clinical use
(Birkett and Boltuch 1977 Gurland 1979) &instruments for rating
behavior (Gogan and Hambacker, 1977 Hersch. m‘and Palmer, 1978)

could have been employed Some use was made of Mental Status Question-
naire (M s.Q.) scores and behav1or ratings 1n selecting patients for,

"and evaluating their impr0vement in the reality orientation and remoti-
vation groups, but interrater reliability in the use of the instruments o 6'
.had not been established This problem Cou'ld have been overcome if a ‘
research associate had administered the M $.Q. or behavior rating prigr

| to and at @terva]s during the program\ whiJ:e not relating di rectly ‘

B to the ﬁ'y‘iazthesis (f.e.. predicﬁd chﬁiges in specific target behaviors),
such assessment cou'ld have formed the basis for an additiona] or more .
'specific l}ypothesis l’n»which the types ‘and numbers of patients eXpected

a
to 1-pv'd‘ve might. am been predicted s S e

mloratory natuLe of ‘this study dictates ﬂ,t aay,gonclusions . 'i‘ .

r"“'-
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drawn from the results must be tentative. Since the4ux111ary

ey e
hospital in which the study was cOhducted was atypical, any..
generalizations must be drawn with caution. "HoweWer, whén it 15&., ,

\J

. considered that__pa_t'lents selected for the special care program
were tonsidered to have no potent'ia] for dischar.ge and’ Httle or
no potent1a1 for any so f ‘i,gl'provement, the outcomes of the

o
prograrn (1mprovement 1n over 50% of the patients, discharge of .
31. 1% of the patients from the hospita]) are somewhdt remarkab]e

- Replication of the program with-a more rigorous r:,esearch design_ﬁis o >

indicated 1n a setting where ‘the necessary profess1ona1 expertise' PN

is available. = o ‘ ¢

L]
° -

] There are severa] other areas where further reSearch 1s 1nd1catpd
@ne is the study of opt'imum types and levels of stimu]ation for the
- d'lsturbed elderly. ‘At the present time, the institutionalized elder'ly |
are subjected to more-or-less random environmenta] st'imu‘\’ dictated

C'primarily by their Tevel of physic&ﬂ MobiTity.,” The re'[at'lonsmps
.‘between various types of sensory stimulation and agitation kr-equ1re ' |
explg‘mtion as do the re]ationship between d1sorientat10n and sensory
1nput.. Ihe various treatlﬁent 1nterVentions described in the Hterature

A

X3 Y A

*‘ e“lderl_'»ff
5 {geasurd chld
3“ T s

study of the unqs 1» uhjen the attitudes of staff change: as they uttlize

hehaviori‘l’ : }t f al tient cere woﬂd be both 1nterest1ng “and worth-
—*‘“ wh11e., Findings tn this area could have practica1 app11cation for the

;-‘pespd.te the scientific perﬂs inherent in attempting to

‘..m attitude or personaﬁty characteristics more format

design of training proqwns and foP staff selection. :

g
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wrequire more systemat'ic application and evaluation with thf disturbed -

One aspect of the study wh'lch shouId be extended to other auxi'liary
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“hospitals and nursing homes in the province is the identification \

.‘h.' of the nhmoz} and characteristics of patients who demonstrate R
behaviors which are harmful, threatening, or destructive. iIt is
un11ke1&»that the critical -incident methodolody could be employed-:
province wide, howeverf since patient records tn most auxiliary
hospitels ;hdxnyrsjng homes do not contain daflyior even weekly =
nurses' notes. The results of this study suggest the need to
identify, describe, 4nd assessJthe needs of distorbed elderly -

.patients tn'Alberta's extended care institutions. A sound‘bASJs-

would then be ava1lab1e from which to systematica11y redesign
~health services and retrain both professional and non- professiona]

~personne1 in the know]edge, skﬂls-, and attitudes required to care

for the beha\doraﬂy disturbed&der]y in non-psychiatric 'institu-
A '

tional settings. oo .-fg. N ' ""L _
- Summary . ’ : R ,,.d;f -
~.',,,: - . i - el e e . ) -

: 3‘ An exp]oratory and descriptjve.study of 45 behav1ora11y disturbed‘
e1der1y patfents wasacarried out in.a 100 bed auxiliary hospital. Most
‘ of the patients were over‘JO years of age and had been referred from
,acute care hospitals. ~Most patients had three or more med1ca1 cond1
o? physical origin and some degree of functional debendenée or disabi]ity.
Despite the. fact that adm1ssion criter1a for aux111ary hospitals in ‘ (\
Alberta exciudéiuat1ents thSe behi‘ﬁor may be hanmful threaten1ng. ’
ot.destrucvaesia!tients tn the study group demonstrated a range of such
behavior 1ncluding suigida] thre&ts or attempts, striking out at other'
patients or staff c;futal of essent1a1 care or medications, and

x 1ntetferencegu1th the r1ghts. privacy. or possess1ons of others.

v

.
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" improvement in the behavior of disturbed’e1der1y'patientsai'%h.the

“uincreased numbers of purposeful 1nteractions by staff w1th'patient

‘-and the development of an individualized, goal-directed behavioral

_'ledge and skill to 1mpleme‘t the program and became more w111ing and

{

9

The research problem was to ascertain whether there would be

introduction of a treatment program. The program was characterized

v management plan for each patient. It was hypothesized that 1mprovement

in the behavior of patients wou]d occur with the 1ntroduction of the
program. The hypothesis was suppgrted -with 51.1% of patients showing

improvement. .
: )

'-J?é' There were three add1tﬁona1 research questions. The first question

w'g’

iyexam1ned the outcoﬂgz"of patient treatment as ref]ected by the numbers

of transfers or discharges of pat1ents in the study group from the

' program and_the hospita]. There was no expectation that any of the_ X

patients in the study group would be suitable for discharge. An
unexpected‘ and positive fingjng was that Si.l% of the'study group were
discharged: four patients to communi ty settings and ten to nursing homes.

The-second”research questionfe&amfned the appropriateness of the

" types of stimu}ation and group treatment methods utilized tn the'program.

These methods were eva]uated after the 1n1t1a1=fgpr months: of the program

and were found to be satisfactory .The program was then cont1nued %

A -
The third-researoh question examined whether staff.in.themstudy

setting upuld‘b&ﬂwilling to- learn ahd’app]y behavioral approaches to_the .\.

. management of-disturbed elderly patients The staff'acﬁuired the know—ﬁx -

o~

adept in recogn1zing heaIt potential -in the behaviora]ly disturbed ; e
.s}s_ ORI

patients. The program uas ontinued after the one year studyvperdodﬁg

SR '
v
L



- Replication of the study is-recomnended on]ylifzexpert
professional direction is available. fnformation to faciiitate
replication of‘theprogram is contained in Appendix B Specific
guide]iaes hdve been proposed to insure that ethicai and professionai

, standards are met if the program is replicated,

The study-as carried-out had certain Timitations. The study~<;,
setting was not typical‘of auxiliary hospitaiqzzy A]berta so any .’
generalization must be made with caution. Because of . the human and
economic significance of the probiem and the positive findings in the
present study, further studies of distugbed elderiy patients in

extended care centres are indicated.

" ',,"l o
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_ variety ‘of situations was ut lized for this purpose

" ’ . .. ' .
Introduction - P

The admission criteria for auxiliary hospitals in Alberta exclude
individuals who have characteristics of serious mental or emotional S
probTems and who might be harmfu] to theﬁlves harmfu] or threatening

\

t6 others or destructive of property o . ) s

Increasing numbers of incidents of patient behaVior which was
indeed harmful, threatening or destructive were reported. by.staff
of the Lethbridge Réhabilitation . HoSpitai Sihce the physical de51gn, o.

and number of staff in extended "re. centers do not take into account

-

be resjdd ‘wi‘i’l -require care. and supervision.

for such'béhavior, @as_p need to objeé'ti vely delhoﬂsﬂlte the

‘ to substantiate appea]s-for additioﬁi resources The critical inc1dent

methodowgy described by Flayagan (1954) and. subsequently app'lied 0 a-
, .
o 'c -"’
The cri tica'l incident thchhﬁue pﬁ,mes &, means of co'riecti ng

| presence of behaviora ry dfsturbed patients in the hosp*tei in order N

and sarting qnecdotal information in. which facts predomimite and\l ‘v n

' ~opinion. generaiizations and personal judgemelt are reduced to a
mininum ay means oi’ this technique, experts are asked to ide ifx,
-conmion?r Behaviors which are critical (4 if essen iai pr r

> inportent\)”to the sefety, inivtion.\or eff‘

| ,endeavour Fi'om iarge pools of: irfcidents collected, generalizatibns g ""'
'-which frequentl,y coane to Bs expressea as standards can ‘be’ developed

;;v;suodards are develooed through a stud;y of .both positive" and A .
negative critice'l incidents. T /‘ .

ivenéss of a'particuiar.

l/

. ’
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' .~.. .Vrehabﬂiatation was no.t‘madé or uhy patient remail&d in

.and July 3, 1977 and the,echarts of ai8

g \
o ’ 1.' withdrawai, psychosis or suicgdal beha or. -

SN
v

Purpose and Scope of the Study

b

The study was intended to identify patients who had demonstrated

behaviors or conditions defined as Critica} Patients were ‘considered
t0 have demonstrated critical behaf}ors “Hf-a wri tterr account of an '

incident- involving behavior which ﬂas hamfui threatening 3" destruc-

tive to self or others was preSen

Eahd
.
v

the*hurses Jnotes Tbe charts ,

of patients who had been discharged from hd‘spitai betweennanuary 1. |

‘ etits residing in the >

hospita] during the month o? July 19" ire. reviewed

An inci dent wd% inc]uded in the Etu; j" ohe ‘or more of the@

'fonowing behaviors or rconditions were recorded

2. extremely agitated or constantly’ mjj g P
'

3. outbursts of physical aggressign toward other pat.ients

o~ }‘.or staff. Q“ o L ' R Ly

4_.5 confusion involving attgqpao ieave the hospi'bal and/or

'ihterference with the rights privacy or possessions of other patients. '

4 5. refusai ‘f necessary care or medications (Care was considkv@d

.,: neeessary if its withWal wouid iead €b deterioration in- the—condition

. - _/-

6. a 6ehaviorai prgbiem was the ma.ior reason why éogress inv a
spitai

b'-‘v"

)
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The Methodolog,z R g .
The cri t_’idai incident Amethodology has been used in a variety of

., . . ,‘ . . . o B R
situations. Flanagan's (1954) discussion remains the most useful

odescription(of the methodo‘mgy andvroviHES ‘the, fo'nowing deﬂ%i tions« o

The Lritical Incident Technique consists of .a set of procedures

.ar

~ for conecting direct observations of human behavior in such a way
.. as “to facili‘tate their potential usefmness.in solv(ng practicai
™ problems and developing broad psy@oﬁogica'l principles ”,The'critical ’

incident tecimique out]ineq procedures for coHecMng‘ observed‘ '_ K ' ;} :
incidents hqving special stgnjfime and Péetingfs,ystematicaliy -

defined criterio... , | c ” - {%

An Incident - fs - any observable human activity tbgtei ufficie\nﬂy

' cdmp}ete in i tself to‘ pgrmit in_f,g_r_ence and predictions _to be’ made R

' about the person performing the ;ct L o .
v . 4

&Cr-iticai Incident must occur in. a sj_tuatior; whece the pqrpose "\'\4 K
. P
- or intént of tne aet seems fgjrly ciear and/or ’Wbere its coches f\.

g | Fianagqn and"Schmid ( 195§) _”ifentify the condi,_‘ RS Which

cyitical\»';




C o 1. The definition of the, sitgatign observed. A
«  This usually includes the deHnﬁtat‘ton of Incidents =~ --

'Submi tted to those 1nvolv1ng spec'lfic persons. locations. cond1 tions.

[, - e e e e mee = e gl

and acthities.

A .

The- reljug_c_geo the state& ai_m or concl sion. Jis -

’H‘\ e

L reg@sents a judwant 'm'-‘hiferqnce On the part of the observer. '\
T . ... e L

" '*Because of tﬂngap}jd;ness of the deftnltions and thmost’abhshed .
"'_ " , cr'l teria as’ to wﬁagconstitugeg 'an‘ 1npident "’Kﬁhvh“i y_ﬁ.cierrt/' .

relevance and effect that it shbulcthe*admitted&as e piece of L
‘rdence mgat‘m ng the stated a1m or conc1us1qn. those ,}ndgements ,.."‘,- ,

..

