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EMPOWERED 10 ESSENTIAL FACTS ABOUT CHANGED BEHAVIOUR and PSYCHOLOGICAL

SYMPTOMS In DEMENTIA — CLINICIAN VERSION

BPSD (behavioural and
psychological symptoms of
Dementia) are virtually
ubiquitous in dementia.

The causes of changed
behaviour and psychological
symptoms are many and
complex.

Drug treatment is last resort
only, if behaviour is severe or
dangerous.

Treatment of BPSD is never a
‘one size fits all’ solution.

There is a role for the judicious
and careful use of psychotropics
to treat changed behaviour and
psychological symptoms in
severe cases.

BPSD are behavioural and psychological symptoms of dementia. They effect up to 90% of
people with dementia. There are a growing number of terms used in place of BPSD including
changed behaviours, neuropsychiatric symptoms, reactive behaviours and need-driven
behaviours. We use the term changed behaviour and psychological symptoms.

Causes of changed behaviours are complex including biopsychosocial and environmental causes:

(1) acute medical illness or frank delirium;

(II}) unmet needs such as pain, intimacy, hunger, temperature discomfort, loneliness, which may not
be able to be expressed or understood by the person;

(lll) a response to, or an attempt to make sense of, the environment, such as fear or confusion;

(IV) the disease process itself - structural & biochemical changes in the brain can lead to symptoms
such as irritabilitv, screaming, delusions, hallucinations

Treatment is always non-pharmacological first unless behaviour is associated with significant
risk/distress to the patient or others, or likely to respond to psychotropics. There is a place
for positive prescribing in dementia: eg cholinesterase inhibitors and antipsychotics for

paranoid symptoms and for severe agitation/aggression.

An individualised person-centred approach to changed behaviour is essential. This requires a
comprehensive assessment of the causes including personal history. There is a growing evidence
base for a range of psychosocial /fenvironmental strategies, focused on “person-centred care”.
Evidence exists for music therapy, caregiver-based interventions or staff training in communication
skills and person-centred care. Often recourse to drugs occurs when the professional care
environment is insufficiently resourced or informed/educated.

Psychotropics should only be used to treat agitation/aggression or psychosis in patients with
dementia when symptoms are severe, dangerous, and/or cause significant distress to the patient
and if non-pharmacological approaches have failed. If medications are indicated, use for the shortest
time at the lowest possible dose and review at least every 3 months. Psychotropics have side effects
including stroke and death plus sedation, falls, QT prolongation, pneumonia, extrapyramidal side
effects. Cholinesterase inhibitors or also have a role in improving cognition and function in dementia.
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It is essential to get this right at
the end of life, i.e. up to the
last 12 months of life.

Doctors must obtain consent
first for the use of drugs in
dementia.

People in nursing homes have
rights around care and security
of tenure.

The Australian government has

acknowledged the importance

of recognising there is diversity
in dementia.

People with more advanced
dementia do not do well in
hospital.

Understanding and minimising a person’s distress is crucial at the end of life, i.e. up to the last 12
months of life, not just the last few days or hours. Human rights of equitable access to health care,
the relief of distress and pain, and to autonomous decision making are at stake. In patients receiving
palliative care, individualized management of delirium precipitants and supportive strategies are
more efficacious in treating distressing delirium symptoms than risperidone or haloperidol.

If drugs are used, they need to be given with consent, except in an emergency.
Clinicians have a duty to ensure patients are aware of material risks involved in a treatment and of
reasonable alternatives to that treatment. The absence of a valid consent is a factor in establishing
liability for civil assault or trespass. For medical professionals, criminal responsibility could arise for
murder or manslaughter (where treatment is withheld or withdrawn unlawfully) or for assault
(where treatment is provided without appropriate consent or authorisation).

People in nursing homes have rights around care and in their tenure. Compliance with the User
Rights Principles 2014 (s 96 1 Aged Care Act 1997) Security of tenure, is compromised when facilities
transfer patients to hospital due to “unmanageable” behaviour, with threat of loss of a bed. A person
cannot be asked precipitously to leave a nursing home without prior specialised and independent
assessment, written notice and available alternative accommodation.

Consider special needs groups i.e. LGTBI, ATSI & CALD communities. The Aged Care (Living Longer Living
Better) Bill 2013 allowed for expansion of the meaning of ‘people with special needs’ (Section 11.3(h)
Aged Care Act 1997) to include “leshian, gay, bisexual, transgender and intersex people” under the
subsequent Allocation Principles 2014 (Section 26(a) and 29). Also rights under Guardianship Act 1987,
The “same sex partner” has the same rights as any spouse to act as the Person Responsible/Statutory
Health Attorney giving proxy consent on behalf of a partner unable to give consent themselves.

