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Abstract 

Dementia Care Mapping (DCM) is an outcome measure and process for improving care 

quality for residents with dementia. It employs a systematic observation and feedback 

process to foster person-centered care (PCC). PCC is a model that differs philosophically 

from the medical approach to caring. It focuses on meeting the person's holistic needs by 

supporting their personhood rather than imposing the rituals and routines of the care 

organisation on the person. 

The literature supporting the effectiveness of Dementia Care Mapping (DCM) in 

assisting nurses and care staff to apply person-centred care (PCC) shows promise, 

although reports of PCC's acceptability with and uptake by care staff and nurses is 

limited. Based on a mixed method design , the study examined the impact of introducing 

PCC through DCM on the practices and attitudes of nurses and care staff, their perception 

of dementia care work and perceptions of their own well -being as nurses and care 

workers. Data were derived from small focus groups; nurse's surveys; pre and post test 

non-participant staff/resident observations and individual semi-structured interviews with 

nurses and care staff from three high level dementia-specific residential care units in New 

South Wales. 

Focus group findings prior to the PCC and DCM interventions identified participant 

stress and lack of knowledge about PCC. Post-intervention staff questionnaire results 

showed I ittle or no improvement in staff well-being, job satisfaction or attitudes towards 

caring for residents with dementia. However, non-participant staff/resident observations 

revealed increased incidences of positive staff-resident interactions in all units post-

intervention, although there was no significant time effect in these observations. Staff 

member's commitment to caring for residents with dementia was confirmed by the 
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follow-up interview findings. The staff interviews revealed that most participants gained 

an increased awareness of the resident's individual care needs through the pee and DeM 
interventions, which helped them to develop understanding and new insights into resident 

behaviours, as well as new ways of reducing the cause of resident stress. However, not 

all staff participants reported a change in pee practices despite this knowledge gain. 

The main finding was that the introduction of pee reqUIres strong leadership and 

teamwork, supported by a culture that demonstrates an openness to change. The 

participants who successfully implemented pee activities with their managers' support 

reported a sense of connection with the residents and satisfaction with their care work. 

The interview findings also revealed the negative impact that DeM could have on 

participants' perceived well-being and their sense of achievement in care delivery. This 

may have impacted on their perception of pee and subsequently their change in care 

practices. 

Understanding the impact of introducing pee through the OeM process is important for 

the residential aged care sector, as it adds to the body of knowledge about pee in clinical 

practice and contributes information about how best to implement quality dementia care 

in ways that are meaningful and useful for staff. It also provides insight into the strategic 

planning of novel care systems. 

Xlll 



Chapter 1 Introduction 

1.1 Introduction 

This chapter provides an introduction to the background and context of the study which 

focused on evaluating dementia care practices in the residential aged care setting 

through Person-Centred Care, a dementia care model developed by Kitwood (1997). 

The mechanism employed to implement Person-Centred Care in this health setting was 

a process called Dementia Care Mapping (Kitwood & Bredin, 1988). Both Dementia 

Care Mapping and Person-Centred Care are being readily accepted worldwide as useful 

ways of improving dementia care practices and subsequently the health and well-being 

of persons with dementia. However, few studies have evaluated the impact that these 

models have on the nurses and care staff who deliver dementia care. The study 

contributes to this body of literature. 

This chapter outli nes the social and structural factors that shape dementia care delivery 

systems in Australia. First, the increasing prevalence of dementia related to the ageing 

Australian population is discussed, as a way of highlighting the long-telm implications 

of dementia on the individual , their family , society and the health care system. This is 

followed by a review of government initiatives to address rising concerns about 

dementia care services across a range of health settings. In light of the ongoing aged 

care workforce issues, and reform · strategies implemented in the 1990s to address 

concerns with residential aged care systems, the Austral ia aged care system is examined. 

The salient factors associated with quality dementia care are discussed. The assumption 

that effective change needs management support in terms of leadership and education is 

elucidated and followed by the justification and overview of the study. The terminology 

used throughout the thesis is first described. 



1.2 Use of terminology throughout the thesis 

In the residential aged care setting, the term "nurse" often refers to various designations 

of nursing staff with direct care responsibilities, such as 'enrolled nurse' , ' registered 

nurse', 'nursing unit manager' and ' director of nursing', although the latter roles have 

distinct managerial and supervisory responsibilities not usually afforded the other 

"nurse" positions. While the term "nurse" denotes a professional role and is legislated 

as thus, in this particular care setting unlicensed or unqualified care staff such as 

Assistants in Nursing (AIN) and Personal Care Assistants (PCA) are often referred to as 

"nurse", whereas professional or qualified nurses are usually referred to as the 

Registered (RN) or Enrolled Nurse (EN). The Registered Nurse (RN), and to a lesser 

degree the Enrolled Nurse (EN), will have supervisory responsibilities for the AIN and 

the PCA, and have the major jurisdiction for medications, wound care, enteral nutrition 

and complex care requirements, such as pain management. One aspect of the RN and 

EN responsibilities in meeting the resident ' s complex care needs is education and 

training for direct care staff to assess the multivariate triggers for unmet need 

behaviours that might be experienced by the resident with dementia, and to plan care 

that meets the resident's total needs. 

Throughout this thesis the AINs and the PCAs are referred to as "care staff' . These 

staff are responsible for direct care that meets the resident's activities of daily living 

needs and this will include personal hygiene, grooming, feeding and some 

social/recreational activities. Other care staff involved in this study included Recreation 

Activity Officers (RAO) and physiotherapists and their assistants, who also had direct 

contact with dementia care residents. These staff are also referred to as "care staff' in 

this thesis . For uniformity throughout the thesis , the term "nurses and care staff' is 

used to denote people who provide direct care to dementia care residents. Thus, when 

the term "nurse" is used throughout the thesis, this generally refers to the RN or the EN. 

When the term "care staff' is used, this generally refers to the AIN , PCA or therapy 

staff. The term "staff ' is employed as a collective term to denote all staff participating 

in the study including the nurses, direct care staff and therapy staff. 
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1.3 Background to study 

The conception of the idea for this study arose out of a larger research project 

conducted by Chenoweth and Jeon, (2007) and colleague Stein-Parbury. which 

measured the effectiveness of Person-Centred Care (PCC), enabled through the process 

of Dementia Care Mapping (OCM) (Kitwood & Bredin, 1988), for residents with 

dementia. Chenoweth and Jeon ' s study (2007) employed PCC and OCM as a way of 

educating and supporting care staff and nurses on ways to enhance well being in aged 

care residents with dementia. Their study found that while PCC and DCM was 

effective in increasing care quality and wellbeing for many of the residents with 

dementia, this depended very much ' on the engagement of care managers, care staff, 

nurses and therapists with the process. Thus, the success of the anticipated outcomes in 

Chenoweth and Jeon ' s (2007) study was related to the care manager's leadership and 

support for introducing PCC by employing specific care strategies for each resident. 

The OCM process itself, particularly feedback about the triggers for resident ill-being, 

produced some tension and anger in some of the staff involved in the Chenoweth and 

Jeon (2007) study. The degree of stress some of the nurses and care staff experienced 

throughout the OCM process appeared to be related to the level of support they 

received from their mangers, first in accepting the need for care improvement for 

selected residents, and then in identifying workable strategies for bringing about change 

through a collaborative and enabling process. Other researchers (Jeong & Keatinge, 

2004; Kovach & Krecji , 1998; Martin, Rozon, McDowell, Cetinski, & Kemp, 2004) 

have identified similar outcomes to Chenoweth and Jeon's (2007) study in residential 

care studies aimed to improve care quality. These authors recommend that evaluation of 

any intervention program should also investigate the impact of change processes on 

nurses and care staff. Given these recommendations it was considered worthwhile to 

pursue further investigation of staff acceptance of PCC and OCM as a process for 

change in dementia care delivery. 
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The failure of a number of studies aimed at improving nursing care quality through 

culture change signals reluctance by staff to embrace change that threatens their sense 

of comfort. For example, in stressful care situations like the dementia setting it is often 

easier for staff to adhere to traditional models of care that focus on task allocation and 

schedules (Tonuma &Winbolt, 2000; Maas, 2004). This approach to care has been 

transferred from the acute care setting which concerns itself more with managing or 

treating illness or symptoms, rather than meeting the needs of the whole person. This 

care model is most commonly seen in high-stress acute care units, like surgical wards, 

where the reason for admission is usually for the treatment of acute events (Higgins, 

Van Oer Riet, Slater & Peek, 2007). 

However, in other health environments such as sub-acute and extended care settings, 

the purpose of care management is more to do with convalescence, rehabilitation and 

health maintenance, all of which are less suited to the highly technological acute care 

model. Person-Centred Care (PC C) is a model that is ideally suited to the residential 

dementia care setting, where the aim of care is to enable continued function and well-

being in a safe and supportive care environment (Brooker, 2007). It is, therefore, 

surprising that the medical model of care, typified by rigid time schedules and task 

allocation, is not being readily replaced with pec in aged care services (Tonuma & 

Win bolt, 2000; Maas, 2004). 

The principles supporting the theory and practice of PCC, and OCM as a vehicle for 

implementing this model, are well documented (Brooker, Foster, Banner, Payne & 

Jackson, 1998; Younger and Martin, 2000; Fossey, Lee & Billard, 2002; Wylie, Madjar 

& Walton, 2002; Moniz-Cook, Stokes & Agar, 2003), although strong evidence for 

their effectiveness in improving outcomes for persons with dementia is sparse (Sloane, 

et aI. , 2004; Brooker, 2006; Fossey, et aI., 2006). The focus of the OeM and pee 

literature is largely about the person w ith dementia. Research is only now beginning to 

consider the effect of pec and DCM on nurses and care staff, such as their response to 

the OCM process. A small number of papers (Williams & Rees, 1997; Hellar, 2003) 

have reported on the cultural considerations in relation to implementing OeM for 
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residents and staff. However, these tend to be anecdotal reflections rather than 

evidence-based findings. Since nurses and other care staff play an integral part in the 

OCM process, and given the findings of Chenoweth and Jeon's (2007) study, it was 

considered relevant to investigate the impact of DCM on staff in facilitating change in 

the care of residents with dementia from a traditional model to a PCC model. 

To set the scene for the study, a review of the development of aged care service reform 

in Australia was conducted. The literature makes clear that these reforms occurred as a 

result of the Australian and State/Territory Governments' increasing concerns about the 

ageing Australian population, the rising prevalence of dementia (Department of Health 

and Ageing, 2006), generally considered to be an age-related syndrome, the concerns of 

aged care advocates such as the Alzheimer's association (Alzheimer's Australia, 2007) 

and the increasing crisis in the aged care workforce over the last two decades (Courtney, 

Minichiello & Waite, 1997). These growing issues have posed challenges for the 

Australian government and the health and aged care sectors. Strong and concerted 

efforts by successive Australian governments is evident in the literature, especially 

moves to raise aged care standards and improve building stock to acceptable 

international standards (Courtney, et aI., 1997; Courtney, Abbey & Abbey, 2004). 

These issues, particularly in relation to dementia, are considered below. 

1.4 Prevalence of dementia in Australian society 

Recent changes in the profile of the Australian population indicate longer life 

expectancy, which means that the number of people aged 80 and over is likely to 

expand exponentially in the next 50 years. This growth projection suggests that by 2055, 

there will be 2.9 million people aged 80 and over, equivalent to 10 percent of the 

Australian population (Department of Health and Ageing, 2006). It is also estimated 

that in the next 20 years, the number of Australians aged 70 years and over will grow at 

a rate of 3.3 times faster than the growth of the total population. Since dementia rates 

increase with the ageing of the population, in Australia and many other developed 
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countries of the world, the prevalence of dementia is higher than in previous decades 

(Australian Institute of Health and Welfare, 2007). 

A systematic reVIew of published studies by Ferri, et aI. , (2005) on the global 

prevalence of dementia provided similar estimates as predicted by international experts 

through a Delphi consensus study. At the rate of one new case of dementia occurrence 

every seven seconds and from a figure of 24.3 million in 2005 , it was estimated that the 

number of people affected by 2040 will be 81.1 million. While the rates of increase in 

different countries are not uniform, between 2001 and 2040 the number in the 

developed countries is predicted to rise by 1000/0, compared with more than 3000/0 in 

India, China, and countries in the south Asian and Western Pacific Areas (Ferri, et aI., 

2005). 

Today in Australia there are 227, 300 people with dementia. This number is expected 

to increase to almost 731 ,000 by 2050 as the population grows and ages (Alzheilner's 

Australia, 2008). Hence, dementia is one of Australia's biggest health issues currently 

and is expected to become even more significant in the future. 

1.4.1 Defining dementia 

Why is this growing prevalence such an issue for Austral ia? Dementia is a 

neurodegenerative condition characterised by progressive deterioration in cognitive 

functions (Low, Gomes & Brodaty, 2008). There are many causes of dementia, but the 

most common form of dementia is Alzheimer's disease, which accounts for 500/0 - 70% 

of all cases. The second most common cause is vascular dementia. Other well-known 

kinds include Lewy body and frontotemporal dementia (Department of Health and 

Ageing, 2006). The disease progress is unpredictable for each individual as it depends 

on what part of the brain is affected by the disease and the unique characteristics of the 

individual. The onset of the most prevalent form of dementia, Alzheimer's disease, is 

usually insidious where most people develop symptoms gradually over a number of 

years. However, symptoms of dementia may appear worse in temporary conditions 

6 



sLlch as during illness, in stress situations, and when placed on new medications and 

even at different times of the day (MacDonald, 2005; Alzheimer's Australia, 2007). 

Dementia is not a single specific disease and has a number of possible causes, thus it 

affects individuals differently with varying degrees of impact on their family and 

informal carer/so In the course of the illness, three stages can be defined according to 

the characteristics of the symptoms: mild, moderate and advanced dementia (Draper, 

2004). Because of the different causes and trajectories of the illness, symptoms can 

vary from changes in memory, orientation, intellect, judgment, decision-making and 

reasoning (Department of Health and Ageing, 2006). Thus, there might be signs of 

confusion, disorientation and language impairment and even personality and behaviour 

changes, which tend to become more evident as the symptoms develop. The continuing 

deterioration in mental activity can affect the person's ability to manage everyday 

functions independently, since they may become disorganized and unable to complete 

tasks due to memory loss leading to difficulty with sequencing daily activities 

(Alzheimer ' s Australia, 2007). This means that a person with dementia may gradually 

lose insight into their level of functioning and , over time, become unable to 

acknowledge and seek assistance with daily life when assistance is required. Lack of 

insight into deteriorating ability can lead to either self-neglect or increased dependency 

on family or other carers as the disease continues (Draper, 2004). Without strong family 

support and access to community-based services that meet the person ' s needs, many 

people with dementia will require long-tetm residential care (Australian Institute of 

Health and Welfare, 2007). 

1.4.2 Impact of dementia on the person, their family and the society 

The majority of people with dementia living in the community have an informal carer 

who plays a crucial role in their ability to live independently, especially for those who 

become highly dependent on their carer (Australian Institute of Health and Welfare, 

2007). Support that informal carers provide can range from assistance with activities of 

daily living to emotional, financial and practical support, such as assistance with 

household chores, banking and meal preparation. From a study with carers of persons 
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with dementia, Brodaty, Thomson, Thomson & Fine (2005) reported that 690/0 of these 

carers were not working, 11 % worked less than 30 hours a week and only 200/0 worked 

more than 30 hour a week. This indicates that people with dementia do need some level 

of care to remain living in the community. There is also a range of formal services 

provided by the Australian government to supplement this informal level of care and 

support. Community aged care packages (CACP) and extended aged care at home for 

people with dementia (EACHD) were designed to maintain the care needs of the people 

with dementia who would otherwise need to enter formal care, since the level of 

informal support was not meeting all their needs. EACHD are individually tailored 

packages of care for approved care recipients who have complex care needs because of 

the presence of Need Driven Behaviours (NOB) (Algase, 1996), or what are often 

referred to by psycho-geriatricians as Behavioural and Psychological Symptoms of 

Dementia (BPSD) that affect the person's ability to live safely and independently. The 

number of care packages is increasing each year in order to cater for the rising number 

of people with dementia (Australian Institute of Health and Welfare, 2007). 

Loss of independence also has social consequences for the person and their family/carer. 

As dementia progresses, behavioural changes in mood and personality, diminished 

insight and difficulty in verbal communication language may lead 10 some restriction in 

social activities, maintaining friendships and family connections (Department of Health 

and Ageing, 2006; Department of Health and Ageing, 2008b). The loss of 

independence in daily living and social connections can result in the loss of a preferred 

lifestyle and also dignity. For the family/ carer these social losses are also challenging 

and stressful, as their role as partner or child changes to one of carer. This change 

commences from initial adjustment to the diagnosis and assistance with simple lifestyle 

changes, and moves towards management of the relatively complex tasks of daily living 

and at times, understanding and dealing with behavioural changes associated with 

dementia (Donaldson, Tarrier, & Burns, 1998; Burns & Rabins, 2000; Farran, et ai. , 

2007) 
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In the eyes of PCC advocates, dementia is most commonly associated with Need 

Driven Behaviours (NOB) (Algase, 1996), or unmet need behaviour (UNB). These 

behaviours, often in the form of agitation or aggression, occurred as a result of the 

person's difficulty in communicating their needs which were not being met. The 

symptoms of pain or constipation and the need for relief can become very stressful for 

the person with dementia and also their carers when the person becomes agitated as a 

result of their discomfort (Finkel, 2000; Braun & Kunik, 2004). If NDB behaviour is 

present for much of the time, a high level of supervision and assistance is required, 

often on a 24 hours basis. In the situation where the person with dementia becomes 

confused as to their whereabouts and wanders away from home, or has changed sleep 

patterns, the family/carer will require extra informal or formal care support to continue 

in this role (Draper, 2004). The family/carer may experience loss of income because of 

the necessity to leave paid work in order to cater for the constant demand to meet their 

family member's total needs. For the family/carer, these demands can lead to 

significant emotional, physical and financial strain, with a great deal of suffering and 

loss in quality of life both for the person and their family/carer (Brodaty, Draper & Low, 

2003; Thomas, et aI. , 2006). 

