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F155 – Right to refuse treatment

F157 – Notification of physician

F201 – Transfer and discharge

F221/F222 – Freedom from physical
and chemical restraints

F223 – Freedom from abuse

F224 – Staff treatment of residents



F240 – Quality of life

F241 – Dignity

F248 – Activities

F250 – Social Services

F272 – Comprehensive Assessment

F274 – Comprehensive Assessment
after significant change



F279 – Comprehensive Care Plan

F281 – Services to meet professional
standards

F282 – Implementation of care plan

F319 – Mental & psychosocial
functioning



F329 – Unnecessary drugs

F428 – Drug regimen review

F497 – In-service education

F498 – Nurse aide proficiency



Human behavior is the response of an individual to
a wide variety of factors.

Behavior is generated through brain function,
which is in turn influenced by input from the rest
of the body.

Specific behavioral responses depends on many
factors, including personal experience and past
learning, inborn tendencies and genetic traits, the
environment and response to the actions and
reactions of other people.

A condition (such as dementia) that affects the
brain and the body may affect behavior.





Median age of resident living in
nursing home: 85 years old

Average number of active
diagnoses: 10-12

Average number of medications:
9 or more, at a minimum



When you explain to a person who has
dementia, where their room is located, and
that the room they are attempting to enter is
NOT their room, what is the usual outcome?

How many times in a given shift do you
provide the very same explanation to the very
same resident?

Do they ever comprehend your answer, or do
they continue to go in other people’s rooms?

So…..what have you accomplished?



Problem behaviors, are not always an
inevitable consequence of cognitive decline.

Most facility staff continue to react to
behavioral issues, rather than make the
attempt to prevent them.



First, realize that you do HAVE an attitude!

Acknowledge your own bias or misconception;
get perspective

View the resident as a real, human being – like
your own mother, father, grandmother, or
grandfather

Walk a mile in their shoes…ask yourself – what
would I do if I were in this same situation?



Accept that their behavior may be normal
and appropriate

Take your personal feelings out of the
equation – it’s usually not about you!

Stop feeding and supporting your negative
thoughts and actions

What does it hurt to let an elder behave in
the manner in which they choose?

Walk the walk, and talk the talk – whatever is
at the “top,” ALWAYS trickles down…



It is expected that a facility’s approach to
care for a resident with dementia follows a
systematic care process in order to gather
and analyze information necessary to provide
appropriate care and services, and that the
resident and/or family or representative is
engaged throughout the process.



Fundamental principles of care for
persons with dementia include an
interdisciplinary team approach that
focuses holistically on the
needs of the resident as
well as the needs of the
other residents in the
nursing home.



It is important for the facility
to have systems and
procedures in place to
assure that assessments are
timely and accurate;
interventions
are described, consistently
implemented, monitored,
and revised as appropriate in
accordance with current
standards of practice.



Cognitive assessment challenges

• There should be a consistent and effective
approach for determining such things like
whether the resident is forgetful, a wanderer,
an elopement risk, and so on.

• Early assessment of the mental status of
resident will help you more effectively care for
these residents and potentially prevent them
from becoming difficult.



Signs of Depression

• Depression is one of the most common and
undiagnosed problems in the elderly.

• Early screening for depression may help
staff better handle a resident’s complex
care planning needs.



Undesirable or inappropriate behaviors are
often reflection of the person’s emotion,
intentions or expressive desires.

Factors related to the environment

Loud noises, excessive stimuli, large
spaces, unfamiliar or new environment



Factors related to physical and emotional health

Coexisting diseases

Persons with dementia have difficulty expressing
physical discomfort, which may induce emotional
disturbance and agitation

Drugs can cause confusion & physical discomfort

Symptoms related to impaired vision or hearing

Cognitive decline may cause spatial disorientation
of time, place and person



Factors related to communication

Communication may be viewed as a
process involving the sending and
receiving of messages.

Persons with dementia may have difficulty
in receiving and understanding the
message during communication



Caregiver Factors:

Speaking too fast or in a high-pitched voice

Too much information; or unnecessary gestures
which may be misleading and distract the
elder's attention

Too tired, feeling frustrated and impatient

Improper tone of voice, e.g. shouting may cause
elder to feel threatened and offended

Quick movements/actions with no explanation
or warning



When communicating with another
person, the brain attempts to process
these questions:

•Who?

•Says what?

•In what way?

•To whom?

•With what effect?



Factors related to task-induced stress

When a person is no longer able to perform
simple tasks, such as bathing or grooming,
they may become withdrawn, frustrated,
depressed and even angry



Can we correct or resolve the issue? If
not…

Can we “control” or “maintain” the
behavior, outcome, or result? If not…

Can we live with it?



Have non-drug interventions been
attempted in the past? If so, what have
been the results and what interventions
have been used?

