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I ntroduction

Nursing home residents with advanced dementia agseticular challenge to families and
health care staff caring for them. The loss of mgnand cognition in these residents contribute
to fluctuations in their day-to-day functioningh&se changes need to be monitored and
addressed to ensure that the appropriate leverefis provided. Since dementia is an incurable
and fatal condition, hospice care would seem tthbdreatment of choice for people suffering
from this illness. Hospice care, however, is rertgyally used for individuals who have a
primary diagnosis of Dementia or Alzheimer’s be@okthe indeterminate longevity associated
with these disorders. As a result, nursing homeghee site of terminal care for an increasing
number of older adults with dementia.

In response to this trend, there has been ongotegeist in improving end-of-life care for people
with dementia. In New York State, the Departmdrtiealth has identified six priority areas in
their Dementia Grant Program including end-lifeeggrain management, and culture change.
Advanced lliness Care Teams (AICT) provide a mdéankealth care facilities to implement
these priorities and to improve the quality of cavailable to residents with advanced dementia.
The Institute of Gerontology, working in collaboaat with the Carmelite Sisters, proposed the
development of an AICT at two New York City nursingmes (Ozanam Hall & St. Patrick’s
Home) operated by the Carmelite Sisters. The Awmgétute, which functions as the research
and training arm within the Carmelite system okecavas instrumental in the development of
AICTs at Ozanam Hall and St. Patrick’s Home.

This project began in 2002 and was eventually fdrimlethe New York State Department of
Health’'s Dementia Grants Program. The focus af ginant project was to develop and evaluate
the effectiveness of Advanced lliness Care TeanlSTAfor nursing home residents with
advanced dementia. With respect to end-of-life cire model was designed to help nursing
homes improve planning and service delivery todesis with advanced dementia before a crisis
occurs. This team approach was also designed ke staff more aware of resident and family
member/surrogate needs.

AICTs were implemented on two units at Ozanam Hadl three units at St. Patrick's Home,
yielding a sample size of 120. A total of 30 resits on each of the two units at Ozanam and 20
residents on each of the three units at St. P&nekre seen by the team over a period of 12
months. Residents were brought into the studynduive discrete intervention periods over this
period of time. Each new intervention period el@bl4 residents. Initially, a total of 24
residents were randomly assigned to treatmentmralgusual care) groups. The control

groups received the usual care provided to altezds.

The treatment groups received the eight-week Ali&rvention. The AICT intervention
included a review and revision of residents’ cdemg by the interdisciplinary team. This team
met a minimum of five times over the eight-weelemention period. The families or surrogates
for each resident were invited to participate iesinteam meetings early in the intervention
period to provide their thoughts, concerns, andgestive on the care plan.

After eight weeks, a new intervention period beg@ihose who were receiving usual care were
placed in the treatment group, and 24 new resideats randomly assigned across both groups
as previously described. This rotational procesgicued until each of the identified residents

3



on the unit received AICT treatment. Table 1 (bgldlustrates how the assignment to
treatment condition unfolded during the five inemtion periods. It should be noted that months
eleven and twelve were not a new intervention jgebiat rather part of the last intervention
period in which residents assigned to usual caresed over to treatment.

Tablel

Number of Unit Residents by Experimental Condition for each Intervention Period

AICT Intervention Residents in the Residents in the AICT
Periods (n=120) Usual Care Group Intervention Group
Initial Crossover
Months One and Two 12 12 -
Months Three and Four 12 12 12
Months Five and Six 12 12 12
Months Seven and Eight 12 12 12
Months Nine and Ten 12 12 12
Months Eleven and Twelve - - 12

The hypothesis for this study was that residents ware seen by the AICT would experience
significant decreases in pain, discomfort, depogssand agitation when compared to residents
receiving usual care. In order to test this hypsi$, nursing, social services, and spiritual care
staff completed the following observational instents with residents both before and after their
participation in each arm of the study: the FLAC&I8, the Pain Assessment in Advanced
Dementia Scale, the Cohen Mansfield Agitation Inggn the Cornell Scale for Depression

in Dementia, and a spiritual assessment.

The statistical analysis for this study was undemaby the Institute of Gerontology at the
University at Albany. Additionally, staff from thastitute of Gerontology surveyed

participating family members/surrogates before after the resident’s participation in the study
to assess their satisfaction with nursing home aadethe AICT intervention model. These staff
also observed selected intervention sessions er dodobtain team process data, and they served
as a resource for the AICTSs.