Consequently, community-based support for the person with dementia requIres a 

substantial level of health and aged care service provision (Australian Institute of 

Health and Welfare, 2007). To give some indication of the level of support required for 

persons with dementia, in 2003 1.4 million hospital patient days and 24.7 million 

residential aged care bed stays were attributed to meet the needs of persons with 

dementia. It is likely that these occurrences will have increased in 2008. Not only does 

the requirement for care services increase as the illness continues over time, but the 

demands on the carer's time and subsequent stress are significant occurrences. 

According to the Australian Institute of Health and Welfare (2007), dementia is 

considered to be the greatest single contributor to the impact of disease due to disability 

in older age, and as the greatest single contributor to cost of care in residential aged 

care. 
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1.5 Government initiatives to address the increasing prevalence of Dementia 

In recognition of the significant and increasing prevalence of dementia and its social 

impact for the person, their family and service providers, dementia was listed as an 

Australian Government Health Priority in 2005 (Rees, 2005). The Australian 

government committed $320.6 million over five years for a variety of dementia 

initiatives and its 2005 Budget laid out its commitment to dementia care initiatives in 

the Dementia in Australia - national data analysis and development (Australian 

Institute of Health and Welfare, 2007) report. This initiative was an important tool for 

the government in developing policies to tackle the challenges associated with dementia 

care requirements. A number of initiatives have been introduced in recent years. 

Dementia and Memory Centres were established to help improve dementia prevention, 

awareness and management. These centres aim to provide greater access to one-to-one 

counsel ing, support groups and education for people with dementia and their carers. 

According to the LAMA Consortium (2007), government-funded dementia-specific 

vocational training was made available for] 7,000 aged care workers in 2006, to cover 

topics including care planning, communication, and managing challenging behaviour. 

In addition, the establishment of an Australia-wide 'Dementia Training Study Centres 

and the Health Professionals Project ' provides access to dementia training and 

scholarships to help professional staff improve the skills and knowledge in dementia 

care (LAMA Consortium, 2007). In 2007, the Dementia Initiative included ' Extended 

Aged Care at Home Dementia' (EACH) Packages worth more than $90 million a year. 

Since little is known about dementia prevalence and family care provIsion In the 

Aboriginal and Torres Strait Islander communities, a dementia learning resource kit 

was developed and launched by the Department of Health and Ageing for these 

communities (LAMA, 2007). This resource kit provides preparation and delivery of 

awareness through information sessions; educational and training programs for aged 

and community care workers; and clinicians. At the same time, the Dementia 

Behaviour Management Advisory Service was established in Queensland for dementia 

10 



behaviour advisory services across Australia. Funded by the Australian Government 

through the National Dementia Support Program, the Service offers information and 

advice about dementia, dementia services and brain health (LAMA Consortium, 2007). 

In June 2008, the Dementia Resource Guide was developed through Australian 

Government funding of $385,000 from the Dementia Initiative. The guide provides 

links to resources on 17 topic areas such as assessment and diagnosis, forward 

planning, medical treatment and support services to assist people with dementia, carers 

and families, volunteers, and staff providing care and support (Department of Health 

and Ageing, 2008b). 

Through media releases by the Minister for Ageing, Justine Elliot (June 2008), the 

Australian Government announced an investment of $320 million over five years for 

dementia research and support. This includes $24 million a year for dementia research 

in prevention, early intervention and improved care initiatives; $16 million over three 

years through the National Health Medical Research Council; and $7.2 million over 

three years for the Dementia Collaborative Research Centres; and $7 million for 

training for aged and community care staff, carers and community workers such as 

police. As well , more than $28.6 billion \vas allocated to residential aged care over 

four years from 2008-12, and an additional $2 million was provided in research funding 

to assist in the study of care and treatment for people with more severe psychogeriatric 

conditions in residential care services. 

The Minister for Ageing, Justine Elliot, (2008) indicated in the Australian Government 

Media Release that dementia affects the lives of nearly one million Australians who are 

involved in caring for a family member or friend with dementia. It is evident that the 

care required for the growing number of persons with dementia is a pressing concern 

for the Australian Government who has declared their commitment to improving the 

quality of life for this group and their carers. One important aspect of this support is 

through improvements in residential care provision (Department of Health and Ageing, 

2008a). 
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1.6 Residential care provision for the person with dementia 

Most people with dementia live in the community supported by family and/or EACH 

and EACHD packages, but may require residential care as the severity of the condition 

and levels of dependency progress (Australian Institute of Health and Welfare, 2007). 

The higher incidence of dementia-related need-driven behaviours which signals the 

individual's attempt to communicate their needs related to their physical and/or 

psychological distress (Algase et aI, 1996; Kovach, Noonan, Schlidt & Wells, 2005) is 

thought to be associated with greater cognitive impairment and thus, higher levels of 

dependency. When combined, these issues with care predict an increased incidence of 

nursing home admissions (Morris, Rover & German, ] 996; Burke, ] 999; Finkel, 2000; 

Phillips & Diwan, 2003). The Australian residential aged care sector has responded to 

the growing incidence of dementia associated with population ageing over the past four 

decades through increased purchase of bed licenses (Australian Institute of Health and 

Welfare, 2007). 

1.6.1 Australian aged care structural reform 

In 1997, as part of the aged care structural reform, the Austral ian Government 

introduced a new quality assurance and accreditation framework for residential aged 

care service appraisal. A change to the admission procedures was also mandated to 

proceed from a needs-based model. The Aged Care Act (1997) determined that it was 

necessary to legislate for standard reform across the sector and that an impartial body 

"The Accreditation Agency" would be given authority to oversee and influence the 

quality assurance process for the industry, under the directive of the Australian 

Government. A number of radical changes were implemented under this reform agenda, 

as follows: 

• Accreditation Standards and Certification requirements 

In providing a care environment that supports quality care under the auspices of the 

Aged Care Act (1997), the operation of the residential aged care facility is guided by 

the requirements set out by the Certification Assessment Instrument (Department of 
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Health and Ageing, 2003) and the standards and guidelines for residential aged care 

services set out by the Aged Care Accreditation and Accreditation Agency (Department 

of Health and Family Services, 1998). The four main standards cover the areas of 

management systems, staffing and organisational development; health and personal 

care; residential lifestyle and physical environment and safe systems (Courtney, et aI., 

2004). In addition to meeting these standards in care and services, the residential care 

service must also satisfy the requirements of four additional accreditation criteria: 

assessment of the physical structure and plant of the facility; prudential arrangements 

for facility funds to repay accommodation bonds; availability of a mandatory 

concessional-resident's ratio for financially disadvantaged persons waiting for 

admission; and the provision for user rights via the Charter of Resident's Rights and 

responsibilities displayed in resident's agreements made on admission (Field & Garratt, 

2004). 

In this agreement, each resident has the right to quality care appropriate to care needs; 

access to full information about his or her own state of health and available treatments; 

to be treated with dignity and respect; and to live without exploitation, abuse or neglect, 

discrimination or victimization. Under the Act (1997) residents have the right to 

personal privacy; to live in a safe, secure, homelike environment; to n10ve freely within 

and outside the nursing home without undue restriction; to be treated and accepted as 

an individual through the continuation of their own cultural and religious practices; and 

to retain the language of their own choice, without discrimination (Field & Garratt, 

2004). Respect for these rights, when in practice, are easily identifiable with those 

illustrated in Kitwood ' s (1997) Person-Centred approach to care in dementia, as 

discussed previously. 

• Admission criteria for access to residential aged care 

To ensure equity of access according to demonstrated need for residential aged care 

services, a consistent assessment process was implemented by the Government. In 

1992, the Department of Health and Ageing appointed a body of experts working in the 

aged/dementia care field to oversee this process. Aged Care Assessment Teams 
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(ACA T), comprising multi-disciplinary health professionals with expertise in aged and 

dementia care, were formed to undertake client (and family) assessment, make 

recommendations for care need and referral of services for the client and family in 

community aged care services. Where there is a demonstrated need for more extensive 

care services that would best be met in the residential aged care sector, the 

recommendation is made by the ACA T alone to approve the need as well as the type of 

care facility in terms of high or low level care (Department of Health & Ageing, 2002). 

Following the person 's admission to an aged care facility, their level of care needs is 

assessed by the facility based on the newly developed assessment instrument, the ACFI 

(Aged Care Funding Instrument) (Department of Health & Ageing, 2007) as a means of 

applying for an Australian Government funding subsidy. This dual process has led to 

the admission of people with dementia who are more dependent on care services than 

occurred in the past, and whose admission may have come about because of a family 

request, rather than by a demonstrated need for residential care living support. The 

assessment procedures used in residential aged care to determ ine the person's level of 

care needs have recently been changed from the Resident Classification Score (RCS) to 

the Australian Aged Care Funding Instrument (ACFl) in order to improve the 

documentation and funding allocation process (Department of Health & Ageing, 2007). 

• Australian Aged Care Funding Instrument (ACFI) 

As previously explained, the Australian residential dementia care sector is distinguished 

by the legislative requirements of the Aged Care Act (1997). While the Act sets out a 

framework of care requirements that aim to facilitate and adjust a system of resource 

distribution for all Australians requiring residential aged care services, the previous 

funding model , the Resident Classification Score (RCS), has been accused of forcing 

care providers to focus on task-oriented care, rather than on meeting holistic care needs. 

At the same time, the funding available to support higher levels of skills training for 

staff was extremely limited (Department of Health & Ageing, 2005). Until March 2008, 

the RCS determined the funding arrangements for residential aged care providers and 

was subject to much criticism from care managers who were required to employ the 

single RCS to attract Government funding for each resident admitted to their service. 
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Indeed, one of the commonly debated areas of concern in residential aged/dementia 

care is the inadequate level of funding available for quality care provision (NSW 

Department of Health, 2006b). 

The basis of RCS weighting for funding focused more on meeting the resident's 

physical functions of daily living. Under this funding system, it was more difficult for 

staff to provide psychosocial support for a resident with dementia, for example to 

identify and address unmet need behaviour (UNB) (Department of Health & Ageing, 

2005). Consequently, staff found themselves being obliged to focus on nursing care 

plans with care functions that attracted a higher level of funding, such as continence 

management or other forms of intensive personal care (Jeong and McMillan, 2003), 

rather than support aimed at ensuring the maintenance of well being and other aspects 

of quality of life (Wylie, et aI., 2002). For example, the RCS formula took little account 

of the care required to settle a resident with dementia who showed signs of distress, nor 

did it allow extra time for staff to complete the excessive documentation associated 

with detailed resident assessments, care planning, monitoring and evaluation of resident 

outcomes. Time constraints were also identified as a reason for the staffs inability to 

gather the resident's social history so that person-centred care planning could be 

achieved. Documenting care plans effectively became a formality rather than a means 

of maintaining care continuity (Heid-Grubman, 2005). The Aged Care Funding 

Instrument (ACFl) was introduced in March 2008 to counter these negative effects, 

since it includes validated assessment measures that rely on more accurate and 

standardised scoring for each need assessed (Department of Health & Ageing, 2007). 

1. 6. 2 Profile of the person with dementia living in residential aged care 

Because of these reforms in admission criteria and fund ing arrangements the majority 

of Australians living in residential aged care will be dependent, either because of 

physical and or mental co-morbidities, or because of the severity of dementia and/or co-

morbidities like diabetes , chronic respiratory illness or double incontinence. Eighty-

three percent of all people with dementia (56,000) require high-level care, compared 

with 64% of all permanent residents in Australian residential aged care services 
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(Australian Institute of Health and Welfare, 2007). Full assistance is often required to 

meet the resident's care needs in their activity of daily living, notably because of 

diminishing cognitive ability, including communication difficulties, lack of problem 

solving ability and a low-level of, or no initiative for self-care. 

Support for a person in care requires persistent and consistent prompting and assistance 

for self care; toileting, eating and social interaction. Specific interventions, 

individualised assessment, monitoring and individual care plans are required to manage 

UNB in such a way that the resident's well-being is maintained. Residents' aggressive 

behaviour is commonly associated with difficulties in attending to activities of daily 

living (Brodaty & Low, 2003). Consequently, understanding and interpreting the 

resident's behaviour is a challenging but important task for direct care staff (Smith and 

Buckwalter, 2005; Kovach, Noonan, Schlidt, Reynolds, & Wells, 2006). Chrzescijanski, 

Moyle and Creedt, (2007) and Gates, Fitzwater & Succop, (2003) reported that 

aggressive behaviour can be stressful for the person with dementia and can be triggered 

by nurses and care staff, other residents and other individuals in various circumstances 

related to noise, touch or invasion of space. 

Quality dementia care requires not only knowledge but also special skills to relate to 

the resident who has difficulties in communicating their needs because of cognitive and 

language impairment, which can lead to their needs being unmet (Rader and Barrick, 

2000; McGilton , 2004; Cohen-Mansfield, 2005; Hancock, Woods, Challis & Orrell , 

2006). Kitwood (1997) theorized that unmet need is the main reason for UNB occurring 

in residents with dementia, and claimed that nurses and care staff playa direct role in 

contributing to these signals of distress if they ignore the resident's needs. 

The growth in the numbers of people living longer with dementia has understandably 

received increasing attention to future planning of residential care in recent years. One 

of the factors impacting on dementia care services is staff shortage in the aged care 

workforce (Jackson, Mannix & Daly, 2003; Jackson & Daly, 2004; Eley, et aI., 2007). 
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1.6.3 Workforce issues in dementia care services 

Many advocates of quality dementia care services suggest that staffing numbers and 

mix are based on the minimum recommendation, or requirements, mandated by the 

Australian Government (Andrews-Hall, Howe and Robinson, 2007). It is hard to find 

any official recommendations for mandatory staff-to-resident ratios set by the 

Australian Government. Research suggests that some staff working in residential aged 

care believe that staffing levels are inadequate to meet residents' needs (Chandler, 

Madison, and Han, 2005; Eley, et aI., 2007). Nevertheless, the demands placed on 

residential aged care staff are very high, not only because of the complex care required 

for these frail and dependent residents, but also because of the lack of organisational 

infrastructure to support them in this very demanding role (Gruss, McCann, Edelman & 

Farran , 2004; Conway, 2007). With the crisis in nursing and care staff shortages in the 

aged care sector, it is not surprising that many critics claim that the delivery of qual ity 

residential care is disadvantaged by the shortage of qualified staff. It is difficult for staff 

to meet the complex needs of the residents, especially in high level residential aged care 

services (Jackson, et aI., 2003; McConigley, Toyle, Goucke & Kristianson, 2008). 

Added to this situation is the general lack of specialized dementia education and 

training in the aged care sector, which means that many direct care staff are unaware of 

the impact their care provision has on the well-being of residents (Brooker & Woolley, 

2007). It is worth considering why this situation has occurred in this highly regulated 

care sector. Tracing the history of the residential aged care sector provides some clues 

to this dilemma. 

The ongoing shortage of the qualified nursing labour force and rising health care costs 

in the 1980s (Chandler, 2003), led the Australian government in 1992 to determine that 

non-professional health care workers would need to be employed in the residential aged 

care sector to provide direct care services (NSW Department of Health, 1996). New 

categories of "nurses ' were employed to provide direct care and were titled' Personal 

Care Assistant ' (PCA) and' Assistant in Nursing' (AIN). This impetus has continued to 
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the degree that currently the front-line "nurses" in residential aged/dementia care are 

predominantly AINs. 

Following this move, concerns were raised by aged care advocates and Registered 

Nurses (RNs) about the knowledge and ability of AINs and PCAs to address the 

psychosocial needs, as well as functional care needs, of aged care residents (Hartig, 

1998). Questions about the ability of AINs and PCAs to provide quality care, and the 

impact of providing daily care for persons with complex and challenging issues on 

these staff, were common topics of conversation among residential care managers and 

the focus of a number of studies (Corazzini , McConnell, Rapp, & Anderson, 2004; 

Chandler, Madison & Han, 2005). The increasing number of AINs had implications for 

those receiving care and for the RN's who had insufficient time to supervise the care 

delegated to AINs. Consequently, it was often the perogative of the AIN to decide on 

care priorities and the amount of time they needed to spend showering, dressing, 

grooming, commun icating with, feeding or mobilizing residents within the eight-hour 

working shift. The impact on care quality in this decision-making shift became evident 

to families and care managers (Chandler, 2003). 