Has pain been assessed and managed?

What are the possible needs the resident is
trying to communicate behaviorally?

Are behaviors causing negative outcomes/
disturbing for the resident?



Could behaviors be addressed by staff
intervention instead of medication?

Can these interventions be implemented
routinely? If not, what are the barriers?

Have medical causes been addressed? (i.e.
metabolic and endocrine disorders,
infections, etc.)

Is staff response contributing to or
increasing behaviors?



Are families concerned about behaviors?

Are family interactions with resident
contributing to or increasing behaviors?

Previous successes or failures with
medications?

Is the resident experiencing side effects
from the medications?

Are there other medications that might be
contributing to behaviors?



Consider using a Learning-Circle approach. Ask
team members to frame a question (Could the
resident have…) and repeat the exercise until
all possible questions are identified.

Keep a list of the questions.



Once all the questions are put forth, eliminate
duplicates.

Categorize the questions based on:

Medical Causes

Medication Causes

Psychiatric Causes

Psychosocial/Environmental Causes



Discuss the answers to the questions and ask
team members to attempt to understand the
reasoning behind answers to the various
possibilities, including:

Yes/Likely

No/Unlikely

Probability High

Probability Low



Identify the symptom. Define the behavior
specifically.

Determine the impact of the behavior.
Does the behavior prevent the elder or the
staff from functioning optimally? Why?
How? Be specific. Consider both common
and worst case scenarios.



Record and review information relevant to the
behavior.

Record a complete description of the
symptoms

Review all medical and psychiatric diagnoses
and medication history, including recent
medication changes



Record and review information relevant to the
behavior.

Identify any circumstances preceding the
behavior

Is behavior predictable?

Does any action seem to prevent or diminish
the behavior?

Does any action seem to provoke or precipitate
the behavior?



Monitor the behavior using a structured
behavioral monitoring instrument.

The most basic behavior log should include:

1. time of day

2. exact location of the behavior

3. exact description of the behavior

4. thorough description of environmental elements
such as odors, sights, and sounds

5. other persons present

Generally, within 10 entries, a pattern will
emerge



Consider known medical conditions that could
manifest behavioral symptoms.

Look for a rapidly fluctuating level of
awareness and worsening attention span that
often signals delirium

Perform a mental status exam, and note
changes from most recent baseline

Review the social history – look for ANYTHING
that could explain symptoms



Consider known medical conditions that could
manifest behavioral symptoms.

Perform a focused physical exam and lab tests to
look for possible medical causes. Some conditions
that manifest as changes in behavior:

Acute infections (pneumonia, sinus, UTIs)

Bowel dysfunction

Disturbed sleeping pattern

Drug toxicity/side effects

Pain

Dehydration



A. Recognition and Assessment;
B. Cause Identification and Diagnosis;
C. Development of Care Plan;
D. Individualized

Approaches and
Treatment;

E. Monitoring, Follow-up
and Oversight; and

F. Quality Assessment and
Assurance (QAA).



This step identifies the approaches,

interventions, therapies, medications, etc. for a

specific resident.

The care plan should include a well-defined

problem-statement and should outline the

goals of care.

It should include measurable

objectives and timetables for

individualized interventions.



The Care Plan should reflect:

Baseline and ongoing details (e.g.,
frequency, intensity, and duration)
of common behavioral expressions
and expected response to
interventions (See F279);



The Care Plan should reflect:

Specific goals for and monitoring of all
interventions for effectiveness in
responding to target behaviors/
expressions of distress (See F279); and



The Care Plan should reflect:

For any medications, indication/rationale
for use, specific target behaviors and
expected outcomes, dosage, duration,
monitoring for efficacy and/or adverse
consequences and (when applicable) plans
for gradual dose reduction (GDR) if an
antipsychotic medication is used (See
F329).



In developing the plan of care, the
interdisciplinary team, in
collaboration with the resident or
family/representative, reviews the
results of the assessment and cause
identification above in order to
develop individualized, person-
centered interventions.



Staff should determine, in
collaboration with the practitioner,
resident, and family/resident
representative if and why behaviors
should be addressed (e.g., severely
distressing to resident and unrelieved
by other approaches or
interventions).



Individualized, person-centered approaches
should be implemented to address expressions
of distress.

Non-pharmacological approaches. Section
483.25 (l)(2)(ii) - F329, requires that “Residents
who use antipsychotic drugs receive gradual
dose reductions and behavioral interventions,
unless clinically contraindicated, in an effort to
discontinue these drugs.”



Individualized, person-centered approaches
should be implemented to address expressions of
distress.

The guidance at F248, §483.15(f)(1), Activities,
provides examples of non-pharmacological
approaches for several types of distressed
behavior such as constant walking, yelling, going
through others’ belongings, etc.

