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OBJECTIVES
After completing this module, you will be able to do the following:

· Describe the principles and values of person-centered care;

· Recognize myths regarding aging and gain knowledge about normal aging; 

· Discuss the warning signs that can indicate an illness and the subsequent role of the direct care worker; 
· Describe the unique communication needs of older adults and demonstrate effective communication skills; 
· Understand how a history of trauma and violence can evoke behaviors; and

· Identify possible interventions to successfully improve or eliminate problem behaviors.
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VOCABULARY

After completing this module, you will be familiar with the following terms:

· Behavior

· Brief Counseling Technique

· Effective communication

· Disability

· Illness

· Person-centered care

	Basic Human Needs


Treating each person as an individual is a fundamental principle of

person-centered care and meets a basic human need.
To introduce “person-centered” care, it is important to review the hierarchy of need, called Maslow’s Hierarchy (a system of things in ranked order):  

1.
Physiological (the lowest level): eating, drinking, elimination, sexual contact, shelter, etc. 

2.
Safety: security for person and property (including money)

3.
Love and belongingness: Support and affection from relationships and roles with family, friends, and society.

4.
Esteem:  the respect, regard, or value of others and yourself.

5.
Self-actualization (the highest level): achieving what you are capable of achieving.
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Remember that people generally have to reach one level of need before they can satisfy the next level. The goal is self-fulfillment. Failure to meet these needs will cause frustration, anger, helplessness, depression, etc.  During the course of one’s life people normally go back and forth on this pyramid. 

You can help individuals meet as many of their needs as possible as long as you stay within ethical boundaries.  Helping or cueing each person to perform as much self-care as possible is an example of how you can help a person’s self-esteem.  Sometimes this takes more time for the direct care worker – it’s faster to do it yourself, but it is less satisfying for the individual. In general, the more self-care a person can do, the greater their sense of independence and their self-esteem will continue to develop. Every person is different and your approach to care must be “person-centered”.
Understanding person-centered care will increase your working knowledge and the intervention skills you need to assist older and disabled adults. In your day-to-day work, you will also experience individuals who are coping with a mental illness, changes in mental status or show some sort of behavioral issue. Your job is very challenging as you cope and try to understand what you are experiencing. This training is designed to help orient you to these issues and give you tools to help you support person-centered care.


Principles and Values of Person Centered Care

· Every person has strengths, gifts, and contributions to offer.

· Every person has hopes, dreams and desires.

· Each person and those who love them are the primary authorities on his or her life.

· Every person has the ability to express preferences and to make choices.

· A person’s choices and preferences shall always be considered.

· Natural supports can help improve the person’s quality of life by:

· Maximizing independence

· Creating community connections

· Working toward achieving the person’s dreams and goals

· Person-centered care is a continuing process of:

· Listening

· Trying things

· Seeing how they work

· Changing things as needed

	Normal Aging


The Geriatric Mental Health Foundation
 was established by the American Association for Geriatric Psychiatry to raise awareness of psychiatric and mental health problems and issues affecting older adults, eliminate the stigma of mental illness and treatment, promote healthy aging strategies, and increase access to quality mental health care for older adults.

The following information is used by permission of the Geriatric Mental Health Foundation and outlines important aspects of positive mental health as one grows older. 

Healthy Aging: Keeping Mentally Fit as you Age

Today, thoughts of aging gracefully have been replaced by efforts to age successfully.  As we age and look forward to longer life expectancies than past generations, we strive to age with good health. How do we do this? By eating nutritiously. Limiting alcohol. Keeping physically active. Staying connected with our friends and family. Seeking medical treatment when necessary. These are the right steps toward healthy aging. And with good health, we can enjoy life and pursue new dreams and endeavors as we age. 

Good health includes both physical and mental well-being. The two go hand in hand. A healthy mind contributes to a healthy body. The mind, like the body, benefits from low blood pressure, low cholesterol, nourishing food, a healthy weight, and physical activity. There are many healthy lifestyle choices that keep bodies healthy and help avoid illness and disability. There are additional steps to help preserve healthy minds.

What changes in mental abilities can we expect as we age? What is normal?

As we age, you can expect certain changes in the body and the mind. We may not see and hear as well. We may not be able to remember recent events or details as well. 

Beginning in our 30’s, our brain’s weight, the network of nerves, and its blood flow begin to decrease. Our brains adapt, however, and grow new patterns of nerve endings. While certain changes in our mental abilities are inevitable as we age, much remains the same. 
· We retain our intellect. 
· Our ability to change and be flexible remains. 
· Old dogs can learn new tricks. 
· We just might need a little more time. 
· We keep our ability to grow intellectually and emotionally.

What will keep the mind healthy?

For the past several years, new research has emerged that shows there are many things that can keep the mind healthy. Many of the same things that keep the body healthy contribute to healthy minds. Physical activity and a diet that helps lower cholesterol levels and blood pressure also helps to keep the mind healthy by allowing the body to deliver oxygen-rich blood to the brain. 

In addition, activities that stimulate the mind, like crossword puzzles, reading, writing, and learning new things, help to keep the brain healthy. Staying involved with people play an equally big part in staying mentally fit. Specific recommendations include:

	Physical Activity
	Taking care of teeth by brushing

	Keeping blood pressure down
	  and flossing and seeing a dentist

	Lowering cholesterol levels 
	  regularly

	Eating vegetables and foods high in
	Keeping mentally fit

	  Folate (spinach, beans, asparagus) 
	Reducing stress

	  Vitamin E and Vitamin C
	Protecting the brain

	Monitoring medication use
	Staying socially connected

	Drinking moderately
	Looking on the bright side

	Not smoking
	Staying connected spiritually

	Maintaining a healthy weight
	


How can memory be helped?

· Don’t expect people to remember everything. Help people use calendars, lists, reminders and other memory aides.

· Develop routines, like taking medications at the same time every day, leaving the car keys in the same place. 

· Visual memory tends to be better than auditory memory. It’s easier to remember what we see than what we hear. Use both at the same time to enhance memory.

· Associate stories with new things or ideas.

· Increase attention by limiting distractions (turn off the TV).

· Allow additional time and have patience.

	What’s not normal – what might indicate illness?


Some forgetfulness is normal, but persistent memory loss is not. And because we experience more loss as we age (death of loved ones, for example), we are bound to experience more sadness. However, prolonged periods of sadness or depression are not normal parts of aging.
The following are not normal characteristics of aging and can indicate an illness. They should be discussed with a physician.

· Depressed mood or sadness lasting longer than two weeks.

· Unexplained crying spells.

· Loss of interest or pleasure in the things that were previously enjoyed.

· Jumpiness or tiredness, lethargy, fatigue or loss of energy.

· Irritability, quarrelsomeness.

· Loss of or increase in appetite or weight change.

· Feelings of worthlessness, inappropriate guilt, hopelessness, helplessness.

· Decreased ability to think, concentrate, or make decisions.

· Repeated thoughts of death or suicide, suicide attempts – seek help from a medical professional immediately.

· Aches and pains, constipation, or other physical problems that cannot otherwise be explained.

· Confusion and disorientation.

· Memory loss, loss of recent, short-term memory.

· Social withdrawal.

· Trouble handling finances, working with numbers, paying the bills.

· Change in appearance, standard of dress.

· Problems maintaining the home, the yard.

What might trigger or contribute to a change in mental status?

· Physical disability

· Physical illness

· With diseases of the heart and lungs, the brain may not get enough oxygen, which affects mental ability and behavior

· Diseases of the adrenal, thyroid, pituitary, or other glands can affect emotions, perceptions, memory, and thought processes

· A change in environment such as moving into residential care or a nursing home

· Loss or illness of a loved one

· A combination of medications

· On average, older adults take more medications than others Because our metabolism slows down as we age, drugs can remain longer in an older person and reach toxic levels more quickly

· Drug-alcohol interactions can cause confusion, mood changes, symptoms of dementia

· Alcohol or drug abuse and misuse

· Poor diet

· Dental problems can contribute to a poor diet. Some older adults may avoid foods that are difficult to chew

What do I do if I suspect a problem?

Document what you see or hear that causes you concern. Discuss it with your direct care supervisor. Ask the individual to explain how they feel. The physician will want to know how the person feels and to understand what is normal or not normal for the individual. Do not try to diagnose the problem yourself. Do not try to generalize behavior. It requires the knowledge and skill of a qualified health care professional. If you have brought this to the attention of the person in charge, you have done the right thing!

	Effective Communication



Effective communication is an important skill for direct care workers. You must be an effective communicator and recognize when your communication is ineffective (when it doesn’t work). Then try something else. Some techniques to use when communicating with older adults follow.

A. Remember the Golden Rule – treat others how you would like to be treated, but more importantly, how they want to be treated.
1. Remember that today’s “Seniors” can be generations apart from one another. Each generation is unique.
2. We grow less, not more, similar with age.

3. Use your manners. Address the person by their title (Mr., Mrs., Ms., Dr.) until invited to use their first name or a nickname.

4. Don’t say “we” or “honey”.

5. Don’t talk ABOUT someone who is in the room with you.

6. Don’t assume you know what the “real” problem is.

7. Speak as you would want to be spoken to.

B. Issues of function: hearing

1. DO NOT YELL! Don’t assume that a person has a hearing deficit.

2. Ask, in your usual speaking voice, if you can be heard.

3. If not, adjust your position.

4. Be sure the older person can see you clearly, that you are at eye level, and do not cover your mouth.

5. Eliminate background noise.

6. Ask the person if it’s okay to turn off the television/radio or if they would like to move to a quieter location to talk.