At the same time that the AINs and PCAs were increasing in number for direct care 

duties, the role of the RN expanded from performing clinical care, such as resident 

assessment, wound dressings and medication administration, to include far greater 

administrative and supervisory responsibilities for the direct care staff. No training was 

provided for them to take on these extra duties which not only required more time but 

also specialised skills (Chandler, 2003). One of the challenges for the RNs and their 

managers was that the majority of residents were being admitted with dementia, yet 

there is a lack of specialised mental health service to support their needs (Snowdon, 

2001). It is not surprising that a higher need for GP consultation for residents with 

dementia was reported in an Australian survey study with service managers ' 

(O'Halloran, Britt, and Valenti , 2007). 
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Throughout the aged care sector generally the AINs, PCAs and RNs were not being 

adequately educated and/or trained in dementia care at the level required for this 

vulnerable and complex group (Doyle & Ward , 1998; Mott & Kingsley, 2004). 

Between June and August 2005 in the Australian Capital Territory, survey data 

obtained from 161 Personal Care Assistants (PCA) who were enrolled at an aged care 

certificate course at the time indicated that there was a lack of education in the care of 

persons with dementia and their special needs. Only 17.48% received training in mental 

illness and 32.16% received training in dementia care when they commenced work at a 

aged care facility. During their period of employment at the facility only 11.18% 

reported receiving ongoing training in mental health issues and only 23.07% reported 

ongoing training in dementia care. For those workers employed primarily in dementia 

specific faci lities where the most challenging cases of cognitive impairment are cared 

for, only 16.6% reported initial training in mental health care and 31.25% reported 

training in dementia care. (Jones, 2007) 

1.6.4. Impact of the changing residential care demographics on care staff and 

nurses 

As Mott & Kingsley, (2004) have identified that these direct care staff do not have a 

high level of formal education and/or training in dementia care, consequently, they 

understandably experience difficulties in meet ing the residents' physical and 

psychosocial needs During the early changes to the new workforce and the resident 

admission system associated with the introduction of the aged care reforms, RNs also 

felt increasing pressure from the perceived overload associated with the responsibility 

of supervising and delegating staff with minimal training (Jones, Cheek & Ballantyne, 

2002; Nay, 2004) and the heavy focus on documentation in the reform process (Jeong 

& McMillan, 2003). 

Thus, increasing pressure to perform well in a tight fiscal market led to a high level of 

work pressure and job dissatisfaction (Jeong & McMillan, 2003). A national survey of 

the aged care workforce in residential aged care revealed high staff turnover 

(Richardson & Martin , 2004). Despite reports of confidence in their capacity to do the 
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job well, 540/0 of the 6,199 direct care workers surveyed reported feeling the pressure to 

work harder in their job. Eighty-eight percent felt that there was not enough time to 

spend with residents or otherwise do their job properly. Reduced work satisfaction was 

also a factor as to care staffs willingness to stay in the workforce. 

1.6.5. Dementia care delivery models 

Without adequate formal education and training to gain knowledge and understanding 

of the holistic needs of residents with dementia, staff have found it difficult to perform 

their caring duties effectively (Stone, Dawson & Harahan, 2004). When placed under 

the pressure of continuing staff shortages, it is not surprising that the quality of care for 

residents with dementia becomes compromised unless there is targeted staff education 

and training (Bowers, Lauring & Jacobson, 2001). When staff are not adequately 

educated on the best approaches to dementia care they often find it difficult to know 

how to engage is social interaction with residents (Cohen-Mansfield, et aI., 2006). The 

practice of custodial care can thereby occur, which tends to render the resident more 

dependent, passive and dissatisfied (Corazzini, et aI., 2004). 

When custodial-type care dominates, there are reports of residents suffering from social 

isolation, side effects of psychotropic medication and overuse of physical restraint to 

control or reduce the incidence of UNB, with subsequent loss of dignity and feelings of 

distress (Mott, Poole, & Kenrick, 2005). These occurrences are of great concern to 

family members, advocates and care managers, as they possibly signal care staffs 

failure to acknowledge and maintain the resident's well-being (Train, Nurock, Manela, 

Kitchen & Livingstone, 2005). Care practices that pay scant regard to the well-being of 

persons with dementia can also arise from the burden and stress felt by care staff who 

have inadequate education, training and support for dementia care work (Kennedy, 

2005; Edberg, et aI., 2008). 

A holistic approach to care is imperative to meet the resident 's physical and 

psychosocial needs (Penrod, et aI., 2007). The Person-Centred Care (PCC) model based 

on the Psychosocial Theory of Dementia (Kitwood, 1997) is synonymous with quality 
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dementia care, as it's main thrust is to identify and support intrinsic and extrinsic 

factors that maintain the individual 's .sense of well-being (Alzheimer's Australia, 2007). 

While there is growing evidence to support the effectiveness of this approach to care, 

enabling change through staff re-education and training is not without its difficulties 

(Dewing, 2004; Price, 2006). One of the main barriers to change is the reluctance for 

staff and their managers to accept that the pec philosophy and practice is necessary 

and desirable (Brooker, 2005; Andrews, 2006) 

Many factors need to be considered when deciding to implement new models of care 

for persons with dementia. According to Kitwood (1997), creating a supportive work 

environment for nurses and direct care staff is particularly important as they contribute 

significantly to the quality of care for people with dementia. While the person with 

dementia may benefit from innovative care models, the needs of nurses and care staff 

must also be considered, since their own health and well-being are prime factors in 

establishing and maintaining a harmonious and positive work environment. When 

employees feel supported and encouraged, they are more likely to bring their sense of 

well being to their daily work (Kitwood, 1997; Jenkins and Allen, 1998; Moyle, 

Skinner, Rowe & Gork, 2003 ; Tellis-Nayak, 2007). As well , quality of care has been 

shown to be enhanced by stability in staffing and management (Mikkelsen, Saksvik & 

Landsbergis, 2000; Heid-Grubman, 2005), optimal organisational characteristics such 

as positive and collegial management and leadership styles, and staff support processes 

(Kennedy, 2005 ; Brooker & Woodlley, 2007). Given the potential relationship between 

positive care practices and outcomes and staff well-being, any change in care practice 

needs to be accepted by care staff as desirable in the first instance, and then carefully 

planned with their co-operation (Jeong & Keatinge, 2004) 

1.7 Justification of study and key assumptions 

The increasing number of people with dementia living in residential care settings 

warrants further investigation of staff s adoption of Person-Centred Care (PCC) as an 

optimal care approach in dementia. There is a growing body of research on the 
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effectiveness of PCC for residents living in residential aged and dementia care settings, 

notably through the implementation of DCM (Kitwood & Bredin, 1988; Williams & 

Rees, 1997; Younger & Martin, 2000; Wylie, et a\., 2002; Fossey, et aI., 2002; Brooker 

2005). However, as previously discussed, only . a few studies have focused on the 

impact of PCC and OCM on care staff and their managers (Brooker, et a\., 1998; 

Mueller-Hergl , 2003; Jaycock, Persaud & Johnson, 2006). Indeed, very little has been 

written about care staff s acceptance of PCC through DCM in dementia care settings, 

particularly in reference to organisational structure and individual staff variables which 

may promote or obstruct the practice of PCC (Beavis & Graham, 2002; Edvardsson, 

Winblad, & Sandman, 2008). 

The findings of this study add to this body of literature, thereby providing clinicians, 

managers, educators and researchers with evidence that supports their decision to adopt 

or reject the PCC approach in dementia. Understanding the impact of introducing PCC 

(through OCM) on nurses and care staffs practices and their attitudes towards this 

model of care also provides an insight into the strategic planning of novel care systems. 

1.8 Overview of the thesis 

Chapter 1 has provided an introduction to the development and background of the study 

in relation to residential dementia care in Austral ia. To describe the study context, 

many aspects related to the care of people with dementia have been discussed. These 

include the increasing prevalence of dementia and its impact on the individual , family 

and society and government initiatives in terms of care services. Workforce issues such 

as aged care reform, shortage of nursing labour and change in the residential care 

demographics on care staff and nurses have been identified as contributing factors 

which may impact on the quality of care for people with dementia. An overview of the 

Australian Government's concerns about the quality of residential care and policy 

responses to these concerns has been outlined. The chapter concluded with a brief 

justification for the introduction of person-centred dementia care to improve well-being 

in residents with dementia, and thereby the justification for the study which 
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investigated the impact that PCC and OCM had on staff and their care practices in three 

residential dementia care homes. 

Chapter 2 focuses on the literature pertaining to the care of people with dementia in 

residential care settings. Unmet need behaviour (UN8) will be discussed in relation to 

the impact that these behaviours have on the person with dementia, care staff and 

nurses. While different management approaches and models of dementia care will be 

outlined, the literature on staff understanding of UN8 will be reviewed to highlight the 

influence of staff knowledge, values and attitudes, and organisational factors on care 

practices. Person Centred Care (PCC) is discussed in terms of its relevance in 

improving the well being of residents through a change process actioned through 

Dementia Care Mapping (OCM). This chapter concludes with the rationale for the 

study which focuses on the staff's perspectives of the PCC care model and the OCM 

process. 

Chapter 3 outlines the theoretical frameworks which inform the study: the psycho-

social 'Theory of Personhood in Dementia' (Kitwood, 1997); and Lewin's (1951) 

' Theory of Change' . Studies describing how the Socio-psychological Theory of 

Personhood and Lewin 's theory of change can be applied to influence staff's 

conceptualization of dementia care practice are employed to illustrate the relevance of 

these theories for the study. 

Chapter 4 provides details of the study method, including the study aims and objectives, 

design, setting and population sampled, sample selection and recruitment, research 

measures, study procedures, data management and data analysis procedures. The 

justification for the study framework based on the mixed method approach is included. 

Chapter 5 reports the study findings from the mixed methods approach: staff survey; 

staff focus group discussions; observations of care practices; and in-depth semi-

structured nursing staff interviews. The study findings include: baseline staff 

demographics; pre and post-test survey of staff attitudes towards the person with 
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dementia and about dementia, perceptions of staffs own health and well-being and 

work-related stress; and staffs experiences with providing dementia care; focus group 

discussions with nurses and care staff regarding their knowledge of dementia, dementia 

care approaches/models and application of preferred care approaches in specific 

situations; and observations of the staffs care approaches through the Quality of 

Interactions Schedule instrument. In-depth nurse and care staff interviews clarify and 

broaden the survey responses regarding the impact of the study intervention on the 

participants' dementia care knowledge, application of this knowledge, attitudes towards 

the person with dementia, and to care approaches, and the perceived impact of the study 

intervention on nurses and care staff. The chapter concludes with a summary of the 

findings in relation to the study questions. 

Chapter 6 draws on the study findings, relevant literature and theory to discuss and 

interpret the meanings of these findings. Based on these findings, the chapter concludes 

by discussing the implications for clinical practice, and making recommendations for 

further development and research of dementia care models. 
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Chapter 2 Literature Review 

2.1 Introduction 

Chapter I described the contextual background for the study and outlined approaches to 

dementia care in the residential aged care sector that have gained momentum in recent 

years. Issues were identified relating to the variable quality of dementia care in the 

residential aged care sector. Gaps in staff knowledge associated with implementing new 

models of dementia care were also identified. Both issues provide justification for the 

study which was conducted to identify residential aged care staffs reactions to Person-

Centred Care when introduced through the Dementia Care Mapping process. 

Chapter 2 presents evidence from Australian and international literature regarding 

dementia care practices and the procedures employed to locate this body of literature. 

Factors contributing to concerns about care quality for residents with dementia within 

the aged care sector are examined. The presence and impact of what is often labeled in 

the psycho-geriatric literature as Behavioural and Psychological Symptoms of 

Dementia (BPSD), and in the nursing literature as Unmet-Need Behaviour (UNB) or 

Need-Driven Behaviour (NDB), are considered in relation to a number of dementia care 

management models. The perceptions and practices of nurses and other direct care 

staff in dementia care settings are explored, in consideration of the Australian 

Government agenda to pursue specialized staff education and training and targeted 

dementia care models as a strategic objective to improve the quality of dementia care 

servIces. 

Following a discussion of the Australian and international literature on dementia care 

practices, a range of dementia care models applicable to the residential aged care 

setting will be outlined. The Person-Centred Care model (Kitwood, 1997) is described 

in detail , as this approach provided the philosophical basis for the study. Kitwood 's 

(1997) Psychosocial Theory of Personhood in Dementia and its influence on dementia 
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care through Person-Centred Care and Dementia Care Mapping (Kitwood & Bredin, 

1988) are explored to provide the rationale for the study. 

2.1.1 Literature review search strategies 

The steps taken to locate the best available Australian and international research 

evidence relevant to the study topic first incl uded a broad scan of the avai lable 

published literature in English through the internet and the electronic databases using 

the following terms in all relevant variations of possible combinations: ' Australian 

residential care ', 'nursing care', 'dementia', ' dementia care mapping', ' dementia care', 

' dementia training', 'gerontological nursing' , ' nursing home', 'observation methods', 

'attitude to dementia behaviour' , ' attitudes of health professionals' , 'person-centred 

care', ' quality of care and quality of life,' and " behavioural and psychological 

symptoms of dementia' .These search terms were used in various combinations through 

the search engines CINAHL, PsychInfo, Medline, Proquest 5000 and Nursing & 

Health Sciences. 

The topics searched were then refined to 'person-centred care', 'dementia care 

mapping' and ' nurses attitudes to dementia behaviour' . Many articles and other papers 

on education and training programs were identified as psychosocial interventions in the 

search for ' nurse attitudes to people with dementia,' possibly because of the link 

between attitudes and knowledge, which was improved by training. Other relevant 

sources were selected including systematic reviews, reports of multi and single-site 

studies, both quantitative and qualitative, and mixed methods, government reports, and 

discussion or opinion papers from experts of the field. These were obtained via 

government and other internet websites, in order to obtain a broad picture on the study 

topic through the 'grey literature' , as well as the more scientific literature. 

The literature review relied mainly on primary data from related studies. When further 

insight was required, secondary data were sought . and these provided further 

understanding of research findings in related topic areas. [mportant references cited in 
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journal articles and books were also followed-up to gain further insight to the breadth 

of research on these topic areas. Hand searches were conducted in the Journal of 

Advanced Nursing, Journal of Aging Studies, Australasian Journal on Ageing, Journal 

of Aging and Health, International Journal of Geriatric Psychiatry, International Journal 

of Mental Health Nursing, International Journal of Nursing Studies, International 

Journal of Psychiatry in Clinical Practice, Journal of Gerontological Nursing, Journal of 

Nursing Administration, Journal of Nursing Management, Australian Journal of 

Advanced Nursing, and Ageing and Mental Health. 

There were no systematic revIews on Dementia Care Mapping from the Cochrane 

database. Most of the Dementia Care Mapping (DCM) research studies were conducted 

in UK by the Bradford Dementia Group. It was noted that there was a dearth of well-

conducted research in DCM and Person-Centred Care (PCC), although many 

systematic revIews on psychosocial intervention for dementia were available for 

professional carers, with some relating to aggressive behaviour in people with 

dementia. These reviews were included in the study when appropriate. 

In selecting and reviewing research articles, expert papers and other literature sources 

critiquing the quality of the information from the original research were reviewed and 

reported according to their relevance to the study. This technique is recommended by 

Brink and Wood (2001) and Gillis and Jackson (2002). The critique process first 

involved examining and evaluating the quality of the research itself as well as the report 

outlined in the paper. Because of the wide variability in the quality and variety of the 

research methodologies and proof of scientific rigour, many papers which were 

otherwise useful for the topic, were judged to be unreliable, although read and 

considered. The approach taken in selecting relevant literature, therefore, became less 

critical, and good ideas from the inclusion of a broader range of studies were found 

useful in exploring this complex issue of staff factors that may impact on the qual ity of 

dementia care. These factors include staff's perception of and knowledge about 

dementia, work related stress and management support. 
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2.2 Challenge in providing effective and quality residential aged care 

Chapter 1 outlined the key factors associated with the need for system-wide 

improvements in dementia care within the residential aged care sector. It was identified 

that, given the low potential for implementing best practice dementia care in a resource-

deprived care environment, Government initiatives have sought to improve the standard 

and type of services. Nevertheless, residential aged and dementia care has come under 

regular media scrutiny in recent years (Harulow, 2000; Legge, 2004). These public 

concerns relate to a perceived lack of humane care, staff inability to provide care 

appropriate to the needs of this vulnerable population and negative outcomes as a result 

of this shortfall (McKenzie, 2004) . 

Since the "Charter of Residents ' Rights" (Field & Garratt, 2004) supports the rights of 

aged care residents to be cared for by staff in a manner and at a level conducive to 

supporting their health and well-being, residential care is an issue of concern and has 

been the subject of much debate and critici sm by resident advocacy groups, for 

example, Alzheimer's Australia (2007). Examples of inadequate care abound, such as 

denial of an opportunity to walk around the facility at different times during the day 

because of staff fears of a risk to the resident's safety, even though the Aged Care Act 

(1997) outlines the resident's right to take reasonable risks to maintain independence 

and freedom of movement (Field & Garratt, 2004; Jilek, 2000). Where residents 

demand the right to exercise their freedoms, they are often considered to be 

"challenging" or "demanding" (Neugroschi, 2002). This kind of experience was 

described as "overwhelmingly disabling for the individual, resulting In 

disempowerment, excessive passivity, loss of dignity, social isolation , assumption of 

chronic sick role, stigmatization andan overall functional decline" (Jilek, 2000, p.19). 

When denial of freedom occurs repeatedly for the person with dementia, they may 

indeed react with "challenging behaviours" such as displays of pacing, persistent 
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vocalization, agitation and aggression. Algase, et al., (1996) have identified that many 

risky behaviours associated with wandering relate to unmet needs. 

