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Introduction
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The DIRECT StudyDementia in Residential Care: Education Intenaniirial) dementi:
education program wakeveloped as part of a three year research. The developient of
the DIRECT Studylementia education program was guidec
» findings from the first phase of the study regagcunmet educational neecbarriers,
facilitators and preferences for dementia educ
» the Expert Reference GroLcomprising national ahlocal experts in dement
education
* interviews with facility managers and key perso

This dementia educatioprogramis designed for all disciplines of staff providigre tc
residents with dementia, with an emphasis on doaw staff ancovess six main topic:

e communication with residents and family mem

e personal care and activiti

e positive values

* behaviours of conce

e pain management

e dementia, depression and delirii

These interactive, case based, low tech, pradésabns are desied for small grou
sessions held osite. The only aud-visual requirements for these lessons inclu
whiteboard, a DVD player and TV scre:

Each lesson has beereated in half hour blocks whicanbe built into se<ions of varying
lengths of time. Bort “key messa(s” have been provided facilitate reinforcement of th
key messages of the lesséive posters for RCF and one GP poster are availatrequest.

This package provides the abbreviated lesson plaruiries regarding the full leon plans
can be sent twvacha@uwa.edu..
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Sessiorl: Think about the whole person

Dementia in Residential Care Train

Key MessageThink about the whole pers¢

&L, The signs and symptoms of dementia involve more jinst brain functio—it also is
affected by individual coping, relationships, peradife history, and how othe
respond.

Step 1: Watch the two minute clip of Meg, now in a care lepfinomWe Always
Dress for Sunday Lun¢(1) from19 min and 28 sec. to 21 min and 28
Look for reasons that would explaMeg’s behaviour.

The clip showsA nurse entering Meg’s room in a care home to leg her
medications. Meg holds onto her glass of water timé nurse hands her the pi
medicine container. The nurse exits as Tom, Mageband enters the room. M
reminisces about her life experiences while Tomaiietly in her room. Tom notic
Meg's drawings of whehewent to visit his lover while Meg had a miscarriac

Step 2: Discuss the following question

* Did Meg’s behaviur appear meaningless at firstto y

* Why did Meg hold onto the glass of wal

* What do you think was important from her life expace in affecting
her actions

» What disabilities, rather than dementia, might expher behaviou

* How can understandirMeg’s (and other resident’s with demen
actions help with a positive approach to ce

Step 3: Watch the whole DVIWe Always Dress for Sunday Luriotgain a better
understanding of Meg’s life and the reasons thptaex her behaviour in tF
first clip.

Look at the points highlighted on the poster: Thafdout the whole pers

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessior2: The experience of residents

Key MessageFfocus on the experience of the resid

A positive experience for residents is helped bgeustanding theypical experiences
of residents with dementia in residential faciti®@esearch shows that most pe«
with dementia understand their living situatiorbwth negative and positive teri(2)

Step 1:
Think of five things that you enjoy or make youdelwcrth living.

Write each thing on separate pieces of pe

You should have five pieces of paper with one itameach piece
Now, screw up and throw on the floor the least ingott one, then th
next most important, etc until you have thrown allifive.

YV V V

This is how it often feels to someone enteringsadential unit. They often say, “Nothing
right anymore,” and “Living here drives me mad.)
» How does your life compare with those of the resist

Step 2: People find ways to adjust to Ic term losses like a serious MVA, financ
losses, or imprisonment, or they go unt
What are some of the ways you think you might cc

Look at the PosteiThink about the whole person. There are two pashiubbles: “I'm
alright, I'll manage” and “lam still somebody.” (2

Residents often need to look back to better timekeir lives, and to reassure themse
that they can get by.

Step 3: How mightyou strengthen the two more positive feelings of resisi@anc
lessen the impact of the fitwo, more negative ones?

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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SessiorB: Make bathing a pleasure
Part 1: What kinds of things can go wro

Dementia in Residential Care Train

Key MessagePut the person before the te

Keeping clean can be an enjoyable or at leaseaatole experienc

Step 1: Consider a s scenario where bathing is not an enjoyable leaat tolerabl
experience.

The suggested resource is the DBathing without a Battl€3). Watch the first 5 minutes «
the DVDin which Joanne Rader introduces bathing and vmatist be like for resident
She reviews what often goesong during bathing, such as feeling cold, embaessr
having a lack of control. A scenario is shown obtearers showering a resident who d
not want to be showered.