‘-.nd 'lnferences are usuany found to be relatwely objecé\ve. :

hs, of the obsemf rs. ln order té make the’ e

type of judgem!nt arkl fﬁferences ment'loneﬂ abm, 1t ‘Is essential DN

that obserms vae tppmpriate exper‘lence and t\mmng. N

. e S :P';',_:. “ ‘
Tlhen @ese conﬁtims are met, ‘a sample of critica‘l

mcwents "‘8? &fm ,un ue (tremd Hie atw otuer snl!"of Observed
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. However, the teqhnique can also be usod for observations previousu
- made uhich are reported iron mry, ,Evidence regarding the D
ioa

| 'eccurac,v of reporting is nsually co'teined in ‘the incidentt them- _
G selvesi If fuly amh:om’rete detatts m—ymirtr cmtﬂm _

ta

i‘that the infomtion s, eccarete. whereas vague reports suggest

‘that the ‘ncident is not, welt- remembered and that some bf. t}ie wta .
"Vmay bda'incoﬂpect. e E ; _'- \iir" - \_;';: ;H,A’w,'» -

. P*nt Obseruational Record‘*orms were. deyised by Flanagan i

' and Schmid for use of, the criticll fngident, qppmch to the study

) of psychopathology ( 195&)_. Two exploratory stupies demonstrated * o
thg; graduhte nurses . student nurﬁfs and nursing assistants could \ *'3\’ "

4- ' ) ," -'\b\

v produce reletively objective reports of patient wbehavior. #. = RS A
\, The Obserifers o <o : PIPTAR “ o

| The ohserrers in ;Isis stu& were a14 proi‘essionai memhers of | s

. the mm th cere team who recdrded codnents,op tbe petient pord 3 o .o

Ctmuents by attendinp Mysriciens mﬁgbe found on- tbl t’tli s’ion . S s ,

f"“‘v f"* 'ﬂ‘“@" MSN“Y’ conﬂl tgiimr i%por"ts or ﬁdical progress A
mm‘ '?mstommgs' Cupdtigpal therapist, recy SR




/ reporting unusual incidents (i.e. those dnvolving accfdent, 1}jury
‘ or damaging propertyj is most frequently completed by registered
» nurses. Charting in extended care institutions tends to be minimal.
. This 1s paftly beciusé=of time constraints and part]yA;ecausé there is
traditiona]]y Tittle medical'involvément or interest in the‘elder1y
or chronically 111 patient and thus 1ittle incentive to write
E,//r;?aborate notes for the benefit of the doctor. Furthermore, as
| in most auxiliary hospitals the ratio of profe§s1ona1 to non-
professibna] staff and the total ratio of staff to care for a
bdpdlétion of patients whq are severely disturbed and frequently
dependent is small. If a patient exhibiteq\g disturbance of
behavior, particularly if fhisloccurred on the evening or
night shift, a majority of available staff would be4}nvolyed in
eubduihg the patient. These factors woﬁ\h tend to result ip_under-

-

reporting or incomplete reporting.

Since the study was done retrospectively,_observefs were not
aware that a review of their\cn§?{ing would take place. It can te
safely assumed that no extraordinary care‘was taken in recording
the observations which wéF; examined in the course ofy the study.
However a bias, expressed as a tendency to!!?port incidents

involving patients who were perceived as dangerous, was assumed.

The Reconstructed Incidents

.A nurse who was knowledgeable and highly skilled in the

physical, technical and psychosocial aspects of geriatric and

rehabilitation nursing carried out the review of all charts examined

[ d .

in the study, A structﬁred critical incident reporting form was

-

v

85



[ .
developed. Incidents were not included in the study if there was~

insufficient information charted to bermit their reconstructian on'a

factual basis. ' . ~ 3 - i

The objective was to ascertain the number of patients Smohg
those whose charts were reviewed who had demonstrated one or
more'criti;a] incidents durind their hospital stay. In some cases,
" a single incident was reconstructed. In other cases, several
incidents about the same patient were summarized on the oné‘formvi
The number of 1ncideﬁts, either for one patient or the patients as%:
a group,was not of particular interest except as'deta%]dﬁ study |
of several incidents related to one patient éight make it possible
to identify considerations for jmproving safety or fpr’b;saram.

development. Some reconstructedincidents are presented at the end

of this appendi%.&m : \‘ -
The primary medical diagnosis and any other medical conditions

ideﬁtified by the referring physician were reviewed to identify

whether the behavioral disturbance of the patient had_been foﬁﬁa]]y

identified prio; to admission. The length of stay.of each patient

was recorded. The stddy took si;ty-six hours ‘over a one month

period tg complete.

Classification p? Inéidéhts

a

.vao'maJor catego}ies were used to summarize the reconstructed
incidents, The first c]ass{fica;ion included behavior that presentea
a daﬁger‘to self or others and was\usually accompanied by confusion or
agitat1o;.'”Thé second category 1nc1u&ed patiehts\whose diégnosis ar

behavior ihdfcated unusual emotional needs. This category included

i~

-



- . .
all-patients diagnosed as having depression or a terminal 1i1ness. L
The categories were not exclusive. A persaa with depression might .
have attempted sujcide‘or a termina]]&_il patient might have

struck aut at someone because of org# brain damage associated

with the terminal illness or because o# pain‘ or anger. Patients in

either category might demohstrate‘behavior dhnéerous to self or others.

-’

It was possible to reconstruct one\or more incidents that
matched the criteria for a total of 47 patients. This number was
31{1% of fhe'total,number of;pat%ents whose charts were reviewed.
Table A-1 shows that critical incidents were recorded for a total of

. 13 discharged patients. Nine patients had unﬁsqaj emotional needs and
four had been confused or agitated. Thirteen 1n:patient§ had unusual
emotional nee&s and 21 were confused or agitated, making a total of .
54 in-patienfs for whom a critfcal incident had‘been recorded.

Ten discharged patienfs and 16 1pepat1ents haﬁ medical diagnoses
which did not indicafe that a disturbance of behavior was present
or to be expected. The average length of stayof the in-patients
was much greater Ehan tﬁat_of the discharged patients. Greater
detail is provided in Tab]es;A-Z and A-3. ‘Tab1g A-3 indicated that
25 of the 47 patients for who; a critical incident could bg
reconstructed were confused or agitated. Reasonsifor identifying °

them as dangerous to self or others are given.

Y

Table A-2 presents similiar data for the 22 patieﬂts who were ’
classified as having unusual emotional needs. *be judgement that

~a patient waé dangerous to self was made if the recoﬁstru;ted

incident involved a suicide attempt (Criterion 1), a lgvéi of

agitatione§hat could lead to exhaustion (Criterion 2), tbnfu§ion

1
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' EMOTIONAL NEEDS OR BEHAVIOR DANGEROUS TO SELF OR OTHERS

k /,.

CHARACTERISTICS OF PAT

TABLE A-1
IENTS EXHIBITING SYMPTOMS OF UNUSUAL

s

-~ —

» - v ‘ﬁ
3
Location of v
Patients Characteristic of Patients
Unusual Dangerous to | Problem Average
Emotional{ Self or to Indicated Length
Needs Others due to|in Medical | of Stay
Confusion or |Diagnosis
Agitation -
'Discharged 9 4 10 '29.2 days
& Patients ‘
N
. ) . \\ ’
|- la-Patients 13 21 16 450.32 days
v . Range 2 -
_ 2,964 days
Total - 47" | 22 25 26 or
Percent
of Total 46.8% 53.2%'_ 55.3%, |-
N

invo]viyé attempts to leave the hospital (Criterion 4) or refusal

v

of necéssary care or medications (Criterion 5). Patients were

classified aS<dan§erous to others if they had struck out at other

patients or staff (Criterion 3)or if they interfered with the

| rights, privacy or possessions of other patierits (Criterion 4).

Several il1ustr$tive incidents are presented at the end of this

appendix. '

The numbers of patients who were dangerous or threatening to

—_—

others {9) who were dangerous to them§elves (31), who were depressed

(10) and terminally i11 (5) were high when considered as a

percentage of a total of 151 patients whose cﬁarts were reviewed.

88
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&
JABLE A-2 '
PATIENTS WITH UNUSUAL EMOTIONAL NEEDS
i : ]
\ E ‘ ) o - .
DANGEROUS DANGEROUS
PATIENT ‘SYH:TQ‘IS 0 SELF aqson 10 OTHERS REASON
1 Withdrawn X Falls
2 Paranoid delusion
'| Depressed, occa- .
3 siona) hallucin- X History of
ations » suicidal
rumination
4 Withdrawn - X Doesn't eat
Withdraws fnto\ ) .
5 catatonic state X Refases to
at times eat or move .
3 Depressed
7 Depressed ’
- -‘ Tcks on
Comoulsive, unpre- 9
8 fdictable, On behav- . X helpless
for modification plan P
) v R - .
Manic-depressive : Pushed pass
9 cycles X Compulstve ‘ X fve patient
smoking. Tried
to run awa in whee!-
4 chair around
‘causing ner
to get dis-
‘ oriented
Withdrawn and X Refused to eat
10 depressed at times ,
Occasional -
11 hallucinations
12 Anxiety attacks
13 Depression
14 Depmsiqn . . . :
15 Depression & x "Mentioned suicide i
16 Terminally 111 - " “ ' 1-
17 Depression I
18 Terminally {11 . .
19 Depression :
20 Terminally I -
21 Terminally 1N .
22 Terminally 111 )

f
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TABLE A-) -
PATIENTS EXMIBITING DISTURBAMCES OF PEMAVIOR -
;  QUETO CONFUSION AND AGITATION -
n T T ROMERMST peason |oAwsemus|  —
- - PATIENT -BERAVIOR TO SELF REASON , ) OTHERS REASOM
N 23 |Mitated and motsy | % lourted out catherer ' A
ol 2 Opnfused X Manders | Strikes out |
EY
25 Restless and noisy" X $ fallen several
* times
26 Confused X Totally confused X | Strikesout
27 Periods of Confusion X Frequent falls .
) . els Tnto
. ¢ Disoriented X alls etc.
* 29 Confused and * |Confused and . : 1
belligerent . L uncdoperative X Strikes qut
30 Confused at tfmis : .X " [Poor balance
landers and resis-
3 Confused X - |tant to nursing car X 2::"':::::?:
- at tires
32 Confused and Notsy X Semi-comatose - '
33 Confused, aqitated X . ::::sts nursing X . Strikes out
k' | Totally disoriented X ‘Nallucimtes. . ,
~ . |vanders and has . Strikes out
‘% ltatten
¢ k[ Totally disoriented X Wandered and fell
. breaking ‘his hip
% Agitated, _ b Refused to eat or \ : ‘
Belligerent take medications ! ?‘ﬂ"" out 3%
) ¥ Unable to X - Tr%zd to escape, N
comnunicate, nofsy retused to take b
c¢ications :
3 Confused and nofsy X IFell out of bed - R .
. Ky
.39 | Confused and agitated X Attempted to get .. o "-Z;,"‘
' ‘ out of bed when . R
- on strict bed ) 9"5
rest.Pulled out: : . . w
o catheter E
43 | Confused and noisy :
K} Confused and noisy X [Fell out of bed 1 s -
.2 Confused and very |  x  |wanders ) -Strlkes?}
~ | agitated A
43 - Confused and - X ° [Several falis, '
agitated . wanders N -
“ Intoxication - X Stuporous at . o
i - : Jthese times : S " L Ny
45 Confused, agitated x - [Crawled over side- » ¥ &
and ndigy rails A 4
46 Confused,’ unstable - X Fell and broke leg ‘ .
affect and becomes 1| . " |Continves to drink *
frritable, alcohotc when-out of hospital
with no insight : . . 2 Z .
47 — | Confused and ‘ ' . 4@
uicmnygiutw . X r Balance : 4

gy
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Large numbers of these patients lere'physically dependent, frail and |
in the seyenth or eighth decade of 1{fe. The small .numbers of totdl
..staff, the meagre ratio of professional nurses to patients, and
1nf}équen§ patient visfis by the physician can partially account for

a lack of consistent or effective management of these patients. The
"dumping" phenomgnon described in the 11iterature (Parnelf, 1963; Simmon,
1973; Ward, 1977) is sugge;ted by the fact that almost all patients
were transferred from an acptg care hosp%tal and slightly less than

ﬁ'half had behavioral symptoms identified in the transferring diagnosis.

Summary and Conclusion

The purpose of the study wds‘to'ascertain the ngbe}s and
characteristics of patients with disturbed behav{or or unusual
emotional needs in % 100 bed éux111ary hospifal. Thé'charts.of -
‘151 patieq;;ﬂresident in or recently discharged from the hospital ’
were reviewed. The critical 1nc;dent methodology (Flanagan, 19543
was used to reconstruét incidents of patient behavior which was
dangerous to self or others or which indicated unusual emotional needs

from information contained in the medical record. - .

It was possibTe to reconstruct critical incidents for 47 or 31.1%
of the patients whose charts were reviewed. Of these 47 patients, 22

were categorized as?having unusual emotional needs, and 25 were cateéo;

-

rized as having UemonSgraféd behavior. that was dangerous to self or S 18
others. A behavioral problem was indicated in the medical diagnosis of

¥

only 26 or 55.3% of these'patients.