C. Issues of function: vision

1. Announce yourself when you arrive.

2. Do not quiz “Do you know who I am?”

3. Do not sit in front of a window, or other source of light.

4. Do not move anything unless you are asked to.

D. Issues of function: illness/impairment

1. No one communicates at their best when they are ill.

2. Find out if the person has pain.

3. Do not assume (or state) that you know how the person feels…ask.

4. Do not argue with an impaired person’s beliefs, even if you do not agree.

5. Respond to the feelings presented, not the words.

E. Effective communication

1. Respond to the verbal and nonverbal messages, e.g. what does the person really mean by “I don’t want dinner”.

2. Ask if you have understood correctly.

3. Do not offer platitudes such as “You should count your blessings”.

4. Be genuine, reliable, trustworthy.

5. Use appropriate touch.

Differences in the generations you will be serving can influence how communication can be effective. These differences are present among your co-workers, as well. 
· The Greatest Generation is mostly in retirement, having served in World War II. They have a sense of accomplishment and strong sense of self. They are motivated by their pride in knowing what they can accomplish or have accomplished. They take charge, make decisions and delegate responsibility. They operate in a command-and-control decision-making system – may translate to others as “having all the answers.” They command respect.
· The Silent Generation is sandwiched between the Greatest Generation (or GI Generation) and the Baby Boomers, and have yet to elect a president. Too late to be war heroes, to early to be youthful free spirits. Suits and ties, dresses and heels. The last generation to grow up without television. Can be formal. American values, civic pride.
· Baby boomers were born between 1945 and 1965. Boomers get involved because it is the right thing to do, because one should give back to their community. They hold a strong sense of hope. They value tradition, teamwork and loyalty. They have time to give to volunteer, as many women stayed home to raise a family. They were doted upon.
· Generation X was born between 1965 and 1980. They are drawn to opportunities to learn, enjoy and be recognized. They have been described as tough to motivate, too expectant, lazy, skeptics and loners. They value frequent feedback on their performance, recognition, increased responsibility and exposure to decision-makers. Attracting and retaining Gen X’rs will depend upon the ability to be flexible, adaptive and responsive to their needs. 

· Generation Y was born between 1980 and 1994. Their most valued traits are individuality and uniqueness. They have a global perspective that other generations did not have. They can be cynical and driven by a need for instant gratification. Strengths are their adaptability, innovativeness, efficiency, resiliency, tolerance and commitment. Challenge is motivating them to get involved and retaining them for a sustained period. To engage this group, organizations need to tell the truth, explain the why, tune in to their frequency, make them a star and look for rewarding opportunities. 


According to Cambiano, DeVore and Harvey, the Silent Generation, Baby Boomers and Generation X also have different learning styles and preferences. The Silent Generation prefers to learn in the morning. This preference needs to be considered while scheduling in order to tap into the Silent Generation’s highest energy levels. Baby Boomers prefer a warm learning environment, providing sweaters, being able to adjust room temperature and having warm coffee available. Generation X needs carefully laid out plans of what is expected in any learning situation. The prime learning time for Generation X is in the evening.  

Collecting information about a person’s past and the generation they grew up in can help explain a lot about them as individuals and what their expectations and needs are. 

The direct care worker must accept and respect each person’s feelings and be sensitive to their needs.  Illness and disability can make it harder to meet the most basic needs.  An illness is a loss of health.  A disability is a loss of function.  Serious illness, mental disorder, and physical disability require special care and consideration.  In such cases, you must provide for both basic needs and special needs. 

It is normal for an illness or physical disability to cause feelings of dependence and inadequacy, which in turn can lead to depression, frustration, or resentment, all of which can lead to behavior issues.  Some people may express these feelings to you directly or they may do so indirectly by not cooperating in their care or in their environment.  As an example, a person may say “no” to receiving care, and this is their way of taking control. Be aware that these behaviors are communication.
	Principles of Human Behavior


All human beings display behavior. Behavior consists of nothing more than actions displayed in response to stimuli. For example, you give a person a cup of coffee. They drink it. Your behavior was getting the coffee. In response to your offer, their behavior was to the drink the coffee. We see behavior everyday - at home and at work. Most of the time, the behavior is predictable and considered “appropriate” for the situation, so our expectations are met. 
The direct care worker needs to be able to identify and understand behavior and respond appropriately.  Behavior is both purposeful and learned.  All behavior has meaning.
The Six Basic Care Questions a direct care worker must consider are:
1. Are they hungry?
2. Are they thirsty?
3. Are they tired?
4. Are they in pain?
5. Are they lonely?
6. Do they need to go the bathroom?
A person does “something” in order to meet a need or desire. If that need or desire is met, the person is more likely to repeat the behavior the next time the situation arises.  Behavior is not considered positive or negative- it just “is” or exists.  

In the field, it is important for staff to avoid labeling behavior as “aggressive,” “difficult”, “bad”, “annoying” or “negative”.  The challenge for staff is to support the person in getting their needs met in ways that do not prevent other people from meeting their own needs.

The direct care worker must learn how to appropriately respond to any behavior the person exhibits.  Some behaviors may cause an emotional response in you.  You must find ways to control your urge to respond negatively to a person who angers you. A calm and caring response to behavior should have a positive effect on the situation and may give you an opportunity to better understand their behavior.  

A person receiving services may feel angry.  It may help to discuss this behavior with your supervisor.  Your supervisor may be able to help you identify the cause of the anger and find ways to respond effectively to the behavior and how to react to it appropriately.

	Challenging Behavior


The direct care worker needs to know and understand a person’s behavior, and respond appropriately.

	APPROPRIATE
	INAPPROPRIATE

	Acceptance
	Rude

	Courteous
	Criticize

	Empathy
	Neglectful

	Patience
	Abusive

	Supportive
	Sarcastic

	Listen
	Argumentative


Sometimes, behavior is not predictable or appropriate in our opinion. Try not to put a label on it. These behaviors are difficult for us to deal with. At times, we may not know what certain behaviors mean or why they exist. At other times, the behavior involves conflict with us or someone else.    
Behaviors: Definition, Examples

There are provocative, repetitive, nuisance behaviors that, while difficult and time-consuming, do not compromise safety or threaten injury. Some examples might be:

· Provoking another person to create a reaction.

· Asking staff the same question over and over.

· Behaving in a way that demands staff attention.

· Complaining of imaginary illnesses or discomforts.

· Breaking rules repeatedly for effect.

· Repeatedly telling lengthy stories of personal misfortune.

· Making repetitive gestures or noises.

Behaviors:  Definition, Examples

Behavior caused by internal discomfort may cause the individual to appear out of control or aggressive.  Some persons might term this a crisis or “melt down”.  A person may become abusive to himself/herself and bite his/her arm until it bleeds. Another person may throw furniture or other items. Another may stand, scream, and then run away. Another may be using a weapon such as a knife or piece of broken glass in a threatening manner.  No matter what type it is or what it is called, aggressive behavior is potentially dangerous and serious. 

	Challenging Behavior


Other Challenging Behaviors

A person may exhibit other behaviors that may or may not be a result of their illness and may require other types of intervention on your part:

· Restlessness

· Rummaging

· Hoarding

· Wandering

· Resisting care
· Suspiciousness

· Paranoia

· Lack of initiative (lost their start button)
· Delusional

· Non-compliant behaviors such as smoking, drinking to excess or using illegal drugs

The main purpose of such acts is usually unknown to the staff. However, some common purposes of this type of behavior are to:  

· Draw attention.

· Engage staff and others in interaction to get attention.

· Cause staff to do something they otherwise would not do.

· Gain sympathy.

· Test the impact of one's behavior.

· Add interest to situations that seem meaningless.

· Provide self-stimulation.

· Respond to an inner stimulus or feeling.

· Be a symptom of an underlying medical disorder.

	Interventions


How staff members react will determine whether such behaviors are brief and passing, continue, or become worse.  Your thoughtful response can make a difference.

Interventions for Behaviors

Staff responses to these types of behavior should be direct, clear, patient and helpful, but brief.  You may need to try a variety of these scenarios to find out what works for the person you are providing services to.  At such moments, staff need to:

· Review the Six Basic Care Questions. Is there a basic need not being met.
· Acknowledge the communication supportively.  

· Determine if a serious source of discomfort exists.

· Offer reassurance and clarification if necessary.

· End the conversation politely and move on.

· Redirect them to another activity.

· Validate (confirm the reality of the situation as seen by the individual).

· Reality Orientation (reorienting them to the reality of the situation as you see it if this is appropriate to the type of the cognitive impairment).

You must be able to distinguish when behavior is done for attention or conflict, and not spend a lot of time focusing on them. Staff should deal with the behavior and move on. If you spend a great deal of time discussing the behavior and paying attention to it, the behavior is reinforced (the individual obtained the desired result) and most likely will continue in the future. These behaviors may indicate that the individual needs more attention from staff. Staff may wish to provide more attention in a more positive way, however.  Learn to anticipate and check on them more frequently.
Progressively Lowered Stress Threshold Model

For behaviors that are unexpected, intense, seemingly “out of nowhere” and out of proportion reactions, such as anger, aggression, tearfulness, withdrawal and other behaviors and emotions, one model was developed by Dr.’s Geri Hall and Kathleen Buckwalter: Progressively Lowered Stress Threshold, or PLST, model of dementia care.

The model is based on the theory of “person-environment fit”. It says that people’s ability to function and be comfortable is a result of a “good fit” between them and their environment. If the demands in the environment are greater than their abilities, they are more likely to have difficulties.

The goal of this approach is to help caregivers redefine “stress” for people with dementia, recognize lowered stress thresholds, interpret behavior as anxiety that increases to cause dysfunctional behavior, and help manage stress for the person.
Interventions for Out of Control Behaviors

Skill is required to handle behaviors that are out of control. If you are working with individuals who go into crisis, your employer will teach you techniques to use in such situations.  These trainings will help keep you safe, help keep the individual safe, and de-escalate the situation. Some examples are 
Non Abusive Psychological and Physical Intervention (NAPPI)
MANDT training written by David Mandt on Relational Skills

You must use the specific techniques adopted and required by your agency, however.  The principles below are of a general nature and are not intended to substitute for such training.  The special technique that works for the individual must be placed in the service or care plan. Crisis plans should be individualized.
First, recognize that behavior in this category usually is not planned, not rational, and not under the person's control.  Staff should put aside notions such as "he could stop this kind of acting out if he wanted to." Nobody wants to be out of control. It is scary. 

When dealing with a person who is out of control, it's no exaggeration to say that we must think both for ourselves and for the affected person. As direct care workers, we must behave rationally, cautiously, and helpfully to effectively manage the situation. Out of control behavior is a “situation”. 

The primary consideration is safety. This means that all our actions should first be directed at avoiding physical injury to the individual as well as other people, including staff, and promoting psychological comfort for everyone involved.

You may help to assure the safety of others by:

· Quickly removing other individuals from the area.

· Summoning extra help, if needed call 911.

· Get a natural barrier between you and the individual. 

· If possible, get potential weapons out of reach.
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In working with an individual who is out of control you need to quickly assess the situation. Before you do anything, you should ask yourself the following questions:

· What's going on here?