2.3 Unmet needs and the presence of stress-related behaviour 

In the care of people with dementia, it is not simply the presence of dementia that is of 

the greatest concern for families and health care providers alike (Brodaty, et al., 2001) . 

It is, rather, the presence of behaviours like screaming, excessive agitation, aggression, 

risky wandering, sleep disturbances, inappropriate eating, toileting or sexual 

behaviours, self-harm and extreme lethargy or apathy, that cause the person with 

dementia to be admitted to residential care, either for respite or permanently (Turner, 

2005). Algase et al (1996) conceptualised these behaviours as need-driven behaviour 

(NOB) which signals the individual's attempt to communicate their physical and 

psychological distress. In a nursing context, these behaviours are viewed as symptoms 

of unmet needs because of the individual's inability to make these known to their 

carers, who are also unable to recognise their presence. For example, the individual 

may start hitting out when being handled in care, only as a result of feeling distressed 

by arthritic pain which they were unable to express. These dementia-related behaviours 

are general1y referred to in the psychogeriatric literature as Behavioural and 

Psychological Symptoms of Dementia (BPSD). In fact, one of the major determinants 

for admission to a residential care setting is the family's inability to maintain the caring 

role at home, especially when the family carers become distressed with managing those 

symptoms of dementia, such as aggression and difficulty to maintain self-care, as well 

as incontinence (Morriss, et a1., 1996; Burke, 1999; Finkel, 2000; Phillips & Diwan, 

2003). These symptoms can become more marked in the moderate or middle stage of 

the disease (Draper, 2004). 

Pulsford and Duxbury, (2006) described these symptoms as a complex phenomenon 

related to several causative factors. In dementia these behaviours can occur as an 

individual habitual response to situations, as a consequence of neurological damage 
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related to the illness process and for psychosocial reasons, such as a communication of 

unmet needs (Cohen-Mansfield, 2000; 2005). Psychiatric symptoms can also include 

delusions and hallucinations, paranoia, depression and anxiety and are more likely to be 

caused by cognitive changes in the brain (Neugroschi , 2002). These are the types of 

symptoms that many care staff find so difficult to handle (Brodaty, et a\., 2001). 

Because of this continuous cognitive deterioration, persons with dementia tend to suffer 

a progressive loss in personal, social and occupational functions, which undermines 

their psychological and physical well-being and consequently their quality of life (Selai 

& Trimble, 1999; Wyl ie, et a\., 2002). 

2.3.1 Prevalence of resident stress-related behaviour in residential dementia 

care 

A study was conducted 10 ] I nursing homes in Sydney, Australia by Brodaty, et a\., 

(200 I) to determine the prevalence of behaviours associated with dementia and to 

examine which factors predicted them, such as time of the day. The main outcome 

measure employed was the Behavioural Pathology in Alzheimer's Disease Rating Scale 

(BEHAVE-AD) (Reisberg, Borenstein, Franssen, 1987) and this was completed by all 

nursing staff on 647 residents living in these 11 homes, 73.9% of whom had a 

documented diagnosis of dementia. Over a two week period the behaviour of each of 

these residents was rated separately by morning and evening shift staff. This 26-item 

observer rating scale contains seven subscales to measure paranoid and delusional 

ideation; hallucinations; activity disturbances; aggressiveness; diurnal rhythm 

disturbances; affective disturbances and anxiety and phobias. Other validated 

instruments were administered to measure the residents ' general functioning, including 

total needs and care requirements using the Resident Classification Index (RCI), 

dependency levels using the seven stage observer rating scale Functional Assessment 

Staging Test (FAST) (Reisberg, 1998), and cognitive status with the 10-item 

Abbreviated Mental Test Scale (AMTS) (Hodkinson, 1972) 
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The results of this detailed investigation showed that the prevalence of behaviours 

associated with dementia, such as those described above, was more than 900/0, and was 

frequently associated with psychosis (60%) and lor depression (420/0). Younger, more 

functionally impaired residents with a documented diagnosis of psychosis, as well as 

persons with dementia residing in larger nursing homes, had higher rates of these 

behaviours. Male gender was found to be a significant predictor of rates of dementia-

related behaviour and depressed mood. Nevertheless, Brodaty, et aI. , (2001) 

acknowledged that a study limitation was the lack of observational ratings. As well , 

since the data relied on nursing staff ratings of the BERA VE-AD scales and no inter-

rater reliability of the nurses ' ratings were performed, these results need to be 

considered cautiously. Participating staff knowledge of the residents may also have 

influenced their responses to the BEHAVE-AD scale. Despite these limitations, the 

authors concluded that behaviours associated with dementia were extremely common in 

residential aged care and this was perceived to be a source of stress for residents and 

staff 

2.3.2 The impact of care practices on the person with dementia 

In Brodaty, et aI., (2001) BPSD-prevalence study, the occurrence of behaviours 

associated with dementia was thought to create an associated feedback loop leading to 

staff stress, poorer care management approaches and fewer visitors. It was also noted 

that staff adopted avoidance strategies to deal with agitation and aggression, fostering 

social isolation for the resident and compromising the quality of care as staff became 

more distanced from the person. This risk was confirmed by Brooker (2005) in several 

Person-Centred Care studies conducted with nurses caring for persons with dementia. 

Increasingly, the high prevalence of dementia-related behaviour in residential aged care 

has major implication for care delivery. Kuhn, Fulton and Edelman (2004) expressed 

the view that the focus of "task" type care, where purposeful resident-focused activities 

are excluded in care planning, not only undermines the psychosocial well being of the 

resident, but can also lead to unmet-need behaviour (UNB) like pacing and risky 

wandering (Lucero, Hutchinson, Leger-Krall and Wilson , 1993). Regardless of 
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dementia severity, greater frequency of daytime sleep in nursing home residents has 

been found in those with lower levels of social engagement, particularly with care staff, 

and is associated with a lower quality of life (Kuhn, Edelman, and Fulton 2005). 

The finding that there is a link between behaviours associated with dementia and unmet 

need has also been found in overseas studies. A Dementia Care Mapping (DCM) 

observation study conducted in six formal ca!"e settings in the UK by Younger and 

Martin (2000) found the presence of "the old culture of care where individuals are left 

to sit alone for long periods" (p.l 0 11). To address this practice, the authors 

recommended staff-initiated structured and regular activities that are meaningful to the 

individual, in which they are given choice and control. Social neglect of residents with 

dementia was also found in an exploratory study conducted six years later by Hancock 

et al. (2006) who observed two hundred and thirty-eight residents with dementia, 

recruited from twelve residential care services in the UK. Using four validated 

instruments, unmet resident needs were identified in mobility, continence care, mental 

health and socialisation. 

An increased risk of inappropriate treatment by others such as invalidation, withholding 

and objectification was noted in a DCM observation study conducted in Finland by 

Sormunen , Topo, Eloniemi-Sulkava, Raikkonen & Sarvimaki (2007). In an earlier 

study on wandering behaviour in residents with Alzheimer' s disease in the USA 

Lucero, et al. (1993) identified a link between care practices and this type of staff 

behaviour. The authors contended that nurses cannot limit themselves to custodial care 

and must find a balance in providing care-giving activities and sensory stimulation to 

avoid the harmful consequences of unstructured and unguided freedom for residents 

with dementia. Nolan , Grant and Nolan (1995) further found that despite awareness by 

nurses in the UK of the value of effective communication with persons with dementia, 

unless nursing staff consider integrating their roles with social conversation the person 

will continue to spend most of their time inactive and uncommunicative. Since 

inactivity was found to be one of the most pervasive pursuits of these vulnerable 
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residents, Nolan, et al.,(1995) considered that the nurses' and care staffs main 

responsibility was to provide a range of pleasurable and meaningful activities, as well 

as engaging in positive communication to stimulate the senses. The findings of a later 

study by Cohen-Mansfield, et al. (2006) showed similar concern and highlighted the 

lack of social interaction between residents and nurses in their daily care. 

A hurried and time-pressured approach practiced by care staff to attend to activities of 

daily living, such as bathing, toileting and grooming, has been found to lead to 

frustration and/or a trigger to aggressive behaviour when the person with dementia is 

unable to communicate their needs (Gates, et aI., 2003). These types of care behaviour 

are unsettling, frightening and can be life endangering when the person with dementia 

progresses from agitation to aggression, which can occur when the resident's needs are 

ignored and neglected (Kunik, et aI., 2003). To study nurses' responses to dementia-

related behaviour, Sounder and O'Sullivan (2003) examined the actual time recorded 

by nursing staff to manage 36 disruptive behaviours in a sample of 153 older adults 

with a history of dementia and psychiatric illness. Using the Disruptive Behaviour 

Impact Assessment instrument (Souder, Heithoff, O'Sullivan, Lancaster & Beck, 1999) 

which employed a variety of questions, these researchers assessed the time staff took 

used to manage a particular behaviour. The participating nurses reported allocating no 

time for management in 250/0 of the recorded behaviours. While there was no mention 

of assessments conducted to understand the cause of the behaviours, a task-driven 

approach to nursing was reported by many participants. On the other hand, the time 

taken to physically and chemically restrain the resident, to consult with peers and 

others, to attend to administrative tasks, and to attend to the needs of other residents, 

were recorded when managing these behaviours. Where staff intervened to manage the 

behaviour, 23 minutes was the average total time taken. These findings signal the links 

between a lack of understanding of behaviour such as agitation, ignoring a resident's 

needs, and reactive and possibly more time consuming approaches to contain and 

manage behaviour. 
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Similar results were reported in a later study by Kovach, Noonan, Schlidt, Reynolds & 

Wells, (2006) which examined nurses' responses to dementia-related behaviour in 

residents living in 14 rural and suburban nursing homes in the USA. The nurses either 

responded with no intervention, medical treatment without assessment, repetitive use of 

ineffective medical treatment and occasionally by undertaking comprehensive resident 

assessment followed by a range of interventions. Fifty-four Registered Nurses (RNs) 

from these groups were asked to record four observations on a daily log for: behaviours 

of residents that required care; assessments performed in response to the behaviour; 

interventions/treatments given in response to assessment or as a result of the resident's 

behaviour; and the extent to which the behaviour returned to baseline following 

assessments or treatment. Content analysis of the results revealed that the nurses 

responded to behaviour in four ways described as dismissive, static, reactive and 

comprehensive. As well , difficulty in understanding and responding to the behaviours 

was reported. The findings identified the need for staff training to develop sensitivity, 

empathy for the person with dementia and critical thinking to effectively manage 

unmet-need behaviours. 

2.4 Care management approaches to reduce presence and severity of unmet-need 

behaviours in dementia 

Management approaches for residents with cognitive deterioration and expressing need-

driven behaviours can be varied and challenging (Stuckey, 1999; Heid-Grubman, 

2005). Perhaps the most important aspect of care management involves identification 

of the symptoms and triggers giving rise to unmet-need behaviour (Andrews, 2006). In 

general , pharmacological treatment . and non-pharmacological therapies are the two 

approaches largely employed and both rely on judgement made by the person ' s doctor 

and in some cases through discussion with the person's family, care staff and nurses 

and therapy staff. Bird, Lleweylln-Jones, Smithers & Jones (2002) argue that these two 

main forms of management are not mutually exclusive, nor are they in opposition. The 

pharmacological approach is underpinned by a biomedical model of care, where 
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treatment with psychotropic and neuroleptic medication is generally indicated after a 

trial of behavioural strategies and the elimination of treatable physical and/or 

psychological triggers. A combination of pharmacological approach and psychosocial 

intervention can often be the treatment of choice (Bird, et ai., 2002). 

2.4.1 Pharmacological therapy 

The use of psychotropic drugs to manage some of the more severe forms of behaviour 

associated with dementia, such as aggression or continuous attempts to leave the aged 

care facility through risky actions, such as scaling walls, is common practice in aged 

care settings (Ryden, et ai. , 1999; Gormley & Howard, 1999; Harding & King, 2005). 

Despite the short-term good effect of pharmacological intervention in the management 

of aggression , agitation and psychosis in individuals with dementia, there are also 

potentially adverse effects of chemical restraint. For example, benzodiazepine is a 

common concern in the older person with studies indicating the high potential for 

drowsiness, dizziness, ataxia and impairment of psychomotor function, which are 

accentuated by poly-pharmacy (Kirby, et ai., 1999). The same concern is found with the 

use of antipsychotic drugs in persons with dementia, despite the advancement of 

atypical anti psychotics available to manage more severe behaviours. The use of 

resperidone and olanzapine has resulted in adverse effects such as somnolence, gait 

disturbances, falls , and urinary incontinence (Aupperle, 2006). Maurer, McKeith, 

Cummings, Ames & Burns (2006) also confirmed previous findings reported by 

Brodaty, et aI. , (200 I), who strongly recommended that the treatment plan should 

consider the effect of environmental factors on behaviour and emphasised non-

pharmacological approaches prior to considering drug therapy. Brodaty, et ai., (2001) 

cautioned that any use of antipsychotic or other drugs commonly used with dementia 

should be reviewed routinely and used on a short-term basis only. 

The reasonmg behind this caution is that behaviour associated with dementia may 

indeed result from physical illness and/or discomfort, pain, drug interactions, 

environmental factors , frustration from inability to communicate effectively and being 
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confronted by complicated tasks (Cohen-Mansfield, 2000; 2005). Consequently, these 

potential factors must be investigated and eliminated as possible causes for the 

behaviour before resorting to medication (Brodaty, et aI., 2001). By minimising the 

distress and agitation associated with unmet need, or noxious factors , it is potentially 

possible to avoid the use of drugs altogether. Since all drugs have side-effects that may 

worsen symptoms, it is increasingly considered important to weigh the benefits against 

the likelihood of side effects when considering their use (Kirby, et aI.1999). 

2.4.2 Psychosocial approaches 

In a systematic review of non-pharmacological approaches in caring for people with 

dementia, an individualised behavioural intervention has been identified as the most 

effective way of supporting the person's care (Ayalon, Gum, Feliciano & Arean , 2006). 

The non-pharmacological approach to dementia care includes a number of models, 

includ ing behavioural, psychosocial and environmental interventions (McGonigal-

Kenney & Schutte, 2006). Sensory enhancement based on Snoezelen therapy (Minner, 

Hoffstetter, Casey & Jones, 2004), music therapy (Heim, Nair, Mowbray & Tavender, 

2003), and therapeutic touch (Doherty, Wright, Aveyard & Skyes, 2006), are some 

examples presented with mixed resu lts. Other models aimed at improving quality of life 

for the person with dementia include re-educating care staff on how to investigate and 

address the triggers for behaviour. Two promising models include the Need-Driven 

Dementia Compromised Behaviour Model (Algase, et aI., 1996) and Person-Centred 

Care (Brooker, 2007). Both models focus on interpreting behaviour as the way that the 

person with dementia tries to communicate unmet need in response to a non-adapted 

environment. Person-Centred Care (PCC), for example, emphasises regulating poorly 

communicated needs by examining the staff-resident interactions and the person-

environment interaction (Edvardsson, et aI. , 2008). 

Bird, et aI., (2002), and Lovestone and Gauthier, (2001) assert that the evaluation of 

behaviour to determine the need for intervention is subjective, as it varies from person 

to person and from one carer to another. These authors consider that in determining 
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triggers for particular behaviours it is necessary to consider the impact of the behaviour 

on the person and the carer, and not the behaviour itself to determine whether it is a 

problem. Woods (2001) noted that the inter-relationship between carer stress and 

problematic behaviour is a dynamic process. Carer strain may impact on the interaction 

of the person with dementia and the care environment, resulting in the view of the carer 

that the behaviour is of concern to them. 

The literature suggests that behaviours associated with dementia involve complex 

clinical issues that require specialised knowledge and understanding so that care can be 

provided to meet the needs of the person with dementia (Algase, et ai., 1996; Bird, et 

ai. , 2002). In addition, there appears to be a relationship between the carer's perceptions 

and understanding of the behaviour, the complexity of the care environment and the 

outcomes of care (Kitwood, 1997). The Person-Centred Care and Dementia Care 

Mapping research shows links between person-centred care approaches and resident 

behaviour by identifying the presence of unmet needs and reactions to this (Brooker, 

2005; Brooker & Surr, 2006). 

Care staff attitudes, knowledge and skill appear to be important factors in supporting 

psychosocial approaches in dementia care. In a systematic review of psychological 

approaches in the management of neuropsychiatric symptoms of dementia, Livingston, 

et aI. , (2005) noted that psychosocial education for caregivers was effective since it led 

to more positive staff interactions with persons with dementia and some of the spin-off 

benefits lasted for months. Nevertheless, in a selective review of non-pharmacological 

interventions for behavioural symptoms in the residential setting, Turner (2005) argued 

that the disparate research outcomes occurring with intervention studies aimed at 

reducing the presence and severity of behaviours associated with dementia arise from 

the diverse number of behaviours assessed, and the uncontrolled nature of the 

approaches employed. This has been one of the limitations of intervention studies in 

dementia, which some leading researchers are now currently trying to address (Brooker, 

2007). 
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2.5 Person-centered care 

The movement towards Person-Centred Care (PC C) in dementia settings is gain ing 

momentum across the developed world. Kitwood's (1993) model of PCC is central to 

the development of a new culture in dementia care from a psychosocial perspective 

(Keady, 1996). PCC is synonymous with quality dementia care (Alzheimer's Australia, 

2003), which enables the person to feel supported, valued and socially confident in their 

daily life. It is an approach which examines and nurtures the interactive process 

between the resident and staff, with a focus on understanding and supporting the 

subjective experience of the person with dementia and the role of the staff as carer. The 

focus of care is on the person: they are the centre of the care process and care delivery 

is adapted to their unique needs, preserved abilities, personality, preferences, habits, 

and individual physical, cognitive and sensory abilities (Kitwood, 1993). 