Separate steering committees comprised of Ozandhstiati and St. Patrick’s Home staff
provided project oversight, education, and in-s@vithat helped support the AICTs in care
planning. Members of the steering committee wesggaed to monitor particular functions of
the teams. Each member was identified and listedrasource for the AICTs to utilize.

Note At no time in the study was a resident who regpigspecialized or emergency care denied
care due to their participation in the treatmentantrol group.



Forming the Team (AICT)

The Steering Committee — In preparing for the implementation of an Adveadliness Care
Team (AICT), it is essential to have the commitmentolvement, and support of facility
management. This is essential because the AldTemlire a significant change in practice for
most facilities. Facility staff, as well as managsnt, needs to be aware of how these changes
will impact daily routines and schedules. For eglanan AICT may require more frequent
team meetings and more staff participating in theeetings. Team meetings will encourage
brainstorming, equitable ‘give and take’ among teaembers, and aggressive solicitation of
family input in the care planning process. To iempént this approach, key management staff
needs to be supportive of, as well as involvedhia,planning and oversight of the AICT. This
group of key management staff is the Steering Cdtami

In most facilities, the Steering Committee will imde the Nursing Home Administrator and the
directors of Nursing, Social Services, and SpitiCare. Other unit directors or coordinators
involved in resident care should also be considéegdarticipation on this committee. The
Steering Committee will be initiating this new prag and they will be instrumental in
facilitating and supporting the change processatismplements this new model of care.

The AICT — The AICT model of care will require significatttanges in the way staff develop
care plans. Initially, the Steering Committee Wi involved in the regular care planning
meetings to ensure fidelity with the AICT modeloaire. Steering committee members will help
the team build an operational consensus around twaa&ICT looks like and how it functions
within the unique context of each facility. Mem$igp on the AICT will include activities
coordinators or directors, doctors, nurses, nurasgjstants, psychologists, social workers, and
spiritual advisors.

The AICT will use a holistic approach in the assgmst of each participating resident, and this
approach will subsequently shape the individualizae plans developed for each resident.
Central to this holistic approach will be the calesation of five (5) potential sources of pain.
These sources of pain are listed below along vaghinstruments used to measure them. To
obtain these instruments, please see the appetitig and of this manual.

* Physical pain — FLACC Behavioral Pain Scale & Passessment
in Advanced Dementia (PANAD).
* Mental pain — Cornell Scale for Depression in DetigefCSDD).
» Spiritual pain — Spiritual assessment of choicaf{gtreference).
* Emotional pain — Cohen-Mansfield Agitation Inveipt¢CMAl).
* Familial pain — Family Satisfaction with Cancer €&cale (FAMCARE).

Nursing staff will complete the instruments for ploal pain, and social services staff will
administer the emotional, mental, and familial pssales. Spiritual care staff will perform the
spiritual assessment. Members of the Steering Ateenwho have some expertise or
specialization in one of the five pain areas, sdive as advisors or consultants for the AICT
members responsible for assessing the potentias axfepain listed above.



Screening, Selection, and Enrollment of Residents

Approximately four weeks prior to the start of eamtervention period, the director of nursing
identified a list of residents to be considerededorollment in AICT. For each of these residents,
nursing and social services staff completed tHeviohg screening instruments: the Mini-Mental
State Examination, the Global Deterioration Scaihel the Activities of Daily Living Scale. The
steering committee coordinator reviewed these tesumd completed the Screening Decision
Form, which was used to help guide the enrolimewtsion.

In communicating with the steering committee cooeatior, the unit social worker identified a
family member/surrogate for each selected residé€he family member/surrogate was invited
to attend a family informational meeting where there able to learn more about the AICT
project. This meeting was held prior to AICT efm@nt and, whenever possible, the resident
was included. If the family member/surrogate waable to attend this group meeting, the
social worker arranged an individual family meeting

Approximately three weeks prior to the start of ititervention, the family meeting was
scheduled and an informed consent was obtainedtfiermesident and family or surrogate. It
was at this point during the AICT study that theident was randomly assigned to the
intervention or control group. Staff from the steg committee, social services, and the
Institute of Gerontology facilitated this procedbconsent was obtained for the family
satisfaction study, the family member/surrogate thias given the family satisfaction pre-test.