· What worked before?

· What do I know about this person who is feeling so distressed and confrontational?

· Is there a history of prior events that might explain this aggression now?

· In what sort of physical environment is this situation taking place?

· Do I have an escape route if I need to use it?

· Are there objects in the room that might be used as weapons against me?  Against the person by him/herself?

· Are there natural barriers between this client/resident/patient/ consumer and me, such as a sofa or chair that might slow down any assaultive behavior?

· Is the potentially assaultive person sitting or standing; remaining still or moving about?

· Are there other people present who might be hurt if physical aggression occurs, or who might join in an altercation?

· Are other staff members present or nearby if I need assistance?

· What tactics will I use if I cannot calm the troubled person?

One may have only seconds or minutes to answer such questions, but doing so may prevent injury or loss of life.  At the very least, answering such questions allows you to enter the situation more intelligently and skillfully. 

Second, as a staff member, you must remember that the minute you begin interacting with an aggressive individual, you are part of the situation. How you behave will have a direct, and often profound, influence on how things turn out.  Just as you can help by doing things such as being calm and reducing stimuli; you can also make the situation much worse by yelling, moving quickly and with force, or engaging in any of the inappropriate interventions mentioned earlier.

Third, you must learn, in advance, how best to operate with potentially difficult, aggressive individuals. You must be prepared to think on your feet, draw on prior learning and your sense of the situation.  You won't have an opportunity in the midst of a crisis to learn those techniques you should have acquired earlier. Begin now.

Fourth, you will be much more effective in crisis situations if you remember to avoid trying to gain control of the aggressive individual and his/her behavior.  Overt attempts to control them will provoke further hostility, leading to danger and the possibility of injury. Manage and influence the situation; don't attempt to control the person.  The person is attempting to be in control.  Be aware of your own need for control in stressful situations and resist the urge to "take over".  If you cannot control this urge, you may wish to allow someone else to deal with the situation and ask your employer later for further training.

You might decide if the situation will be best managed by one of the following three techniques: therapeutic hold, brief counseling or police intervention. You do not have long to make a decision about which techniques you will use. Here are some helpful guidelines:

1. Police intervention is appropriate when the individual is out of control, has a weapon, is holding hostages, or is too big for you to deal with.

2. Therapeutic holds are appropriate when the individual is out of control and in danger of hurting himself and others, but can be managed by staff. There are a variety of techniques that are used which include NAPPI and MANDT. In this situation, trained staff will move quickly to physically restrain the individual until he/she is calmed down. If therapeutic holding is used, verbal communication should be minimal. Your agency will provide training if these methods are to be used and allowed by regulations.

3. Brief counseling is used for all other occasions.  In brief counseling, you are creating a short-term relationship with a troubled person to helping him/her deal with agitated feelings.  This is very different from trying to control that person.  In any caregiving relationship, we are concerned with attending to the person, bonding with them, confirming that we hear their needs, confirming key feelings and expressing support or validating feelings to seek a solution.  Here you are doing this under conditions of stress, anger, high emotion and potentially assaultive behavior.

	Challenging Behavior


Brief Counseling Technique

In beginning the brief counseling process with a troubled, potentially aggressive person, do these things first:

· Avoid assuming you know what the person feels and what motivates the person.  You may, and again, you may not. Mistaken assumptions can hurt you or the individual.

· Slow down and don't enter the situation hastily.  Give yourself as much time as you reasonably can to assess the situation before you plunge in.  Approach “low and slow.”  Get at the eye level of the out of control person and move slowly.
· Plan your approach. You need to know what you are going to do.

· Be prepared to change that approach the moment their behavior suggests it won't work.  

· Focus on the working relationship you are trying to create with the aggressive individual.  You are attempting to communicate, not control them.

· Be alert to multiple sources of danger.

When you are ready, use the brief counseling process with the out of control individual.

Attending

· Get on the “same page” with the individual and let him/her know you are attempting to relate.

Reflecting

· Reflect or "bounce back" what you hear the troubled person saying, letting him/her know you've heard his/her distress.

Validating and Confirming

· Actively communicate that you hear their discomfort, its sources, the problem as he/she sees it, and the frustration or conflict this produces in the person.  You are validating their experience whether you agree with it or not.

· Communicate understanding and be supportive.

Fact Finding and Problem Solving

· Attempt to develop your understanding of what has happened by asking questions (only if you can do so non-threateningly) and getting the facts in order to see why this individual has become so upset.

· Engage in as normal a conversation as you can. Exploring further the situation and what they might see as solutions to this difficult situation.  As the situation quiets down, problem solving becomes possible.

· Use problem solving to assist the person to solve the immediate problem.

· Possibly suggest moving to a quieter location in order to reduce the stimulus.

Summarizing
· As the interaction winds down and ends, try to summarize what has been said and proposed as a way to change what has happened.  You will leave with some clear statement of what is to follow and will work to make it happen.  Your credibility depends on it.

· You should also periodically check, in minutes and in hours, how the formerly aggressive person is feeling and behaving.

· Document the facts of the situation as soon as possible to help to explain to the supervisor and those who must be notified. This may be very informative in the event the behavior recurs.
This method may take from several minutes to even several hours.  What matters is that the method de-escalates anger (because the person is, at last, being listened to and validated) and establishes support while looking for solutions that the individual feels would be helpful.

Trauma-Informed Care

A “new generation” of care is referred to as “trauma-informed care”. It recognizes the unique challenges of caring for individuals with histories of violence and trauma. This could be a history of physical or sexual abuse, being a combat veteran or other types of trauma. Trauma survivors need to be respected and direct care workers need to be aware of and sensitive to their need for safety and control over their situation. 


Many people we serve have a history of receiving mental health or substance abuse services. In the population of individuals receiving public mental health services, 90% have been exposed to trauma.
 Up to two-thirds of men and women in substance abuse treatment report childhood abuse and neglect.
  A study of male veterans in substance abuse inpatient units indicate 77% were exposed to severe childhood trauma, and 58% a history of lifetime post traumatic stress disorder.
 These are just a few indications that individuals who enter long term care will have feelings and behaviors that are a result of trauma. They may have overlapping problems with mental health, addiction, or physical health (heart disease, pulmonary disease, liver disease, sexually transmitted disease, gynecological cancer) issues.

We should presume the people we serve will have a history of traumatic stress, and we should exercise “universal precautions” by creating systems of care that are “trauma informed”.
 People who have experienced trauma may show several symptoms – disassociation, flash-back, hypervigilance, self injury, anxiety, depression, poor conduct, or eating disorders. 

“Trauma informed” systems of care:

· Recognize that there will be a high prevalence of trauma in the persons served.

· Recognize primary and co-occurring trauma diagnoses.

· Assess for traumatic histories and symptoms.

· Recognize culture and practices that are re-traumatizing.

· Power/control minimized – constant attention to culture.

· Caregiver/supporter collaboration

· Addresses training needs of staff to improve knowledge and sensitivity.

· Understand function of behavior (rage, repetition, compulsion, self-injury).

· Objective, neutral language.

“Non-Trauma informed” systems:

· Lack education on trauma prevalence and “universal precautions”.

· Over-diagnose schizophrenia and other conditions.

· Do not perform trauma assessments.
· Rule enforcers.

· Patient-blaming as fallback position without training.

· Behavior is seen as intentionally provocative.

· Individuals are labeled as manipulative, needy, or “attention-seeking”.

Language in a culture that is “trauma informed” is different. You ask people how they prefer to be addressed. You quietly make rounds and inform people of the schedule. You say, “Let’s talk and find you something to do.” You ask, “May I help you?” 
You don’t call people by their first name without permission. You don’t yell “lunch” or “medications”. You don’t say, “If I have to tell you one more time…” You don’t say “Step away from the desk.”
When an individual has experienced trauma, there may be a trigger that sets off an action, process or series of events (i.e. fear, panic, upset or agitation). It could be something as simple as its bedtime and the lights will be turned off, a large man, yelling or people being too close. Other triggers may cause an individual to feel scared, upset, or angry, and may cause them to go into crisis. Examples might be feeling they are not listened to, lack of privacy, feeling lonely, being teased, feeling pressured, arguments, loud noises, not having control, or being stared at. 

When a direct care worker observes reactions that may be the individual’s response to a trigger, they should note the particular circumstances that were occurring at the time. Observe the environment, what was happening, what was being said, noise levels, distractions, or anything else that may have been happening and may have elicited the reaction in the individual. This type of observation may help avoid reactions in the future by being incorporated into the individual’s service plan.

Before letting things blow up into a crisis, there may be early warning signs the direct care worker notices. A signal of distress, such as restlessness, agitation, pacing, shortness of breath, sensation of tightness in the chest or sweating are examples. Other early warning signs that may be observed are clenching teeth, wringing hands, bouncing legs, shaking, crying, giggling, heart pounding, singing inappropriately, pacing, eating more, breathing hard, clenching fists, rocking, can’t sit still, or restlessness.  They should be documented along with accompanying observations of who what where when, etc.

Once triggers are identified, it is possible to begin looking at what strategies might calm the situation. Time alone, reading a book, hugging a stuffed animal, taking a hot shower, deep breathing, therapeutic touch, listening to music, talking with staff or calling family may work in individual situations. Other strategies may include lying down, getting a hug, ripping paper, holding hands, snapping bubble-wrap, changing from male to female (or visa versa) support staff, screaming in a pillow, crying, spiritual practices, talking to a therapist or being read to. In some instances, medication may be necessary.
In summary, successful interventions are those that are individual-specific, linked to the person’s history of trauma, tailored to the living environment, encourages creativity and a “let’s try something else” attitude, incorporates sensory interventions, and where needs of the individual supersede the rules of the residence. 

Communication among staff is vital. The individual service plan around behaviors must be condensed and made usable for all staff. There must be a clear communication system, i.e. kardex, blackboard, check sheets. Communicate and document triggers and successful interventions, review at care plan meetings, acknowledge the relationship between trauma history and triggers. 
Resource:

National Technical Assistance Center

NASMHPD 

Emotional and Verbal Abuse

Older people may exhibit behaviors as a result of emotional or verbal abuse. Words alone can inflict pain or distress, usually through insults, threats, intimidation, humiliation or harassment. Symptoms include:

· Emotional upset or agitation;

· Fearful behavior, especially around certain individuals;

· Withdrawal and apathy;

· Unusual behavior such as sucking, biting or rocking; and

· Verbalizing a report of verbal abuse or mistreatment.
If you suspect an older person is being emotionally or verbally abused, report it immediately.