Certain behavior may be anticipated and
sometimes may be preventable based on
understanding the underlying causes and
possible triggers for each individual.



This step implements the care plan interventions to
address the needs of a resident with dementia. It
includes addressing the causes and consequences of
the resident’s behavior and staff communication and
interactions with residents and families to try to
prevent potentially distressing behaviors or
symptoms.

Surveyors will conduct sufficient observations in
order to determine if the care plan is being
implemented as written.



Observations should focus on whether
staff:

Identify and document specific target
behaviors, expressions of distress and
desired outcomes (See F279 and F514); and



Observations should focus on whether
staff:

Implement appropriate, individualized,
person-centered interventions and
document the results (See F240, F309,
F329 and F514);



Observations should focus on whether
staff:

Communicate and consistently
implement the care plan, over time and
across various shifts (See F282 and F498).



Begin treatment for behavioral symptoms
using non-pharmacological interventions
unless the behavioral symptoms are clearly a
mental illness such as Major Depressive
Disorder or Schizophrenia for which drug
therapy is necessary.

When pharmacological therapy is needed,
start low, go slow, and increase only if
necessary.



Do not use medication to treat behavioral
symptoms that neither impair resident function
nor create a danger to self or others or cause
distress for the resident such as fear or
dysphoria (an emotional state characterized by
anxiety, depression, or unease)

Examples of such symptoms include wandering,
hoarding and cursing



It is important that surveyors evaluate
whether or not a facility used the steps
identified above to develop the plan of care.

To meet requirements related to monitoring
and follow-up of care plan implementation,
surveyors evaluate whether or not the
interdisciplinary team reviewed a resident’s
progress towards defined goals, adjusted
interventions as needed, and identified
when care objectives were met.



During observations, determine whether there are
sufficient numbers of staff to consistently
implement the care plan (See F353).

The nursing home must provide staff, both in
terms of quantity (direct care as well as
supervisory staff) and quality to meet the needs of
the residents as determined by resident
assessments and individual plans of care.

The facility must strive to staff in a way that
optimizes familiarity with residents.



Has the facility trained staff (such
as nursing, dietary, therapy or
rehabilitation staff, social workers,
activity professionals) in how to
communicate with and address
behaviors in residents with
dementia and were the
trainings evaluated for
effectiveness, including
initial and annual
dementia care training for
CNAs (See F495 and F497);



Is there sufficient staff to implement
the care plan for residents with
dementia, so that medication is not
used instead of pertinent non-
pharmacological interventions, unless
clinically contraindicated (See F353
and F222);



1. Identify elder’s strengths and abilities on which
behavioral therapy may be based.

2. Provide behavior management training for all facility
staff, including non-caregiving staff.

3. Use a goal planning approach. With awareness of a
elder’s abilities, staff members can identify and plan
for realistic, achievable behavioral management goals.

4. Allocate staff time sufficient for adequate elder
supervision.

5. Provide ongoing, scheduled reevaluation of each
person who has behavioral symptoms.

6. There MUST be consistency among staff across all
shifts – all departments.



Use behavioral and environmental interventions
before pharmacological interventions.

Make specific and individualized interventions
part of the elder’s care plan.

Monitor changes in the elder’s target symptoms
as you implement the plan.

When there are multiple behavioral symptoms,
work on one or two symptoms at a time.

Be patient! Behavior management programs
take time to produce positive results.



Staff members anticipate the needs of persons
with dementia.

Offering food & fluids before hunger & thirst
develop

Toileting at regular intervals

Managing pain before it is out of control

Helping someone rest before fatigued

Engaging in pleasant activities before boredom
and loneliness set in



Staff members know each person so well that
basic needs never become major problems

For example, a resident may like to drink a
particular type of tea, soda, or a favorite type of
music

Staff know what makes the resident comfortable

Let the residents share their “stories” and
history (over and over and over….)

“Get the life story!” – KNOW who they are!



Staff members embrace the philosophy of
“person-directed care.”

A style of care suited to the needs of each
person, rather than the routines & activities
imposed by the organization

Waking up “naturally”

Care organized around supporting existing
abilities instead of focusing on impairments &
losses

Use of dignified language (the “words” we use)



Staff members use a “soft approach.”

Adapting one’s pace to suit the elder whose
memories, language, and thinking abilities have
diminished.

Using verbal and non-verbal ways to promote
communication, decrease frustration, and
increase a sense of trust and safety

Use expert communication skills

Calm, friendly, demeanor

Appropriate use of “touch”

Slow down!!



Staff members recognize and treat pain
aggressively. Residents with dementia usually lack
the ability to convey when in pain.

May communicate through aggressive
behaviors, screaming, crying

May become withdrawn, lose their appetite,
sleep more often, stop walking or talking, become
more likely to fall

These changes do not indicate a worsening of
dementia
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