The results of this preliminary study were reviewed with professional

nursing staff, executive members of the medical staff and the hospital

L d
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administration. Conclusions drawn from this study were as follows:

il. A significant number of patients currehtly ;esiding in
“Lethbridge Rehabilitation Hospital had demonstrated incidents of
behavior‘defined as dangerous to themselves or others. A majority
of these patients demonstrated confusion or agitation which might be
a‘result o;; or present with,organic brain disease. A smaller number

had diagnosed mental illness.

2. The results of the preliminary study are consistent with

1mpression§ gained from the literature. Cases described by Snyder

~and Harris (1976) bear a marked resemblance to some of the critical
incidents in the study and highlight significant and specifjc

. ¢
pr?blems of diagnosis and management.

v 3. Although improvement in medjca] condition or discharge
froh-the hospital might be unlikely, an increased margin §¥'safety
'“{Qt‘gatients and staff in'the hospital was a reasénab1e expectation
if th;\aédjcal and nursiné managément'of the identified patients

. 7 .

could be improved.
Results obtained from the preliminary study led toiiﬁe develop-

ment of a proposal for a special care program and the exploration

of aVenues for program funding.

3

r
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ILLUSTRATIVE DESCRIPTIONS OF
CRITICAL INCIDENTS
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INCIDENT ONE | N T
2 =

Instructions: L

Report factusl material only fn Sectfon 1ithrough 4,
opinion and recommendations about the tadividal in s:nm‘a:'
1. Date Chart reviewed Aug 11/77 TiMe: - - Location

R
2. Events Leading Up To In¢ident: (1ncl_u¢¢ safety precautions taken,

behavior of staff, othert patients,etc.)

Admitted Oct. 3, 1975, Cerebellar Hemorrhage with left hemi-
‘paresis and depression. Poor appetite, refused to eat and vomited
frequently when fed. Lethargi'é—lnd withdrawm - speech almost incoh-
erent, Weak and unable to do own ADL or ambulate unrassisted,
Incontinent of urine and bowels.

3. Description of Incident:

During this admission patient was on Gravol 50 mgm a.c. meals;
" Protriptyline 20 mgm, 18h; Tofranil, 25 mgm tid; Haldo! 1 wgm, tid.
On June 3, 1976 she was transferred to Lethbridge Municipal Hospital

because of & possible acute 1leus.

4. Resolution of Incident: (include any additional safety precautions

taken, interventions by Doctor, Police, additional staff - use of
medication, etc.) While at L.M.H, all her medications were discontinued.
She returned to L.R,H, on June 11, 19765 Her mental status seemed the
same on readmission but 1t was charted that she was speaking clearly and
ordering staff members around. On June 15, 1976 she untied her wheelchafr
restraint and fell fracturing ner left hip. She was again  transferred

2
to L.M.H. and had a hip replacement done.
i

5. !%s‘_s;yz;and Recommendat ions gf Incident: (include how incident
wmight have prevented. )

Ti:ns patient was readmitted July 2, following her hip surgery. § was
al‘:rt. had a good appetite. She was dependent on staff members fpr most
of her personal care and required encouragement and teaching to achieve a
Tevel of ;clf care. She was discharged home November 12, 1976.

It was not clesr why this lady was put on so many psychotropicmedications. '
ft would seem that the cause of her depression and disorientation was the

) vse of thn&dnns. .

Patient’s Name: __ _ Mospital ¢ Nurse Reporting Incident
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INCIDERT TWO

—-\\
DANGEROUS PATIENT BEWAVIOR

Instructions: .
Report factual material only in Section 1 through 4. Give your
opinion and recosmendations about the individual in Section §

1. Dete Chart reviewed Aug 8277 Time: Location

2. Events Leading Up to Incident: (include safety precavtions taken,

behavior of staff, other, patients, etc.)
Patient admitted while husband was in Lethbridge Huniclpa Hospital

with fractured hnip.
3. Descr/ption of Ingident: Patient admitted April 6th with diagnosis

of Cerebral Artheriosclerosis. She was not aware of time or place o

and exhibited some confusion as to events m‘l people. ’ attention
Span was short end her judgement poor. She was placed om Haldo! 0.5
mgm bid. April 20, 1977 - found dressed-in coat walking to

elevator (plamning on “walking to Coutts”). April 2ist, 1977, Haldol _
increased to 0.5 mgm tid. April 23/77 patient found outside heading
toward 9th avenue. April Zsth. unsteady on feet and needed help to
walk, April 29, 0200 voided on floor and fell on floor, 0900 patient
found eating her blouse and said it was her breakfast. April 29th
call placed te docter and Haldo! discontinued.

4. Résolutl.on of Iacidest: (include any additional safety precautions
taken, interventions by Doctor, Police, additional staff - use of
medication, etg.) . - SR
May 13, 1977 - Bellergol Space Tabs 1 ql2h erdered
May 19, 1977 - Bellergol discontinued and Stelazine 1 mgm Md ordered
April 21, 1977 - Doctor visited - no progress report

S. NMursing Assessment and Recommendations of Incident: (include how
fncident might have been prevented) - '

It would appear that this patient would heve benefited from i‘different

1
regime of tranquilizers, Perhaps sat»vkn'lity orfentatfon in a growp
situation might have been helped as well. She was seen only once by

ber doctor 1 2is months and probably required closer medical supervisfon.
" 4 Y

Patient's Name:

Hospital # Murse Reporting Incident

-
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' \ TNC 10EMY TRREE '
— CRETICAL INCIOENT REPORT- OF m\nﬁz DANGENOUS PATIENT BERAVIOR '*‘!;‘;—‘ SR —
- .
Instructions: b . .

| K
Report factus! material only in Section 1} th@qﬁ 4. Give your

opinfon and recommendations about the fndividual fn Section S.

1. Date Chart reviewed Aug 15/77  Time: _ " Location

2. [Events Leading Up To Incident: (include sifety precautions taken,

behavior of staff, other patients, etc.)

»

Dec, 6, 1974 admitted -ma senile dementia probabdly due Lo arterio-
sclerosis, Disoriented as to time and place. m reverted back to native
Germen tongue. Pleasant and smiling - no vlolent behavior, lundered

wp and down corridors and kept trying to 9o home. Or. asked for.

3. Description of Incident:
December 7, 1974 - Dr. saw patient and ordered Hildo! 1 mom tid and

Promazine 100 mgm at h.s. (2030)

4. Resolution of Incident:(include any

taken, interventions by Doctor 1ice, sdditional staff - use of

al safety precautions

medication, etc.) .
Patient became very « By December 14, 1976 he was no longer able
te walk, Developed mild gout - sores in mouth and open §reas o'n heels.
Maldol discontinued January 13, 1975. February 6, 1975 Ble to walk
with 't-o assistants. February 26th, able to walk with walker,

S. Mursing Assessment and Recommendations of Incfdent: (include how

incident might have been prevented)
- :

Seems to have been over medicated especfally with Haldol. The pm‘e}n '
réally wes not much of a problem and would probadly Mvc scttled uitMn
2 '?k of aﬁisslu without the medication. Ne wes nndering but mede

o serious attempt to leave the building. It would have been better if
the doctor would hawe seen him about one week after admission instead of

one day. )

Pationt®s Name: Hospital # __Murse Reporging Incident
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Instructions: . L L Pk g
. L S . . ‘a.ﬂ
Repert factuel material only 1n Section | throwgh 8, Give yoor - ., L o T

v opinion and recommendat fons abowt the mwmp n s«ma S,
. ?,

lm!‘ﬂ' .

2. m.mmmum (mw-o u’-b pebcotions taken, 3 "

mmor of staff, ether mmn.gm)
Aonitted dung 9, 1977, Right st c.v&m mn Javers receptive ; _, -
/ nd wxoressive aphasia. Sel{ g 1‘ - friﬁ or l.n, o ; .

are uﬂllng to be responsid v'ior Ms up,w else e :oou be !
Grcharged. Sy TG

.
7%

»i

. . - . >

3. Depcription of [ncident: . )

July 2nd-0800 Patient wes seen um“n " smu nd ntmu to m»g _
him back fnte hospital met with, vmm mmm. e ms . B 1 .
cwmn to branches of ‘e cvmrm and had to h Qr:«! ' S

iing. Pelice "dtifiee nd ' C
. J . M‘Q to find him, '~"t' Mmed petient to MD‘KC' . S t .

a

L :,‘.. ; S 3 . -
- Rily 31 - Nefuted to tare Valiun v witn mmm. vl oz ).‘-;:i‘r" *
1100 -ﬂl auutnco of four people. 1300 - tried to 3:" o T »
o * out of Nespiual: m Beck door = wearing and uoset with| it ° B '
, _ataff. 1508 anne ovlor runlm of ua‘«a. ’ _ e' o 3;.,4‘;5 _,
4, Besolytion Bf Incident: {include m dﬁtﬁul u'uy precaut fons wrm Coo
interventions by lbctor. Po‘llcy. muiml staff - yse of Mlcatlu.etc.), B
Ny 8th foved from 208 2o 201 closer mmnw Y e
. July ath Order to tramsfer utint to emergency st cm:rﬂ'on o' ourse é ; '.“’"5.’- oy
' bty ined from ﬁtuf Put on verlods combinations of § - : , -
Largactil and Haldol. - i h @
iy % Maldo) 3 mge 1N, s repeat”in' 2 howrs (1-bebersary .
then o6 pra.  Restrain in gertatric ohair all might 412 e
i 'nasury. * ) : o |
5. Muriing Assessment ond Ilw-mutiun of xmmz 4inclute how Incident o ,
wight Meve W). L ' S '
PrilabTy’ the only thing thet woule mrwg son would be Pindtg hw o
suitabdle 'lou-ut wwtifde the Wul mim [ ) ulm wes . '
M“OM satisfy e parttally 1f 0o mast remetopers. Me - .
Certataly mnt be CTONYp vatchod ond medtcated ot ol tiavs. . 1. |
~ Patieny's Neme: - ‘epital ¢ , Nurse Reserting lncident
r =
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» INGIDENT 4yt

\
CRITICAL IMCIDENT REPORT OF UMUSUAL OF DANGEROUS PATIENT BEHAVIOR

lnstn'actious:

¢

Report factual material only in Section 1 through 4.—Give your
opinion and recommenllations about the individual in Section §.

1. DateChart reviewed Aug?25/77 Time Locatfon

2. Events Lepding Up To Incident: (include safety precautions taken,

or qf staff, othel patients, etc.)

Doftor wanted sedation withheld if at al) possible. Staff

3. Description of Incident:

June 4-77, 0900 Slapped anotHer patient on face. . Wandered all evening.
Into C.R.S. and found a pair of scissors which she
( would ;\ot give to staff but later left them at nursirg
. . © station. Voiding-on floor, e
Ju‘l; 24-77” 1600 Patient in kitchen ‘tampering with coffee urn. She
spilled hot coffee on her right 'hand. Fingers and

hand reddened.

4. Resolution of !ncid;nt:. (include any additional safety precaug‘iov;s t;ken.

v . interventions by Doctor, Police, additiona) staff - use of pedication,

etc.). :
“ June 2, 1977 Put on Haldol 2.5 mgm 1.M. stat and continue on 6ra1 dose

. }.S mom tid.
June 10, 1977 Reduce Haldol slowly to 0.5 mom daily.
June 27, 1977 Discontinue Haldol. Give Largactil 10 mgm at 09 and 1300
ond Largactil 25-50 ngn in evening,”

5. Mursing Assessment and Recommendations of Incident: (include how incident
night have been prevented)

-

Still restless ahd wanders but less aggressive.
 Should be isolated fm "normal” pltients especially at night, _

 Patient’s Name: Hospital # Nurse Reporting Incident




INCIDENT SIX
. A
CRITICAL INCIDCHT REPORT OF UNUSUAL OR DANGEROUS PATIENT BEMAVIOR

'y

Instructions:
Report factual material only in Section 1 through 4. Give your

opinion and recommendations about the individual in Section 5.

1. Date: Chart reviewed Sept.11/77 Time Location;
.2. Events Leading Up to Incident: (include safety precautions taken,
~of staff, other patients, etc).
April 17-77 Patient appeared to be unable to see. Feeling his way
.around. bumping into walls. When asked by staff member.‘said he
.« could not see her.
‘Description of Incident: ‘ T
April 25 Daughter in toivisit and patient would not allow to

)

-

cut nails, \\
. A
2250 _ Het and while staff were changing him, he scratched

both girls extensively on arms.
Mpril 26 0600 Scratched staff members while bed changed and also
. tried to bite.
0700-1500 Violent and scratched and hit when touched. Would
not eat dinner,

4, Re;olution of Incident: (include any additiéqal safety precautions
taken, interventions by Doctor, Police, additional stéff - use o¢
medicationi etc.)