PCC was a term coined by Kitwood (1997), an English psychologist, whose 

ethnographic observations of persons with dementia living in a range of care settings in 

the 1980s formed the basis of the Socio-Psychological Theory of Personhood in 

Dementia. This theory described and -explained the reasons for behavioural disturbance, 

or distress, in persons with dementia. Kitwood observed that people with dementia not 

only suffered from the neurological manifestation of cognitive impairment, they also 

began to lose access to their "personhood", or unique personality characteristics, as a 

result of maladaptive care approaches and staff behaviours towards them, such as 

stigmatisation and dehumanisation. Kitwood (1997, p.8) described "personhood" as "a 

standing or status that is bestowed upon one human being, by others, in the context of 

relationship and social being." Personhood is upheld when the caregiver is able to 

overlook the person' s impairment and focus on their positive attributes, and diminished 

when the person's dignity and unique human values are not respected in the care giving 

interaction. 
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Supported by the theoretical premises of Socio-Psychological Theory of Personhood in 

Dementia (SPTPD) (1993), the tenets of PCC challenge an illness-focused model of 

care where the disease itself is the target of treatment and care-giving. In PCC the 

person's uniqueness and remaining abilities, preferences, values and personality are the 

factors that care aims to support. By promoting a shift in the culture of care from an 

illness focus to a person focus, care provision revolves around the person's identified 

and expressed needs in a way that recognizes not only their worth as a sentient human 

being, but also supports their remaining strengths (Kitwood, 1997). This focus stresses 

the importance of maintaining personhood in dementia care. 

2.5.1. Evidence/or the effectiveness 0/ Person-Centred Care 

The number of studies assessing the effectiveness of PCC is growing world-wide. In a 

review of research literature related to aggression in residents with dementia and issues 

with nursing care practice in the residential care setting, Pulsford and Duxbury (2006) 

found evidence for the effectiveness of PCC, although most reports were derived from 

evaluative studies of particular psychosocial techniques, or pce training programs. A 

study by Sloane, et aI., (2004) used a randomised controlled trial, with a usual-care 

control group and two experimental groups, with cross-over design. This study 

exam ined the effect of a person-centred approach in showering and towel bathing fo 

residents with dementia on their level of aggression, agitation and discomfort 

associated with these care activities. Seventy-three residents from 15 nursing homes 

and 37 nursing assistants chosen from a purposeful sampling participated in the study. 

Residents ' level of agitation and aggression were measured by the Care Recipient 

Behaviour Assessment (2004) developed by the research team and modified from the 

Cohen-Mansfield ' s Agitation Inventory (Cohen-Mansfield, 1986). Resident discomfort 

was measured by a modified version of the Discomfort Scale of Dementia for the 

Alzheimer's Type (Hurley, Volicer, Hanrahan, Houde & Volicer, 1992). These bathing 

activities were videotaped and presented to raters at random; raters were blinded to 

subject status when they coded the assessments from the videotaped baths. Secondary 
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measures of effect included bath duration , bath completeness, and skin condition and 

skin microbial flora. 

The results showed a decline in all measures of agitation and aggression In both 

treatment groups but not in the control group. Aggressive incidents declined by 53 % in 

the person-centred shower group (p< .001 ) and 60 % in the towel bath group (p<.OO 1). 

There was also a significant decline in the discomfort score (p<. 001) but not in the 

control group. Person-centred shower techniques resulted in a significant increase in 

average bath duration by a mean of 3.3 minutes whereas towel bath showed no time 

change. No fewer body parts were bathed as a result of either intervention or 

improvement in skin condition was reported following both interventions, with no 

increase in colonisation of pathogens tested. The study concluded that a person-centred 

care approach in showering and bathing activities was effective in reducing agitation, 

aggression and discomfort during bathing of residents with dementia, with no 

deleterious effect on body hygiene or pleasure. 

The pee bathing activity provided a basis for understanding the causes of resident's 

behavioural symptoms from the person ' s subjecti ve experience: this revealed unmet 

need was occurring through the interaction of cognitive dysfunction and environmental 

stress. In addition to the lack of understanding of the resident's psychological and 

physiological needs, the staff's difficulty in managing the bathing activity was also 

related to a task- focused, impersonal and intrusive approach which may have provoked 

the resident's agitated behaviour. The pee education included didactic training and 

hands-on coaching in real life settings, environmental factors were modified and the 

attitude of care staff to care was changed in order to meet the resident's care needs. 

Sloane, et al. (2004) emphasised that the application of pee may be restricted without 

the support of specific education in unmet-need behaviour (UNB), encouraging person-

centred attitudes to dementia care in staff and organisational support for flexibility in 

care routines. 
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It was the availability of managerial support that contributed to the success of a training 

program for specialized dementia care staff knowledge and skills in a study by Fossey, 

et aI., (2006). This UK study was based on a clustered randomised controlled trial 

(RCT) with blinded assessment of outcome for residents with dementia from 12 nursing 

homes, with 181 residents in the intervention and 168 residents in the control group 

(Fossey, et aI., 2006). The RCT assessed the effect of a 10 month training and support 

program for care staff aimed at reducing the proportion of residents who were 

prescribed anti psychotics for dementia-related behaviour, which were replaced by non-

pharmacological interventions. These staff received training in the delivery of person-

centred care through the use of DCM observation and other skills development in 

training and supervision. Weekly staff supervision was provided over the study period. 

Positive results in the reduced use of anti psychotics were demonstrated at 12 months, 

with no differences in the levels of agitated behaviour measured by the Cohen-

Mansfield Agitation Inventory (CMAl) (Cohen-Mansfield, 1986). One noticeable 

difference in the intervention program compared with the usual care occurring in the 

control sites was the systematic consultation approach and the holistic style of care 

training. Attention was given to environment, care practices, and attitudinal factors 

through the use of didactic training, skills modeling and supervision of individuals and 

groups. Ongoing training and further development of skills and supervision of issues 

required for organisational change were provided. It is possible that the type and length 

of training and support led to the positive effect of the interventions, which was 

sustained at 12 months. 

One of the principles of best-practice dementia care is having a great degree of 

flexibility in the daily work schedules to promote resident and staff autonomy (Cohen-

Mansfield & Bester, 2006). PCC relies on the commitment to supporting dignity and 

personhood for residents and caregivers (A veyard, 2001; Alzheimer's Australia, 2003) 

through management support (Woods, 1999). This finding has been confirmed in a 

USA study by Tellis-Nayak (2007) who surveyed staff from 156 nursing homes, 

finding that a caring approach from management and a person-centered workplace 
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turned staff into dedicated carers. However, instilling the culture of care towards the 

needs of the person with dementia is not without its difficulties. 

2.5.2 The challenges of applying Person-Centered Care (PCC) 

Kitwood's (1997) concept of a person-centred approach was developed to offer an 

alternative approach to the medical and behavioural management models in dementia 

management. While PCC emphasises understanding the poorly communicated needs of 

the resident and relating to them as an individual, Brooker (2004) considers that PCC is 

neither straightforward nor easy to understand. To some, it simply means providing 

individualised care, or a set of techniques to work with the people with dementia, and to 

others, it is focused on a value base, or a means of communication. O 'Connor, et aI., 

(2007) supports this suggestion, in that personhood is not the simplistic notion of 

individualised care, claiming "it is difficult to articulate or operationalise what 

personhood is" (p. 133). Kitwood's (1997) claim of PCC was that it aimed to support 

"personhood" in all care encounters. 

Woods (1999) argues that the concept of personhood places a heavy responsibility on 

those who provide care, especially in terms of understanding and relating to the person 

with cognitive impairment. It also requires the support of managers to develop a culture 

of person-centred care. Not only are the care staff required to have the skills and 

will ingness to relate therapeutically to the person with dementia, they also need to 

sustain positive interactions over time and in a range of circumstances. Kitwood (1997) 

recognized the difficulty in achieving this outcome, since staff may become vulnerable 

when confronted with their own fears of impairment and death in their caring role. 

Perrin (1997) asserts that staff who lack specific skills and understanding of this 

approach to care may react to feelings of hopelessness and helplessness in care delivery 

by burying themselves in functional tasks such as showering and feeding. The findings 

of a qualitative study with 23 residents with middle to late stage dementia from two US 

nursing homes, Tappen, Willimans, Fishman & Touhy (1999) further confirmed the 

persistence of sense of self, or personal identity, in these residents and concluded that 
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failure to recognise this awareness of self and the person's human experience can lead 

to task-oriented care and low priorities for therapeutic intervention. Caregiver's 

attitudes that are based on assumptions of diminished humaneness of individuals in 

their care may contribute to their experiencing difficulty and negative reactions to the 

caring role (Skovdahl, Kihlgren and Kihlgren, 2003). Dewing (2004) also expressed 

concern about the sustainability of PCC over time by acknowledging the complexity of 

Kitwood's (1997) person-centred framework and recommended the development of 

specific skills to enable the building of a therapeutic relationship in day to day caring. 

In order to develop opportunities for supporting the resident's unique needs, knowledge 

of the person's biography by care staff is pivotal in developing quality interpersonal 

relationships (Surr, 2006). Expanding on the notion of dynamic personhood, Penrod, et 

aI., (2007) explained that when human beings interact, their subjective views of reality 

intersect, thereby achieving inter-subjectivity. For people with dementia this ability is 

diminished as a result of their weakened cognitive skills. A person-centred care 

environment involves opening up inter-subjectivity. Through engaging with the person 

with dementia in a more authentic way, care staff can nourish personhood and build a 

relationship through positive social interactions. Of all the complexities in nursing, 

Penrod, et aI. , (2007) considered that dementia is one of the most challenging in light of 

dealing with changing resident behaviours which are not easily understood. 

Following a review of PCC research with people with severe Alzheimer's disease, 

Edvardsson, et aI. , (2008) highlighted the need to investigate the facilitators and 

barriers of PCC from an organisational and individual staff perspective. Since the 

inception of Kitwood 's PCC philosophy (Kitwood, 1997) in the last two decades, the 

level of its popularity has progressed and been facilitated through a number of key 

initiatives. With the work of international Alzheimer's Associations, the rights of 

people with dementia are now more recognised compared to five to ten years ago 

(Brooker, 2004). PCC, which is based on the principles of personhood, is recognised by 

all Alzheimer' s Associations as quality dementia care. In Australia this care approach is 
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supported by the Aged Care Act, 1997 and associated Accreditation Standards in 

providing quality residential care (Commonwealth Department and Family Services, 

1998). For example, under the establishment of guidelines for working with people 

with BPSD in residential care ( NS W Department of Health, 2006a; 2006b) and 

legislative measures (NSW Guardianship Act, 1987) and the charter of resident's rights 

and responsibilities agreement between the proprietors of the facilities and the residents 

(Field & Garratt, 2004), the use of physical restraint now requires a more stringent 

process of application to ensure better protection of the rights of residents and 

patients with dementia. 

However, one of the factors to consider in implementing PCC in practice is how to 

convince care staff and their managers that the education, training and culture change is 

worth the effort, especially with regard to the costs involved in staff training and 

supervision, which need to be weighed up against the relative benefits for residents. 

This is an important consideration, especially since Kitwood and Bredin (1988) 

developed and recommended an intensive and time-consuming approach, called 

Dementia Care Mapping (DCM), to help care staff and their managers implement PCC. 

2.6 Dementia Care Mapping (DCM): evaluating person-centred care 

Being mindful of the need to support PCC in practice Kitwood and Bredin (1988) 

constructed the DCM process to facilitate PCC. DCM comprises an observation tool to 

measure the day to day life activities and subsequent experiences for the person with 

dementia and a staff feedback and support process to facilitate PCC. The DCM 

observation measure assesses positive and negative experiences for the person with 

dementia within the care environment and the extent to which person-centered care 

principles are practiced by staff. These data are then used to assist staff to develop a 

deeper understanding of the impact of specific care practices and contextual factors 

associated with the person with well-being and ill-being, so that staff can focus care 
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towards the person's well-being. The original conception of OCM came from the idea 

of practice development to assess the quality of life of people with mild dementia in 

formal day care settings (Kitwood & Bredin, 1988). After more than a decade, the use 

of DCM has become diversified for a variety of settings, including group dwellings, 

residential care homes, acute care hospitals and psychogeriatric units (Capstick, 2003). 

2.6.1 The conceptual framework of DCM 

As explained, OCM is a method of systematically observing and coding the observed 

behaviour patterns for people with dementia in formal group settings. The aim of these 

observations is to develop individual resident, or group, well-being/ill-being scores 

(WIB). The rationale behind DCM is to measure important aspects of quality of life 

from the point of view of the person with dementia and associated with PCC, reflected 

by the WIB score (Innes, 2003). It embraces the Psychosocial Theory of Personhood in 

Dementia (Kitwood 1987), which posits that a proportion of the decl ine occurring for 

the person with dementia arises from destructive aspects within the care environment 

(Kitwood, 1997). OCM, therefore, aims to support the uniqueness of the individual 

through a care philosophy that takes account of the person's environment, relationships 

with others and a focus on emotional wellbeing, and encapsulated in PCC (Capstick, 

2003). Thus, DCM aims to bring about desired changes for residents with dementia 

through PCC. This model of care gu ides managers and staff in making changes in 

organizational structure and care practices, as well as commitment to staff development 

(Kuhn , Ortigara, & Kasayka, 2000). 

2.6.2 Employing DCM to implement PCC 

DCM is intended to be used as an aid to implement PCC. In many instances it has been 

employed in multi-method qualitative research and practice development projects to 

enrich the data derived from proxy measures and service-user interviews and focus 

groups. However, Brooker (2005) asserts that OCM was not designed to be a research 

tool, and the decision to use the tool for research should depend on its ability to answer 

specific research questions. Based on her own experience with OCM, SCUl·field-Walton 
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(2003) further explained that when used alone, the OCM assessment and procedures do 

not bring about all the changes required to develop or sustain PCC in the formal caring 

environment. For example, pec requires staff training in skills development, 

particularly in communication, resident assessment and evaluation of strategies to 

reduce resident behaviours associated with dementia. The PCC approach to dementia 

care cannot be achieved overnight, and not just through the OCM, since shifting the 

care culture to promote the well-being of people with dementia can be challenging for 

most staff (Innes & Surr, 2001 ). To achieve effective outcomes through DCM, 

Scurfield-Walton (2003) suggests that cI inical group supervision can be helpful, 

particularly when it includes the development of staff skills in understanding PCC 

assessment and interventions, thereby enabling staff to explore their feelings within the 

nurse- resident relationship. 

2.6.3 Evidence supporting DCM 

Despite the caution by Brooker (2005), DCM has been increasingly regarded as a 

useful tool in improving care delivery through practice development. By sharing 

information with care staff about the type and frequency of behaviours that residents 

were engaged in , Perrin (1997) assisted staff to associate particular care activities and 

staff-resident interactions with reduced resident well-being (WIB) scores. This process 

increased staffs awareness of the occupational need of residents with severe dementia 

and the impact of care and social engagement on their emotional well-being. The data 

obtained from three annual cycles of OeM in a large scale British NHS quality 

assurance program conducted by Brooker, et aI. , (1998) in long-term care settings, 

showed improvement in group WIB scores over time (ANOY A p< 0.03) and a 

significant decrease In the numbers of negative staff behaviours and interactions 

(ANOY A p<0.005). The care quality improvement was achieved by integrating the 

residents' WIB scores and accompanying observational data into care planning for the 

residents with dementia. 

46 



In a quality assurance audit with a smaller sample in two day units, two assessment 

units and two continuing care units, Younger and Martin (2000) provided baseline 

DCM data to staff to highlight the focus for care development. The findings indicated 

that Dementia Care Index (DCI) scores ranged from 9 to 72, and that a total of 56.2 % 

of the patients' total time, or over half of the day, was spent without any contact or 

interaction with others. From these findings, one of the care units took the step of 

improving patient well-being by recruiting an activity co-ordinator to meet patients' 

needs. Similar findings were reported by Innes and SUIT (2001) when DCM was 

employed to measure the well being of 76 persons with dementia living in six care 

settings in England. Observations revealed that low activity levels and a number of 

negative staff interactions led to low well -being in residents. Those care homes with a 

stated commitment to providing high quality care subsequently acted upon the results 

of the OCM evaluation to improve care quality. However, neither of these studies 

repOlied on follow-up outcomes for residents. 

Williams and Rees (1997) also used DCM as a baseline evaluation to improve care 

standards and achieved an improvement in resident WIB scores (+ 1.12 to +2.42) in 

group care scores. These scores show a small but promising increase in overall resident 

well-being. OCM made an impact on care practices by providing regular and structured 

resident activities and a shift in the care culture, such as giving choice and control to the 

person with dementia. In this regard , OCM was considered to be an effective tool in the 

quality improvement process. The positive impact of DCM on staff care practices was 

further confirmed in an Australian study by Wylie, et ai., (2002) which aimed to 

improve resident quality of life using DCM in one high-care residential aged care 

facility. In this study increases and decreases in the Dementia Care Index (DCI), a 

group score used with DCM, were related to staff and management practices over the 

study period as a way of developing strategies to improve care quality. However, no 

further reports of success in achieving these aims have been provided by these authors. 
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While the OCM studies showed promise, one needs to consider the results of these 

studies cautiously. With a lack of control groups used in these studies, the observers not 

blinded to the observations occurring and the sample size being small, there is no 

conclusive evidence that this particular approach provide any better outcomes than 

other targeted dementia care outcomes. 