Pause the DVD at 5 min and 52 sjust after Joanne says that “Forced bathin¢s not have
to happen”We've just seen a shower that went horribly wrongnd we are fortunate to |
able to learn by watching something that goes w—and we’ve all been the— in
situations similar to this one.

»  What were some of the things thatnt wrong?
> What could the carers have done differer

Step 2: Continue watching the DViwhichlists the principles of “Puing the person
before the task’

Pause the DVD at 7 min and 14 sec when Joanné'@aksyou identify wha
was different abct that shower?” Let the participants ans

Continue the DVLCand stop the DVD whethe end of the list on ‘Tips ¢
Showering’ shows. 12 min and 23 ¢

Step 3: Showering often goes wrong when people do not adioethe principle o
“put the person tfore the task.”
Look atthe poster “Making the shower a pleasiand discuss ‘Tips fc
Showering'.

Would any of these tips work for the residents gbhawer / bathe

>
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Sessio: Make bathing a pleasure
Part 2: Shower Chair Comft

Dementia in Residential Care Train

&,
Key MessagePut the person before the t¢

| Shower chair comfort is importa

Step 1: Consider the experience of bathing on a shower.c

The suggested resource is the DBathing without a Battl¢3). Watch the DVL
from 12 min and 23 sec to 15 min and 4c.

Joanne Rader talks about shower chair comfort amdes tips on how to make
more comfortable.

» What measures have you attempted to make the stobva@rmore
comfortable for the residen

» Try sitting on a shower chair that is used at yauaility.

Is it comfortable to sit on

» What could you do to make it more comfortal

A\

Step 2: Watch the DVD from 15 min and 48 sec to 19 min 6.

» Are these scenes relevant to your wc
What does the shower or bath room in your faclibtk like?
» How could it be made to look more homey or invifi

A\

Step 3: Look at the poster “Making the shower a pleast

» Have you tried any of the tips listed? If so, had itlgo*~

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorb: Make bathing a pleasure
Part 3 The towel bath demonation
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&,
Key MessagePut the person before the t¢

| Keeping clean can be an enjoyable or at leasesaiole experienc

Step 1: Consider how to perform a towel bt

The suggested resource is the DBathing wthout a Battli (3).
Watch the DVD fom 19 min and 20 sec to 28 min and 03 sec and ubdee
towel bath demonstratic

Discuss any experience staff may have had givingagiving a towel bath ¢
using “no rinse” product

Step 2: Go through the stages of giving a towel bath oolanteer.
You will need:

* abed,

* sheets

» towels and washclott

e 2 volunteers as carel

* 1 volunteer as the reside

* 1 volunteer as the coach (only the coach te

Go through the demonstration again only this timgch the carers an
resident, keepg the same coach.

Steps 3: Ask each volunteer that played a role: “What wdské?”

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorb: Make bathing a pleasure
Part 4 Hair washing
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&,
Key MessagePut the person before the t¢

Forced bathing is neither needed nor accept
Making a positive change requires support fromf stafrsing, administration and famili

Step 1: Consider ways to maldifficult components of bathinsuch as hair washini
more pleasurabl

The suggested resource is the DBathing without a Battl¢3).

Watch the DVD from 28 min and 03 sec to the enthefDVD. Hair washing is covered
detail; various staff members endorse the appraadhloanne Rader stresses that “Fo
bathing is neither needed nor acceptal

Making positive changes reges consistent staffing, nursing and administeasiupport, a
well as family education.

Step 2: Problem-solve a few case studies using examples providebe
participants.

Step 3 Review the poster: “Making the shower a Pleas

-. WA Centre for Health and Ageinwww.wacha.org.eg copyright 2009
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Sessior7: The Person Centred Approach as VIPS
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&,
@ Key MessageThink positive— think ‘VIPS’

The term Perso@entred Care is frequently mentioned in care holmgtsnot always evider
in our practice. Implementing pers-centred care is a processahere is always room fi
improvement. This session outlines four elementseo$or-centred care: ‘VIPS’ to assi
staff in providing persorentred care. Staff may value dignity and respgmdtmay not the
skills to recognise when they are inadvelly undermining dignity. Whether intended or n
the impact is the same!