In the week prior to the intervention start dat@rsing, social services, and spiritual care
completed the AICT pre-test observational instrutsevith residents in both arms of the study.
During the eight week intervention period, the AlBAd at least five meetings to develop
individualized care plans for the residents intieatment arm of the study. Residents in the
control condition continued to receive their ustele. The family member/surrogate for each
resident in the treatment condition was inviteththird AICT meeting to provide input into
the individualized care plan.

At the end of the eight week intervention periodstptest observational instruments were
completed for each of the residents in the treatrmen of the study. Pre-test observational
instruments were once again completed for eactewsin usual care as well as for the new
group of residents being enrolled for the secoteruention period. During the next eight week
intervention period, the new group of residentsgaesl to the treatment condition was added to
the first group of residents crossing over fromalsare to treatment.

At the end of this second intervention period, giest observational instruments were completed
on all of the residents finishing treatment andlanfirst group of treatment condition residents
who finished treatment during the first interventjperiod (treatment condition residents have a
post-test and follow-up separated by eight weeKsls process continued over five intervention
periods during the course of the AICT study. Tahlevhich is shown on the next two pages,
illustrates the timetable of activities for a seghtervention period.



Table?2

AICT Intervention Timetable from Pre-Intervention through One I ntervention Period

Tasks/Intervention Activities

Pre-Intervention Weel

Weeks During Intervention*

7N

Director of nursing identifies a list of potentsildy
participants

Nursing and social services staff complete scregnin X

instruments

Steering committee coordinator verifies that reside

meet the study’s inclusion criteria

Social worker identifies family members/surrogates

and invites them to attend informational meeting

The group family meeting is held wherein informed

consent and randomization take place

Nursing, social services, and spiritual care coteple

pre-test observational instruments

Family satisfaction pre-test survey completed by
family member/surrogate

AICT meeting one- Introduction, problem
identification, & intervention formulation

AICT meeting two- Information & continued
intervention development/monitoring

Social worker reminds family members/surrogates

about AICT meeting three and invites residents
and/or specialists to attend

AICT meeting three- Care planning with residents

and/or family members/surrogates

4

X1

1

1

1

3

X1

2

1

X1

X1

1 2 3 4 5 6 7
%

X; = Prerequisite timelinesrelating to the initial two-month intervention period X, = Prerequisite timelines relating to subsequent intervention periods

X = Activities/timelines common to all intervention periods

* With the exception of the first intervention period, prerequisite tasks for intervention periods begin midway through the preceding intervention period



Table 2 (continued)

AICT Intervention Timetable from Pre-I ntervention through One I ntervention Period

Tasks/Intervention Activities

Pre-Intervention Wee

K Weeks During Intervention

AICT meeting four- Care planning progress and
changes

Social worker invites residents and/or family
members/surrogates to attend the last AICT meeting

Social worker conducts family/member surrogate
session(s)

AICT meeting five- Evaluation of progress and fetur
directions with residents and/or family members/
surrogates

Nursing, social services, and spiritual care comeple
post-test observational instruments

Family satisfaction post-test survey completed by
family member/surrogate

4

3

2

1

1 2 3 4 5 6 7

X3 = Prerequisite timelines relating to the initial two-month intervention period X, = Prerequisite timelines relating to subsequent intervention periods

X = Activities/timelines common to all intervention periods



Care Plan Meeting One

Residents assigned to the treatment conditionbaiiihtroduced to the AICT. The physician,
charge nurse, social worker, and spiritual carekesojointly conduct this introduction.

0 The physician (or charge nurse as designee) valigmt a brief medical history as well as
information about diagnosed medical conditionsepbélly undiagnosed conditions,
current lab results/vital statistics, and presatibeedications.

0 The charge nurse will present scores from the theegsening instruments as well as the
pre-test FLACC and PANAD scales.

o The social worker will present scores from the GeMansfield Agitation Inventory and
Cornell Scale for Depression as well as a briefesdustory.

0 The spiritual care worker will present the resoltshe spiritual assessment (if able to
be completed with the resident) as well as anymé&tion known about the spirituality
and/or religious beliefs of the resident/family.

Following this introduction, the team will identifyotential problem areas requiring additional
information or observation over the coming weeke Tharge nurse will lead this discussion and
document all information requests in the data ctitbé notebook’s intervention section.

0 The physician will conduct a thorough examinatiéthe resident and will assume
responsibility for any needed medical assessments/t

o The charge nurse will direct staff nurses/assistamtecord observations daily.
Observations will be made using amtecedents, behaviors, andconsequences
framework noting any changes in the resident’s jghylsemotional pain level.

o The social worker will collect needed informatiaorh the resident and/or family
member/surrogate.