Scenario: Staff in the nursing home is limited and Dottie, an aide, feels rushed and hurried. She has scarcely enough time to make her rounds when she goes to check on Sally, who is bedridden. She has wet the bed, and Dorothy shows her frustration by berating her for the extra work that she will cause the staff. She threatens to leave Sally there in her own human waste. 

	Challenging Behavior


Role-play a response to the following scenarios.  This will help the direct care worker develop behavior management skills that is interactive learning.
	Behavior Management Scenarios

Scenario I: The Case of Murphy Brown:

Murphy Brown is an 82-year-old woman with dementia. She lives at Shay’s Home. She has been there for 3 years. She is rather confused. Today, she has been pacing back and forth. Suddenly, she ran after a staff member who was walking by. When she caught her, she began to pull her hair. You enter. What do you do?

Scenario II: The Case of Russell Crowe: 

Russell Crowe is a paraplegic who lives at home. He was hurt in a motorcycle accident 2 years ago. He is 30 years old now. He was just with the physical therapist that told him that he would not be able to ever walk again. He became angry and is throwing equipment. The Therapist came to get you. How would you handle this situation?

Scenario III: The Case of Mary Martin:

Mary Martin is a 32-year-old schizophrenic woman, who stopped taking her medication. She just returned home from a visit with her mother and is “wild” to say the least. She is angry and racing about the room violently. She has knocked over several pieces of furniture and thrown dishes on the floor. Now what do you do?

Scenario IV: The Case of Betsy Ross:

Betsy is a 77-year-old in a residential care facility. She is extremely depressed. You find her in her room with a knife. She has made a small cut on her wrist and states she will do more if you come near her. What can you do to help her?



	 Behavior Management Scenarios

Scenario I: Where is my mother?

It is now 11 am and ever since you arrived at the adult day care this morning at 7 am, Mary, an 80 year old person with Alzheimer’s disease, has asked you “where is my mother?” every 5 minutes. You are ready to scream. How should staff be handling Mary? Why does she do that?

Scenario II:  Stop That!

You arrive at work this morning and Bob, a 28-year-old man with mental retardation is being yelled at by Jason, a staff member. Jason was sitting with Bob watching TV when Bob started to grind his teeth. Jason asked him to stop three times but now has exploded. What action should Bob have taken? Why? How can you help?

Scenario III:  Clothes on and Clothes off

Jack is in the hallway removing his clothes for the third time this morning. A staff member is trying to get him to stop. What would you do?

Scenario IV: Tapping on the Chamber Door

Edgar Allen Poe is a new client/resident/patient/consumer who sits and stares and taps incessantly on the table. It is worse when there is a lot of chaos. 

Scenario V: The Poker
Julia constantly pokes staff in the shoulder whenever she is next to them. Some staff actually has bruises from this. What can be done?
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	Module 2: Depression
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OBJECTIVES

After completing this module, you will be able to do the following:

· Identify the signs and symptoms of depression.
· Describe options for treatment of late-life depression.
· Recognize the risk factors of elder suicide.

VOCABULARY

After completing this module, you should be familiar with the following terms: (revisit once curriculum is finished)
	Don’t let the blues hang around



Everyone feels blue now and then. It’s part of life. But if you no longer enjoy activities that you usually like, you may have a more serious problem. Being depressed, without letup, can change the way you think and feel. Doctors call this “clinical depression.” Being “down in the dumps” over a period of time is not a normal part of getting older. But it is a common problem, and medical help may be needed. For most people, depression will get better with treatment. “Talk” therapy, medicine, or other treatment methods can ease the pain of depression. You do not need to suffer. There are many reasons why depression in older people is often missed or untreated. As a person ages, the signs of depression are much more varied than at younger ages. It can appear as increased tiredness, or it can be seen as grumpiness or irritability. Depression can be tricky to recognize in older adults. Confusion or attention problems caused by depression can sometimes look like Alzheimer’s disease or other brain disorders. Mood changes and signs of depression can be caused by medicines older people may take for arthritis, high blood pressure, or heart disease. It can be hard for a doctor to detect depression. The good news is that people who are depressed usually feel better with the right treatment. 

What Causes Depression? 
There is no one cause of depression. For some people, a single event can bring on the illness. Depression often strikes people who felt fine but who suddenly find they are dealing with a death in the family or a serious illness. For some people, changes in brain chemistry can affect mood and cause depression. Sometimes those under a lot of stress, like caregivers, can feel depressed. Others become depressed for no clear reason. People with serious illnesses, such as cancer, diabetes, heart disease, stroke, or Parkinson’s disease, sometimes become depressed. They worry about how their illness will change their lives. They might be tired and not able to deal with something that makes them sad. Treatment for depression helps them manage their depressive symptoms and improves their quality of life. Genetics, too, can play a role. Studies show that depression may run in families. Children of depressed parents may be at a higher risk for depression. And, depression tends to be a disorder that occurs more than once. Many older people who have been depressed in the past will be at an increased risk. 

What to Look For 
How do you know when you need help? After all, as you age, you may have to face problems that could cause anyone to feel “depressed.” Perhaps you are dealing with the death of a loved one or friend. Maybe you are having a tough time getting used to retirement and you feel lonely. Possibly you have a chronic illness. Or, you might feel like you have lost control over your life. After a period of feeling sad, older people usually adjust and regain their emotional balance. But, if you are suffering from clinical depression and don’t get help, your depression might last for weeks, months, or even years. Here is a list of the most common signs of depression. If you have several of these, and they last for more than 2 weeks, see a doctor. 

• An “empty” feeling, ongoing sadness, and anxiety 

• Tiredness, lack of energy 

• Loss of interest or pleasure in everyday activities, including sex 

• Sleep problems, including trouble getting to sleep, very early morning waking, and sleeping too much 

• Eating more or less than usual 

• Crying too often or too much 

• Aches and pains that don’t go away when treated 

• A hard time focusing, remembering, or making decisions 

• Feeling guilty, helpless, worthless, or hopeless 

• Being irritable 

• Thoughts of death or suicide; a suicide attempt 

If you are a family member, friend, or health care provider of an older person, watch for clues. Sometimes depression can hide behind a smiling face. A depressed person who lives alone may appear to feel better when someone stops by to say hello. The symptoms may seem to go away. But, when someone is very depressed, the symptoms usually come back. Don’t ignore the warning signs. If left untreated, serious depression can lead to suicide. Listen carefully if someone of any age complains about being depressed or says people don’t care. That person may really be asking for help. 

	Challenging Behavior


Getting Help 
The first step is to accept that you or your family member needs help. You may not be comfortable with the subject of mental illness. Or, you might feel that asking for help is a sign of weakness. You might be like many older people, their relatives, or friends, who believe that a depressed person can quickly “snap out of it” or that some people are too old to be helped. They are wrong. A health care provider can help you. Once you decide to get medical advice, start with your family doctor. The doctor should check to see if your depression could be caused by a health problem (such as hypothyroidism or vitamin B12 deficiency) or a medicine you are taking. After a complete exam, your doctor may suggest you talk to a mental health worker, such as a social worker, mental health counselor, psychologist, or psychiatrist. Doctors specially trained to treat depression in older people are called geriatric psychiatrists. Don’t avoid getting help because you may be afraid of how much treatment might cost. Often, only short-term psychotherapy (talk therapy) is needed. It is usually covered by insurance. Also, some community mental health centers may offer treatment based on a person’s ability to pay. Be aware that some family doctors may not understand about aging and depression. If your doctor is unable or unwilling to help, you may want to talk to another health care provider. 

Are you the relative or friend of a depressed older person who won’t go to a doctor for treatment? Try explaining how treatment may help the person feel better. In some cases, when a depressed person can’t or won’t go to the doctor’s office, the doctor or mental health specialist can start by making a phone call. A telephone call can’t take the place of the personal contact needed for a complete medical checkup, but it might inspire the person to go for treatment. 

Treating Depression 
Your doctor or mental health expert can often treat your depression successfully. Different therapies seem to work for different people. For instance, support groups can provide new coping skills or social support if you are dealing with a major life change. A doctor might suggest that you go to a local senior center, volunteer service, or nutrition program. 

Several kinds of talk therapies are useful as well. One method might help give you a more positive outlook on life. Always thinking about the sad things in your life or what you have lost might have led to your depression. Another method works to improve your relations with others to give you more hope about your future. Getting better takes time, but with support from others and treatment you will get a little better each day. Antidepressant drugs (medicine to treat depression) can also help. These medications can improve your mood, sleep, appetite, and concentration. There are several types of antidepressants available. Some of these medicines can take up to 12 weeks before you feel like they are working. Your doctor may want you to continue medications for 6 months or more after your symptoms disappear. Some antidepressants can cause unwanted side effects, although newer medicines have fewer side effects. Any antidepressant should be used with great care to avoid this problem. Remember: 

• The doctor needs to know about all prescribed and over-the-counter medications, vitamins, or herbal supplements you are taking. 

• The doctor should also be aware of any other physical problems you have. 

• Be sure to take antidepressants in the proper dose and on the right schedule. Electroconvulsive therapy (ECT) can also help. Don’t be misled by the way some movies and books have portrayed ECT (also called electroshock therapy). They do not give a true picture. ECT may be recommended when medicines can’t be tolerated or when a quick response is needed. ECT is given as a series of treatments over a few weeks. Like other antidepressant therapies, follow-up treatment is often needed to help prevent a return of depression. 

Help from Family and Friends 
Family and friends can play an important role in treatment. You can help your relative or friend stay with the treatment plan. If needed, make appointments for the person or go along to the doctor, mental health expert, or support group. Be patient and understanding. Get your relative or friend to go on outings with you or to go back to an activity that he or she once enjoyed. Encourage the person to be active and busy, but not to take on too much at one time. 