Step 1: Readthe journal article ‘What is pers-centred care in dementia?’ by Da
Brooker (4)and notethe descriptios of the four elements of pers-centred
care.Think positive, think VIP:

» Valuing BreryoneEqually

* IndividualisecApproach

» Takingthe Fesident’sPerspective
» PositiveSocial Relationships

Step 2: Read the following service scenaricThe activities staff made a special eff
to create some beautiful life story books withdests. These were mu
admired by visitors who saw them on display inféuility’s foyer.”

Step 3 Which of the four themes are being used by thigise? Which are yet to t
included?

Answers: The life story scenario promol ndividualising; but may not bValuing the
resident and taking thelferspective if the goal s beautiful product in the lobby, ratr
than a useful tool that the resident has to locknat shart

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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SessiorB: Awareness of ageism by self-reflection

&\.@ Key MessageAgeism is in us all

In this session, we reflect on ageism in our sg@et, in particular, its impact on how v
care for people with dement

Step 1:

Step 2:

Step 3

YV V VYV

Everyday ageism in societyoftenillustrated in birthday carc

How does it make you feel to see older people sgmted the way they ar
Do you think ageism is «pervasive in society?

What do family and friends say when you tell theheve you work’

Do they say you must be a saint to work in aged,aarhow can you stand

Think of five words to describe your own showerexgperience

VVVVYVYVY

Is it differentif you are at home or somewhere el

A chore or a pleasure

Do you think or sing

Now think of five words to describe the showerixgerience of resident
How is showering with residents thoughin your workplace’

What words are used by youd other staff?

What can we do to become more aware of ageism @andhs affects how w
provide care for older people with dement

Perhaps we need to ask ourselves: “Would | be@b#a this if | was working
with Kevin Rudd, Kylie Mirogue or George Clooney?”

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessior®: Review of communication basics

Dementia in Residential Care Train

Key MessageBridge the communication ga

As language skills become more difficult for thegma with dementia, they are in dange
becoming socially isolated. Staff mimake more of an effort to keep communication gt
and sustain human contact and well being for tmegpewith dementie

Step 1:  Prompt the group consider “Why do we communicate?What is so
important about communicating

The suggested resounsethe DVDThere is a Bridge (S)chapter 1). Naomi Fell, tr
founder of Validation Therapy, talks about the imponce of communicating, abc
reaching out and being in the world of people wligmentia

Watch the two minute clip of the DVI

Step 2: How does dmentia affect the way people communicate? Talkfyour own
experiences in communicating with people with deta¢

Step 3  As communication changes for the person with deraes others arour
them have to increase their effort to keep commaitian and relationship
going. Watch the first 20 mins of the D\Effective Communication wi
people with dement (6) which presents the following 10 points for effeet
communication with a person with demen

* Focus attentic

* Speak clearl

* Be patient—avoid rushing

e Limit choice:

* Reduce eliance on memo

* Observe no-verbal messages

* Be aware of own body langue

e Communicate without wor:

* Don’t argu—reassure and calm
» Communicate for enjoyme

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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SessiorlC: Feeling what families feel

&,
@ Key MessageRelationshipeentred care: Caring fthe family.

Family members have continuing roles to play feidents and themselves. Resider
care does not replace family ci

Step 1:

Step 2:

Step 3

We want to start this session by giving you a “feélwhat it is like to
be a family membe

What are the concerns and how do they react to having theirlfa
member in a care home? Read the 3 examples givpages 1(— 12
in the book entitlednvolving Families in Care Hoe (7).

What do hese examples tell us about the concerns of fam#éiyjmbers

Research on family involvement tells us the follog:

Family caring doesn’t stop at the care home’s dib@gntinues ir
a different and still stressful we

Feelings of guilt are a ajor contributor to the emotional distre
experienced by many relatives following admiss

A Swedish study suggested that “nursing home hsi's
contributed most to burn out in relatives visitengerson witl
dementia in a nursing home at least we«

Family members’ strain is also related to the clearig the perso
with dementia, including aspects such as the parsbrecognising
them or asks questions repeate

On a more positive note, care homes that see fanelypbers a
people with needs tt they can help to meet are most likely
achieve family integration and good relations v&mily.(7)

How can we form good relationships with the fanmigmbers of ou
resident”

Seelnvolving Families in Care Hom (7), Chapter 5 ol
Communiceion.

Good relationships take tin

Start early to develop good rapport with famil
Try to understand the needs of family memt
Deal positively with concerns and complai

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorll: Including families: “Partners in Care”

&“@ Key MessageFamily caing doesn’t sto—it changes.