April 26 -077
1300 ' Doctor notified and ordens-refeived for Largactil
SO mgm (P.0) or I.M.) prn.

5. Hursing Assessment and Recommendations of Incident: {include how

incident might have been prevented)

This patient was always moody and unpredictable since admission.

He is difficult to cgmmunicate with because he speaks véry little
English. His violence seems to, at least partially, stem frgm poor
visfon. It is essential that staff members realize this and

approach him calmly ind carefully.

.
o

_ Patfent’s name: Hospital #- Nurse Reporting Incident

-
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. APPENDIX B-1 -
PHILISOPHY OF SPECIAL CARE PROGRAM L @

The special care program has beeﬁ established within the Lethbfidge
Rehabilitation Hospital in recognition-of the fact that,in a

- significant number of the patient poﬁu]qtion,~med1ca1 conditions
are complicated by behavioral factors which may be reﬁponsible

for:

—

a) the initial admfssion or transfer of the patient to
this hospital; and/or .

| L o v
b) failure of the patient to progress in physical,

emotdgnal or social aspects of rehabilttation

resulting in his or her continued residence in

the hospital. ! ' -
Once such a patient has been accepted for admission, the ﬁospita] must
undgrtakevﬁp provide the patient with a feve] of care which can |
reasonably be expectedﬁto ensure his or her physical safety, human
rights, and those of patients and staff in the same"environment;
Furthermore, each patient, regardless of social acceptability or
brognosis,‘?B\deserving of a level of care in which sufficient
assessment, treatment,.and support are available to permit recognition

and achievement of the existing rehabilitation potentia]. v ©

Due to fhe variability of pai?gpts' behavior and medical conditions,
the basis of safe and.therapeufic ca(e‘iﬁ skilled observation, judge-
ment, planning and intervention by professional.nurseé.~‘The professional
nurse must assu@g responéibi1ify for'deve1opméﬁt of detéi]ed and |
consistent plans for the,managément of behaviors which 1nterfere with
theAachiévement of rehabilitation goals or which endanger the safety

of the patient and those who share his/her environment. The nurse
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Philosophy of Special Care Program - €ontinued \\Y ) -

must also provide instruction and support to auxiiiary staff,

volunteers and fami]y ‘members who relate to the patient, and co-ordinate
the efforts of the rehabilitation team on his/her behalf The numbers
of professional nurses and auxiliary staff required must be determined
by an assessment of the patient' s behavioral condition and nursing

needs. -~

Specialized knowledge and skills are required of staff to carry out the
special care program. These must be provided through supplementary
inservice education. Emotional and administrative support must be
available to the staff, volunteers and fﬁnﬂﬂginmmbers to assist .

them in managing the stresses that accompany frequent or continuous
contact with persons whose behavior is antisocia] The Special

vgare Program is in no way intended to be an extension of the psychiatric
'services provided by the Lethbridge Municipa] Hospital or the ;

’ provincial guvernuent Patients with acute psychiatric conditions

or. behavior uhi,h poses an immediate danger or which continues to be
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APPENDIX B-2

o}u;pnvcs OF SPECIAL CARE PROGRAM .

)

uv. ladble.

termination of realistic and appropriate treatment goals by a

)

multidisciplinary tedm.
Implementation of a patient care plan including specific directions
for behavioral management which can be carried out by &)1 staff
members under the supervision of @ p'rofessiona.l nurse.
Stabilizatfon or improvement in the patient's behaviora) status

s0 thnv he or she can function in an appropriate alternate settino
which could be one -of the following:

- return home with support services

- transfer to community care if available (i.e.
approved home, group home) -

- transfer to nursing home

- transfer from special care unit to another
location in the Rehabilitation Hospital

Transfer of patients whose behavior does not statlize to a more
&
appropriate facility which could be one of the foHOmng

- dedical or psychiatric unit of acute care hospital
- long term provincial -ental heal:n institution
- acute psychiatric care.

Collection of data to docisent tne incidence, tyve of severily

of Beh-avionl problems in patients referre¢ to Lethbridge Rehabilitation
Nospiul?thei: source of reférrn, length of stay, the

course and outcome of treatsent, and the extent of responsibility
assumed by relatives, friends, volunteers and other co-u;mitj agencies.
Cotlection of information which indicates requirements for:

-~ safe ratio of staff to patients

= skills needed by personnel

- design, modification and appmprute use of physical

"~ facilities

what constitutes e"octlve program content and trumnt

modalities

- essential "process” factors such as inservice education,
interprofessional teamwork, family involvement, etc.

Ke]

2
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>APPENDIX B-3

PHYSICAL CHARACTERISTICS OF THE SPECIAL CARE UNIT
S
o -

ft was deciaéd‘to carry out the special care program iﬁ a
de gnated area of thg hospitaT; The physical location of the program
will be referred to hereafter as the special care unit. The unit
. contained. four private rooms, and founﬁjfour bed wards (Figqrg B-3).
It‘was separated from_the rest of the third floor by swinging double
fire doors. A large solarium with an adjoining outdoor deck was located
at the south.west end of Ehe corridor, serving as a cormon aréa for
‘refreshments, group activities, television viewing, fémi]y visiting and
meals. Minor environmental modifications included installation of full
Tength mirrors in each patient ro:; and the addition of colorful posters
in the solarium. A metal cupboard was removed from an alcove about half-
way down the length of the ﬁa]] and a desk and chairs installed to create
a “"satellite" nursing statiqn. This was to encou;age staff to remain in
'”?"%ﬁe aréa'where they would be able to observe and hear patients while
| charting étc.’.Supplies and equipment kept in this area included blood
p;essure apparatus, incontinence pads and devices for patient restraint

[ 4

in emergency situations.

Several inexﬁensiye but impdrtant physical modifications were
eventually méde to improve the safety of the patient care environment.
Dutch doors were 1nst§11ed at the nursing sfétion, medjcation‘ropms,
kitchen and uti]ity fooms making it possible for staf?fto sée and hear
pétients~from these areas, and preventing patients from having access to
harmful materials, An outdoor area was fenced so that wandering,pitients

could safely spend time outdoors in good weather,
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FIGURE 3-3
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APPENDIX B-4
STAFFING OF THE SPECIAL CARE UNIT

Patients in the special care unit were frail and highly dependent,
in addition to their behavioral symptoms. An enriched staffing pattern S

for this area was therefore considered essential.

Funds for additional staff were obtained from two sources. A

' Canada Works Grant in the amount of $28,500 over a one year period was

used to fund three theraPy aide positions. The Hospital Board approved
funding for two registered nurse positions for a six month period.

Following an eva]uatioq, these positions were continued.

Changes in the staffing ‘pattern can best be appreciated by comparing
the former allocatipn of staff for the 50 beds ‘on the third floor with ,
the pattern instituted when the special care unit opened. Major differences

were as follows and are summarized in Figure B-4.

Registered Nurses

Two registered nurses were selected and assigned to the special care
unit on the day shift. They were selected to work in the program on the

basis of their interest, their ability to plan care, and their awareness

" of psychosocial as well as physical dimensions of care. A 1*sting of

specialized skills required by nurses for their role in the spec1ai care

unit is presented in Figure B-4-A,

" Nurses became involved 1in the direct observation and care of patients. -

~ One effect of this was that patients benefited from the direct observation

and interventions of the registered nurses The presence of the nurses

contributed to the status and morale of aides working with the disturbed

X /
patients. Other major functions of the nurses included detailed planning

-

3 , | . -
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By FIGURE B-4

STAFFING PATTERN BEFORE AND AFTER ESTABLISHMENT OF

SPECIAL CARE UNIT

Staffing Pattern for 50 Beds before
Estad) ishment of Special Care Unft

14

3
m.n-«::... Pattern After g€stablishment

L4

_of Special Care Unit

. 20 Bed Special Care Unit | | Remaining 30 Reds of 50 Bed Ward
*
Wumber of Staff by Tour of Duty {Wumber of <taff by Tour offuty Kumber of Staff by Tour of Outy
7-3 3-1 n-7 Staff Category | 5 3| 3.1 |i1-7 7-3 3.1 | N~7
3 1 1 Reaistered 2 1 .5 o 1 .5
lurse ~ : s
Nursing Afdes M (7)
6.5 . 1 and (R) 5 3 ~ 3.5 2 1
] \\/ Atgendants (0) .
. r\ | [
\ //... Nursina .
Crderlies Shared - 1
Prior to development of the Special Care (T) _sn_iﬂsﬂ.ovx aide who carried out both .
Program, selected patients received nursing and proqram functions with .2:19...
individual: Physiotheraoy, Occupational patients, .
Therapy and Recreation Therapy, This .
rarely included patients who were (R) 1Includes Y hour a.m. and p.m. Refreshment period
selected for the special care unit, supervised by recreation therapy aide
although a Tew of these patients left .
the unit to participate in Reality Includes reality orfentation groups- and
Orientation or Remotivation Groups remotivation aroups supervised by Recreation. .
or other Recreatfonal Programs, therapy atde
(0) Includes some work with individual patients

by occupational therapy aide mornings,
Honday to Friday -
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of care, initiating contact with p"’*iffﬁ"" particularly in regard
to scheduling.or h1scont1nu1ng medications, and 1n1t1atihg diagnostic
'ﬁeasures. The nurses were responsible for conducting patient care
cqqurgncgs,ﬂ§upefvj§ing and assigning the work‘of th; aides,
co-ordinating,care wish other hospitah\ggpartments.-and providing

»,

instruction and support ‘5 families, -

\
«

Experience had shown that accidents and incidents {nvolving
disturbed patientsﬁ?requently occurred on the eveninglshift when a.
minimum of personnel were available. Families frequently vi{i}ed.
during the eafly evening hours. Patients who had been placed on the
evening shift frequently wakened,and bécame disruptive at n¥ght if
careful adhefence to a planned schedule for drug.administration within
the boundaries of flexible medical orders was not consistently followed.

The presence of a registered nurse to direct the Qgre of these patients

on the evening shift was thus considered essential. .

 Registered Nursing Aides, Hursing Attendants and Therapy Aides

No new positions for regis;ered nursing aides and nursing attendants
were added, External fundi;g for three para profession;{ positigns was
obtained. TheSg positions were not included in the colfective agreement
and the(efdfe Eequired a separate Job descripfion and title. The j;b
dgkcription of "thérap}“gides" is ﬁresented‘as Eigure B-4-B. It was
~ considered neeessary for;fﬁe therapy aide to be able‘to provide personal

care to patients, both to ensure their acceptance by other staff and

because many of the behavioral goals Qby1d involve aétivities of daily

living., N

o

Two of the three therapy aides employed for the project were

driented to nursing functions and routines, A fgmale therapy aide
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‘ o
(with B,A.) wonked‘days Monday to Thursda{ with the additfonal hours

being distributed in evéMngs or on weekends to accommodate planned

activities. When n‘ltpecia] activities were scheduled, she worked
Monday to Friday. The male therapy aide (in final year of B.A. program) =
attended University 1n the mornings and worked from 1300- 2100-hours

Monday to Friday with occasional weekend assignments. With the addition '
of these two positions in the day and evening shift, a regular nursing “
attendant position was rea]]ocated to the night shift The 1nd1v1dua1
scheduled to work.pdghts in the special care unit was located at theﬁ B
"satellite" nursing station midway down the hall in the area. FroﬂFthis e

pdsition:_x‘e made half hourly rounds in the area. She was able to hear ! df _
) ' o S
if patients were gefting out of bed, and go to their-assistance. This

measure was considered necessary because of the large numbers of falls,-

-4
et

sometimes resu1t1ng in ‘injury, which had been found to occur among,patients :
in the spéi?:ﬁ‘care unit. o W

[ : ¢ -
Registered nursing aides and nursing attendants-were primarily
involved in assisting patients with activities of daily living, (i.e.
bathing, dressing,leating eqd toileting).A Theirhpatient care éssignments
were developed and 1nte;pret:aifz>them by the‘;egistened nurse so that )
they would knowledgeably assist 1mp1ement1ng the care nlans They »

were selected to work in the special care unit on the basis of interest,

sense of humour and a demonstrated ability to deal kindly with the

pat1ents.
&

'Registered Nursing 0rder11es E

Only two regisdered nursing orderlies were on thesstaff ef;}he
hospital. They worked permanent day shift and were usually;g{yen

N
e A

-t
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)
patient assignments of several male patients requiring assistance

with genito-urinary functions The orderlies continued to provide
occasiOnai sérvice to speciai care patients as they had prior to

commencement of ‘the program.