It is important to try and manage changed behaviour and psychological symptoms in a familiar
environment whenever possible. There are a range of negative outcomes associated with
hospitalisation of people with dementia including fractures, head injuries, skin tears, infections,
inappropriate sedation and death. When hospitalisation in necessary, staff must work with carers
and supporters to understand the person and provide high quality care.

Dementia Support Australia (DSA) is a national service, which administers the Dementia Behaviour Management Advisory Service (DBMAS) and Severe Behaviour

Response Teams (SBRT) to up-skill, assist and support aged care providers in improving care for people with dementia and related behaviours that is responsive to their

individual and diverse needs and circumstances. Their 24-hour helpline number is 1800 699 799,



People in nursing homes have rights
around care and security of tenure.

Dementia Centre for
Research Collaboration



People with more advanced
dementia do not do well

In hospital.
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DID YOU KNOW...
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AND IT DOESN’T Dumped: When nursing homes abandon
JUST HAPPEN IN patients to the hospital
AUSTRALIA

In the US, it is recognised as “lllegal practice” HOEBREE
and “elder abuse”

Does this news story from 2016 sound
familiar....

“Unfortunately, some nursing homes
regularly evict residents illegally. No illegal
eviction method is more frustrating than the
hospital dump. In such a scenario, a nursing
home has aresident transferred to a
hospital for some acute care need. Then
when the time has come for the resident to
be diSCharged’ the nurSing home refuses re- Margie is an 86-year-old nursing home resident who has developed a bladder infection. As is the

admittance , often claimin g, ‘“the bed is case with many elderly women, she also is confused as a result. On her way out the door to a
alrea dy filled.” hospital, she struggles and yells that “they better not tell anyone else” about why she is going to the
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Margie is an 86-year-old nursing home resident who has developed a bladder infection. As is the
case with many elderly women, she also is confused as a result. On her way out the door to a
hospital, she struggles and yells that “they better not tell anyone else” about why she is going to the
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SECURITY OF TENURE

GUARANTEED BY THE AGED CARE
ACT

DIVISION 2, USER RIGHTS PRINCIPLES
2014

(S 96-1 AGED CARE ACT 1997)
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Nursing home “no returns”
policy, when residents are
discharged to the emergency
department at 4 am: what
does the law say?

To e Eprror: Behavioural and
psychological symptoms of dementia can
manifest as aggression directed towards
staff or other residents,’ often culminating
in recourse to the local emergency
department as a “permanent solution”.
What does the law say?

Under Division 2, User Rights Principles
2014 (section 96-1, Aged Care Act 1997), the
only droumstances in which a provider
may ask a care recipient to leave a
residential care service areif (i) theserviceis
dosing; or (ii) the service no longer
provides suitable accommodation and care
(as assessed by an aged care assessment
team or at least two medical or other health
practitioners chosen by the redpient who
are competent to assess their care needs)
and the provider has not agreed to provide
the care that the recipient presently needs;
or (iii) the recipient no longer needs the care
provided, as assessed by an aged care
assessment team; or (iv) the recipient has
not paid any agreed fees for a reason within
their control; or (v) or the recipient has
intentionally caused serious damage to
the service or serious injury to staff or
another carerecipient; or (vi) the recipientis
away continuously for 7 days or more
from the service for reasons not permitted

by the Aged Care Act or an emergency.

facilities should be resourced sufficiently to
fulfil their commitments under the Aged
Care Act to care for residents with
behavioural and psychological symptoms
of dementia.
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ADVERSE CUTCOMES IN ACUTE HOSPITAL
SETTINGS FOR PEOPLE W DEMENTIA

High use of chemical restraint;
Infections;

Skin tears;

Functional decline;

Draper, et al 2011; Int.Psychogeriatrics , 23 (10) ,pp. 1649-1658 ;
Mukadam and Sampson, 2011 Int.Psychogeriatrics;23(3):344-55;

Watkin et al, 2012, Int J Geriatr Psychiatry 27(1).76-82;
George et al, 2013 J Royal Soc Med; 106(9):355-61

Pressure injuries;
Jnder-nourished,;
~alls-related injuries;
Prolonged length of
stay

Mortality

Dementia Centre for



3 ORIGINAL RESEARCH
Behavioral emergency in the elderly: a descriptive
study of patients referred to an Aggression
Response Team in an acute hospital

This article was published in the following Dove Press journak
Climiczal Interventions in Aging
F1 Cceober 2018

Daniel Simpkins' Aim: The management of severely agitated elderly patients is not easy, and limited guidelines

Carmelle Peisah®? are available to assist practitioners. AL a Sydney hospital, an Aggression Response Team (ART)
Irene Boyatzis' comprising clinical and security staff can be alerted when a staff member has safety concerns.
Division of Rehabilitation and Aged Our :.um!-: wclr'r: to deseribe the patient r?npl.ltlatmn mf“crl'md for ART calls, reasons for and inter-

Care, Hornsby Ku-ring-gai Hospital, ventions during ART calls, and complications following them.