Family members have continuing roles to play feidents and themselves. Residential «
does not replace family care.

Step 1: In Session 10weintroduced relationship-centred ca@aring for a resident
much likegetting married.... When you get married or enteglationship
you’re not only in bed with your partner, but thbole clan. So it is witl
caring for a resident, you not only care for hinher, but the whole famil

Step 2: How do we develop a retionship? Trust is an important fact
Think of the following restaurant scenarios: In finst scenario, you are in
restaurant where you go regularly and are happytheufood one night i
terrible and you complain. Without any hesitatithrey apdogise and give
you cake (free of charge
In the second scenario, you are in a restaurarthéofirst time, the food isn
good and you complain but the staff shrug theiusdhers and say “so what
In the first scenario, rapport and trust was aly there.
However, in the second scenario, no trust or ragdpad been buil

Step 3 How can we make family members feel and be paitte@team caring for tr
resident?

» Giving clear signals that the relative is welcom@tovide care, such
inviting the person to stay, making space or providinigaar cinviting to
take part in activities events and outi

* Making time during visits to give input, and cortguj on care plan
invite feedback or comments on care through su

* Introduce them to oer relatives, making sure the resident stays inht
with a wider circle of acquaintances, noting if fgrmember feels
comfortable when visitin

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorl2: Communication of well-being in people no

longer able to talk

R,
Key MessageWell-being thoughout life.

Step 1:

Step 2:

Step 3

Everyone can and should have \-being throughout life. It is the persol
experience that is important to their subjectivaliy of life, not what the)
have produced or done or cognitive function

The relationship betweetaff and the person with dementia is the n
important factor to quality of life. We-being can be assessed in resid
unable to communicate in worc

Prompt participants to consider and reflect oncitiaponents of wellbeinq
how to conceptualise e wellbeing of PWD, and how to measure wellbe

The suggested resourc the Well-Being Profile Paci8).

Discuss the lindicators and the indicator definitiorf3or each indicator th
person is scored from 0 (no sign) to 2 (significsighs) of we-being. Once
completed, the profile provides a score which iatésthe person’s level ¢
well-being.

However, staff are encouraged to add additionalreents about factor
such as noise, time of day and type of acti—that can have an influence
well-being at the time of the evaluati

Referring to the score each of the 14 indicators provides more us
information about we-being than the overall score. Professionals cam tise
the information gained from the profile to planappropriate programme
care.

Points to keep in min
* Itis the jerson’s experience that is importantet what they hav
produced or don
» Staff and quality of care are a strong influencé/éell-being — created
in relationship:
* Well-being can vary over timandcan be assessed as different fi
staff member to stf member.

Homework: Try assessing residents’ well beat different times of the de
and think about what you can do to improve thedessis’ wel-being.

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorl3: Communication that supports the person

Key Message:Using @mmunicatin that supportgather than undermin«the person.

Step 1: According toAdams and Gardin (9), communication can support
undermine the person with dementia. ‘Enabling comication’ allows the
person with dementia to express their thoughtdinige wishes, and makir
decisions abduheir own care. ‘Disabling communication’ prevetite
person with dementia form the

Step 2: Read the twacenaris and answer the followinguestions
* Was the situation enabling or disabling for thasparwith dementia
* What lead to that outcor?
* How did the staff member improve the situati

Mrs. F pointed to where her husband, who had deimengs sitting, staring into th
distance. “He’s been like this for days. He doegmdw what's going on anymore.” tl
mental health nurse approachea. F with his hand out ready to shake hands, sa)
“Hello Mr. F, how are you feeling today?” Mr. F taed, smiled and held his hand out.
uttered some incomprehensible phrases but the t8ard was clear. The mental hea
nurse replied “yes, it is lely to see the sun today.” After a pause, he gskamks seein¢
the sun, make you feel good?” “Yes,” Mr. F re|d. (9)

Step 3

Mr. D had had dementia for a number of years and wévely and sociable man, thou
when his family visited he rarespoke. His wife and her sister usually came togetred
although they tried to include hi, lfound it difficult to keep up.hE others would reply tc
quickly and speak too loudly and would often usg land rambling sentences. At a mee
with staff in which a&hange of medicatiowas keing discussed, his wife disagreed wil
reply that M. D had made. At this point, MD looked at the staff member while pointing
his fife. He grimaced and looked to isky. The staff member asked Mrwbat was the
matter and he replied:I“do not know what you are all talking ab” (9)

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorl4: The experience of activities

Key MessagePut the person before the ta

It is the person’s experience of activity and iat#ion that is important, nwhat they
produce. Emphasise maintaining relationships anghaanity links.