‘Occupational Therapy Aide

~ The third therapy aide was assigned to the Occupational fherapy
Department. Following assessment of patients' abilities in activities
‘ef daily 1iving by the therapist,\the aide worked with selected indivudal
patients to attempt to reinstate lost skills. This work time was
nsuaIIy conducted in the mornings and at_the noon meal. Therapeutic
grohp'actigities lasting about two hours were planned and conducted by

the aide three afternoons a week.
| Recreation Therapy Aide: . \

0 : N [?
Prior to inauguration of the special care program, aides from the

‘Recreation Department-had conducted reaiity orientation aroups three
mornings a week and remotivation groups two afternoons-a week for
‘:seiected patients) some of whom were among those selected for the

'q'speCial Care‘unit.' This'practice continued.

The Recreation Department supervised morning and afternoon "coffee"
i sessions for all hospital patients in; the Iounqe on the main floor prior
.:tn the introduction of the specia] care program. A number of the
‘disturbed patients had not beq {nvolved in th'lS because they required

X one-to-one supervision which was not available, To meet their needs a

. morning coffee'*was instituted and staffed’ in ‘the special care unit

solarium by the Recreation Bepartment,

ok .
L]
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Other Professional Team Members

.~A1though not included in the staffing pattern of the special care
unit, the professi nal heads of clinical departments of Pﬁysiotherapy,
Occupational and R creatfon Therapy, and Social Services provided ‘
aséessmen; and consyltation services to the program. ' Social Services
were particu]ar]y\im ortant for this patient population. Each patient‘
remained under the care of his or hér own physician. Physicians were
obligated by hospital \policy to visit at least onceaa month. Most'

patients were visited every 1 - 2 weeks by their doctors.

Volunteers

The hospital had ani active volunteer program when the speéial
care unit was established. Volunteers had been e@cdh;aged to form
one-to-one ré?htionships ith one or two patients and some pat{ents
in the‘special care unit did have volunteers who had taken a particular
interest in them. Volunteers also assisted with some of the group

activities and'recregtional events., They were provided with information
about the phifosophy, obj;c ives and methods of-the program sb that

they could knowledgeably panticipate in tﬁe treatment b1an. They required
some support in order to pé ticipate. Thé involvement of volunteers

was perceived as helpful by|staff and by patfenfs' families.
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FIGURE B-4-A

SKILLS OF R.N. IN BEHAVIORAL MANAGEMENT J.
, C

In addition to the knowledge, skills and attitudes identified in the

staff nurse job description, does the following:

1. Understands and can-interpret to others the philosophy and objectives
of the Special Care Unit.

2. Understande and can interpret to patients, staff, prysicians, velunteers
and family members the criteria for admission to or transfer from the

‘ Special Caee Unit, »

3. Understands and can 1n;t}uct others in the process cf ottaining baseline
information about the frequency and antecedent and subsequent conditions
under which a‘specific behavior takes place, .

. 4. Understands the purpose of written behavioral management plans and is abie

to develop a written plan for:

a) implementation of specific eating hyc\ene. dressing,
toileting, activity routines;

) Tresocialization routines; ‘
c) routines related to the aaministratior of medications (i. €. 1.P.P.B.,
enemas ), .
5. 1Is able to identify the long range implications of short terr nurﬁing goals
and thereby prevent unnecessary or avoidable institutional Fatterns of
behavior, .
6. Understands and can instruct others in the process of writing accurate
behavior descriptions and critical incident resorts.
7. lan conduct and give leadership at a conference for the purpase of:
a) completing Patien: Profile, and identifying critical ‘behaviors and
approaches;
b) developing ¢etailed'behavior.l management plan;
c) 'jaentifying and solving problems in care of specific patients;

d) consulting with doctor and other team members about major changes in
the direction of care, re-assessment, discharge plannang or
1nterdisciplinary probleg5

. Ly 1 .
8. Understands and can apply the principles of reality orientation to the ward
environment and care routines. Can instruct family members, volunteers and

staff in these principles.




FIGURE B-4-B _
JOB DESCRIPTION‘ FOR THERAPY AIDE IN SPECIAL CARE UNTT

A

. /’
KNQutEﬁ—E“‘ P%eferab]y some post secondary education with course
. ‘.g F
/ content in the areasabf psychology (part1cuar1y abnormal,

e
)
.l

and behav1or modification) rehabilitation and recreation
Must have or acquire know]edge of basic sk1lls requ}red
to assist c11ents w1th personal care 1n hosp1ta1

environment. L

- PERSONAL CHARACTERISTICS AND ATTITUDES:

' Demohstrated abi]ity to work with a team in a structured.
sett1ng, to accept profess1ona1 superv1s1on, to learn
to respect the r1ghts and needs of others (1 e. clients

or staff), to participate in phys1ca1 care of c11ents,

‘and to respect privileged 1nformg€1on

SKILLS: UNDER THE DIRECTION AND SUPERVISION OF A REGISTERED NURSE -

ass1sts clients with personal hyq1ene eat1ng, dressing and

F

- other act1v1t1es of daily 11v1ng as part of a total
' behavior management program; | o
2 :i' - observes and supervises clients in ‘the unit t0_ensure
_their afety and to be able to make a coﬁtr1but1on to
_ 4 ;“pianning and evaluatlng therapeutic 1ntervent1ons,
3 - Pprovides st1mu1at1on to’ ind1v1dua1 clients or groups by
: structur1eg the env1ronment or throuqh planned act1v1t1es, j
conversat4on, 1qvolvement of volunteers, v1s1tors, etc, N
4 - = assists with p]anning -and carry1ng out of group recreat1ona]

act1v1ties such as reality or1entat10n groups, excercise

~ groups, out1ngs etc;
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Job Description for Therapy Aides in Special Care Unit - Continued

5 - :assists with specific aspects of record keep1ng and program
eva1uat1on within the unit;

6 - co-operates with other team members in oarrying out plans for
behaviora] management of individual patients; and

7 - assists clients to enab]e them to partic1pate in se1ected

act1v1t1es outs1de of the sheltered environment of the unit;

SKILLS: UNDER THE DIRECTION AND SUPERVISION OF THE SOCIAL WORKER

1 - acts as a resource personfin oesigning and implementing
behavioral management procedures; ' .
2 .= works uider the direction of the social worker to take social
.histories, explore family and commupity reSBUrces; and to
> assist the c]ient'with.oersonal and financfa]"ma%ters; and

7’

3 - provides emotional support to clients and/or their families. |

SKILLS: UHDER‘THE DIRECTiON4AND'SUPERVISION OF THE OCCUPATIONAL THéRePIST
| 1'_ - imp1emen£s_activi£ies of daf]y 1iving designed to assistn*
individuals with grooming skills:fnygiene, eating, etc; |
2 - 1np1ements djreo;ed activities designed_oo jncrease clients’
| concentration span, comprehension, memory andAorientation-'and
3 .-"~$mp1ements group act1v1t1es designed to improve awareness of
| self" and others, co-operatlon, spontaneity andq\brsona1

o relat1onsh1ps.
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APPENDIX B-5
ADMISSION AND DISCHARGE PROCEDURES IN SPECIAL CARE UNIT

'

Admission to the Hospital

v -

A1l patients when first admitted to the Lethbridge Rehabilitation
Hospital spent one to two weeks in an.assessment unit  (Smith, 1976)
. where registered nurses'with spec1a1ized skills coordinate a detdiled
clinical and psychosoc1a1 assessment process. Before the patient was .
transferred from the assessment unit to another area of the hOSpital
the 9031Sand plan of care for each patient were reviewed and agreed
upon at an 1nterdiscip11nary conference attended by the Chief of
Medical Staft and_representatives fromlall clinical departments.
The functionat status of the patient, the'goals and treatment plan o
3 mere 3unmariged‘on ghe_Interdifcip11nary'Patient.Profj1e (Figure B-5).
Dates for re-assessment were set to assure follow-up of thengoals andv

any nécessary modification of the plan.

Adnissipn t0_the Speci'al ‘Care Unit

If a patient met the cr!teria for admiss1on to the special care

unit the Patient Prof11e for use in the unit. (Figure B-5-A) was comp]eted.

The.transferring~nurse comp]eted the top sectiqn of the Profile. Special

care program goals were developed by nurses in the special care unit w1th ‘

~ the assistance of aux111ary staff (F1gure B 5-B).

Transfer or Dischagge-From'Special'Care'Unit "

A formal mechanism for transfer or d1scharge 9f patients from the
{

gnit was developed A f]ow chart- 1ndicating alternat1ves for adm1ssion,. %:

transfer or discharge of patients is presented in ngure B- S-C
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FIGURE B-5-A
; PATIENT PROFILE FOR SPECIAL CARE UNIT

.| Name: . , , - Date of Birth: X

Home or Permanent Residence:

Next of Kin or Responsible Person: Name: Telephone
Address: . Telephone

Other {mportant Social Contacts:

T

{Attending Physician:

Other Doctors Who Have Visited or Consulted:

Details of Admission to thhbridge Rehabilitation Hospital:
' ‘ Date:

-

" E.D.D.
Reason for Admission: T

| Health Deficits Present: - .

> ’

General Goal of Care in Lethbridgé RéhabLlﬁtation Héspital: .

-

Reason for Admission to Speéial Care Unit:

S

N

SPECIAL CARE PROGRAM GOALS

To Increase the FoI]owing'thaviors:‘
R TR - ’ -
e S . :
|To Decreqse};he'?ol]qwfng Behaviors:
1. o

119
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FIGURE B-5-B .
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ADNISS [N PEOCESS - SPECIAL CAPE LAY

$TEP 1 s

A1 aorisston or transfer of pnuen!i to the specral care umt are to
be reviewsc with the Nursing Supervisor. before they are initiated.

STEP 11

“1f, after reviewing the patient's concition and the agrission criteria,
the Supervisor approves the admission the following should occur:

& A. “Nhen a patient is aamitted to the spects) care unit, whether
from the Assessrent Untt or some other area of the ReXabilie
tation Hospital, the nurse transferring the patient wil'
corplete the top section of the Patient Profile-Special Care Unit.

8. The items Reason for Admission, Health Deficits Present and
General Goals of Care in the Lethbridge Rehabi!itation Hospital
should ccrressone identically with 1Mormt1on on the [ntergis-
ciplina-y Patient Profile, )

C. The ftem “Reason for Ad-ission to Special Care Unit® should
include & specific descreotion of the patient's behav'sr whigh
makes 1t cledr wnhich of the adrission critieria are Seing -et.

- The number of the aomission criteria being applied srould be
placed in brackets as in tne following exarples.

REASOM FON AZXISSION 70 SPLCIAL CARE L%IT:
Exarmple ! TN

Teeth grinding anc antisoctal resconses to o'  but a few sta?e
members Make It necessary to place th's patient tn § roo™ w'lh
other antisocial fat ents. Mowever, we belleve he She weuld
benefit from increased <*'mulation and 4 mcre norral ‘darly
rovttne (Aarission Triteria Numders € - 7; - ’

Exarple 2

Pattedt is disoriertes and aGr54ated - cd''y out “renuenti.
{Aamission Criterion Numper 1), <

_Edarmple 3 :

z Patient i3 unable to 1nitiate Intersction, Du’ resronds te atrers.
Requires shelterec activity program (Agriss cr Criterigr N.-ter & .

Example 4

Pnient_ has become dependent upon ;.°.P 8. treatments 4% 3 spectriic
time and is unwilling to acceot 4 wore flessble routine wich woul®
rake out-patient treatment ‘easible (Adrission Critieria “urbers

6 and 7. -

STEP I11. '

- The nurse fn the Special Care Unit should:. .

"= review nursing history and current care plan;

~ ‘personally cbserve and assess the patient’'s physical and
benavioral status; . .

= tentatively identify two behaviors to be increased and two to .
be decreased; : . ’

- bqiu’ co'lecﬁnq baseline tnformation sbout the frequency of
these behaviors and the times and conditions under which they
occur; . . -

= review the behaviors tentatively selected and the baseline
- information with other special care vnit staffat s preliminary

care planning conference (3hould occur within one week
of admission to the Spectal Care Unit); and B

' : h ] . .
= usino informstion obtained st the conference. finalize
. detailed behavioral PSnage™ent plans. These should be. -
done no Tater then tored.weers following sdmission of -
the patient to the Snecral Care Unit (see instructions
& Tor writing Behavior,! 2enaqerent Plins). . =

&3
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FIGURE B-

5-C

PLACEMENT ALTERNATIVES FOR

—_—

wm:><~oz>rr< DISTURBED PATIENTS

= Ml - — = - - - - — - 9
&, e _
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Acute Care | psyéhiatric cage | —™ — — ~— !
Hospital : _‘
/ Admission to - Condition Uononro:n: —_—-—-— I_
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Mursing - Hospital no.&»npoa Memains The Same .
—I' —— .ca.o_ ines . Admitted to
1-2 weeks 1n — for ecial Yes Special Care - .
I . Assessment Care Unit Unit hoi_»n»o: nlvnoco- _-——— —-—-
Un:it C _
| Cossunity : ~
_ - No .
_ : Amitted to General | T _
{ . Care at Lethirt iae - :
e« Fehamilitation | e e i R I
| Hospital
: _ Discharqe Yes !
~ a
o |
. - i
* 120 > .
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_ ! . . _
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-

N

A'patient was transfer;zd from the specia] care unit to another area

of the Rehabilitatﬁon

2)

3)

4)

5)

6)

)

4

spital under the following conditions:

if the patient had become a1ert enough to receive

more benefit from program elsewhere in the hospital
y .

if a behavioral assessment had been reason for

admission and had been completed;

if-a behayioral prob]em 1nterfer1ng with care or
rehab111tation had improved;

if the patient S deteriorating or unstable cond1t1on
_became the predominating factor in their care; '

if the patient' s'behav1or had stabi11zed but she
or he was still not suitable for discharge or
transfer to Nursing Home because of physical

.cond1t1ons or care requirements; or

. -

if the patient was awaiting d1scharge or transfer to
-Nurs1ng Home.