0 The spiritual care worker will collect needed infation from the resident and/or family
member/surrogate regarding their spiritual prastered related needs.

The team will also use the following multi-steprfat, organized by the five pain areas, to
identify potential interventions for immediate ireplentation. The charge nurse will lead this
discussion and document all intervention ideafiéndata collection notebook’s intervention
section.

Physical

o Review the need for over the counter and/or priesdrpain medications
Review the need for treatment of current and/oiagribsed medical conditions
Review the need for physical and/or occupationalapy interventions
Review the need for nutritional interventions
Review the need for exercise

o O O0Oo



Psychological/Behavioral

0]

(0]
0]

Review the need for behavior problems to be obskrvan ongoing manner using
the ABC framework and/or modified with operant conditiogin

Review the need for additional, behavior specifieivention strategies

Review the need for psychotropic or other medicetio

Emotional/Interactional

o
o
o
o

o

Review the need for depression treatment usin@traell Scale for Depression
Review the need for social interaction (one-on-coact or in small groups)
Review the need for engagement in specific nursorge activities

Review the need for multi-sensory stimulation (sastthe use of light, music,
aromatherapy, etc.)

Review the need for reminiscence/life review (usimgmory cues, personal
objects, stories, etc.)

Spiritual

0]
(0]
0]

Review the need for the resident to participaterayer groups and activities

Review the need for specific resident and/or famigmber/surrogate ministrations
Review the need to discuss specific spiritual gaestissues with the resident and/or
family member/surrogate at the third AICT meetingenein the care plan will be
finalized

Familial

(0]

Review the need for family/surrogate education méigg the dementia disease course
and the philosophy of advanced illness care

Review the need to explore advance care planniegvientions (based on the presence
or absence of proxy and/or instructional directjwisctor’s orders, etc.)

Review the need for grief and loss counseling

Review the need to discuss related questions/isgitlieshe family member/surrogate

at the third AICT meeting

10



Care Plan M eeting Two

One week following the initial resident meetingg tekam will convene to initiate care planning.

o0 The physician (or charge nurse as designee) vpitinteany changes in the resident’s
condition, as well as the results of any requestedical assessments/tests.

0 The charge nurse will summarize nursing staff repofrantecedents, behaviors, and
consequences. Particular attention should be given to the rexisi@ pain levels along
with any emergent situations or patterns affectirgresident’s condition.

o The social worker will report any information olbitad from the resident and/or family
member/surrogate as well as scores from any o#fréinpnt assessment instruments.

o The spiritual care worker will share informatiomaeding the spiritual practices/needs of
the resident and/or family member/surrogate.
The team will again use the five pains frameworguale the care planning process. The charge
nurse will lead this discussion and document adirventions/changes in the intervention section
of the data collection notebook.

Physical

0 Review over the counter and/or prescribed pain oatidins
Review treatment of current and/or undiagnosed ca¢dbnditions
Review physical and/or occupational therapy intetioms
Review nutritional interventions
Review exercise interventions

© O 0O

Psychological/Behavioral
o0 Review the need for behavior problems to be obskirvan ongoing manner using
the ABC framework and/or modified with operant conditiogin
o0 Review behavior specific intervention strategies
0 Review psychotropic or other medications

Emotional/Interactional

0 Review depression treatment
Review social interaction interventions
Review engagement in specific nursing home actiwiti
Review multi-sensory stimulation interventions
Review reminiscence/life review interventions

O O OO

Spiritual
0 Review participation in prayer groups and actigitie
o Review specific resident and/or family member/sgate ministrations
0 Review the need to discuss specific spiritual qaestissues with the resident and/or
family member/surrogate at the third AICT meeting
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Familial
o Review family/surrogate educational activities
0 Review advance care planning interventions
o Review grief and loss counseling interventions
0 Review questions/issues to be discussed with théyfat the third AICT meeting

Following this meeting, the social worker will ctitle family member/surrogate to remind them
about the third AICT meeting. Other staff involviedhe resident’s care plan should also be
invited to this meeting along with the residerthif is appropriate.
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Care Plan Meeting Three

One week following the second AICT meeting, therteeill meet with the resident and/or

family member/surrogate to finalize care plannitighe family member/surrogate is not in
attendance, the AICT will proceed with the caren@ad the social worker will invite the family
to attend a make-up meeting. The social workdralsb facilitate the care planning process and
document all interventions in the care plan.