Preventing Depression 
What can be done to lower the risk of depression? How can people cope? There are a few steps you can take. Try to prepare for major changes in life, such as retirement or moving from your home of many years. One way to do this is to try and keep friendships over the years. Friends can help ease loneliness if you lose a spouse. You can also develop a hobby. Hobbies may help keep your mind and body active. Stay in touch with family. Let them help you when you feel very sad. If you are faced with a lot to do, try to break it up into smaller jobs that are easy to finish. Exercise can also help prevent depression or lift your mood if you are already depressed. Older people who are depressed can gain mental as well as physical benefits from mild forms of exercise like walking outdoors or in shopping malls. Gardening, dancing, and swimming are other good forms of exercise. Pick something you like to do. Begin with 10-15 minutes a day, and increase the time as you are able. Being physically fit and eating a balanced diet may help avoid illnesses that can bring on disability or depression. Remember, with treatment, most people will find that positive thoughts will gradually replace the negative thoughts that resulted from depression. Expect your mood to improve slowly. Feeling better takes time. But it can happen. 

Resources 
American Association for 
Geriatric Psychiatry 
7910 Woodmont Avenue 

Suite 1050 

Bethesda, MD 20814-3004 

301-654-7850 

www.aagpgpa.org 
American Psychological Association 
750 First Street, NE 

Washington, DC 20002-4242 

800-374-2721 (toll-free) 

www.apa.org 
Depression and Bipolar 
Support Alliance 
730 N. Franklin Street 

Suite 501 

Chicago, IL 60610-7224 

800-826-3632 (toll-free) 

www.dbsalliance.org 
National Alliance for the 
Mentally Ill 
Colonial Place Three 

2107 Wilson Boulevard 

Suite 300 

Arlington, VA 22201-3042 

800-950-6264 (toll-free) 

www.nami.org 
National Institute of 
Mental Health 
6001 Executive Boulevard 

Room 8184, MSC 9663 

Bethesda, MD 20892-9663 

866-615-6464 (for publications/toll-free) 

301-443-4513 

866-415-8051 (TTY/toll-free) 

www.nimh.nih.gov 
National Mental Health Association 
2000 North Beauregard Street 

6th Floor 

Alexandria, VA 22311 

800-969-6642 (toll-free) 

800-433-5959 (TTY/toll-free) 

www.nmha.org 
For information about depression 

and Alzheimer’s patients and 

caregivers, contact: 

Alzheimer’s Disease Education 
and Referral Center 
P.O. Box 8250 

Silver Spring, MD 20907-8250 

800-438-4380 (toll-free) 

www.alzheimers.nia.nih.gov 
For more information on health 

and aging contact: 

National Institute on Aging 
Information Center 
P.O. Box 8057 

Gaithersburg, MD 20898-8057 

800-222-2225 (toll-free) 

800-222-4225 (TTY/toll-free) 

www.nia.nih.gov 
To order publications in (English or Spanish) or sign up for regular email alerts, go to www.nia.nih.gov/HealthInformation . Visit NIHSeniorHealth.gov (www.nihseniorhealth.gov), a senior-friendly website from the National Institute on Aging and the National Library of Medicine. This simple to use website has health information for older adults. It has large type and a talking function that “reads” the text out loud. 

	Recognize the Risk Factors of Elder Suicide


The Problem 

• The elderly make up 13% of the population but account for almost 25% of all suicides. White males over 65 years of age are at most risk.
 

• Every year in Maine approximately 30 adults over age 65 die by suicide. Firearm deaths account for 70% of the total.

Risk factors
Risk factors are long-standing conditions, stressful events or situations that may increase the likelihood of a suicide attempt or death. Risk factors for older adults include: 

• Male 

• Over 65 

• Access to lethal means 

• Loss of spouse/partner (risk is highest in first year of bereavement but remains elevated for 5 years) 

• Physical illness, uncontrollable pain or the fear of a prolonged illness 

• Social isolation and loneliness 

• Perceived poor health 

• Living alone 

• Presence of a psychiatric illness, especially depression 

• Major change in social roles (i.e. retirement) 

• Other significant losses (i.e. friends, mobility, status, etc.) 

Warning signs 

Warning signs are the earliest observable signs that indicate the risk of suicide for an individual is imminent (within minutes, hours, or days). These signs require action. 

Tier One—get the facts and take action. Call 911 or seek other immediate help when you hear or see any of these: 

• Someone threatening to hurt or kill themselves 

• Someone looking for the means (guns, pills, rope, etc.) to kill themselves 

• Someone talking or writing about death, dying or suicide 

Tier Two—a mental health assessment is indicated but this is not necessarily a mental health emergency. 

· Substance abuse
· Purposelessness – see no reasons for living
· Anxiety/agitation
· Trapped/feeling no way out
· Hopelessness
· Withdrawal from friends, family, society
· Anger
· Recklessness
· Mood changes that are dramatic from the usual behavior of the person
Three Step Intervention

These simple steps may help to safe a life. Be accepting of feelings – DO NOT judge or lecture.

1. Show you care – genuinely listen. Here aer some examples of what you can say.

· I’m concerned about you…about how you feel.

· You mean a lot to me and I want to help.

· I’m sorry that you’re feeling so much pain.

2. Ask the question – be direct, caring and non-confrontational

· Are you thinking of suicide?

· How long have you been thinking about taking your life?

· Do you have a plan? (The more detailed the plan, the more serious the situation. Do not be afraid to ask about details – method and access to method; when; where; who else knows, etc. This information will help when you refer this person for an evaluation and/or other help.)

3. Get help – Do not leave him/her alone. Try to have the person involved in identifying resources. Help is essential and there may be resources that can assist during this crisis.

· I know where we can get some help.

· You’re not alone. Let me help you.

· Who can we contact to help support you? (family member, clergy person, friend, etc.)

Resources

· Maine Statewide Crisis Hotline 1-888-568-1112

· NAMI maine 1-800-464-5767

· Local mental health agencies

· Local emergency room

· Family, friend, relative

· Clergy, counselor, family doctor

Websites

The Maine Youth Suicide Prevention Program has many resources that are not youth specific. These include trainings, conferences, fact sheets, etc. www.mainesuicideprevention.org
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	Module 3: Alzheimer’s Disease and Dementia, and Other Challenging Behaviors



OBJECTIVES

After completing this module, you will be able to do the following:

· Understand symptoms, treatment and stages of Alzheimer’s disease and related vocabulary terms.
· Recognize associated behaviors and difficulties with activities of daily living and effective ways to manage them.

VOCABULARY

After completing this module, you should be familiar with the following terms: (revisit once curriculum is finished)

Part 1. Overview of Alzheimer's disease 
Dementia 

• A general term used for loss of intellectual or "cognitive" functions 

• Memory 

• Thinking 

• Reasoning 

• Judgment 

• Attention or concentration 

• Language 

• Perception (how things are seen in the environment) 

• Severe enough to interfere with an individual's ability to perform routine daily activities 

Types of dementia 

• Reversible 
o Caused by drugs, depression, infection, brain tumors, head injury, etc. 

o Goes away or gets better with treatment 

• Irreversible 
o Gets progressively worse 

o Can't be cured 

o Some examples include Alzheimer's disease, Multi-Infarct or Vascular Dementia, Lewy Body Disease, Parkinson's Disease 

Alzheimer's disease 
• Most common form of dementia 

• A progressive, degenerative disease that causes changes in brain tissue resulting in impaired memory, thinking and behavior 

• No known cause or cure 

Who gets Alzheimer's disease? 
• 4 million Americans have Alzheimer's disease 

• 1 out of 3 families are affected 

• 1 in 10 people over age 65 have Alzheimer's disease 

• 1 in 3 people over age 85 have Alzheimer's disease 

• 60% of nursing home residents have Alzheimer's disease 

What changes occur in the brain with Alzheimer's disease? 
• Loss of brain cells 

• Shrinking of brain size 

• "Plaques" and "tangles" develop in nerve cells of brain 

o Nerve fibers separate and become tangled 

o Abnormal protein deposits form 

• Production of chemical messengers ("neurotransmitters") is reduced 

o "Signals" can no longer pass from one nerve cell to another 

• Cells eventually die 

	Challenging Behavior


How is the brain affected by Alzheimer's Disease? 
o Personality 

o Reasoning/judgment 

o Movement 

o Speech 

o Concentration/attention span 

o Alertness 

o Safety 

o Senses (temperature, touch, pain, space) 

o Language (letters →words → thoughts) 

o Vision 

o Interprets information from eyes for orientation, position, movement 

o Hearing, memory, language 

o Organizes basic sounds of language into meaningful communication 

o Ability to draw 

o Emotions 

o Anger, sex, fear 

o Memory and learning ("tape recorder") 

o Processes short-term memory 

o Putting new memories into storage 

Diagnosing Alzheimer's disease 
• No single test for diagnosing Alzheimer's disease 

• An individual should have a full evaluation to diagnose Alzheimer's disease and rule out reversible causes 

• Complete evaluation by a team of health professionals is best 

Each person with Alheimer’s disease is different, the stages are not clear cut. A person may have some symptoms from one stage and some from another stage throughout the disease process.

	Challenging Behavior


Treatment of Alzheimer's disease 
o There is no cure for Alzheimer's disease. 

o Maintaining good general health is important, because other conditions can make the symptoms of the disease worse. 

Medications 
o Some medications may be prescribed for mild, moderate, or severe stages of the disease and may slow the deterioration process by acting on the chemical that helps nerve cells communicate. 

o Medications may also be given to help manage some of the difficult behaviors that occur as a result of the disease process. 

Do people die from Alzheimer's disease? 
o Alzheimer's disease is a slow, gradual deterioration of the brain that eventually results in death. 

o Areas of the brain that control basic life functions, such as swallowing, thirst, and breathing will be damaged. 

o Individuals usually die from complications brought on by Alzheimer's disease, such as: 

Pneumonia 

Heart Failure 

Diabetes 

Infections 

	Challenging Behavior


Summary of Key Points 
• "Dementia" is a general term for loss of ability to think, remember and reason. 

• Alzheimer's disease is the most common form of dementia. 

• "Plaques and tangles" form in the brain and prevent nerve cells from transmitting signals and information to one another. 

• Alzheimer's disease has a progressive downhill course, eventually resulting in death. 

• Areas of the brain that control different functions and emotions are affected by Alzheimer's disease – the areas affected and what those effects are varies in different people. 

• People with Alzheimer's disease act the way they do because areas of the brain controlling memory, emotion, and function have been damaged by the disease. 

• Do not argue or try to reason with someone with Alzheimer's disease - they cannot understand because of the disease. 