A
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" APPENDIX B-6

[N

DEVELOPING PLANS FOR BEHAVIORAL MANAGEMENT

The process for developing and using behavioral management plans

is described in Chapter 1IV. .

Once the behavioral management plan was finalized, it was discussed

with the patient and his or her significant offiers. The responsible

person was asked to sign an informed consent for the participation
of the patient in the program. The consent form is presented-as
Figure B-6. Obtaining consent .was considered necessary not only for

N

legal purposes but because_of the teaching opportunity it presented.

" The following materials used in developing and imp]ementing the behav- .

/

™~

ioral management plans are presented.

1) Assessment of Critical Patient Behavior

I

2) Behavioral Management Plan and Progress Notes

3) Instructions for Writing Behaviora] Management Plans NN

4) ‘Menta] Status Questxonna?re ’
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FIGURE B-6
CONSEMT FOR PARTICIPATION IN-BEHAVIORAL MANAGEMENT E&OGRAM '

I understand that a behavioral management progrém»at the Lethbridge
Rehabilitation Hospita] is being undertaken to co-ordinate tpe efforts
of staff, patiénts and their families in encouraging behavior that
will help the pgkient achieve identified rehabilitation goals and

discouraging behavior that is likely to interfere with the achievement

of these goals.

The behavioral management plan for . . . . . . [ e e e

"has been explained to me and I authorize members of the staff of the

Rehabilitation Hospital to implement the plan.

AN

T\fngifr give permission for the staff of the Rehabi]itatfon Hospi tal ~
to commUE$CQ§g\E?e content of the plan t6<?ther agencies or professjon§1s

who may be involved in the treatment program.

N

SR - DATE :
SIGNATURE OF PATIENT OR RESPONSIBLE R
PARTY . o B K

N DATE:
SIGNATURE OF NURSE/WITNESS ~  ° -



. FIGURE B-6-A . | . )
, . 'FORM FOR ASSESSMENT OF CRITICAL PATIENT BEHAVIOR |
i | i M . «,o ;‘\ ; N
7 . ’ - §
NAME ; n AGE: ADMISSION DATE: L
DICAL CONDITION: . . - R
/ l‘/p . . .
J. .| Exact{ Events Leading Up| Description of Events Following Staff
120.: Behavior | Date ime " To Behavior Behavior ~ Behavior Member
_ . ’ Observing
. p ¢
a

"




FIGURE B-6-B
. INSTRUCTIONS .FOR WRITING BEHAVIORAL
- MANAGEMENT PLE AND PROGRESS NOTES

The purpose o7 a Benavioral Hanaoement Plan is to provide staff with
specific instructions which wifl enable them to:

5 1. use interaction and other ‘types of reinforcement to
- achieve the goals of care; and

2. help to retrain or re-orient the patient to socially
: acceptable and reality oriented behavior through .con-
sistent instructions, patterns of care and consequences.

The 'Behiviora'l Management Plan consists of Four Parts:

1. The Behavioral Goa) ‘
2. Descriptfon of Target Behaviors to be increased or decreased

3. Staff Actions or Environmental Consecuences: Directions for
staff responses to the patmnt H behavior

4. Progress Hotes - a retord of the patient s progress toward
‘ the target behaviors and goals.

1. 'The Behavionl Goal “is a general statement of what you hope the
"pauent will achieve. such as .

" "N learn to accept feeding, toﬂeﬂng or morning

S care from any member of the staff”

o or B

B A Wi "Iurn to eft sittina up so he can particwate
o L | ) outings with recreation department”

o LA . © . or
: '&, o T 'lfh'l regain a sense of privacy and request nurse
M - to draw curtains lround her bed before she uses

. ” L 'v" Q. o -b MP.n . 5, 2
~ *'l’he four target. hehaviors yow choose could all relate to the

ﬁun qenenl goal or t.hey could relate t&mre than one goal.
The ;’Q;;Qet behaviors £an be seen as’ smll steps that he)p the
W‘i reach the goal, . For euuple Goinc on outings with
ﬂiﬁmmtiqn deplrtmnt uou)d have to be preceeded by eating
qc{ . lnd drinldng in an upright positton. nnimng dressed and
ln nluting the gocl mp in nind the reasons for the &patient 's
° o missim to the Spechl Care Unft.. The beit goals ang those
e umu uom ‘stablize or s-pme these"behaviors,. allawing the
utient to h and for 4n an aru um less intensive stgfﬁng

SR mtimnt for . to two hours, etc.
‘ "&

soloct. with tﬁe Mlp of othet staff in mﬂmce. two target
uhuim to u 'lncmsd and M to be dmued. if you have
ml!ﬂiuin of four two w‘lll do. - lt is especially 1nport-
* 3 npt to uemfy Iphvim to. mmge or ‘increase - ‘these

0 «

P . B
. ,. s P -
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r
IHSTRUCTIONS FOR WRITING BEHAVIORAL MANAGEMENT PLANS ANS PROGRESS “OTES
] .

Continued |

.............. Sl e L Lk L T USRI
!
'

constitute the rmost important basis for the behavioral management program.

If you can, write the behaviors to be decreased in positive terms and

work with four behaviors tg be increased; ‘These behaviors §hould be
written under the "Goals" column on the Patient Profile Sheet.
You shotild then use 1 yellow Behavioral ltanagement Plan for each of the
target behaviors. You could, therefore, have as many as four sheets.
In the coluﬁn "Behavior to be Encoﬁraged or Discodraged” write Q
description of the behaviors you wish td\see.< The more specific you can
be here, the better. Answer the questions:

1). What will the patient be able to do?

2) When or How Often or under what conditions will
hesshe do it?

In plans of this type, it is best to work with two smatl, highly
specific behaviors since you are more likely to be able to evaluate
whether the patient has achieved the goal or made progress toward it.

For example.

"™Mill voluntarily come out of room after being
- .invited once, and join others in the solarium
for refreshments 4 mornings out of 5"

{s -preferable to ‘
®Increased social 1nteraction#§nd participation”
In the column "Staff Actions or Environmental Consequences“,iyouuwilﬁ
write specificiinstructions for staff behavior. .in relatior to the
patient. In deciding what these instructjons should include, consider

a) What factors (interpersonal, environmental) currently
encourage or maintain the problem behavior. For exampie,
when the patient complains of headache, does he always
get a pill andsor some staff attention? ,Does he get
wmore attentfon for having a headache or not having one?

b) which technique or response or a combination of several
might produce the desired behavior. Things to consider

o here are - what does the patient Tike or respond to
* that you can use-as a reinforcer. Remember,
& reinforcer must be -
EFFECTIVE « {.e. 1f it is oiven
avior increases, or if withheld the
. behavior decreases.

CONTROLLED - must beé within the power of
the sta?? to deliver the reinforcer,

RAPID - refnforcers are most effective
“wWhen they immediately follow the behavior
they are suppose to influence.
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FIGURE B-6-B (Continued)

-INSTRUCTIONS FOR HRITI}G BEHAVIORAL MANAGEMENT PLA%S AND PROGRESS NOTES

Continued

.
.......................................... LR L L L L LT T T prpipnpupn

In writing directions for staff, it is again 1mpdf{ant_go be as specific

as possible. For example:

* MOST IHPOR]’ANT ¥hat did the pat'ient_m ORL_ that you thought was .

“Give praise and attention® is less specific than

"lihenever Mr. X makes a request or inftiates conversation,
Took directly at him, give your full attention for a few
minutes, respond using his name and giving praise - eg,

"Oh Mr. X, I'm glad you asked me to help you.

. )
or

Rather than ass1st with eating”" you might wish to specify -

a routine to be followed during the meal which would help

to re-socialize and re-establish habits. For example:

1) Set Mr. X, at the table not facing a window .
(He sees better when not facing bright light).

2) Place cutlery on right side of tray where he
can reach it with his good hand.

3) Place napkin in his 1§p and remind him it is there.

4) Name each food as you give it to him and ask him to
tell you how it tastes. ‘

8) Alternate so1\d food and fluids etc.

There is a yellow sheet for each behavior you are working on,
Make sure you have the right sheet for your observation.

Progress.notes go on the back of the sheet.

Hote should contain: - Date
. Time and Place:
Who else was present? (patxents. staff,
. visitors)

significant?

REMEMBER: Your notes will become part of the - Your signature -

chart. They tell about you as well - Your job category,

as the patient. Do them neatly, in Nursing Attendant,
ink, be specific and FACTUAL. CHA, CNO, Therapy
- Aide

- RN, O0.T. Rec. Thera-

pfst. etc.

ALL STAFF HEMBERS FROM ALL DEPARTMENTS HORKING WITH THE PATIENT.ON THE
UNTT SHOCCD FARTC

TARIZE THEMSELVES WITH THE PATIENT PROFILE, AND

BEHAVIORAL MANAGEMENT PLANS FOR ALL PATIENTS SO THAT THEY CAN MAKE AND
CORTRIBUTE NEANINGFUL OBSERVATIONS TO THE PROGRESS .RECORD. -

r
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BEHAVIORAL

- FIGURE B-6-C = .

MANAGEMENT PLAN FOR SPECIAL CARE UNIT

e

- NAME:

MEDICAL CONDITION:

~ ADMISSON- DATE:

BEHAVIORAL GOAL:

Behavior To Be Staff Actions y,m=<*1o=am=nmd_ wm:o<*omwuo Be mnown“>nnio:u<x\mw«*soasn=ﬁw“
Encouraged . Consequences Ignored or Discouraged . "~ -7 -Consequences
’ * * ﬂm s ‘

.
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, FIGURE B-6-D
MENTAL STATUS QUESTIONNAIRE ,
These questions will help to .ascertain whether or not organic brain
syndrome {s present.. ‘It is important to work fhe;e quesﬁions into
" your conversational approach to the patient and try not to embarrass
the'person. Ahswerﬁ 6bta1ned under preSSure are complicated by fgar
and anger. Deafness, language prob]ehs.and hosti1ity can also cause
higher scores.’ ‘ .
SUGGESTED APPROACH - I'd like to test your memory today. 1 hope you
don't mind these very simple questions. Would'
® you remind me of how old you are rnd what year
you were born? T
Date
1) What is your age?
-[2) Wnat 1is the ‘year of your birth?
3) . What is the day —t:day? o
4) wWhat month is it? 5
. [5) What year is it? . : B N
6) Where are we located? '
7) wWhat is this place”
8) What is my name or what is the
name of someone with the patient
whom he should recognize and
know? .
9) What is.the name of the current |
- & ime Mimster?

0) Who was Prime Minister before
rhim? :

How TbnSCORE:_ 0 - 2 wiong answvers

Total Score

patient may have/no to minin&l
brain syndrone

patient has at least mild and
_possibly moderate brzin:syndrome

"3 - § wrong answers

1

E& 8 wrong ansutrs

-lt)wrong ansuers . severe organic brain syndrome
< .

- FROM: 'N‘naginq the Distyr bed Eider]y Patient in- Family Practice

ln.lnterviavwith Dr.»Alvin 1. Goldfarb.

~d

at least moderate brain symdrome
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APPENDIX B-7 -
ACTIVITIES OF DAILY LIVING IN THE SPECIAL CARE PROGRAM

A

Pr1or to introduction of the Special care program, most. of
the behaviorally. d1sturbed patients had trays brought to them in their:
rooms. A1though it was generally the practice for patients in the
| hospital to be dressed in their own c]othes, some of the disturbed '
patients had worn hospital clothing because of their incontinence |
A number of the pat1ents had spent the1r days in geriatr1c chairs or
whee1cha1rs, except for trips to the/toilet or rest period when they
vreturned to bed. Most had béem content to be put to bed around 6 p.m.
1Mmediate1y after the even1ng mea] Few of the d1sturbed pat1ents had
been able to partic1pate in recreationa] events outside the hospital
ajthough-some were included in large 1nterna1 events like the Christmas
party A few of the patients had been selected for part1c1pat1on in -

hea11ty orientation and re-mot1vat1on groups

In_the-specia] care program, patients-had breakfast 1n'their‘rooms '

' as they had formerly'dOne._ The three young or m1dd1e-aged aduIts who

\were mentally handicapped were supervised in getting ready to catch the

bus for the Rehabi]itat1on Norkshop downtown., They returned;1n the mid

‘”‘afternoon.-
.