o The social worker will introduce the team to thmilg and briefly explain the care
planning process including the five pains framework

0 The physician (or charge nurse as designee) wdflprdescribe the physical areas of
concern identified by the team, the proposed ietetions, and any changes in the
resident’s medical condition or pain level since ldist meeting.

o0 The charge nurse will briefly describe the psychaal/behavioral areas of concern
identified by the team, the proposed interventiamsl any changes in behavior since the
last meeting.

o The social worker will briefly describe the emotadinteractional areas of concern
identified by the team, the proposed interventiamg] any changes in the resident’s
emotional state since the last meeting.

o0 The spiritual care worker will briefly describe thgiritual areas of concern identified by
the team, the proposed interventions, any questjensrated by the team, and updates
since the last meeting.

Immediately following these reports, the social kesrwill ask the resident and/or family to
share their thoughts, feelings, and ideas regattiegroposed interventions, as well as any
additional areas of concern for inclusion in theegalan. The family will then be asked,;

o0 What aspects of the resident’s care are you measspt with? What areas do you feel
need improvement?

o Would you like to receive additional education/mialle regarding dementia, advanced
illness care, and/or what to expect with your loved?

0 Would you like to receive additional education/migtls regarding communication
strategies and/or activities to use with your loved?

0 Would you like to receive help in dealing with tipgef and loss issues that often
accompany this disease?

o Would you like to receive information regarding thecisions and related options you
may need to make as the resident’s health carg/prox

0 Is there any other information or support thattdean could provide to improve your
experience with the resident and his/her demeanitvateced iliness care?

The social worker will lead the team in finalizingsident care interventions and/or developing
family member/surrogate objectives for immediatewtoentation in the care plan.
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With regard to resident care interventions, theghaurse should continue to direct staff to
documentntecedents, behaviors, andconsequences as well as pain concerns in the resident log
on a shift-by-shift, daily basis.

Family member/surrogate objectives may be addressieel through one-on-one social work/
spiritual care interventions or via group actigtigith other families/surrogates (see the section
titled Family Member/Surrogate Sessions for additional information).
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M eeting Four

Two weeks following the third meeting (week fivetbé intervention period), the team will
convene to review progress. For each of the faia preas, the team will discuss four key points
as specified below.

Physical
0 The physician (or charge nurse as designee) wdfliprdescribe: the extent to which
planned medical interventions have been implememigglrelated changes in the
resident’s health, presentation, or behavior basegersonal examination; any new
information/issues requiring attention; and anygased modifications to the care plan.

Psychological/Behavioral
0 The charge nurse will briefly describe: the extentvhich planned pain and/or
behavioral interventions have been implementedjedlchanges using tABC
framework; any new information/issues requiringation; and any suggested
modifications to the care plan for team considerati

Emotional/Interactional
o The social worker will briefly describe: the extéatwhich planned emotional and/or
interactional interventions have been implementeldted changes based on personal
observation, resident interviews, and pertinent&eontained in the resident log/chart;
any new information/issues requiring attention; ang suggested modifications to the
care plan for team consideration.

Spiritual
o0 The spiritual care worker will briefly describegtlextent to which planned spiritual
interventions have been implemented; related cleabgsed on personal observation,
resident interviews, and pertinent events containgde resident log/chart; any new
information/issues requiring attention; and anygased modifications to the care
plan for team consideration.

Familial
o The social worker and spiritual care worker wilifily describe: the extent to which
planned family member/surrogate interventions Hasen implemented; related feedback
based on personal participation; any new infornméissues requiring attention; and any
suggested modifications to family member/surrogaiectives.

The social worker will then lead the team in foripahodifying the resident care plan in
accordance with changes/additions to the intergastat hand. Following this meeting, families
will be invited to attend the final AICT meetinghieh is scheduled for the last week of the
intervention period (week eight). The residerdls invited if the team deems his/her
attendance to be appropriate.
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Care Plan M eeting Five

Three weeks following meeting four (week eightlod tntervention period), the team will meet
with the resident and/or family member/surrogateetoew progress made during the course of
the study. If the family is unable to attend timeeting, the AICT will proceed in their absence.

o0 The social worker will re-introduce the residenti&m family member/surrogate to the
team and briefly explain the summary purpose ontleeting.