• There is no cure for Alzheimer's disease – we can delay the progression of the disease with medication in some cases and manage difficult behaviors. 

• Alzheimer's disease has 3 stages: Early, Middle and Late. 

• People die from complications brought on by Alzheimer's disease. 

• We can help residents and families cope with Alzheimer's disease if we understand the disease process and the things we can do to help everyone maintain a sense of dignity and respect. 

	Challenging Behavior


Part 2. Stages of Alzheimer’s Disease

Early Stage

· Memory loss

· Changes in short-term memory
· Family and friends may feel “something is wrong”
· Daily routines and ability to function affected
· Persons with Alzheimer’s disease attempts to “cover up” the problem
· Personality changes

· Anxious or withdrawn
· Loss of interest, loss of initiative
· Calculations
· Difficult to work with numbers

· Trouble paying bills, making change, balancing checkbook = “executive functions”

· Communication
· Word-finding difficulty

· Use the wrong word when communicating

· Judgment
· May make bad decisions

· May be easily persuaded to buy things or make unwise financial choices

· Daily living
· Difficulty with routine activities

· Takes longer to complete everyday tasks

· Concentration
· Attention span is shorter

Middle Stage

· Memory loss increases dramatically
· Sleep disturbances
· Gets lost easily, even in familiar places
· Help is needed in activities of daily living
· May begin to demonstrate agitated behaviors – suspicious, anxious, angry outbursts
· More confused about time
· Needs constant supervision
Late stage

· Motor skills such as walking, independent eating are lost

· Bladder and bowel incontinence

· Swallowing problems

· Meaningful speech is gone

· Does not recognize self or family 

	Challenging Behavior


Part 3: Specific Behavior Activity
 
Certain specific behaviors are commonly seen in persons with Alzheimer’s disease. Recognizing them and knowing how to respond is important. 

1. Repetitive Behaviors 
• Verbal 

o Repeating the same question, story or statement over and over 

• Physical 

o Rummaging 

o Rubbing hands 

o Tapping feet 

o Moving tongue 

o Banging 

• Interventions 

o Remember the person is not doing this to annoy you. 

o Try distraction and changing the subject. 

o Respond to the emotion. 

Question: "Where is my husband?" 
Response: "You must really miss your husband. Tell me about him." 
o Use written notes and reminders. 

o Use touch to redirect the person when being physically repetitive. 

o Give the person an object to pet or stroke. 

2. Wandering 
• Types of wanderers 

o Exit Seeker – has a specific goal. 

Examples: "Going home" or "Going to work." 
o Pacer – has excess energy and a need to move. 

o Explorer - interested in everything, likes to touch things or exit doors just because they are there. 

o Follower – attracted by visual stimuli and/or may be looking for personal contact. 

• Interventions 

o Monitor the person's whereabouts. 

o Ensure the person's physical needs are met: toileting, hunger, thirst, rest. 

o Assess for illness or pain. 

o Distract the wander with an activity. 

o Ensure the environment is safe for wandering. 

o Redirect into safe areas – signs with words or pictures can be helpful. 

o Exercise during the day may help. 

o Walk or pace with them, then slow your pace – the person may slow with you. Gradually stop—the person may also stop. 

o Have an action plan in place in case the person wanders away. 

	Challenging Behavior


3. Aggression 
• Examples of Aggressive Behaviors 

o Angry outbursts 

o Yelling/screaming 

o Hitting 

o Biting 

o Throwing things 

• Interventions 

o Watch for signs of frustration. 

o Stay calm – if you become upset, the person may become more aggressive. 

o Assess the danger level and back away, if necessary. 

o Try to soothe and/or redirect the resident. 

4. Hallucinations and Paranoia 
• Hallucinations 

o Seeing, feeling, hearing, smelling or tasting things that cannot be verified by anyone else. 

o Examples include seeing snakes, feeling bugs, or hearing voices that are not there. 

o Illusions – seeing a ghost when it is the curtain – something real in the environment is misperceived. 

• Paranoia 

o An unrealistic, blaming belief 

o Unreasonable suspiciousness 

• Interventions 

o Don't argue with the person. 

o Offer reassurance regarding their fear. 

o Distract the person to another topic. 

o Assess to see if changing the environment may change the response. 

	Challenging Behavior


5. Catastrophic Reactions 
• Definition 

o An extreme emotional response that is out of proportion to the actual event. 

• Examples 

o Rapid mood changes 

o Uncontrolled crying 

o Anger 

o Increased restlessness 

o Striking out 

o Screaming 

• Interventions 

o Remain calm. 

o Soothe and/or redirect the person. 

o Maintain safety for yourself and the individual. 

o Allow the individual to express feelings. 

o Assess the event that caused the extreme reaction and avoid it in the future. 
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Responding to Challenging Behaviors 
• Basic principles 

o All behavior has meaning – try to identify the need or purpose and respond to it. 

o Do not take the behavior personally. 

o Be calm, be understanding, be patient. 

o Be alert to the environment and behaviors occurring. 

o Intervene BEFORE a behavior or situation becomes a problem. 

o Remove or avoid triggers that provoke a challenging behavior. 

o Respond to the resident's feelings, thoughts and needs (e.g., validate, empathize). 

o Do not argue with or try to convince the person. 

o Tailor the approach to the resident's functional level. 

o Be creative and flexible. 

o Acknowledge the person's request and respond to it. 

o Try alternative approaches – what may work one day may not work the next. 

o Ask other staff members what works and share the knowledge. 

o Seek suggestions from the family. 

• Cues and Clues 

o Managing challenging behaviors requires problem solving. 

o Begin by asking the 6 "Cues and Clues" questions. 

WHO is the person? 

WHAT is the behavior? 

WHEN does it happen? 

WHERE does it happen? 

WHY does it happen? 

HOW can you fix it? 

• Identify triggers for potential problem behaviors 

o Caregiver actions that frighten, annoy, threaten or cause pain to the resident 

o Physical environment that is uncomfortable, noisy, threatening, has too much or too little going on 

o Resident does not understand what is happening 

o Unmet physical or emotional needs of the resident 

o Emotional responses or thoughts of the resident 

• Outline the plan 

o Remove the resident from a stressful situation. 

o Validate feelings. 

o Redirect. 

o Simplify the environment. 

o Reassure. 

o Provide outlets for behavior (e.g., walking, dancing). 

o Use appropriate communication techniques. 

o Stay with the resident and encourage expression of feelings. 

o Praise positive behaviors. 

GENERAL SKILLS 

	Impairment in Alzheimer's Disease
	What to do

	Change in personality
	Give step-by-step directions

	Cannot plan/poor judgment
	Use cues or prompts to start an activity

	Short attention span/cannot concentrate
	Reduce hazards in the environment 

	Easily distracted
	Reduce distractions

	Can't initiate activity
	 

	Not alert
	 

	Cannot understand input from the senses
	Assist with cueing

	Cannot follow auditory or visual cues
	Use gestures, body language, demonstrate

	Cannot recognize familiar objects by touch
	Use "hand under hand"

	Does not understand the purpose of objects
	Use a prompt to show the purpose of an object

	Loss of depth perception
	Approach from the front

	Loss of Peripheral vision
	Eye contact

	Difficulty processing movements
	Use slow movements

	 
	Avoid floor and wall designs which could be

	 
	  misinterpreted (e.g. black floor tile could 

	 
	  appear to be a hole)

	Aphasia (impaired language) - inability to
	Early stages - Fill in missing words

	  speak (expressive aphasia) and inability
	Later stages - Prompt with gestures, body

	  to understand (receptive aphasia)
	  language, physical prompts, hand under

	 
	  hand

	Angry outbursts
	Distract

	Inappropriate sexual behavior
	Reassure

	Afraid
	Redirect with activities, music, etc.

	Loss of short term memory
	Reassure

	Asks repetitive questions
	Validate

	Gets lost easily
	Answer questions, even if repeated

	No sense of time
	Redirect

	Easily confused
	Move slowly between tasks

	Loses things
	Allow time for adjustment
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COMMUNICATION TIPS TO KEEP IN MIND WHEN INTERACTING WITH OLDER ADULTS WITH ALZHEIMER’S DISEASE OR DEMENTIA
• The tone of your voice and facial expression are as important as the actual words spoken. Persons with dementia can be sensitive to non-verbal communication. 

• Speak slowly and use clear phases that are easy to understand. Give the person enough time to process the information. Always be patient. 

• Understand that the person with dementia may say one word and mean another. You may have to guess at the correct meaning. Try to clarify your guess with the person. 

• Stand in front or in the direct line of vision of the person. Touch an arm or shoulder gently to get or keep attention. Sustain eye contact. 

• Do not startle the person by approaching from behind. 

• Use gestures and visual cues to aid in getting your message across. Do not use gestures that appear threatening or intimidating to the person 

• If it is necessary to repeat statements, use the same words. Do not rephrase sentences or use different words. You may wish to ask the person to repeat what you have said, remember to do this with kindness in your voice. Repeating back what they are hearing may help the person to understand. 

• Present only one idea at a time. Do not try to give too much information in one sentence. 

• Discuss only concrete actions and objects. Abstract concepts can be confusing to persons with dementia. 

• Communicate with the person as much as possible. It is important to note, however, that a constant stream of conversation is neither helpful nor necessary. 

• Avoid quizzing the person on names of family members or everyday objects. Not knowing the answers embarrasses the person. It may be helpful to cue the person with the necessary information, such as supplying names and offering helpful prompts. 

• Use short sentences, giving simple messages. 

• Do not offer choices that make decisions difficult. 

• Use direct statements to initiate action, such as "It's time to take a bath," or "Let's walk down the hall now." 

• Use a normal tone of voice, in a calm manner. Do not express excitement in your voice to avoid startling or agitating the person. 

• Use humor when possible and appropriate. 

• Be kind. Help the person maintain their self-worth. Always treat them with dignity and respect. 

Geriatric Mental Health Curriculum – UMaine Center on Aging Prepared for the Joint Advisory Committee on Select Services for Older Adults (JAC) and the Maine Department of Health and Human Services
Summary of Key Points 
• The person with Alzheimer's disease has damage to areas of the brain that cause the behaviors we see. 

• The Alzheimer's individual is confused, frightened, does not feel safe, and cannot reason or make sense of his/her environment. 

• We cannot modify the behavior of the person with Alzheimer's disease – we can manage it through creative interventions. 