2.6.4 Critique of the DCM approach 

~ Practicality of use 

As identified, few studies have produced convincing evidence that OCM does lead to 

statistically significant improved resident outcomes, although it has been shown to 

improve care practices to a limited degree. One of the main issues with adopting DCM 

as a way of achiev ing PCC is that it requires substantial financial investment in staff 

training and supervision, which can be beyond the reach of some Australian aged care 

services (Chenoweth & Jeon, 2007). Kuhn, et aI. , (2000) found that OCM is highly 

labour intensive, since it requires a mandatory training course with examination, whole 

of facility staff preparation, detailed resident observations over at least two days, data 

processing, feedback sessions with staff, detailed care planning and evaluation of new 

care management approaches. These procedures need to be fully supervised by 

accredited DClVl trainers, at a cost, and the whole process requires a great deal of 

additional staff time and energy, which in the current climate of low staff-resident 

ratios, can be difficult. Kuhn, et aI. , (2000) caution that DCM is not only about 

building a positive relationship between the residents and staff but also requires the care 

organization to commit to care reform, especially in regard to whole-of-organisation 

staff attitudes and behaviours (Kuhn; et ai., 2000). Such change is both cost and time-

consumIng. 

As well, for OCM to demonstrate significant improvements in resident well-being 

through implementing the PCC philosophy and approach, staff can find it challenging. 

In a study conducted by Lintern, Woods, & Phair (2000) in a 50-bed dementia-specific 

nursing home, engagement in OCM showed no change in well being scores for 
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residents, despite a significant shift in positive care gIVIng by staff. Further staff 

training and organizational changes were needed to achieve improvements in resident 

well-being. The OCM assessment feedback and action planning process occurring with 

care staff were insufficient to bring about desired change. Lintern, et aI., (2000) 

emphasized the importance of commitment from managers and senior executives to 

overcome staff barriers to developing and sustaining PCC. One important aspect in 

changing care practices and outcomes for residents in Lintern, et aI., (2000) study was 

developing effective communication about required improvements in care planning and 

implementation. 

~ Reliability and Validity of the DCM measure 

As Brooker (2005) has warned, OCM was not developed to be a research instrument, 

although it has increasingly been used for this purpose, since there is no other easy way 

to measure PCC. As a resident well-being assessment measure OCM has good face 

validity, although it is highly complex to administer and score (Beavis & Graham, 

2002). Questions have been raised about OCM's reliability and validity when used by 

different care staff, and when compared with other observational methods, such as 

continuous time sampling (CTS) (Thorton, Hatton, & Tatham, 2004) . Woods and 

Lintern (2003) raised concerns about the raters ' variable experiences and familiarity 

with observation scoring. Capstick (2003) argued that it is impossible to determine the 

resident ' s state of well-being from the subjective interpretation of the OCM 

observations that are derived from the DCM Manual scoring guidelines, especially 

when interpreting multifaceted behavioural categories. Woods and Lintern, (2003) also 

listed other factors that can come into play when considering the reliability of the OCM 

tool. These include the number of residents being observed at anyone time, the range 

of activities taking place at the time of recording, the observer's energy level after 

mapping for several continuous hours, and the effect on the observer in an environment 

when care is poor. 
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Other validity issues in the OCM methodology relate to the observation time-frames 

(Thorton, et aI., 2004) and area or spaces where observation occurs (Woods & Lintern, 

2003). For example, OCM observations may miss out on recording significant life 

events when rating takes place outside the two days of observation. The priority rules 

that "active" behaviour codes takes precedence over "no activity" codes and that only 

one significant behaviour code can be entered in each 5 minute time frame are also 

problematic. Thorton, et aI., (2004) report that DCM scoring can underestimate 

significantly the resident's period of inactivity, since the rules of scoring tend to 

overestimate the occurrence of active behaviour codes. As well, concerns have been 

voiced about the validity of the coding frames when a significant association was noted 

between the individual ' s well-being/ill-being (WIB) score and their level of 

dependency (Thornton , et aI. , 2004). Moreover, while the restriction on observing 

residents only in public areas serves a sound ethical purpose, at the same time it forgoes 

the opportunity of capturing the resident ' s complete behavioural profile during personal 

care activities and in private spaces, both of which are settings where incidences of 

well-being and ill-being can occur. Consequently, there are a number of critics of the 

OCM assessment and scoring procedure. 

2.6.5 Ifnpact of DCM in the care setting 

Generall y, OCM has been employed in studies that focus on measuring the changes in 

well-being and/or ill-being for residents/patients with dementia (Williams & Rees, 

1997; Younger & Martin, 2000; Wylie, et aI. , 2002; Fossey, et aI. , 2002). While other 

factors are considered in relation to improved outcomes for residents, very few studies 

have assessed the impact of DCM on care delivery systems from the care staff's and 

manager ' s perspectives. However, in a large-scale study to assess the efficacy of OCM 

on 324 participants with dementia over a 3-year period as part of a quality assurance 

strategy, Brooker, et aI. , (1998) assessed how well the nursing and care staff accepted 

the method as an audit of quality. The "Staff Acceptability Questionnaires"(SAQ) was 

developed by the authors to rate the staff's level of anxiety and how interested they 

were in the results of the evaluation, and whether they felt it would help to improve the 
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quality of care. Two hundred and sixty SAQs were completed between the evaluations: 

OCM was found to be anxiety provoking for only a small number of care staff. 

Contrary to the belief that it would help improve service quality, anxiety in these few 

respondents was consistently high (88 to 1000/0) throughout the cycles of evaluation, 

although after each formal evaluation, the degree of anxiety felt by the majority of staff 

had declined. Brooker, et a!., (1998) commented that "the intrusive nature of observing 

care practice is probably the most daunting aspect ofDCM". 

Later research by Persaud & Jaycock, (2001) who interviewed 16 care staff to 

investigate their views and experience of the OCM observation process, confirmed an 

anxiety effect for the staff who received no prior verbal briefing and only written 

information. The staff also reported an anxiety effect when they were being observed; 

the effect of observation however, became less of an issue for some staff as the period 

of observation progressed. This effect of observation on staff was congruent to 

Brooker, et a!. ' s (1998) findings in an earlier study. Persaud & Jaycock (2001) also 

noted that the staff's apprehension was related to the use of observers external to the 

care environment, a finding supported in another study by Mueller-Hergl , (2003). in a 

review of OeM as an evaluation tool , Beavis & Graham, (2002) commented that the 

adverse reaction of nurses to feedback can be damaging to staff morale and suggested 

further studies to investigate the impact of OCM upon nurses in their practice as 

professional carers. As these few studies demonstrate, DCM can be a stressful process 

for staff, which is an issue that warrants further investigation. 

2.7 Factors influencing the adoption of PCC in the residential care setting 

Based on the complexity of the residential aged care setting and the nature of dementia 

care organisation, it is important to understand how changes to care delivery systems 

might impact on the well being of the staff and their ability to meet the resident's 

unique needs through PCC. Many benefits of PCC have been identified, but achieving 

this ideal dementia care model can be difficult when the aged care service is not in an 
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optimal position to implement this. The following sections consider some of the 

barriers to achievement of pee in the residential aged care sector. 

2. 7.1 Staff shortages 

Without sufficiently educated and skilled dementia care staff, enabled by ongOing 

formal training and on-site supervision, quality of care can be compromised. Inadequate 

care has the potential to affect staff as well as residents (Wylie, et aI., 2002). To explore 

care practices of nurses and their perception of quality of care across six nursing homes 

in the USA ranging from 80-146 beds, in-depth interviews with 38 individual nurse 

aides and participant observation in four facilities were conducted by Bowers, Esmond 

and Jacobson (2000). Nurse aides in this study related quality care to familiarity with 

the resident, developed through relationships and time. When short staffed, they cited 

far greater physical exhaustion than usual since they had to provide care for a greater 

number of residents. Staff also reported the presence of psychological stress as a result 

of compromising on quality of care for residents. When nurse aides perceived that there 

wasn ' t time to deal with the resident's problems/requests in the last few minutes of the 

day, they would rather spend extra time at the end of the shift to update care plans, 

reviewing charts or even tidying up the medication room, instead of spending time with 

residents. Their reasoning was "1 f they ask me to do something that takes ] 5 minutes to 

do and I only have 5 minutes, I' m stuck ... " . Bowers, et al., (2000) al so observed these 

nurse aides using strategies to avoid residents, such as collapsing routine care into a 

bundle of tasks and eliminating more personalized care such as engaging with the 

residents . They also changed routines by redefining work responsibilities, or assigning 

care processes to another shift of staff. These practices are barriers to pee. 

2.7.2 Staff attributes attitudes and practices 

Although having adequate numbers of staff is an important consideration in quality of 

care provision , Marquis, Freegard, and Hoogland, (2004) found that extra staff funding 

alone does not necessarily improve care delivery. This study employed in-depth 

ethnographic interviews with 18 staff comprising RNs, ENs, AINs and two 
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occupational therapy assistants in an aged care facility in Western Austral ia. It was the 

staffs attributes and commitment to care that staff perceived made a difference to the 

resident's care experiences, particularly when a culture that promotes relation-building 

was established to foster reciprocity and interdependence. Cohen-Mansfield & Bester 

(2006) adds that the outcome of care can be dependent on the practice style of care staff 

and their willingness to be flexible in daily care. 

Two hundred and fifty-three nursing home staff from 12 nursing homes in Sydney, 

Australia, completed a questionnaire survey using the Swedish Satisfaction with 

Nursing Care and Work Assessment Scale (Hallberg, Hansson & Axelsson, 1994) in 

the study conducted by Brodaty, et al. , (2003). As reported earlier, these authors also 

employed the BEHAVE-AD (Reisberg et al., 1987), a 26-item observer rating scale, to 

measure behavioural and psychological symptoms of dementia (BPSD) in 647 residents 

in the eleven of twelve nursing homes over 2 weeks. Although 91 percent of surveyed 

staff reported being happy in their job, a quarter of them indicated residents with 

dementia provided no satisfaction for them and many staff believed that resident 

behaviours were deliberate, rather than a consequence of their dementia. These staff 

reported negative perceptions of the residents such as being aggressive, uncooperative 

and unpredictable, and found it difficult to care for these residents. Since there were 

significant differences in the nurses' levels of strain related to dementia care between 

participating care homes, the findings suggest that factors other than resident's 

behaviour may lead to strain in the nursing staff. These factors included individual or 

job characteristics such as length of work experience in nursing homes, not having 

enough opportunities at work to discuss the psychological stress of the job (over 300/0 ) 

and knowing too little about the residents ' disease and treatments (over 55%). 

Furthermore, perception and understanding of what causes behaviour associated with 

dementia, may impact on the way staff provide care for the residents. This study 

highlighted the need to provide education, more support and coping skills for nursing 

staff in dementia care settings. 
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The impact of staff perceptions and understanding of what causes dementia-related 

behavior was demonstrated in the study by Skovdahl, et aI., (2003), who conducted two 

groups of phenomenological-hermeneutic interviews with 15 care staff from 3 different 

dementia care units. The purpose of the interviews was to reflect care staffs 

interactions with residents with moderate to severe dementia. Group 1 cared for 

residents in a psychogeriatric ward who were described by the nurses as challenging 

and demanding, but in a positive sense. The nurses who showed strong commitment in 

caring reported a feeling of having achieved an effective balance between work 

demands and role competence, remarking on the importance of employing relevant 

theoretical knowledge through training and clinical supervision. Group 2 nurses cared 

for residents from two other care homes who were seen by staff as demanding and 

difficult to interact with, in a negative sense. These staff reported a sense of 

powerlessness when they were unable to cope with/manage aggressive behaviour due to 

lack of knowledge and the frustration associated with the lack of time for residents. 

Staff felt disappointed with the lack of support, appreciation for their achievements and 

the lack of involvement from their managers (Skovdahl, et aI., 2003). 

While both groups considered themselves as having made an enormous effort to do a 

good job and had the best intention to help these residents, Group 2 was not 

homogenous and there was some disagreement among staff about care approaches and 

a hierarchical staffing arrangement. Group 1 worked well as a team, despite a lack of 

management involvement. Both groups reported a different interpretation of resident 

behaviours. Group 1 staff saw aggressiveness as a natural reaction to the residents' lack 

of balance in demanding situations and focused on individually adjusting to the 

residents' demands. This group used a great deal of flexibility in their work and had a 

sense of empathy and imagination. On the other hand, Group 2 considered aggressive 

behaviour in the residents as part of the disease and a deliberate strategy to attract 

attention. The study concluded that it was mainly the care staffs understanding of the 

meaning behind the resident 's behaviour and their relationship-building that contributed 

to the successful management of the resident ' s aggression. Group 1 's success was also 
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attributed to receIVIng regular training In dementia, and clinical supervIsIon and 

opportunity to practice reflection on care as a way of providing confirmation and 

feedback to other staff regarding the resident's care. 

Some of the above findings concur with McCarty's and Drebing's (2003) study in the 

USA, where 22 professional care staff expressed their perceptions and meanings in 

their care-giving roles in dementia via in-depth interviews. These participants included 

physicians, registered and licensed nurses, psychologists and social workers. They 

described their work in dementia as a constant effort and physically draining, and 

related these negative experiences to a lack of recognition for their work by residents 

who were no longer able to respond to them in a meaningful way. Unreasonable 

demands from the resident's families were felt keenly by staff, because of the family 's 

expressions of grief in being unable to accept the loss of their relative's abilities and the 

need to be relocated to the long-term facility. 

The need for staff support has been identified in dementia care work, although 

individual staff characteristics reveal different responses in care (Brodaty, et aI., (2003). 

Moniz-Cook, Woods and Gardiner (2000) identified more than 30 staff variables in a 

study of 326 staff, with a range of 15-60 grades of care staff including managers, 

administrators, officers or "matrons", qualified nurses, care assistants and domestic 

staff in 14 different care homes in USA. These stafI completed the Maslach Burnout 

Inventory (Maslach & Jackson, 1981), the General Health Questionnaire (Goldberg, 

1978), Job Satisfaction Index (Firth-Cozen & Hardy, 1992) and Dementia Knowledge 

Quiz (items from Gillard & Groom, 1994 and Deickmann, et aI. , 1988). The variations 

in staff personal attributes and perceived difficulties in care management was 

associated with their levels of anxiety, supervisor support and potential to relate to 

residents as individuals. The results of this study not only highlight the complexity of 

relationships between the organsiational culture, characteristics of the residents and the 

staff as well as the political and social context in which care is delivered, it also 

supports the need to focus intervention of staff perception, attitudes, and values. 
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Despite the strength of Moniz-Cook's, et ai's (2000) study sample size and a spread of 

homes across the country to enhance generalisation of the results for this study, the use 

of self-reported questionnaires based on a vignette may not reflect the relationship 

between care staff attitudes and resident behaviour, compared with other methods such 

as interviewing staff (Skovdahl, et aI., 2003; McCarty & Drebing, 2003), and observing 

care delivery in action (Bowers, et aI., 2000). 

From the above study findings, it is important to understand that staffs attitudes 

towards caring for residents with dementia and/or their perception of the cause of 

dementia-related behaviour, may not only relate to the stress they feel in caring for 

persons with dementia, but more importantly may be an indication of their inability to 

cope with the work situation. 

2.7.3 Work stress, job satisfaction and management support 

The research evidence suggests that staffs ability to provide quality care for people 

with dementia may relate to job-related stress and job satisfaction. Increasingly 

research identifies the need for education and training in specialised dementia care if 

quality is to improve, as staff feel more in control of their work (Gates, et aI. , 2003 ; 

Kunik, et aI. , 2003 ; Sounder & O'Sullivan 2003 ; Kovach, et a\. , 2006). An early UK 

study employing in-depth observations and questionnaires with nursing care staff 

working in four psychogeriatric hospitals revealed that quality of care received by 

patients was strongly related to the nurses' job satisfaction (Robertson , et aI.,1995). 

Staff with high work satisfaction were more likely to converse with patients in a 

psychogeriatric ward during feeding, toileting and bathing. Management practices were 

also associated staff satisfaction which, in turn, reinforced quality of care. However, 

since there was no report of the validity and reliability of the research measures used in 

these studies, the findings are limited . 

Nevertheless, similar results arose from an earlier survey study with 45 UK aged care 

homes (Baillon Scother, Nevile & Boyle, 1996) to examine nursing staff stress, 
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psychological well-being, job satisfaction, attitudes towards people with dementia and 

the various issues regarding the residents and the home in three residential settings. The 

study employed the General Health Questionnaire (Goldberg & Hillier, 1979), the 

Stressful Event Questionnaire (SEQ) (Benjamin & Spector, 1990), the Attitudes 

Towards Old People scale (Kogan, 196]) and the Staff Attitudes Towards Residents 

and the Home scale (SARAH) which was developed for the study, and job satisfaction 

rated by the Minnesota Satisfaction Scale (MSQ) (Weiss, Davis, England & Lofquist, 

1967). Despite staff reports of positive attitudes towards residents, participants 

indicated a high level of occupational stress and low level of job satisfaction. They also 

indicated the need for staff teaching, consultation and advice and stress management for 

themselves. According to the results of the SEQ, 95 % of the staff indicated stress 

related to insufficient staff on duty; 97 % rated "too many things to do at once" as 

stressful and 95% stated that "too little time to spend with the residents" as stressful (p. 

