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Background
- In February of 2011 Saint Mary’s Health Care opened a   
 32 bed acuity adaptable senior adult unit (3 Lacks)
- The unit was designed to treat medically ill patients with  
 diagnosis such as:
  - Pneumonia - Sepsis  
  - GI Bleed - Acute Coronary Syndrome
  - Heart Failure - Cardiac Rhythm Disturbances 
- Shortly after opening the unit began to get an increase   
 in admissions with patients with behavioral disturbances   
 related to dementia

Review of Literature
- Dementia is a major health challenge, with an estimated  
 35.6 million people with dementia worldwide
- 5 million people in the United States have dementia
- Behavioral disturbances are frequently the most   
 challenging manifestations of dementia
- Common behavioral disturbances are grouped into four   
 categories:
  - Mood Disorders - Psychotic Symptoms
  - Sleep Disorders - Agitation
- Behavioral disturbances can the earliest sign of   
 dementia and can occur over months or years   
 depending on the underlying cause
- Common factors that contribute to behavioral   
 disturbances include:
  - Medications
  - Medical Conditions
  - Environmental Factors
  - Psychosocial Factors
  - Factors related to Caregiving
- Behavioral Disturbances are associated with:
  - Accelerated Functional and Cognitive Decline
  - Prolonged Hospitalization
  - Premature Institutionalism
  - Increased Length of Stay
  - Increased Cost of Care

Objective
- The project focused on the development of dementia   
 pathway that addressed all causes of behavioral    
 disturbances that attributed to changes in behavior
- The pathway was developed to be nurse driven so early   
 recognition and intervention could be initiated
- The “dementia with behavioral disturbances” pathway   
 was developed to address such issues as:
  - Pain
  - Bladder and Bowel Management
  - Social/Environmental Needs

Case Study
Ruth is a 70-year-old female with a past medical history of 
dementia, urinary tract infections (UTI), and arthritis. Before 
her diagnosis of dementia, Ruth was an active member of 
her community and always spent time with her children.  
She enjoyed staying busy by participating in craft shows, 
singing in the church choir, exercising, and knitting.  Ruth 
has been admitted to the hospital for IV antibiotics and 
dehydration.  Ruth’s dementia has progressed significantly 
and now she sits in a chair all day and cries out at anyone 
who walks by her room.  She has no family to visit with her 
and staff are exhausted by her constant crying out and 
frequent attempts at getting out of her chair.  Ruth is unable 
to communicate what is wrong and the staff are at a loss at 
how to help her.

Outcomes
- Length of stay decreased from baseline  by 0.74 days
- The nursing staff felt more confident in providing care   
 for patients with behavioral disturbances after the    
 implementation of the pathway
- Nurses were able to go through the pathway and assess   
 for the patient for possible causes of the behavioral   
 disturbances
- The staff was able to proactively intervene by    
 recommending changes in medical treatment, such as   
 around the clock Tylenol dosing or suggesting    
 appropriate medications for behavior control as    
 recommended by the BEERS list and from The American   
 Geriatric Society.

Length of Stay
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Dementia with Behavioral Disturbances

Physiological Considerations
Social / Environmental Considerations

  Assess other unmet needs
  Be patient-focused, not task-focused

Pain
 Assess (assume) for pain – Initiate Pain Plan
      Ask patient
      Verbal  cues/nonverbal cues
      Check PMH for chronic pain, old 
            fractures
 Review med history for pain  
      management prior to admission

Bowel
 Obtain data from records or ask patient 
     of last BM and normal bowel pattern 
     (minimum at least every 3 days or 
      per patient’s normal pattern) 
 Assess abdomen – distention, 
     firmness, tenderness
 Medication history – antihistamine, 
     anticholinergic, narcotics, etc.
 PMH – of bowel problems like chronic  
     constipation or previous impaction, 
     recent change in mobility
 Assess for impaction

Bladder
 Assess urinary system
      Bladder distention
      Abdomen tenderness (suprapubic)
      Assess Input & Output – last 
            time of urination, volume
 PMH for BPH or urinary retention
 Medication history - antihistamine, 
     anticholinergic, psych meds, etc.
 Toilet every 2 hours 
 Post-void bladder scan

 Room temperature – too hot, too cold, adjust thermostat or 
     blankets as necessary
 Identify patient’s routine for sleep, eating, and exercise
        Hydration – offer liquids
        Hunger – offer small meals/food
        Lack of Exercise – increase mobility, consult for OT/PT
 Ask family or SNF what usually is calming / agitating to the patient 
 Assess for loneliness, apathy, and depression
 Amount of Stimulus – not enough, too much, i.e radio, TV, diversity 
     of activities
 Use of therapeutic activities
 Order for consultation: music, massage, spiritual care, pet therapy
 Use distraction and redirection 
 Initiate Sleep protocol

NRSGADMN/KLB/Medical Unit Files/Dementia/Dementia with Behavioral Disturbances

 Nursing Intervention
     Prune juice
     Increase fluid intake
     Increase mobility
 Physician Order for bowel protocol    
      Metamucil, Miralax, Senekot, Colace,  
      MOM, Enemas, Flatplate

Treatment for Pain
 Initiate nursing interventions for pain 
     management (Position of Comfort,  
     diversional activities, massage therapy )
 Request order for scheduled Tylenol
     or non-narcotic pain med 

Has pain/ 
agitation 

improved?
NO YES

Notify Physician and 
request consult

for Pain/Palliative Care 
(document if consult 
was requested and 

denied)  If consult not 
given, notify unit CNL 

or Pain CNL

Continue 
preventative 

treatment and 
reassess

Does  
bladder scan 
show residual     

> 300 cc?

YESNO

Assess other 
reasons for 
discomfort 

and agitation

Call MD for 
order for 

straight cath

Is Behavior 
continuing?NO YES

 Maintain present Management 
 Continue reassessment

Consider 
 Psych Consult, 
 Palliative Care to discuss goals of care 
 Hospice Care (eligibility for hospice  
    includes unable to ambulate,  
    communicate intelligently, and   
    incontinent or weight loss > 10% in 1 yr.

 Notify Physician of ongoing behavior disturbances
 Consider medication management (start low, titrate  
  slow) with Risperdal (also available in soltab),  
  Zyprexa (also available SQ, IM), Seroquel, Haldol 
  (also available IM, IV, or topical), Ativan 
 Avoid meds such as Ambien, Valium, Xanax
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