Step 1:

Step 2:

Step 3

Activities are part of car— everyone plays a part. It's not just the role &
activity therapist or the occupational thera. And, it's not all about glitte
and glueThere aremanyactivities that do not need any matel. Review the
first chapterof The Best Friends Book of Alzheimer’s Activitiesuvad On
(20).

An exampleof an activty that can be done on the spur of the mome
“Look out the windov’, (see page 17).

You might not have thought of that as an act, but looking out the windo,
watching something of interest and discussing ¥ gige the resident
chance to rela something about their past. This is a good chdpterarers tc
readas there are oth ideas listed which can be doneyas! provide care

Do you ever find that family members come and \bsit are at a loss of wh
to doduring their visi with the resident?
Discuss using a case from your own facil

Review other activities mentioned in the book (1D)scuss what you cou
implement in your facility, keeping in mind the g@& not production, bu
relationships.

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorl5: Recognising pain in people with dementia

Dementia in Residential Care Train

~@ Key MessageBe a “Pain Detective

Pain in older people includes older people with éetia. Recognising pain in people w
dementia is challenging as they may not be abielltgou of their pai. We have to be on tt
lookout for signs of pain.

Step 1: Many people assume that pain is a normal parteoftieing process, but tt
is not true. Pain is not part of the ageing pro.

Step 2: Do residents with dementia experience less [
Thefindings of three research studies show dramatierénces in thi
identification of pain between people with and withdementiy11)

* Doctors identified pain in 43% of communicative sing home reidents
and only 17% in nc-communicative residents.(12)

» Care staff identified pain in 21.5% residents withor mild dementie
13.6% residents with moderate dementia, and 8.2%seivere
dementig13)

* Patients with identified chronic pain and demergizeive 50% o
guantiy of paracetamol compared with cognitively intaatipnt:.(14)

Step 3 Older people, especially residents with dementidewreport pain and recei
less analgesii
Why do you think this is st

* Some people don’t report pain because they thinkipaxpected, the
don’t want to bothr anyone, they don't think treatment will help,tbey
fear side effects of pain medicati

» Older people may not report feeling pain due tongtdge or sensor
impairments or difficulties with language or spe(15)

-. WA Centre for Health and Ageinwww.wacha.org.g copyright 2009
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Sessiorll6: Pain interventions for people with
dementia

&\.@ Key MessageBe a “Resident Advocate” by recognising and mamag@@in in residents wit
dementia.

| Make pain management a prior

Step 1: Untreated or undertreated pain can drasticallycatigesident’s quality of lif
Be a “Resident Advocate” bycognising pain in residents with demer

Step 2: How do we identify pain in residents with deme?
As a pain detective, what clues do you look
* Look at facial expressit
* Look at body langua
» Listen for groaning or moaning, crying, whimpei
» Consider their moc
* Investigate behaviours in more detail...do they occumovement, durin
certain activities, or at particular times of treey@(16)

Step 3 Care staff play a key role in providing basic corhfoeasures!!
Simple measures often provide substantial relibése ee things you d«
every day, probably without even realisinc What are they
Responses may include: repositioning, massageadisin, adjusting th
environment (too hot/cold/noisy/glare/uncomfortatiigthing), aromatherap
exercise

Show the poste“Finding the clues for pain”.
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Sessiorl7: Distinguishing dementia, depression and
deltrium

Dementia in Residential Care Train

Key MessageRecord and report changes in beha to distinguish the “3 D’s.

Dementia is often confused with depression or etir But the causiand management
each are very different.

Step 1: Prompt participants to identify distinguishing fesas of delirium, depressic
and dementia.

Suggested activity: Provide handout material wettjuired information. We utilised a Ca
Information bochure from Royal Perth Hospital, an Alzheimer'ssalia Update Shee
Depression and Dement{d007) and page 10 Delirium in Older Peopl. (17) Divide the
participants into three groups. Ask each groupetscdbe the characteristics one of the
three D’s:dementia, depressicor delirium.

Dementia—slow, progressive loss of cognitive and functidiahg skills, clear
consciousness, often emotional and behavi changes usually irreversibl

Depression—low mood, loss of energy/actives, negative thoughts (worthlessni
the future is bleak, unable to enjoy self), weighé&nge, pain, poor concentrat—
usually treatable.