223). While these results are based on a relatively small sample size and the use of the 

newly developed SEQ and SARAH instruments, the findings concur with more robust 

studies as follows. 

Through focus group interviews with 27 nurses and nursing assistants in a more recent 

Australian study, similar reports of the relationship between care quality and staff job 

satisfaction were found (Moyle, et aI., 2003). These nurses and assistants considered 

residential aged care to be a very satisfying area in which to work because they valued 

their role in improv ing quality of life for older people, including persons with dementia. 

Job satisfaction was found to be related to professional growth, involvement with work-

related decisions, supervision and being informed by management, workplace 

flexibility, working within a team environment and dedication to the service of optimal 

resident care. On the other hand, working with unskilled or inappropriately trained 

staff, laborious tasks such as documentation , staffing levels, tensions within role 

expectations and the increasing need to be available for overtime, were identified as 

factors contributing to staff dissatisfaction (Moyle, et aI. , 2003). 
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Similarly, the findings of a large US study (Parsons, Simmons, Penn & Furlough, 2003) 

to determine job satisfaction and turnover among 550 nursing assistants from 70 

nursing homes also supported the importance of staff positive relationships with 

residents, since this was considered by staff as the main reason to stay in the job. 

Analysis of the participant questionnaires showed that 60 percent were satisfied with 

their job, while 30 percent indicated that they planned to leave, and the reasons given 

related to job satisfaction. Staff dissatisfaction with documentation demands, rather 

than care per se, has also been noted in Australian dementia care studies (Jeong & 

McMillan , 2003; Heid-Grubman, 2005) when documentation of care plans becomes a 

formality, instead of a means of maintaining care continuity. Staff in this study found 

increasingly that the work demands were forcing them to detach from residents, thereby 

taking away the most important aspect of job satisfaction: care provision. 

The I iterature makes clear that job satisfaction and work stress are associated with 

organisational and management support, as reported by Bowers, et aI., (2000). 

Management support also assists with implementing planned individualised care and 

regular, systematic clinical supervision, all of which support improved job satisfaction 

(Hallberg, et ai. , 1994). These authors found that clinical supervision provided nurses 

with support to release emotional reactions related to their work and opportunities for 

reflective learning which enabled them to develop a deeper understanding of 

themselves and patients with dementia. The importance of support to increase staff 

preparedness for dementia care practice was further documented by Zimmerman, et aI., 

(2005). This study examined staff attitudes, stress, and satisfaction in dementia care in 

154 direct care workers including a majority of AINs from 41 residential care and 

assisted living services. Care staff completed three research questionnaires: Approaches 

to Dementia (Lintern, et ai., 2000), Work Stress Inventory (Schsefer & Moos, 1993) 

and Staff Experience Working with Demented Residents (Astrom, Nilsson, Norberg, 

Sandman & Winblad, 1991). The findings revealed that dementia-sensitive attitudes 

and job satisfaction were consistently associated with a person-centred attitude related 

to satisfaction and perceived competence in providing dementia care. Correlations 
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between the three measures were -0.03 (attitudes and stress), 0.21 (attitudes and 

satisfaction; p<.O 1) and -.24 (satisfaction and stress; p<.O 1). Deliberate over-sampling 

of residents in nursing homes, compared to residents living in dementia care units, and 

use of self reporting questionnaires, provided a robust examination of the results. These 

findings are important, since approaches to dementia care and organisational support 

are amenable to change (Gruss, et aI., 2004). However, to ensure that care staff have the 

necessary resources to provide quality dementia care, they need to upgrade their 

knowledge and ski \I through the support and encouragement of their managers. 

2. 7.4 Staff knowledge and skills in dementia care 

The abil ity for care staff to engage with dementia care residents is difficult, as many 

residents have lost the ability for reciprocal communication. In these cases, unmet need 

is often communicated through behaviours often labeled within the psycho-geriatric 

community as Behavioural and Psychological Symptoms of Dementia (BPSD) 

(Rundqvist & Severinsson, 1999). This situation can be challenging for staff who lack 

the education and training to engage positively with residents with little or no verbal 

communication skills. Staff need to understand that most forms of these behaviours 

reflect the resident ' s attempts to communicate an unmet need (McGilton, 2002; 2004). 

If staff are to develop a therapeutic relationship with these residents they will need to 

develop a high level of emotional commitment to the residents (Bejamin & Spector, 

1990), as well as competence in therapeutic care practices (Rader & Barrick, 2000). 

Both elements are needed to build up positive relationships between resident and staff, 

and achieving such a goal can be intensely difficult if staff feel any sense of burden 

associated with care-giving, especially for residents with severe dementia-related 

behaviours (Sounder & O' Sullivan, 2003). 

An Australian study conducted by Chrzescijanski , et aI., (2007) examined the impact of 

an education intervention on residents' emotional responses by employing the 

Emotional Responses as Quality Indicators in Care scale (ERIC) (Commonwealth 

Department of Health and Aged care, 1999). Resident aggression and staff attitudes and 
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perceptions towards care management of persons with dementia were examined. 

Learning how to employ the ERIC provided important education for care staff, which 

was designed to enable staff to perceive aggressive behaviour as an expression of 

feelings and emotions related to unmet need. Forty-three residents and 85 staff, 

consisting of RNs, ENs, PCAs and therapy staff from four nursing homes participated 

in the study. The Attitude to Elderly Severely Mentally Infirm Care Scale (Humphreys 

& Turner, 1989) (reliability= 0.8) was employed to assess the staffs attitudes before 

and six weeks after the education intervention. While there was a drop in resident 

aggression scores measured by the BAGS aggression scale (Queen Elizebeth Geriatric 

Centre, 1992) in the first two weeks following the education intervention, there was no 

significant difference in the mean total aggression score over time. At the same time, 

while consistently positive scores were produced in staff attitudes towards residents 

after the ERIC intervention, there was no significant difference between scores for staff 

classifications either before or after the intervention. Despite reporting a highly positive 

staff attitude to work, the study result from the hourly observation of aggressive 

behaviour also indicated that people with dementia display cues about imminent 

aggression, but this was inadvertently ignored by the staff, as they were unable to 

recognise or understand what the person with dementia was conveying about their 

needs. The study concluded that staff perceived dementia care work was challenging 

but enjoyable, non-stressful and personally rewarding. As well , these positive outcomes 

occurred without really " knowing" the person with dementia and understanding their 

needs. 

These study results concur with those reported earlier by Skovdahl, et aJ.,(2003) and 

Nay (1998), who emphasised that most staff in the aged care homes do care about 

residents with dementia and enjoy their work, but their perceptions about the quality of 

care provided and the reality of care and practices are often contradictory. While nurses 

are generally caring towards residents, they do not always recognise the consequences 

of the way they deliver care because they are not adequately educated to know the 

difference between resident well-being and ill-being, and the factors associated with 
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these different outcomes. Nurses and care staff who have many years of experience in 

dementia care often assume that they "know what the best is" and this perception may 

lead them to base care on "mother nature nursing" (Nay, 1998: pA01). 

These findings have important implications for resident outcomes, for despite staff 

reporting positive attitudes towards caring for residents with dementia and their 

intention to provide what they think is the best care, without continuous education and 

training in evidence-based best practice, staff "best practice" may be merely a reflection 

of their group culture of care. For nurses and care staff to engage in best practice 

through education and training they need the ongoing support of their immediate and 

senIor managers. 

2.7.5 Management support/or best practice in dementia care 

Laschinger (2001) found that access to workplace empowerment structures such as 

information systems, workplace resources, management support and education, resulted 

in staff feeling empowered to accomplish their work and this resulted in reducing job 

strain. Positive attitudes of managers towards care staff roles and achievements were 

found to have a positive effect on the well being of the staff and on reducing their job 

stress (Mikkelsen, et aI., 2000). When managers were more supportive, the quality and 

quantity of staff-resident interactions, the staff's sense of accomplishment and their 

involvement in decision making improved (Jenkins & Allen, 1998). Tellis-Nayak 

(2007) confirmed the importance of a caring management approach for positive staff 

behaviours and concluded that a person-centered workplace is conducive to turning 

workers into dedicated carers. To facilitate a healthy workplace, Kane-Urbarrabazo 

(2006) suggested that managers must be mindful of the types of organisation culture 

established, including power, role, task and person culture, their presence to put support 

systems and other mechanisms in place to support their employees (Albinsson, & 

Strang, 2002). This was found to be particularly important at times when changes in 

practice were being implemented, following staff education and training (Kane-

Urbarrabazo, 2006). 
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The impact of management support to implement change was demonstrated in a 

Canadian study which evaluated a training program on bathing techniques for persons 

with dementia (Martin, et a\. , 2004). A 12 hour continuing education program was 

delivered to 45 direct care staff for residents with dementia from long-term care 

facilities or clients from community-based agencies. The focus of training was based on 

the acknowledgement of the individual from a person-centred care perspective. Whilst 

the outcomes of the training program demonstrated staff improvement in the knowledge 

and clinical application related to the bathing problems they encounter at work, staff 

expressed concerns with the lack of managerial support, organisational issues with 

staffing ratio and poor environmental design features, and most of all the lack of a 

clinical coach or supervisor to facilitate reflective application in the practice of the new 

skill that they had learned. That organisational factors or workplace issues can be 

barriers for the successful implementation of psychosocial education/training In 

dementia care was again confirmed by another study by Davison, et aI., (2007). Due to 

the lack of management support, staff stated they had no time for education or training 

and declined the offer of support from the researchers to continue with the program 

after the completion of the study. A high staff attrition rate was also identified in this 

facility . 

The I iterature points to many factors that contributed to the success of staff training 

programs. These include influences from the background, social demographics, and 

level of education and training of the nurses and care staff, the socio-cultural system of 

the workplace and the residents with dementia. So, while there is an expectation that 

education and training is needed to bring about sustained improvements in care quality 

and hence, outcomes for residents with dementia, it is di ffic ult to see how quality care 

can be achieved given the constraints to workforce supply and education/training in the 

residential care setti ng. Hickman & Talerico (2004) confirmed that there are competing 

needs in this care setting and that care staff have to negotiate when trying to meet the 

needs of the organization, the many residents and their families. Supporting the 
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resident's independence and meeting individual needs can be an overwhelming 

challenge for all staff and too difficult for care staff to manage. According to Hickman 

and Talerico (2004), a change in management structure and approach is needed to 

overturn the traditional culture of task-oriented care and a rigid hierarchical structure, to 

allow care staff to focus more on positive resident outcomes. 

Creating positive changes in the care of persons with dementia in a complex 

environment, such as residential care, is a challenging task. However, the need for 

change has been recognised and studies have identified various factors involved in the 

change process to improve outcomes for persons with dementia (Kovach & Krecji, 

1998). In a study to evaluate the impact of aged care reform, Jeong and Keatinge (2004) 

sought perceptions of factors facilitating change in dementia care from nurses and care 

staff. According to Kovach & Krecji (1998), ranking of preferred factors was based on 

a q-sort methodology with 181 employees from diverse sites (urban and rural , large and 

small, profit and non-profit) and groups (mix of nursing staff, administrators, social 

workers and activity therapists). Preferred facility factors included teamwork, 

administrative support, staff attitude and knowledge, whereas personal factors included 

genuinely liking people with dementia, being flexible, kindness and calmness and 

having a positive attitude, especially in terms of practicing the psychosocial nature of 

this work These findings support preference for good leadership by nurses and care 

staff, communication and management systems that enhance involvement and 

empowerment as fundamental tenets in the attainment and sustenance of real change in 

dementia care. 

As identified above, one positive care model that encapsulates these qualities in 

management systems is PCC, an approach that is attracting growing support from 

residential aged and dementia care managers (Brooker, 2007). However, like all other 

culture and practice change models, management support, education and training and 

the understanding, acknowledgement and willingness of staff to adopt required changes 

are necessary ingredients in enabling thi s to occur. 
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2.8 Conclusion 

From this literature review on dementia and care delivery systems, it has been 

identified that caring for residents with dementia is challenging and demanding because 

of many factors , including the presence of behaviours that signal unmet need in 

residents with dementia, workforce issues such as acute staff shortages, and low levels 

of education and training in dementia care, and inadequate levels of management 

support to enable necessary culture and practice changes to occur. People with 

dementia are vulnerable because of their complex care needs. As a result of the 

language impairment associated with their condition, many people with dementia often 

communicate through behaviour which can be seen by uneducated care staff as 

dementia-related symptoms that need to be controlled or suppressed. Unless nurses and 

care staff are equipped with evidence-based knowledge and understanding of dementia, 

as well as ski lIs to appropriately care for the person with dementia, care will remain 

suboptimal. Lack of positive staff-resident engagement is commonplace when people 

with dementia are viewed by staff as unaware of the world around them and thus, 

incapable of making cho ices about the way they live the ir lives (Marshall, 2001). The 

literature strongly suggests there is a need to improve the current practice in dementia 

care, particularly in relation to the management of behaviours that occur when needs 

are unmet. One way of addressing this issue is through the pee approach, which is a 

humane and holistic approach that is proving to be effective and synonymous with 

quality in dementia care (Brooker, 2007). 

Many factors were identified in the literature that have the potential to limit the success 

of pee in dementia care settings. The wi llingness of care managers, nurses and care 

staff to embrace pee is crucial to the positive outcomes for these residents, as these 

staff play an integral role in supporting residents ' holistic needs. The literature on the 

effectiveness of OeM to assist nurses and care staff apply pee in dementia shows 

promise, although reports of its success are fragmented and limited. There is very little 
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evidence of the success of OCM in changing care quality, from the perspective of 

nurses and care staff who are the targets of care reform. The lack of an all -inclusive 

approach in this area provides ajustification for the study. 

The purpose of this study was to examine the effectiveness ofPCC education and OCM 

procedures in changing care practices towards a PCC approach. This was examined by 

gaining the perspectives of nurses and care staff about dementia, residents with 

dementia and dementia care practices, staff s perceptions about PCC and the DCM 

process and also by observing their care delivery with residents living with dementia in 

the residential care setting This study adds to the knowledge about DCM as a vehicle 

for promoting PCC in dementia care. The following chapter provides information about 

the theoretical frameworks used for the study. 
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Chapter 3 The conceptual frameworks for the study 

3.1 Introduction 

Chapter 2 discussed models aimed at improving care quality for persons with dementia 

living in the residential aged care setting. Kin-vood's (1997) Person-Centred Care model 

was described as the model adopted for the study and this model is based on Kitwood's 

(1997) Psychosocial Theory of Personhood in Dementia. This chapter describes and 

provides justification for the use of Kitwood's (1997) Psychosocial Theory of 

Personhood in Dementia. The other conceptual framework for the study, Lewin's (1951) 

Theory of Change, is also described and justified as relevant to implementing Kitwood's 

(1997) Theory in care sites which involve significant cultural change to enable Person-

Centred Care to occur. Factors contributing to the aged care sector's concerns with care 

management are examined through a quality improvement and practice development lens. 

3.2 Psychosocial Theory of Personhood in Dementia (Kitwood, 1997) 

3.2.1 Development of the theory 

Kitwood's (1997) Psychosocial Theory of Personhood in Dementia explains the context 

for Person-Centred Care (PCe) practice and how this is applied in dementia care. This 

theory originated in the work of Carl Rogers (1961) and cl ient-centred counseling, which 

was founded on the therapist's unconditional positive regard for the client as a person. 

The terms "personhood" and "person-centredness" were intended to be direct references 

to Rogerian psychotherapy, with its emphasis on authentic contact and communication. 

Therefore, Kitwood's (1997) work to refocus dementia care away from the medical 

model was part of a wider movement within psychology, being similar to that occurring 

in the disabilities rights movement (Sabat, 1994). Hence, development of the 

Psychosocial Theory of Personhood ' in Dementia was part of a wider movelnent in the 

last decades of the 20th century which recognized that peop le with dementia could benefit 

from a psychological approach, had human rights and were affected by the de-

human ising care practices occurring in many care settings (Brooker, 2007). This work 
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recognized the power of the social environment, especially where personhood is 

undermined in the person with dementia by dehumanizing interactions with others, 

including care staff. 

The Psychosocial Theory of Personhood in Dementia was derived from extensive 

observations in formal settings using the critical incident technique. Psychologist Tom 

Kitwood (1997) studied the depersonalising tendency of staff in caring for persons with 

dementia, and described this as Malignant Social Psychology. Kitwood (1993, p.46) 

found that people with dementia not only suffered from the neurological manifestation of 

cognitive impairment, but also began to lose access to their personhood as part of this 

Malignant Social Psychology. Kitwood (1997) observed the very harmful influences of 

some forms of care giving, symptomatic of a care environment which is deeply damaging 

to personhood, and which possibly even undermines physical well-being. For example, 

Kitwood (1993) observed that people with dementia were often subjected to 

dehumanizing acts by care staff through labeling, disempowerment, objectification and 

infantalisation. These approaches not only affected the person's dignity and their own 

sense of value, but also impacted on the nurse's attitude to their care responsibilities, 

which could equally be disaffected by the negative experiences of the person with 

dementia (Graham, ] 999). 