• There are behaviors that are common in Alzheimer's disease, which can become a problem if they pose a threat to safety, violate others' rights or make it difficult to meet governmental regulations. 

• All behavior has meaning. 

• Tailor your approach to the individual, based on his/her history, likes/dislikes, personality, etc. 

• Identify triggers that cause potential problem behaviors and intervene before a problem arises. 

• A catastrophic reaction is an extreme emotional response that is out of proportion to the actual event. 

• Be calm, flexible, patient, and understanding. 

• Identify the problem by asking Who, What, When, Where, Why, and How. 

• Be creative. 

• Behavioral interventions are the preferred way to manage problem behaviors. 

• Medication is a last resort in managing challenging behaviors. 

Alcoholic Dementia

A growing number of elderly persons have experienced serious alcohol addiction, and may be actively drinking at the time of admission. Others have stopped drinking, but may have dementia induced by abuse of alcohol. Alcoholic dementia may appear similar to other dementias. Memory problems, language impairment or inability to perform complex motor skills, like dressing, may manifest themselves. Psychiatric problems are common in individuals with alcohol induced dementia. They may develop apathy, irritability and resistiveness that result from damage to the frontal lobe of their brains. They may also demonstrate impulsive hostile behavior that requires medication.

Elder alcohol abuse is underreported and therefore be confused with other forms of dementia. Prolonged periods of sobriety may result in slow small improvements of intellectual function. Attention to associated heart or liver disease so it does not contribute to confusion. They are at high risk of falls, and susceptible to subdural hematoma.  
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	Module 4: Mental Illness and Mental Health Concerns 



OBJECTIVES

After completing this module, you will be able to do the following:

· Recognize the signs, symptoms, and risks of delirium.
· Identify the presenting behaviors associated with mental illnesses that can occur in older adults
· Describe the warning signs and impact of Alcohol/Substance Abuse and Polypharmacy effects on older adults

VOCABULARY

After completing this module, you should be familiar with the following terms: (revisit once curriculum is finished)

At the conclusion of this module on acute confusion (delirium) in older adults, you will be able to assist professional patient care staff distinguishing the signs and symptoms which distinguish delirium, understand the common causes of delirium in older people, understand the serious implications of delirium and understand interventions to prevent and minimize risk to the delirious person. 

Overview of Confusion 
There are three common broad reasons for cognitive changes and confusion in older people: depression, dementia, and delirium. The focus of this module is delirium or acute confusion that occurs rapidly in hours or days and for which there is usually an identifiable organic cause or causes. It is also a significant sign of illness associated with a high mortality rate and therefore should be addressed promptly. Delirium can and often does occur in people who also have dementia and/or depression. It is important to distinguish if these other conditions exist and if they are being addressed adequately. It is also crucial not to attribute the confusion solely to these other underlying conditions but to really look to see if there are new, sometimes subtle, behavior changes or other indications which point to a treatable cause. 

Homecare Case Study 
Mrs.O. is a 79-year-old retired nurse who lives with her husband. She was diagnosed with probable Alzheimer’s disease several years ago and with help from their children, neighbors, and friends, her husband is able to keep her at home. She is quite mobile and occasionally wanders. You are the homecare worker offering services to the couple in their home. The husband reports that Mrs. O seems more confused and has had two falls since yesterday. Neither fall resulted in any apparent injury. She has an appointment early next week but he wonders if he should bring her in to see the doctor today. What do you tell her husband and why? 

Residential Case Study

Mr. Z. is a 72 year-old gentleman who is a resident of a nursing home and just returned to the facility after prostate surgery. He is a retired CPA and is very active. He regularly participates in activities at the senior center. His Type 2 diabetes is well-controlled on oral medications. He also has a history of high blood pressure, moderate hearing loss (hearing aids in both ears), and previous surgery for a hernia repair. He wears glasses. Prior to surgery, he was alert, oriented and articulated a good understanding of his upcoming surgery. You care for him again 2 days after surgery. He is confused and picking at the air, and talking to himself. As you interact with Mr. Z you think that he is delirious. What are the signs of delirium? What are some factors that may be contributing to his delirium (Mezey et al, 2003)

Factors That May Be Contributing 
Age 
Older people are more at risk for delirium, particularly if they have underlying dementia or depression. Physiologic changes occur with aging that can affect the ability of older people to respond to physical and physiologic stress. 

Anesthesia and other medications 
It takes a number of hours for systems to clear the effects of anesthesia. Older persons have a larger percentage of body fat than younger persons and many drugs are fat-soluble. This means the drug effects last longer. Also older people tend to have less water in their cells and water-soluble drugs will be more concentrated and have a more pronounced effect. Some questions the nurse will consider are: Whether any new drugs beside pain medication have been added? What is the dose and frequency of the pain medications? Is the dose appropriate for an older person? 

Blood sugar 
Mr. Z. is a diabetic and the stress of surgery can affect blood sugar control dramatically. The nurse will want to know what his blood sugars have been since surgery? 

Hydration status 
Dehydration and electrolyte imbalance are frequent contributing factors in delirium of hospitalized elders. 

Pain 
Poor pain control contributes to restlessness and delirium. Adequate pain control is always the goal. If you think the person is in pain, tell the nurse. The nurse will want to know if the current drug is the best for good pain relief in this patient. 

Sensory deficits 
Those with vision and hearing loss are at increased risk for delirium. Are his/her hearing aid and glasses in place? 

Infection or other medical illness 
Postoperative infections, heart attack during surgery, or strokes are additional possible causes of delirium. A doctor would need to assess and diagnose his/her condition. 

Unfamiliar surroundings particularly for those with sensory deficits 
It is often not one particular factor but the combination of patient vulnerability (predisposing factors) and precipitating factors that commonly occur during hospitalization. 

Assessment 

Assessment is the responsibility of the nurse, but your feedback about what you observe is important. You may be asked to help address any safety concerns that arise due to the delirum.

Depending on what the nurse’s assessment is, the care plan will indicate what additional interventions might be put in place. Carrying out the plan will help address the delirium. Here are some possibilities:

• Frequent reality orientation. If a patient had no significant cognitive deficits prior to surgery, frequent orientation, reassurance, and help interpreting his/her environment and what is happening to him/her should be helpful. (If the patient had dementia, your approach should be modified with more reassurance and attention to validate the patient’s experience rather than reorientation.) 

• Are the hearing aids and glasses in place? Impaired sensory input contributes significantly to delirium. Also, he/she may seem more confused than he really is if he is not able to hear what you are saying. 

• Family/significant others may be able to assist with his/her orientation and sense of well-being. 

• Mobilize him. Ambulation assists with orientation and helps prevent circulation problems. 

• Judicious use of medications for pain, sleep, or anxiety. Communication between the nursing staff and the doctor is important.

• Try to provide for adequate sleep: noise reduction at night, soft relaxing music, warm milk, rescheduling care so as not to awaken or interrupt. 

• Make sure he/she is well hydrated. 
Prevention 
Is there any way delirium could have been prevented? Research has shown that recognition of risk factors and the early interventions outlined above to address those risks can significantly reduce the incidence of delirium. This is key to reducing the high morbidity and mortality associated with delirium in the older population. 

	Challenging Behavior


Other Mental Illnesses 
Common presenting behaviors associated with mental illness 
Hallucinations 
Hallucinations are sensory perceptions that a person experiences in the absence of any external stimulation. Hallucinations are associated with the five senses: hearing, sight, smell, touch, and taste. The most common are auditory hallucinations, hearing voices that are not there. You may suspect an auditory hallucination if you observe the following behaviors: a resident listening, perhaps looking puzzled, lip movements, talking out loud to no one that you can see, nodding and shaking of the head. The messages that these voices carry may be frightening, sad, or angry. It is important to observe the non-verbal behavior in order to understand the feelings. 

Delusions 
Delusions are firm, false beliefs about reality that persist despite the evidence to the contrary. Delusions are often present in late-life psychotic episodes (this is discussed in greater detail in the section on paranoia). Delusions can often be frightening to the individual. They often center around someone trying to harm or hurt them so they must live constantly on guard. Delusions are usually one of three types: grandeur, persecutory or reference. 

Delusions of grandeur revolve around the person's belief that he or she is a famous person, for example, Teddy Roosevelt or Jesus Christ. Delusions of persecution involve the belief that someone or something is out to harm or take something from the person. Delusions of reference concern the idea that the person is being controlled by some force outside the body, such as the television or x-rays from outer space. 

Loose associations 
This term describes a thinking disorder. The person is unable to maintain a single focus or thought. He or she skips from one unrelated thought to another, and feels that only he or she is making any sense. 

Disturbance of affect 
The term "affect" means emotion. You may notice an emotion that seems inconsistent with the situation. He/she may laugh at a situation that everyone else finds sad, or cry when everyone else is laughing. Sometimes there is no emotion shown at all. This is called a "flat affect." 

Disturbance in psychomotor behavior
This change is most noticeable to the caregiver. It may show itself as a decrease in spontaneous movement. The person may become very quiet and withdrawn. Conversely, the caregiver may notice an increase in movement accompanied by agitated, purposeless pacing, grimacing, and bizarre mannerisms. Some of the following may be familiar to you as concrete behaviors that you have seen. 

• Hearing voices 

• Talking to people who are not there 

• Garbled speech 

• Speaking in unrelated thoughts 

• Becoming suddenly hostile, without explanation 

• Falsely accusing others of wrong-doing 

• Holding strange beliefs about self and others that have no basis in fact 

• Agitated pacing for no apparent reason 

• Exaggerated or outlandish movements or gestures 

In general, the person who has experienced a psychotic episode needs support from the caregiving staff. Staff should provide a sense of calm, safety, and security in the environment. People will react differently when the episode is over. All will need reassurance that staff care about and respect them. Some may not want to talk about their experiences; others will need a person to share with. The caregiver must take his/her cue from the resident. All opportunities to reinforce residents' sense of self-esteem must be employed. Consistency in approach by staff is especially critical at this time. This is a confusing time for the individual and receiving mixed messages can increase stress further. Team involvement in care planning is essential. It is also important for the direct care team and supervisors to review cases periodically and share with each other what works and what does not work in regards to managing difficult behaviors for each resident under the team’s care. 
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Schizophrenia 
Schizophrenia is a severe mental illness described as “a group of behaviors that occur because of disordered thinking and an inability to relate to others.” Thoughts may wander or race, disconnected to one another. Words may not make sense and it is often difficult to follow or understand the content of the message. Made up words that have meaning only to the individual may be used. The person may be receiving mixed messages both from his/her own internal thoughts and from the external world. He/she may have great difficulty distinguishing these messages and meanings. 