Delirium —is an acute confusional stawhich oftenfluctuates during the d. It may
combine hyper vigilancwith severe confusionDelirium is often the result ¢
physical causewhich art¢ usually reversible.

Step 2: Residential cai staff have a very important role in becoming awafrand
reporting any behavioural changes in resident$ydireg withdrawal The
circumstances of admissito residential carare often risk factors fc
depression and deliriu

Step 3 Can you recall any residents with demeyou have known with delirium c
depression?
How was it recognised, assessed, and monit
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Sessiorll8: Care Interventions for Depression, delirium
and dementia

&l
@ Key MessageGood care makes a differer

Dementia is often confused with depression or etir But the causes and managemet
each are very different.

Step 1: How do you suppd someone with depression?
» better exercise, better sleep, better (
* more preferred activities, more social participat
» talk based interventions eg changing of thinkingestresolution o
interpersonal/relationship issut
» anti-depressants for ajor depression

How would you respond to depressive talk suchldsegl so useless stuck here
this place—t is like my life was all for nothing... Encourage participants to te
about interventions for depression that they haeslsuccessfully

Step 2: How do you support someone with delirit
* Reduce physical health risk fact— review meds, hydration/die
liver/kidney, sleep, infection, electrolytes, ses.
* Increase predictability & suppc—same staff, keep to routine, mc
day/night cotrast, better signage, simplifyess clutter, single rool
* Ensure care is excelle— hydration, nutrition, calm interactions.

Search positively and optimistically for depressionml delirium because the
are treatable condition:

Step 3: How do yu support someone with demen

* Use communication that supports, help residentsessgtheir thought:
feelings and wishes and allow them to be involveddcisions wher
possible.

* Increase predictability & suppc— same staff, keep to routine, me
day/night contrast, better signa

» Promote positive social relationst

* Observe no-verbal cues for indication of pain or discom

* Promote good nutrition, hydration, exercise ands
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Dementia in Residential Care Train

Sessiorl9: What are behaviours of concern & what causes them?

Key Message Who is complaining aboui this behaviour and why?

Behaviours of concern include behaviours that $eeHff stressed about and also behavi
that indicate distress in a reside

It is vital to find out ‘Who is complaining and wRyby taking to many staff who work wit
the resident, as the first step to understandinghaviour of concern.

Step 1:

Step 2:

Step 3

Ask each participant to separately list the fouredhaours of residents that ¢
of most concern to them during a shift. Descrit® behaviour and name tl
resident.

Pair each participant with another person who waritis the same group «
residents. Ask each pair to compare their lists\ahat they find of concel
about each behavio

Ask the pairs to feew@ck to the larger group. Highlight differencesvzstn
staff where one person finds a behaviour stregsfunother does not or tt
a resident behaves in one way with one staff affdrdntly with another.
Highlight this to show that behaviours oincern are at least partly ‘in the €
of the beholder’.

Reinforce this idea by noting that getting up athmior early in the mornin
may be quite OK in your own home, but possibly seea problem in a grot
residential home
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SessiorR0: Observations and severity

Key MessageWhat you see is what you say and write

Encouragestaff to report what they saw and heard rather #uthin an interpretatior
Important things to record are the behaviour, hétemoit happens and how inise or severe

itis.

Step 1:

Step 2:

Step 3

Refer to the DIRECT Steps poster for behavioursooicern, pointing out thi
the first step is to describe the behaviour. UseexampleMr D was seen
at the front door fiddling with the front of hiotrsers. Staff nmber A said
was being ‘sexually threatening as trying to expuseself to visitors’. Staf
B said he was ‘expressing a need to go and findoilet’. Same behaviour,
different interpretations

Write what you se, not interpretation.

Ask each person to write down what they would think sident was actuall
doing if they were told during a handover that tixaye ‘agitated’.

Give each persoSession 20 worksheddiscuss why descriptions have be
grouped as Poor, Better anery Good. Note the Very good descriptions gi
frequency and indication of severity of the behaviithout any
interpretation of what is behind Watch the following DVD clips and as
each participant to write Poor and Very good desicnis of the bdhaviours on
each clip. Dscuss after each clip to shape writing behaviodeakcription:

The DVD clips are fronLearning the Language of Behavic— Working with
People with Dement (18):

1. Jim (Title 6 Ch2 2min 15secs to 2 min 35s¢

2. Neville (Title 7 Ch1 -45secs)

3. Neville (Title 7 Ch2 2 min 11sec to 3min 27s
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SessiorR1: Preventing behaviours of concern - environment

Dementia in Residential Care Train

Key MessageKnow a resident’s previous life to understand theirunmet needs.