0 The physician (or charge nurse as designee) wifliprdescribe the physical progress
achieved via the care plan interventions.

o The charge nurse will briefly describe the psychamlal/behavioral progress achieved via
the care plan interventions, and any remainingsaoéaoncern for future planning
outside the scope of the study.

o The social worker will briefly describe the emotidimteractional progress achieved via
the care plan interventions, and any remainingsaoéaoncern for future planning
outside the scope of the study.

o The spiritual care worker will briefly describe thgiritual progress achieved via the care
plan interventions, and any remaining areas of eonfor future planning outside the
scope of the study.

Immediately following these summaries, the sociatker will ask the resident and/or family to
share their thoughts and feelings regarding theanhpf the care plan interventions. This should
include their thoughts about the planning proceskfamily sessions.
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Family M ember/Surrogate Sessions

At the third AICT meeting, the family member/surabg is asked if they would like to receive
information or assistance regarding the issuesdibelow.

1. What to expect with the dementia disease caagsahced iliness care
2. Strategies/activities to engage the resident

3. Feelings of grief and loss

4. Decision making at the end of life

5. Practical/other issues

For those wishing to receive assistance, the lseoiker (or spiritual care worker) will
schedule at least one individual sessituring which the following items may be addressed

Family Education
o Discuss commonly held misconceptions as well dsstieaexpectations for the
dementia disease course and dying trajectory
o Discuss the overall philosophy of advanced illnes® including pain management
o Provide the family member/surrogate with availaelsources such as books, websites,
and advocacy/support groups

Communication Strategies/Activities
o Participate in creating a personal memory albuentoance the resident’s positive life
recollections and sense of self
0 Review and select stage appropriate communicatrategies and/or activities for use
with the resident

Grief/Loss Issues

o Discuss common feelings of fear and/or guilt asged with advanced dementia, such
as conflicts between individual needs and thogaefesident and emotionally letting go
before the resident has physically died

o Atdiscretion of the social worker, discuss therent state of pre-arrangements for death
and, if needed, assist the family member/surrogateaking such arrangements

o Link the family with others who have been throughare going through this process

o Provide a referral for grief counseling if needesided

End of Life Decision Making
o Review instructional and proxy directives with faenily/member surrogate
o Discuss values/goals regarding end of life decisnaking and beliefs potentially
conflicting with those of the resident, other faimihembers, physician, etc.
o Engage in proactive education/discussion of erideopreferences for the resident
with attention given to hydration, nutrition, resiiation, ventilation, medication use,
restraint use, and aggressive diagnostic procedures

These sessions may take place during weeks sivraselen of the intervention, wherein the
AICT does not meet. If needed, alternate arrangé&rshould be made to accommodate a
family member/surrogate’s schedule. If a familymnier/surrogate does not wish to receive
any information or assistance, the family interi@miportion of the study may be omitted.
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Appendix
FL ACC Scale Behavioral Pain Scale

Merkel, S.I., Voepel-Lewis, T., Shayevitz, J.R.Malviya, S. (1997). The FLACC: A
behavioral scale for scoring postoperative paiyoung children._Pediatric Nursing3(3),
293 — 297.

Pain Assessment in Advanced Dementia (PANAD)

Warden, V. (2003). Development and psychometrauation of the Pain Assessment in
Advanced Dementia (PAINAD) scale. Journal of theekican Medical Directors Association
4(1),9-15.

Cornell Scalefor Depression in Dementia (CSDD)

Alexopoulos, G.S., Abrams, R.C., Young, R.C., & @baan, C.A. (1988). Cornell Scale for
Depression in Dementia. Biological Psychia?@ 271 — 275.

Cohen-M ansfield Aqgitation Inventory (CMALI)

Cohen-Mansfield, J., Marx, M.S., & Rosenthal, AZB89). A description of agitation in a
nursing home._Journals of Gerontology: Medicak8ces44, M77 — 84.

FAMCARE Scale

Kristjanson, L.J. (1993). Validity and reliabilitgsting of the FAMCARE Scale: Measuring
family satisfaction with advanced cancer care. i@&cience and Medicind6(5), 693 — 701.

Global Deterioration Scale

Reisberg, B., Ferris, S.H., de Leon, M.J., & Crobk(1982). The Global Deterioration Scale
for assessment of primary degenerative dementraer&an Journal of Psychiatry39 1136 —
1139.

Mini-M ental State Examination

Folstein, M.F., Folstein, S.E., McHugh, P.R. (197B)ini Mental State: a practical method for
grading the cognitive state of patients for thaiclan. Journal of Psychiatric ReseartB 189
—198.

18