People may also have difficulty identifying their own physical boundaries. There is a fear of losing their own identity through physical or emotional closeness to others. Hallucinations and delusions are often part of the illness. Behaviors seen in schizophrenia often reflect protective mechanisms against the real world in which the person is unable to cope, a response to environmental stress. 

The following behaviors are often observable among people with schizophrenia: 

• Withdrawal and isolation 

• Confusion in speech 

• Incoherence 

• Unrelated smiling, laughing, and giggling 

• Avoidance of eye contact 

• Schizophrenic stare 

• Cold, blank stare 

• Odd dress 

Caregiving interventions include: 

• Giving emotional support and nurturing 

• Sensitivity to their fear 

• Moving slowly to establish trust and emotional closeness 

• Making gradual contact, allowing them to get used to your presence 

• Listening to verbal and nonverbal symbolic communication 

• Allowing the person to proceed slowly, remembering they need the opportunity to sort out their thoughts 

• Asking person to help you understand, never saying that you understand when you don't 

• Always calling the person by name (this helps to increase his/her sense of identity) 

• Slowly encouraging him/her to take part in activities 

Late-life paranoia
Many older people without a previous history of mental illness may develop paranoia, characterized by suspiciousness and insecurity. Many different factors may contribute to late-life paranoia: multiple losses, or loss of control. It may center around someone specific trying to take something from them or harm them in some way. Often, the paranoid person has a history of suspiciousness, hostility, and isolation. They may have functioned quite independently in the community until life circumstances forced them into a long-term care facility. The loss of privacy and ensuing dependency may contribute to the individual’s delusional state. Sensory losses, which increase isolation and helplessness, may also contribute to paranoia. Paranoia associated with hearing loss is quite common. 

Sometimes paranoid feelings have a basis in reality. Paid caregivers or others may, in reality, be taking advantage of the elder by taking money or other items without permission. Cases have been found where someone was really plotting against the elderly person. Each situation needs to be looked at individually. 

Many people live quite independently in the community, even though they may be having paranoid delusions. Problems usually arise when a change increases their anxiety to the point where a psychotic break with reality occurs. When delusional behavior interferes with the person’s daily functioning, intervention is needed. For example, a person may live quite well even while having the delusion that his neighbor wants to steal his/her money. The problem arises when the delusion expands to the point that he/she believes the neighbor is poisoning his/her food in order to get to his/her money. He/she therefore decides he can no longer eat his/her food. 

Caring for the person who is paranoid is a great challenge to staff. Paranoid people are caught between the need for help from others and their fear and mistrust of human contact. The most commonly used (and overused) defense mechanism is “projection”. For example, the older person who feels useless and unnecessary will often unjustly accuse staff or family of rejecting them. It is not easy for staff to cope with these unfounded suspicions on a daily basis. However, as much as the caregiver may feel like arguing with the person about his/her beliefs, this may only serve to convince the paranoid person that you are also plotting against him/her. Even with quality caregiving, it may be very difficult to see progress. 

Personality disorders

Personality disorders affects the way a person thinks, perceives situations and relates to others. There are many different types. Persons with personality disorders have a rigid and potentially self-destructive or self-denigrating pattern of thinking and behaving no matter what the situation. This leads to distress or impairs their ability to go about routine functions. People sometimes do not realize they have a personality disorder because their way of thinking and behaving seems natural to them and may blame others for their circumstances. 

Symptoms of personality disorders may include:

· Frequent mood swings;

· Stormy relationships;

· Social isolation;

· Angry outbursts;

· Suspicion and mistrust;

· Difficulty making friends;

· Need for instant gratification;

· Poor impulse control; or

· Alcohol or substance abuse

Some personality disorders have already been discussed, such as paranoia and schizophrenia. Others may be described as antisocial behaviors (e.g. disregard for safety of others) or borderline personality (e.g. impulsive or risky behavior). 
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Inappropriate Sexual Behaviors
Inappropriate sexual behaviors such as undressing in public, tasteless remarks of a sexual nature, and sexually aggressive behavior can be very challenging to manage. It can also be disruptive to facilities and caregivers. It is best to use a team approach, i.e. utilizing clinical supervision, team meetings, documentation, and consultation with a behavioral specialist to develop a plan of care around the specific individual and their behaviors. Things to keep in mind are: staying calm, deal with the behavior as part of their illness and not to take things personally, recognize behavioral patterns such as triggers, time of day behavior occurs and documentation of incidences, use distraction and redirection to change the person’s focus. 

Older Adults and Substance Abuse

Prevalance 
• Nearly one in five older Americans (19%) may be affected by combined difficulties with alcohol and medication misuse. 

• Problems related to alcohol use are currently the largest class of substance use problems seen in older adults. 

• The substances most commonly abused by older adults besides alcohol are nicotine and psychoactive prescription drugs. 

Risk Factors 
• Due to a variety of changes associated with aging, older adults are uniquely vulnerable to substance use disorders. 

• Older adults have an increased risk for misuse and abuse of medications because they use a higher number of prescription and over-the-counter medications compared to younger adults. 

• Substance abuse problems among older individuals more typically occur from misuse of over-the-counter and prescription drugs. Rates of illicit drug use in older adults are very low. 

• Negative interactions between alcohol and psychoactive medications, such as benzodiazepines, barbiturates, and antidepressants, are of particular concern. 

• Alcohol use can interfere with the metabolism of many medications and is a leading risk factor for the development of adverse drug reactions. 

• Despite the risks, physical and mental health care practitioners fail to identify most older adults who consume alcohol at risky levels, including any consumption in hazardous combinations with medications, as at-risk or problem drinkers. 

Nicotine 
• Nicotine is a significant health problem for older adults. 

• Nicotine addiction often co-occurs with other substance use disorders, and can be a marker for other substance abuse. 

• Smoking is a major risk factor for many of the leading causes of death among individuals age 60 and older, and is associated with increased risk of losing mobility and premature death. 

Polypharmacy

· The ingestion of four or more medications (including over the counter medications), specifically in an outpatient setting.
· For institutionalized and hospitalized patients this definition can include up to ten medications.

· Polypharmacy has the potential to lead to drug misuse and abuse.

Training Tools and Exercises

Module 1

This module is to help students recognize that many common beliefs about the aging process are based on misconceptions and myths. Exercises are directed at giving them knowledge about current aging facts. Consistent with the objectives for this module, students will be able to explain positive aspects of aging and give examples of healthy aging. They will also be able to describe unique communication needs of older persons and demonstrate effective communication skills.

This curriculum is designed to be presented in small segments which can be “taken to the unit” for presentation. Formal classroom setup is not necessary.  Students should be provided with the curriculum, supplemented by the training tools and exercises herein.

Suggested activities are as follows:

1. Have students complete the “What’s your Aging IQ” Quiz and have instructor facilitate a discussion on right/wrong answers by extending end-of-shift for 20 minutes.

2. Present healthy aging to the students and show students where to find additional resources for future reference.
3. Discuss the communication sections and give examples of effective and ineffective communication they have experienced.
4. Students discuss how they can help people keep their memory active.

5. Students identify four characteristics that are not normal characteristics of aging, and discuss what to do when they see them. 

6. Students are able to discuss the Six Basic Care Questions they need to consider when they observe behavior.

7. Students discuss their response to behaviors and how to intervene.

8. Instructor should discuss whether the facility provides specialized skills for handling individuals who are out of control. 

9. Students can describe when Brief Counseling Techniques are appropriate interventions.
10.Students are informed of the prevalence of trauma in the life of the individuals receiving services, and how to practice “universal precautions”. 

11.Students discuss the effect of emotional and verbal abuse and know what to do if they suspect an person has been abused.

12.Role play various behavior management scenarios. 

13.Present Progressively Lowered Stress Threshold Model handouts/slides.

Module 2

This module helps the student recognize signs and symptoms of depression and describe options for treating late-life depression. It also helps the student recognize the risk factors of elder suicide.

Suggested activities:

1. Watch Depression in Older Adults: The Right to Feel Better (30 minutes).

2. Lecture on Don’t let the blues hang around. Group discussion. 
3. Discuss prevalence of suicide in older adults and focus on saving a life by using the “Three Step Intervention Approach”.
4. Invite a speaker from the Maine Youth Suicide Prevention Program to discuss the “Three Step Intervention Approach”.
Module 3

In this module, students will understand symptoms, treatment and stages of Alzheimer’s disease and related vocabulary terms. They will recognized associated behaviors and difficulties with activities of daily living and effective ways to manage them. 

Suggested activities:

1. Students will discuss how dementia effectives intellectual or cognitive functioning. They will give examples from their experience and learn other effects.
2. Students will have a lecture on how Alzheimer’s affects the brain.

3. Students will understand “key points” as the takeaway from the session.
4. Students will be able to distinguish the difference between the stages of Alzheimer’s disease. 
5. Lecture on repetitive behaviors and wandering. Particular focus on role of student in intervention and person-centered care. 

6. Lecture on severe behaviors and hallucinations and paranoia. Particular focus on role of student in intervention and person-centered care.

7. Lecture on catastrophic reactions. Particular focus on role of student in intervention and person-centered care.

8. Lecture on responding to challenging behaviors. Discuss “Cues and Clues” as a technique for problem solving. Discuss triggers that student can control. Choose case study from unit. Define the Problems, the Triggers, When it occurs, What Makes it Worse, and What Makes it Better
9. Review with students the general skills – the impairment and what to do.

10.Lecture on communication tips.

11.Case studies

12.Lecture on other common presenting behaviors associated with mental illness.

13.Review substance abuse and common relationship between alcohol and misuse of medication. Discuss behaviors associated with chronic substance abuse.

Module 4

In this module, participants will recognize the signs, symptoms and risks of delirium, identify presenting behaviors associated with mental illnesses that can be present with older adults, and describe the warning signs and impact of substance abuse and polypharmacy effects.
1. Present additional teaching tools on the interrelationship between behaviors associated with certain mental illnesses and approaches/interventions.

2. Laura Cote, R.N., CD.

3. Tammy Rolfe, R.N., Powerpoint
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