Some behaviours obacern can be better understood when the fornestyile anc
environment is known by stz

Step 1. Remind participants of session 1 in which they aastort excerpt frorwe
Always Dress for Sunday Lur. (1) The behaviour shown only made se
when &ents in the person’s earlier life were known andearstood.

Step 2: We also have to “expect the unexpectdor exampleRonald Reagé's
previous role before being president of the USA that ofa lifeguard. When
hedeveloped demen, instead ofeverting to the role of president, he thou
of himself as the lifeguard and enjoyed endlessshoficleaning the pool «
leaves.

Step 3 The suggested resourceWhat Behaviour? Whose Proble(19), which we
modified as follows

Jack Welch is retired shearer who has Alzheimer's disease. Hallag/s
been a very independent man who never mar

His main interests involved meeting friends atlteal bowls club, going t
the races and more recently Burswood Cas

He is a well built man wo speaks loudly and is prone to swearing where
things upset him. He has just moved into a residkcarefacility because o
his increasing confusion and being at risk in g dome

How do you thinkJack will respond téiving in a residentiacare home?
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SessiorR2: Farly action to prevent behaviours of concern

&“@ Key MessageEarly action to prevent behaviours of concern.

Step 1:

Step 2:

Facilitate participants considering how structurrighe day can preve
behaviours of concel

The suggested resourcithe DVD Caring for someone with mid to late ste
Alzheimers Diseas¢(20)

Show the DVD clipstarting at Chapter 5 (11-17 minwhich covers basi
issues about how to structure the d

1. Stresscs
2. Soother
3. Signs of trouble brewir

Facilitate participantdiscussing successful strategies to care for pawitte
common behaviours of concern, such as repetitiestpning

The suggested resourc the DVD Caring for someone with mid late stage
Alzheimer’s Diseas€20) Show DVD starting at Chapter 6 (I'B-min’ which shows
repetitive questioning and includen example of responding to someone saying
want to go home

Step 3

Point to emphasise (in both St) are:

1. Thatis t usually better to interact in a supportive waghwgomeone wh
is showing distress rather than ignore them or hbaeit will pass

2. There are no guarantees that any one approactveril with any one
particular resider— it may be trial and errorand much can be learn
from watching and talking to other staff who wotcsessfully witr
residents.
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Dementia in Residential Care Train

Sessior?3: Useful interventions with behaviours of concern

&\@ Key MessageCommunicate, don’t ignore.

Step 1:

Step 2:

Step 3

Facilitate participants corderingbehaviours of concern that may not be <
as distressing to staff but are distressing talezds, such as crying, fear
embarrassmel

Discuss strategiestaff haveused to prevent similar behaviours of conce

The suggested resourcea clip from theDVD There is aBridge (5) of Naomi
Feil talking about responding to lady who says ‘gowell’. (Title 1 Chapter 2
from 2 min 12 sec to 5 min 5 se

This clip introduces the idea that the mind maykdealefend itself again:
the pain ofawful or intolerable realit—in this case that a person who t
highly valued personal cleanliness defends therasedgainst the awfulne
of smelly incontinence by blaming another persarttie smell.

The key here is that this explanation has ation to protect the person fro
the pain of reality-it is not about aggression/dislike of the otherspar

Show and discusthe suggested resource with stafDVD clip (5 of Naomi
Feil responding to man under the bed. Title ‘apter 3 fom 5 nin 6 sec. to 7
min. and 26 se

Showthe suggesteDVD clip (5) of Naomi Feil working with a person wt

has lost most spee. Title 6 Chapter 6 fror@5 min 10 sec

Points tomentior:

* Without NF’s actions the person would still be ag.

* Shows how the quality of what a worker does caraichpn the person
quality of life—the person seems to be having a good experienoey(
the singinc—and won't the worker also be on a high after sut
interaction?

* Worker takes some risk- beng physically close/touching reaching it
the person’s world (remind of the speech bubbleg) knowledge of wha
interests the person. NF is totally focused onpirsor

» Singing and music ability may be retained afterespdost- also use of
touch.