AN patients were ass1sted to choose andgdress 1n the1r own c]othes
and to be ready for morning coffee’ 1n the so1ar1um at 9: 30 a.m.
Following coffee, some patients remained in the solarium and others
- had individual sess1ons with the occupationa1 therapy aéde Regu}ar
‘”jtoileting schedu1es were observed R , _' ( ‘ o
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" Most patients ate'iunch in thelsoiarium'with the exceptionfof
a few patients who became ‘yery agitated in a stimu]ating environment
and those with whom the occupational therapy aide might be doing
individuai training Nursing personnei assisted patients to eat and
encouraged their awareness of and interaction'with others. Foiiowing :

a rest period, most patients returned to the- soiarium ‘Wwhere afternoon

ts were. served and where the group act1v1ties took’ place.

ee patients who attended the downtown workshop ate dinner ‘
in the Targe downstairs dining room., If their behavior became antisocial
their trays were ‘taken to the soiarium in the spec1a] .care unit. ‘Dinner
for patients in the spec1a1 care uni; was served in the so]arium Patients o
were encouraged to remain up untii eight o'tiock or later. The therapy
'aide who worked from noon untii 9 00 p m. supervised patients in the

".soiarium and organized their evening activ1t1és.

There was 'some re51stance to .the evening program from both staff and
patients who had become habituated to the former routine. However, both
. individual and group act1v1ties were piahned and eventuaiiy the new ,
hpattern became estabiished Since several visitors came in the evening,

~support and instruction cou]d be given at this time.

_ The three patients who worked downtown were encouraged to have as
‘nonmai a routine as pOSSTb]e. As long as their behavior was not offen51ve :
“to others, they were inciuded 1n recreation activities ;or patients else-

‘ where in the hospitai These activities sometimes invo]ved out of .
.flfhospital trips to a movie, iounge, sports event or concert other times
there were games or sing songs in the hOSpitai The eveninq therapy aide ,““'

aiso spent individuai time with these patients. endeavoring to heip them
® v :.. . ‘.a
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increase theirvrange.of conversational topics and their‘sociai_skiiis.
One type of individua1 care deserVes specia] mention. This came
to ‘be cal]ed "wa]Ling therapy".‘ Patients who were not independently
ambu]ant and who spent their time either in bed or in a wheeichair or
geriatric chair were taken for a waik the length of the haliway and
back Two and sometimes three staff members were required. for this
actgyity, since ‘most of these patienfs were unab]e to stand aione The‘
walk thus 1nvo1ved a con51derab1e amount of exc1tement The purpose of .
the walking ‘was exp]ained to staff patients and families By. putting :
.2 nuMber of muscles and muscle groups into action, the wa]king heiped to
1ncrease circuiation, maintain muscle tone, and prevent constipation
R It represented a reia jvely. vigorous physica%aactivity for the patient
' and thus produced r%diction of muscle tension, making aggre551ve out- .
bursts less iikelyj It produced muscie relaxation and could thus ‘be
expected to enhance s]eep It was perceived by both patients a% staff
as. a purposeful activity, and the physicai contact and upright pos1tion
tgf assisted in maintaining an accurate body image. . It prov1ded the patient
the-opportunity to view his envirOnment from\i different and more

¥

dignified perspective. ;f '

Af“_i_ anaily. seeing the patient in the upright p051tion and accomplishing .
, Somethiing with fim generated Qbodwin between patients and staff members "
The nalks frequentiy ended with staff and patient congratulating each-

other and laughing
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APPENDIX B-8
GROUP_TREATMENT METHODS

“ATthough a varied social and recreational program was available
in the hospital, it was geared to patients who were mentally sound and
rnotrantisoctaj. /Behaviora11y diSturbed patients were frequently
-disruptive in such actjvit1e5'and required a level of personal -
supervision that madehit impractical to include themj When the special
care unit was estab]ished;:threeAtypes‘of recreational programs,
(sheltered, supervised and unlimi ted) were defined. Each patient in
the hbspftal was assessed to determine which type of program was
' apprdprfate. Sheltered~activ1tiesnhad not previous1y existed. When the
"special care unit opened both in and out-of- hosp1ta1 sheltered programs

»

. were p]anned for the pat1ents

Regu]ar activities 1ike the morning'coffee and the therapeutic
"act1v1ties program were schedu1ed for the solarium.. D1sturbed pat1ents

were included in other hosp1ta1 act1vit1ﬁs when superv1s1on was availab]e
. .. v ;

The morn1ng coffee'ggggram has a1readyfbeen described The
ftherapeut1c activities program was conducted 1n the solarium by the
| occupationa] therapy aide three afterhoons a week. A var1ety of act1v1t1esf:
g were 1ntroduced inc]ud1ng s1mp1e crafts, games, s1ng1ng, rhythm band.
and potting plants. - ]
'Visitors were int]uded in‘the‘activity sessions but:were-sometimes
prob]emat1c 1n that they tried to take over and do the activity for the

patient or because they were ashamed and critical of. the patient’s efforts,'

The reality orientation and remotivatjon groups have already been

. mentioned YA_screening_too} and’ progress record was used‘to'determine
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group membership (Figure B-8). These groups were conducted by

Vrecreation therapy aides.

...

A few patients from the spec1a1 care unit a]so participated in

‘ Cﬂ\‘weekly conversation group conducted by two vo]unteers ‘This was

' an 1nforma] discuss1on of current and community events Et which

_ refreshments were served Members were selected by the vo]unteers

Vo] ers were an important resource when specia]-eare unit
patientsﬁ;?ee 1nc1uded in out1ngs such as p1cn1cs, the rodeo, or
shopping trips downtown, since one-to-one supervision of d1sturbed
patients was necessary. Outings des1gned exclusive]y for specia]
care unit patients 1nc1uded a fishlng trip and spec1a1 mea]s prepared_

by vo]unteers
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FIGURE B-8 ' "

PATIENT SCREENING AND PROGRESS FORM FOR GROUPS g

Instructions: "Date column and check the characteristics that apply
.  to the Patient on the date noted:
Date

Sitting tolerance ¥ - l_hour

Continent or controlled incontinence
for & - 1 hour |
» Note other physical problems, e.g. _ o
— drooling choking spasm, apasia

u

. TEST OF MEMORY AND ORIENTATION °
1. What is your name?

[ Y

-2. What is your address?

3. When were your born - your birih .
day ‘ _ .

4. How old are ybu‘?

5. What is the name of this place?

6. What day of the week is it?

7. What date is 1t today?

8. What month are we in?

9. What year are we in? '

SET TEST ..

Ask person to list all colours
he/she can think of. animals -
; . fruits
towns

-+

Give 1 point for each
listed - stop at 10
HHEDH? MEMORY -
Repeat. these 3 numbers reverse 5. 8 i
. Repeat & numbers reverse, 10,2,6,9."
BEHAVIOR * '
1. “identifies staff.
2. i{dentifies other patients
3. follows simple {nstructions

4. Socielly inappropriate co-uents,
behavior; or mood :

Approprute non-verbal 'responses' _'

5

6. Oelusional or hallucinati_i
7. Disruptive
-8
9

. _Agqgressive or actively unco-operative
Passive or withdrawn. :
10. Willing to participate : ‘
11. Obvious #uscle tension, " a -
. fidgeting and picking |
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APPENDIX B-9

SUPPORT _FOR SIGNIFICANT OTHERS

It was recognized that family’ members and friends vere an Gmportant
source of meaning and.motivation for special care unit patients and
that they cou]d provide va]uab]e links to rea11ty and to the past.

They were also an important source of information for staff - Most of
the'patients had-regular visits from signiticant others.' Since the
patients themselvesfwere offen onablé or unlikely to providelreinthce-
ment for thejrivisitors, providing/support to Significant others was
identified as a responsibility of the staff. '

All‘staff were encouraged to interact'with.patients' visitors. -
instruCtions of visitors was done primarily by the registered,nurse-on
the therapy aide, | At the time of admission'to the unit the nurse : a‘cr
: exp]ained that because of the special needs of the patient, he or she |
_had'been placed in the area of the hospital where there were moretstaff' /
“and where the staff were spec1a1Ly trained ‘Most relativesnreacted»"'
dp051t1ve1y to this and were aware of the behav1ora1 problem which had
led to the transfer. Most re1atives had concern that their Ioved one

_not trouble "sick“ patients

///When the informed consent for imp1ementat1on of the behavioral
management plan was obtained the nurse began a process of 1nstruction
for relatives. .They were taught to respond to the target behav1ors ‘
as directed in. the.plan ~They were also taught principles of reaJity
,orientation where. these were applicabie to ‘the- patient Severai of the
.relatives found it difficuit to apply these principles, havinq for some .
'time considered diSOrientation 1nevitab1e and irrever51b1e and having

considered it a kindness to "go alono“ with what. the patient .
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said.;evéh when it was incorrect. In one case, a relative was disoovered
to be de]iberate1y contriouting to disorientation, confusion and
'suspiéion‘on the part of the patient. In"thisioase;?a staff member was
assiéneg to bevpresent to supervise the visit and support the patient.
Visitors were encouraged’to do things with the patients and to brinj
sma]L'gifts that st1mu1ated the senses or which would recall pleasant
times. Most visitors were gratefu] for guidance and relieved to d1scover
that there were concrete things (EEX they could to to help thejr loved
Ziﬁ Visitors were enéouraged to eat with the patients.and'to~accompany'

them to social and recreational events. " ' | o

Several group meetings. were organ1zed for the v1s1tors of pat1ent§\p -

in the spec1a1 care unit. The Director of Nursing and’ staff from the
.un1t were present Infoﬁnption about the purpose of the unit was giv
and part1c1pants were encouraged to ask quest1ons>or share feelings

- They did so free1y Frequently, questions had to do utth the possib1]ity

of transfer of their loved one to a nursing home ?‘a‘prospectvﬁhich filled .

mostewith dread. Other ouestions had»to‘dorwith hospital routines and .
"procedures. Many v151tors expressed surprise at the fTex1b111ty and’
:wannth of the hosp1ta1 environment Re]at1ves expressed fee11ngs of
guilt and 1nadequacy Some ;elat1ves fe]t gu11ty about havvng put th%ﬂ
Toved one in an institution and ashamed of their Ioved ones antisocia]
behavior. They felt 1nadequate at nof being ab]e to do more. Many
4expressed appreciation for the work of the staff and for the opportun1ty

-to meet together.-

, , : : . .
“Attendance ‘at the group meetings numbered from 15 to 20; in..some

ﬁcases more. than one member of 2 family was present A good turn -

v



v

Out on the first good gardening evengng of:spring was cons!dered

significant by staff. Those attending the meetings seemed glad

1

~ to meet each other and to share.experiences,_me.‘ SR

RN -

There was a ifnitial staff .concern that re]atives of the

menta11y hand}capped younger adults might resent the placeqent of

L4

presented by their loved one and were gratefu] for the etﬁorts ‘

these patients with the behaviorally disturbed e1der1v Hawever,

in a]l cases, these relatives recognized the disturbed behAviors k

E4

of staff in trying to work constructively with the gpoblem ehaviors.'

In some cases, these relatives tended to reinforce the s1ch role and

-dependency in the patient. A major challenge in care was to help

N

them see the necessity for acceptance of responsibility, o}sequences

and chaice by the patient These're]atives attended some ot ‘the

evening meetings and ‘cohtributed to the discussion

N
ﬂ) »
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U Ny o APPENDIX B-10 ,
<o &% MEDICAL SUPPORT .y

l"a‘\'t the time: 'th\'ls project was carried out.. no Lethbridqe hospita]
~ had 2 !bdical D*Irector.u The quality of medd,ca] care was thus de'legated
tp mttees of the medical staff organization.

‘f‘

> The Rehabﬂi tation. and Extended Care Committee is a g'ub-comittee
of the. medical stiﬁ at Lethbr“idge Munil:ipal Hospi ta] - Its six members
' are respons’tble for setting and enforc'lng medical policy at the -
ﬁehabﬂitition Hospital and for assessment and reassess:ueht of patients.
The Jatter functions are de,legated to the Central Placement Officer and
the Interdiscipﬁnpry Patient Review Committee. '

\

. The Rehabﬂitation and Extended Care Commi ttee supported the
._ ' esﬂpbl tshmeht of the spec'ial care unit a1though there was some initial
- concej‘n ‘that the hoip‘lta] would turn into a p;ychogeriatmc facility by ‘
default and begin to receive even more disturbed patients than a1ready

Tor

,uas the case.