“ichoel of Psychiatry, University Methods: Paticnts 65 years and older referred for ART calls in the emergency department or

of Mew South Yales, *Dizcipline

of Psychiatry, University of Sydney. wards during 2014 were identified using the Incident Information Management System database
Sydnay, MNEW, Australia and medical records were reviewed, Demographic and clinical data were collected.

Results: Of 43 elderly patients with ART calls, 30 had repeat ART calls. Thirty-one patients
{72%%) had underlying dementia, and 22 (51%) were agitated at the time of admission. The main
reasons for ART calls were wandening and physical aggression. Pharmacological sedation was
used in #5% of the ART calls, with a range of psychotropics, doses, and routes of administra-
tion, including intravenous { 19%) and, most commaonly, midazolam (53%). Complications were
documented in 14% of cases where sedation was used.

Conclusion: We observed a high frequency of pharmacological sedation among the severely
agitated elderly, with significant variance in the choice and dose of sedation and a high rate of
complications arising from sedation, which may be an underestimate given the lack of post-
sedation monitoring. We recommend the development of puidelines on the management of
behavioral emergency in the elderly patients, including de-escalation strategies and standardized
psychotropic guidelines.

Keywords: aged, agpression, delinum, dementia, antipsychotic apents, benzodiazepines
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Table 2 First pharmacological agents used in ART calls Post-sedation monitoring, COH’IPIiC&tiOﬂS,
Agent Number Dose, mg and follow-up of ART calls
(percentage) Mean Min  Max  Forthose patients who received parenteral pharmacological
of times used - o _ _
Midazahm 34 (53% T 0 50 sedatmn,i the median t1m+e from sedation to their +next set of
Lorazepam 7 (11%) 0.7 0.5 o  observations was 120 minutes (range 5-1,530 minutes).
Diazepam 2 (3%) 13.0 6.0 20.0 There were adverse events in 14% of ART calls. The
:_"‘"’P‘_E:d"' ;U(S(};}%] t']: g-is SIE sedation given in each of these cases is listed in Table 3.
Isperigone . . . . .
Olanzapine 4(6%) 50 50 50 Regarding follow-up of ART calls, there was review
Droperidol | (2%) 10.0 10.0 100  Wwithin 48 hours by psychiatry in 41% of cases, by geriatrics
Morphine | (2%) 25 25 25  in22%, and by dementia Clinical Nurse Consultant in 36%.

Abbreviations: ART, Aggression Response Team; Min, minimum; Max, maximum.  There was review by at least one of the aforementioned
departments in 62% of the cases. There was documentation
In terms of pharmacological agents used, Table 2 presents  that the family had been updated in 64% of the cases.

the first agents used. Parenteral sedation was used in 48 —
Iscussi By DCRC
(75%) cases. The specific routes used were intramuscular in Discussion |
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» NURSING HOME SUPPORT

» BETTER, or DE-PRESCRIBING - LOCAL PSYCHOGERIATRIC or
SPECIALISED OLDER PEOPLES’ MENTAL HEALTH TEAMS

» URGENT services :

An alternative to discharge to hospital is to use the national services provided by
Dementia Support Australia. These include the Dementia Behaviour
Management Advisory Service (DBMAS) and Severe Behaviour Response
Teams (SBRT) whose role is to up-skill, assist and support aged care providers
In improving care for people with dementia and related behaviours that is
responsive to their individual, and diverse needs and circumstances.

The 24 hour helpline number is 1800 699 799.
)¢ DCRC
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Why “with a curfew”??

Because discharge back “ home” after midnight
for a person with dementia is poor quality care


https://www.google.com.au/imgres?imgurl=https%3A%2F%2Fcoachellavalleykids.com%2Fwp-content%2Fuploads%2F2019%2F05%2Fcurfew.jpg&imgrefurl=https%3A%2F%2Fcoachellavalleykids.com%2F2019%2F05%2F01%2Fcurfews-making-it-fun%2F&docid=o5Ej1CuKUYL7TM&tbnid=X8hK0B-RSNlDUM%3A&vet=10ahUKEwiI39WEstPiAhXTfCsKHRfUC9YQMwh_KAUwBQ..i&w=1000&h=580&bih=603&biw=1280&q=curfew&ved=0ahUKEwiI39WEstPiAhXTfCsKHRfUC9YQMwh_KAUwBQ&iact=mrc&uact=8
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THANK YOU