* Not suggesting that staff get into doing this withtyaining— showing
possibilities.
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SessiorR4: Analysis and intervention behaviours of concern

&‘*@ Key Messageindividual solutions from understanding the individual causes

Uses the Posté&hangel Behaviours: Steps to a positive interven
to give an overview of how to respond to more caniehaviours of conce

Step 1: Divide participants into small groups c-3. Participants in each group sho
be staff who work with the same reside
Provide each group with a large sheet of butchpepand a pe

Ask each group to select a behaviour of conceus#as a case examg
1. Describe the behaviour (step 1 on poster)Talk lyrighout using
observation and discussion among staff to out:
* When, where and with whom the behaviour oc
* What are th early warning signs that give staff the opportunity"
take preventive actio
2. Describe th resident’s life (previous and present)

Step 2: Complete the other three steps indicateche poster:

* Identify Reason-that will be many and individual to that personaybe
partly person’s coping style, dementia, physicaltédisabilities, match t
environment they are living in, their personal gt medication sic-effects
etc. Al look for the triggers that happen immediatelyobefthe behaviot

« Select Strategie—will be on lots of levels, depending on the reasdvay
include trying to avoid the triggers occurring, ogas to routines ar
physical environment, how staff ¢ medication or other care procedur
staff education and emotional support

« Evaluate Result—useful if keep good records so that know if charaye
working.

Step 3 Highlight that the overall purpose is to improveatiy of life for resident:
families and staff (these groups make up the fgalbmmunity) and not jus
to reduce a behaviour of conce
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SessiorR5: Behaviours of concern short case examples

&‘*@ Key Messageindividual solutions from understanding the individual causes.

Step 1. Use theDIRECT $epProcesdo analyse an example of aggressive beha.

The suggested scenarictaken from the DVD resourdgnderstanding

Challenging Behaviours in Demea.(21) Show the DVD clip from 22min. ar

12 sec. to 23 miand 7 sec. just before and after the man slamgléte dowr

Ask participants for details abo

1. The Behaviou—ask them what did they see? Who or what is thadebr
directed against? What are the environmental fa@tdVhat was the shc
term tigger immediately before the plate slam? How sexig the behaviol

2. What may they think are possible reasons for the’ srections

3. What can you gather about the per

Step 2: Consider antecedents to escalabehaviours of concern.

Show the clp again. This time show more of the lead up, wimdtudes the pai
when the man is in the dining room talking to hithap until the sam end point
(from 20 min. and 40 sec. to 23 min. and 7 «.
Discuss:

1. The Behaviour

2. The Person,

3. The Reasons

4. Strategies.

Step 3  Show the solution that is on the D' (21) from 23 min and 9 sec 24 min and
33 secwhich shows the person eating in own bedr«- discussthe Results.

How good a solution this?
Will it help the man socialise in the longer t¢?
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Sessior6: Minimising the use of restraint

Dementia in Residential Care Train

&‘“@ Key MessageReplace restrain

IRestraint should be seena$ast resort" where there is absolutelyaiternative

Step 1: The reasons for adoptin¢‘last resort”policy is because of the apted

disadvantages of restrai

» that it is often distressing for residents, relas-- and also stai

* That it tends to be used on the most frail pe:

* That it is ineffective in reducing fal-leads to loss of muscle stren

» that it can make agiiion and other behavioural issues worse thrc
increasing anger and resentment, and not meetingeison’s nee

* thatit can be an infringement of basic human 8-- freedom of
movemen-- of a person who may be unable to speak up for tblmex

Step 2: Despite these disadvantages resti-- physical restraint still tends to be
used in residential facilities. This is probablyhese people believe it is t
best thing to do in difficult situatior-- for safety reasons and sometime
the regest of family

Step 3 Consider the following assumptions that n support the use of restra(19):

1. Itis extremely important to avoid accidents and ifjuries for residents
- People with dementia need risk free c-on the other hand accidents
an everyday part of life and services should halalanced view of th
advantages and disadvantages of trying to achiesg-free environment.

2. Without restraint we cannot get through the shif -- restraint is used t
compensate for inadequate snumbers and to enable see facility to
more smoothly

3. There is no better alternative -- staff are exhausted with a particu
issue and cannot see their way out of it. It ismofiseful to bring in a
outside expert to provide a fresh look and icfor other alternative

4. Relatives and carers want restrain -- may be reluctant to challen

what staff do or believe themselves that's restdfers the safest optic-
education on better alternatives may be ne:
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