[ o ER . =

‘ Remgn‘lting that med'lca'l diagnosis and’ treatment of the confused
elderly pérson frequehﬂy left sonething to be desired _the d'bmi ttee
awmed a Protopol for Diagnos'ls of COnfused or Disoriented Patients .
(F‘lgure 'B-IO) The protocol gave suppent’tb) nursing personnel in their
effom to obttin necessary diagnostic 1nfomtion which .cou]d only be \

a

L

'
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- APPENDIX B-11
 STAFF. PREPARATION AND SUPPORT

It has been noted by Smith (1977) and Goffnan'(1963) that workers ;
caring for stigmatized persons are'themseiVeS*stigmatizedﬂ It follows Y
that enhancing the dignity and self-esteem of care givers is essential
if care of a stigmatiied group is to be improved. The provision of
tangible recognition and’incentives for doing difficu]t work well is
aiso-important These factors were considered in p]anning for the

special care unit..

Certain negative factors were assumed to be associ&ted with working
in the special care unit. Staff could expect to receive 1itt1e reinforce-
ment from improvement in patients' physical condition, since'patients,
on the whoie, were.quite frail. It has already been pointed out that these
~ disturbed patients had been placed in the'Pehabiiitation Hospitai as the
alternative of last resort. Their behaviora1 or phy51ca1 condition waslh_ .jﬁ
not expected to improve For this reaspn these patients received reiativei;'@
few physician visits and staff- working in the unit had only infrequent '
\contact with phy51cians. Contact with. physicians has traditiona}]y been

perceived as reinforcing to nurs1n% personne] - ST

Staff were in some danger of -physical injury and verbal abuse by
vpatients in the special care unit Patients required intensive super-.
vision so freedom to 1eave the patient care environment was limited
'Three categories of personne] had the greatest responsibility for and .
contact with the specia] care patients. These were registered nurses,

nursing assistants and attendants, and therapy aides.. .}‘-f ;f;:u ."'
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o Addjtional demands were made of registered nurses in the special
care unit. A high,level of'aSsertﬁveness and responsibility for
initiating contact.with doctors to obtain necessary medical orders‘

¢ was necessary. lhe nursing role was definedito include. direct patient
rcare-and working with'aides~at the bedside. Direct patient care by the -
“registered nurses. was considered necessary so that the required assess-
ment, observation and teaChingchuld take place, but it had not been common
in the hospitalf Nursing aides-and nursing assistants had been accustomed.
to performing direct care for the disturbdi nptients but would be asked
to learn new observation and communication skills and to assume some
record keeping functions 1n the special care unit Aides were asked to
-try different approaches, indeed in some cases, “to reverse|their way of
dea]ing with the disturbedpatients The therapy aides had to adJust to
“the hospital en;oronment, learn personal care skills, and gai: the acceptance
of the staff. They had responsibilities for developing draft'behavioral |
mlnagement plans for discu551on and for keeping recofgs but also had to

perform a conSiderable amount of repetitive work

It was con51dered 1mportant to bring the staff of the spectal cire
R unit together” to develop communication skills and 2 team identity. A
" one day. workshop for this purpose was held in the lounge of the nurses"
residence Staff members were paid to attend the workshop, they came
' in street clothes and' ate lunch together. The privilege of: attending
‘ staff development activiti'es had most freqoently, in the past been ¥
extended to professional staff "M S e
The workshop presented b;sthe Director of - Nursi ng incl uded°'
. 1; an introductioh to the behavibral model emphasising eﬁfects

' of reinforcement and types and eha&cteristics of reinforcement. ,
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. (
2. discussion and practice in observing and describing behav1or o

in concrete terms. . !
3. review of philosophy and objectives of the special care unit;
4. review of roles and functions of personnel for the spec1al
‘bcare units o :c.w., e ) | o
_ a5} review of admission criteria, forms and procedures developed for
the special care unit; ~ 4
6. review of program elements; . o .
7. review of 1mplementation schedule (Figure B 11), and
- 8. open discussion of the exploratory nature of the program‘ the
/

inability to predict or guarantee improvement in patients condition as’
‘a result of the program and opportunities presented by the program

Anonymous written evaluations solicited from part1c1pants were uniformly

"‘?ositive, suggesting ‘that the workshop itself had. produced some Hawthornex
. affect. Every effort was made to capitalize on thlS effect and to maintaing
"a high morale among staff Although the registered nurse was clearly

expected to give leadership. status differences between categories of staff

3
were intentionally minimized to create a- positive working climate

~ The special cgre unit was 1dentified as a unique program within the .
hospital AAn attempt was made to reverse former perceptions that the ’
~behaviorally disturbed patients were the least 1nteresting and rewarding
to care for., The patients in the special care unit were described by the
Director of Nursing aS*having complex<nndical and psychosocial needs and

N therefore requiring care by staffﬂvith special skills, Staff were—*rnvited ';":"';f‘:

S

to volunteer to work in the unit however, those considered to have the

£

"necessary abilities were approached and asked for their contributibn. “,-"‘
7; The invitation was positively perceived and with two or three exceptions.

. \"
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i staff approached in this fashion'agreed to work inuthe unit.

" The need to rotate staff out of the special care unit periodicaiiy

~was recognized. After setting up the unit with an interested group of

staff, personne1 from elsewhere in the hospital were rotated through

the unit to develop their skills whiie some of the 1nitia1 unit staff
'rotated out to other areas. A]though the initiai group of staff were

pleased to work in the unit; as the program developed they appreciated

the opportunity to rotate out of the unit, usuaiiy after a six weeks to .
',two:month ass1gnment.v The advantages of providing staff with thiS‘ A
oppOrtunity to rotate were offset by- having a lesser degree of continuity
of care within the unit than would have been 1dea1 It contributed
- to. difficu]ty in keeping detaiied written records Overail consistency
and continuity in the unit Wwas . maintained however, by hav1ng one nurse

who was particularly 1nterested and able be re'ponsibie for the unit for .

almost the entire first year of. its operation ‘:' R o .

*

On the whole, the nurse responsib]e for the special care unit worked
a day shift, She was wiiling to make herse]f avaiiable for speciai |
ctivities and particuiarly for the evening meetings with significant others.
. Aides who worked in the unit received more than the usual amount of
.reinforcement from registered nurSes.who worked directiy with them in patient

' and attendants were encouraged to attend and contri-

}. care. Nursing A .
- bute their opinions at aii patient conferences. “The therapy aides in. the"
;Z program‘had university education in the social sciences and perceived their
'positions as an opportunity to gain eXperience which would help- them obtainrf
future employment Contact with professional members ‘of the in%erdisci—

~f,p1inary team was. important to them because of the iearning opportundties ?f;‘,_

o
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which were presented. | P

| Team conferences were an important focus in both directing care and |
| nmintaining staff commitment and moraie. The Director of Nursing
attended patient conferences on the unit to provide guidance in the
;\selection of goaTs and target behaviors and to prajse and. encOurage
. the efforts of staff The conferences were defined as an infqrmai time
and staff were encouraged to share their frustrations and humorous
N observations as we11 as infbrmation re]ated to the care plan. ‘Not'
unexpectedly, some staff 11ked some patients better than others and felt
V‘they could work better with‘them.n Patients also had Tikes and disTikes.
A genera] principle was estab]ished, namely that all staff were to maintain
a knowiedge of all patients in the unit and therefore had to take a turn |
at working with each one: periodicaTTy However, pdsitive fei!ing between |
: staff and patient was considered de51rab1e 50 every effort was made to. .
vaccommodate preferences in the work assignment There were no patients L
.'disliked by everyone and some patients who were the most difficult to o o
care for were chosen by some staff as favorites. It was swmply recogniied o

that one occasiona]ly ”needed a rest" from certain patients. |

. Systematic plans were made for dealing with unusual events such as -
“elopements or aggressive outbursts by patients., Methods of approaching
vio]ent patients to res}rain and sedate them when necessary'were preplanned
- Nethods by which staff coqu caii each other for Heﬂp in emergencies were
"identified The care and protectton of patients who had expressed suicidai |
~'intentions was also discussed These dise@gsions provided a kind of ;_
2 pennission for staff to/examine their fears and anxieties objectively and

"to separate patient behavior whdch might "Took bad" or be upsetting f,.af}--"

.\‘_

;g
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from ‘that which presented a ‘défin‘lt‘e' ‘g::lpnger.‘ The ‘ci?nfe'hence- situation

: prf'ovided'an 6p-pdrtuh1i:)}. for va'lqes' clhr'lfloa{ij?m and to publicly

"re.inforce,st'aff Ameiﬁbers"for:godd work. Educational and supportive |
| d,il'nensli‘ori‘s remained important, even aft}’er" the unit became well. established.’

N2
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: , FIGURE B-11 ,
' SCHEDULE OF ACTIVITIES IN PROGRAM IMPLEMENTATION

1.

Program Design

TARGET DATE
0R_FREQUENCY

FOLLOW-UP

2.

- staff Recruftment and Selection

. Development of Terms of Referencé_
- Materials. 2 o

| &

Initial" Patient Selection with

. Involvement of External Expert

Initial Staff Orientation

6.

Gradual Relocation of. Patients
to Unit

7.

" Commencement of Essential Care -
: Routh)es .

~ Completion of Patfent Profiles

1.

Initial Asswent of Critical
, Behaviors "y

0.

Enviroimental Identifications =

11.
12,

Finalization of Medical Policies

mOrientlﬁon of Medical Staff

Jas.

Ottaining. Medical Orders and
Input Via Confennces

14.

Draf ting Behavi orﬂ Hanagement

Plans '

15

. Orientation of Patients. and

Families to Rehad Goals

16.

T

Obtaining Consent - | -

1-.

17. -

Fina'lizing of Behavioral Ihnagement
Plans

|18.

Commencement. of Rehlb Care”

‘Routines

19.
A4 = Patient - Progeam. Evaluation.

Record Keeping and’ Individuﬂ

Admission and Confdrencing Tnnsfer

of Patients

B

Staff Meetings and Educationﬂ
o Sasions o

)

22,

Rotation of Staff in and ont
- of mit

,‘.
L4

23. Ongoing
1 ;_mmcmm

™

Progm Evaluaﬁou nnd

Formal Progru tn'luation L
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FIGURE B-10
PROTOCOL FOR DIAGNOSIS OF CONFUSED OR DISORIENTED PATIENTS

141

GJ[CTIV[: The purpose of this policy 1s to 1dentify correctable
physical conditions which can manifest therselves as
confusion or disorientation, especially in elderly

utfmu.
RECOGNIZED COMPION CAUSES OF CONFUSION

. 1. AMdverse reactions or complications related to drug therapy
A particulerly diuretics, antihypertensives, sedatives and
: hyprotics, tranquillizers and antidepressants: may also be
caused by other corronly used drugs swch as digitalis or
antipfotics or by alconot ntwh\u

2. Infection - usually chest or urinary tract

3, “Cerebral Vascular Disease - transient 1scnn1c attack or )
cerebral vascular accident,

4. Cardiovucular Disease - arrythmias rmyocardisl infarctions
{silent) or insidious congestive heart failure.

5. Anamia or*nutriuoml deficiency

6. chboHc and Endocrine - diabetes; hyoglycemia, electrolyte
{mbalance.

7. Constipation and fecs! Impuction and/o¢ socondary urinary
incontinence.

8. Acute Surq!col Conditions - appendicitis, cholecystitis,
bowel obstruction (may oresent silentl‘y in the elderly with
confusfon as .the only synpt.on) -

ES;ENTIN. DIAGNOSTIC PROCEDURES:
o .
AR ‘Physical Examination . . “
" 2. Revidw of a1l medicatfons utilizing {nput from pharracist
and nursing observations

A Dfagnosis _;f toxic confustonal states: s

c.B.C.

E.S.R. .
Urinalysis, Culture and Sensitivity
Electroiytes, Blood Sugar, B.U. N
Chest X-Ray

E.C 6.

WITIM PROCEDURES IF CMFUSION PERSISTS

T3 OM Ts q.
Viu-in '12 and Folic Acfd Lwels

ot o“ mlm and the above (nn;t!gatioas have not
PRV .

mqﬂy,’u ei'mn ut, the n m 11" Ontact the attending physician
and rejgist his mﬁu in mmu out m mmm procedures nma

In the: _ mt-mummmumm.mumﬁmn
win apcruﬁﬂl mm—m. mtcwurr{s depyty..

Follewt ",'Ms. f m attending mmu or nis P are.
"‘_Qr-._m ﬂsunmmudnm.rmofm - s
'umumw«mm«mm o ' '

“
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