According to Kitwood (1993), the act of caring could become maladaptive and inhibiting 

as the level of dependency of the person with dementia increased, and this contributed to 

their loss of personhood. A traditional nursing culture of task orientation which focuses 

on physical care to the detriment of psychosocial care may contribute to staff 

unwillingness, or inability, to provide human contact for people with severe dementia 

who spend long hours alone in residential care homes (Kitwood, 1997). Kitwood (1997) 

affirmed that the presence of "malignancy" occurred because of cultural inheritance and 

not necessari Iy as a resu It of the sheer "malignant" intent of the care-giver whose work 

was often done with kindness and with good intent. 
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3.2.2 Defining the Psychosocial Theory of Personhood in Dementia 

In explaining the principles supporting the Psychosocial Theory of Personhood In 

Dementia, Kitwood (1993) argued that people should consider factors other than neural 

damage when seeking to understand symptoms of distress and loss of personhood in 

dementia. The notion of "personhood" is based on a broader conceptualisation that 

human life is interdependent and interconnected. In socio-psychological terms, 

personhood is associated with one's self-esteem, the recognition of an individual's place 

in a social group which provides stability, integrity and continuity of the sense of self. 

Personhood is described as "a standing or status that is bestowed upon one human being, 

by others, in the context of relationship and social being" (Kitwood, 1997, p. 8). It is not 

a property owned by the person, but rather as a product of relationships with others 

(Jenkins and Price, 1996). Based on this dynamic concept, Kitwood (1997) maintained 

that personhood can be nurtured or diminished, depending on whether the person is being 

valued or depersonalized. 

3.3 The philosophy of Person-Centred Care (PCC) 

Within the traditional approach to dementia care practice, the biomedical model 

dominates, focusing more on treating the disease than supporting the person ' s uniqueness 

and strengths (Brooker, 2007). There is an emphasis on what is lost in dementia rather 

than what is still retained within the person. In this approach, dementia is solely viewed 

as a result of the neurological changes in the brain, and seen as "no cure, no help and no 

hope" (Kitwood, 1997. p. 54). This approach fails to acknowledge the person who still 

exists within the disease process and the emphasis of care is on maintaining routines and 

behaviour management. By contrast, pee focuses on achieving "personhood" in care 

delivery. 

In developing the Psychosocial Theory of Personhood in Dementia Kitwood (1993) 

sought to shift the focus of dementia from a disease process to the understanding of 

personhood and its preservation. The conceptual framework of "personhood", thus, 
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provides a basis for understanding how to implement care that is person-centred 

(Kitwood, 1997). The philosophy of PCC is holistic in order to promote the person's 

well being, and to meet their psychosocial needs for love, comfort, attachment, inclusion, 

occupation and identity, which then promotes their personhood (Kitwood, 1997). Quality 

dementia care means providing "positive person work" that acknowledges personhood 

through what Kitwood (1997, p.91) termed "recognition, negotiation, collaboration, 

validation and facilitation" to promote well being. PCC enhances the person's self-worth 

and enables the person to feel supported, valued and socially confident, in-spite of the 

advancement of neuropathology, and staff recognise the importance of acknowledging 

the subjective experience of the person with dementia (O'Connor, et al., 2007). This care 

is distinguished by offering the person as much choice and control over their daily life as 

possible (Martin and Younger, 2001). Care staff, therefore, playa very important role in 

supporting these outcomes (Woods, 1999). 

Kitwood (1997) extended the Psychosocial Theory of Personhood in Dementia to 

consider value attributed to care providers, whose state of well being is essential in the 

care-giving relationship. Kitwood argues, "When employees are abandoned and abused, 

probably the clients will be too. If employees are supported and encouraged, they will 

take their sense of well-being into their day-to-day work" (Kitwood, 1997, p. 103). The 

role of the caregiver is very important and yet they too, can be quite vulnerable in the 

care giving role (Woods, 2001). Based on the assumption that the commitment of this 

approach to the residents will only occur with the support of the care staff and the 

workplace, staff factors need to be considered when discussing the transformation of the 

care model , especially within the constraints of the health care system. 

PCC, then, is a care model that differs philosophically from the medical , or disease-

focused , approach to caring for the person with dementia, including the way that 

"Behavioural and Psychological Symptoms of Dementia" (BPSD) are conceptualized and 

managed. PCC focuses on acknowledging the subjective experiences of the person with 

dementia in order to re-define the distress they are experiencing, whereby behaviour 
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associated with dementia is considered to be Unmet-Need Behaviour (UNB), or Need-

Driven Behaviour (NOB), with care focused on improving the person 's quality of life 

(Kitwood, 1997). 

3.3.1 Principles and practice of Person-Centred Care 

True to the Theory that supports PCC, the ten principles of care include: attending to the 

whole person; knowing the person as an individual; respecting the person's past; focusing 

on the person's positive attributes and encouraging independence as much as possible; 

using a flexible approach in communication; nourishing attachment as bonding; 

providing psychological safety to prevent extreme isolation; creating a sense of 

community to meet the person's need for belonging by recognizing and accepting the 

person for their uniqueness; maximizing the person's freedom and minimizing control; 

not just giving but receiving by aJlowing the person to give of themselves in different 

ways ; and maintaining a moral world, allowing the person to feel secure and valued 

(Loveday, Kitwood & Bowe, 1988). Seeing the person as unique and understanding their 

subjective self can be achieved by taking their life history into account when providing 

care. 

An illustration of a PCC nursing home was reported by Flesner and Rantz (2004) at 

Crestview Home, UK. Administration of the home was based on six components: 

adopting a philosophical shift from bodily care to support of people in obtaining lives of 

personal satisfaction; creating individualized living space; empowering direct support 

staff as individual resident advocates; paying respect for each person ' s unique life-long 

patterns, preferences, and individual needs; providing opportunity for each person to 

experience personal growth, development, and sense of contribution; and ensuring the 

resident's continued connection to the greater community. This homelike environment 

aimed to value the resident as a worthwhile human being and respected their rights and 

dignity in caring, thereby promoting the practice of PCC. The staff shared meals with 

residents who could perform their activities of daily liv ing anytime that they preferred, as 

there was no stipulation of structure for routine. While residents were happy living there, 
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the staff developed a good relationship with the residents of Crestview home. 

Management reported improvement of attitudes in the workforce and the residents. The 

incidence of pressure sores, weight loss, falls and restraint use also decreased, as well as 

the problem with staff turnover. Even though it did not specify the resident/staff ratio or 

details of any cognitive impairment, this report still provided a detailed account of PCC. 

This example of a person-centred environment and care practices encapsulates Kitwood's 

(1997) principles of personhood. 

In order to assist care staff and managers refocus towards PCC, Kitwood and Bredin 

(1988) devised Dementia Care Mapping (DCM), which is an observation tool to measure 

the resident's state of well-being and ill-being in relation to their care environment. The 

DCM data are analysed to provide a well-being/ill-being (WIB) score for individuals with 

dementia and these results are fed back to direct care staff and their managers to assist 

them in providing PCC. Concrete examples of Positive Events leading to well-being in 

the person with dementia, as well as Malignant Social Psychology (MPS) events leading 

to ill-being, are provided in the DCl'vl observation tool guidel ines. In aged care homes 

like Crestview in the UK, DCM would be employed initially to assist staff understand the 

connections between the total care environment and resident well-being. 

Hence, the Psychosocial Theory of Personhood in Dementia frames the approach taken in 

PCC through the DCM procedures. Applying the Psychosocial Theory of Personhood in 

Dementia involves a change in thinking about what is meaningful for the person with 

dementia, since the focus in care delivery is to meet the person 's expressed needs in ways 

that make them feel valued and unique. One of the central aims of this study was to 

examine the impact on staffs care practices for residents with dementia by introducing 

pee through the DCM procedures. 

3.3.2 Person-Centred Care and cultural change in dementia care 

According to Deutschman (2005) culture can be described as "a set of values, beliefs, 

norms, customs, rules and codes that lead people to define themselves as a distinct group 
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with a sense of commonality. Norms and values are learned as part of cultural 

conditioning and shape the way people view the world and the way they interact with one 

another" (Deutschman, p. 274). Workplace culture can include management style, or the 

attitudinal norm defined by positiveness or defensiveness. Cultural norms provide a 

common ground for the organisation 's way of thinking and behaving (Suominen, et aI., 

1997; Tommey, 2000). For example, Thorne, Kazanjian & MacEntee, (2001) identified 

lack of oral health care for residents with dementia was an issue that related to care staffs 

lack of understanding about its importance and/or priority setting. Changing the culture 

of oral health care for residents was proven too difficult for staff who were time-

pressured and where there were rigid and standardized practices within the organization. 

These findings signal inflexibility in addressing entrenched work cultures that focus more 

on achieving time schedules than meeting resident needs. Cultural change in dementia 

care settings is central to the principles and practices ofPCC. 

Thus, PCC requires a shift in the focus of care which puts the person before the task. In 

this particular model, care of the person with dementia is more than just providing 

physical care; it includes the need to acknowledge their subjective experiences and to 

value their uniqueness as a person, irrespective of their disability. In complex care 

settings such as residential care homes, it is no easy task to merge the cultures of care 

practiced by different staff coming from diverse ethnic, social and educational 

backgrounds to bring about desired change. 

3.4 Factors influencing practice/cultural change in residential dementia care 

Many studies have been conducted on practice development and cultural change to 

improve qua] ity of residential dementia care. Results of the change, however, may vary 

depending on the factors involved (Curry, Michalski & Gruman, 2000; Marquis, et aI., 

2004; Resnick et aI., 2006; Scalzi, Evans & Hostvedt. , 2006). 
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Marquis, et aL, (2004), in their study to examine workplace cultures that support staff 

retention in residential aged care, identified factors which facilitated the change process. 

This included a good team spirit created by the match between individual values and 

organisational philosophy, high staff morale, access to educational opportunities and 

flexible working arrangements. Staff believed that quality of care is high when the health 

care of both the residents and the staff are addressed in organisational policies. Another 

example of factors that impact on culture change is demonstrated in a study by Scalzi, et 

aL , (2006), who employed semi-structured interviews with 67 residential care staff and 

14 family members in three large · size nursing homes undergoing an organisational 

change over 18 months. Enablers for change were observed by the researchers included 

the presence of change champions to provide role modeling; effective leadership to 

promote shared values underlying culture change and enhancement of relationship with 

community; and quality of work life with staff and family involvement in the culture 

change decision. Barriers to change were identified by participants as exclusion of care 

staff from culture-change activities, emphasis on rigidity in regulatory compliances and 

high turnover of administrators and care staff. 

3.4.1 Barriers to change in nursing practice 

Furthermore, inadequate staffing, poor team comm unication, staff attitudes and a lack of 

knowledge and training in alternate practices were reported by care staff as barriers to 

practice change in individualised care (Curry, et aL , 2000). Similarly, Resnick, et al. , 

(2006) reported that other than residents ' refusal to participate, poor communication 

between nurses and managers; insufficient know ledge or education about the work 

required ; lack of appropriate supplies; and insufficient administrative support were 

factors identified by the nursing assistants as barriers to engaging in restorative care 

activities following their participation in the targeted education classes. 

According to Marquis and Huston (2006), many good ideas for change are never realised 

because of poor timing or a lack of power from the change agent. For example, some 

organisations and individuals tend to reject change if they perceive that outsiders have 
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imposed it on them. Tomey (2000) added that resistance to change is common, as change 

introduces a fear of failure when trying something new thereby losing current satisfaction. 

Lack of organisational support has been cited as a common barrier to change. From a 

study using multiple data measures such as staff interviews, observations, diary keeping 

and related documents to examine the process of change experienced by a group of staff 

in a day hospital for people with dementia, Ardern (1999) reported staff defensiveness 

and risk containment to safeguard care gains from proposed organisational change when 

threats to the future were perceived and low support was encountered. 

3.4.2 Leadership and manager's support in/acilitating change 

The role of the manager is crucial in creating a culture of change and assuming 

responsibility to manage the change process. Managers provide leadership to encourage 

teamwork which promotes open communication and a supportive environment to reduce 

fear of change. Thus, effective leadership and staff who work as a team can transform the 

workplace culture to effect needed change (Mahoney~ 2001). Marquis and Huston (2006) 

define leadership as the ability to influence others through the process of guiding, 

teaching, motivating and directing the activities of others towards achieving the planned 

goal. Management involves the coordination and integration of resources for the 

attainment of specific goals or objectives in an organisation. The manager has the 

responsibility and accountability for the completion of the task through the activities of 

planning, organising and directing. Examples of positive change factors included the 

manager 's holistic approach in the successful completion of innovative strategies to meet 

the requirement of new policy for nursing staff practices following the aged care reform 

in Australian aged care homes (Jeong and Keatinge, 2004). Innovative leadership in 

facilitating teamwork ensured that a high standard of nursing practice occurred and that 

staff job satisfaction was maintained by provision of material, environmental, 

psychosocial and psychological resources. 

As identified in the above studies, the process involved in change management is 

complex, with organisational and individual values, perceptions and attitudes of staff 
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playing an important role. At times, the presence of cultural barriers can cause resistance 

to change, and have to be removed before the change process moves between each key 

step (Tomey, 2000). Researchers Mahoney (2001), Jeong and Keatinge (2004) and 

Marquis and Huston (2006) all found a close relationship between group culture, the 

capacity of the workplace to create and sustain improvement and nursing leadership, 

which is particularly important in influencing and modifying the group culture before 

effecting a change in clinical systems and processes. Kane-Urrabazo, (2006) maintained 

that while many managers acknowledge the significance of culture, few recognise the 

impact of their role in shaping organisational culture. Lewin's (1951) Theory of Change, 

therefore, provides a theoretical understanding in the change process to promote PCC. 

The Theory assists in the identification and interpretation of the factors that cause 

resistance, acceptance and adoption of change, and also the process occurring in these 

di fferent behaviours. 

3.5 Change Theory (Lewin, 1951) 

In contemporary society, change is an inevitable and continuous process in health care, 

influenced by new knowledge and technology, new social requirements, and changing 

client needs and demands (Tommey, 2000). However, most systems will strive to 

maintain equilibrium as change poses challenges to this maintenance much like the 

human body maintains homeostasis. Lewin, (1951) asserts that, within a social 

phenomenon, people maintain a status quo when there is equi librium between the driving 

and restraining force. Lewin's Theory of change requires the identification, analysis and 

balance of the driving and restraining forces, referred to as a force-field analysis. Change 

will occur when the balance of the opposing forces is altered. 'According to Lewin (1951), 

force that calls for change is referred to as a driving force whereas that opposing the 

change is the restraining force. These forces, however, are underpinned by multiple 

factors which may affect the tendency to change. The factors may include attitudes, 

beliefs and norms as well as knowledge and technology. People tend to resist change 
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when it requires an alteration in values or beliefs and change that requires something 

extra, or poses a threat. 

3.5.1 Stages in the change process 

To describe the underlying obstacles in the course of change, Lewin (1951) outlined a 

three-step process called "unfreezing, movement and refreezing". The "unfreezing" 

process breaks down the forces supporting the existing system, first of all by identifying 

the need for change and subsequently preparing the organisation for change. The second 

stage involves "movement": where the change agent plans and implements appropriate 

strategies for change, and new procedures, systems or behaviours are identified, 

communicated, modeled and practiced. The changes are not yet set in position. In the 

"refreezing" stage, the changed behaviour will be reinforced to secure permanency. 

Lewin (1951) also emphasised that this three-step change process is continuous and 

should not occur just once but as a cycle of action. A manager with good leadership skills 

is critical in guiding, motivating, planning and organising the activities for the processes 

in the three stages of change (Scott-Cawiezell, Jones & Moore, 2005; Kane-Urrabazo, 

2006). 

Since changes to established care routines and approaches were expected following the 

introduction of the PCC intervention in the study, it was considered useful to employ 

Lewin's Change Theory (1951) as a conceptual framework alongside the Psychosocial 

Theory of Personhood in Dementia (Kitwood, 1993). It was envisaged that Lewin's 

Change Theory (1951) w uld assist in understanding and interpreting the change 

processes that were expected to occur in care practices. The concepts of "driving and 

resisting forces" provide an insight into the factors that promote or oppose change in this 

care setting, an understanding of what is involved in the change process and explains why 

the process of change is successful in achieving the study aims. 
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3.6 Conclusion 

The theories employed for this study included the Psychosocial Theory of Personhood in 

Dementia (Kitwood, 1993) and Lewin's Theory of Change (1951). Both theories 

contributed to the conceptual framework for the study and were used in interpreting the 

study findings. The findings from previous dementia care nursing studies have been 

presented to demonstrate how both theories provide an appropriate framework to explain 

the acceptance, or rejection, of Person-Centred Care and Dementia Care Mapping in 

residential aged care. 

Chapter 4 will provide the details on the study aims and objectives and study methods. 
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Chapter 4 Research Methods 

4.1 Introduction 

Chapter 3 provided an outline and justification for the conceptual framework for the 

study, wh ich is based on the Psychosocial Theory of Personhood in Dementia (Kitwood, 

1997) and the Theory of Change (Lewin, 1951). Chapter 4 provides details of the study 

methods and includes the study aims, study design, study setting and population sampled, 

sample selection and recruitment, study measures, study procedures, and data 

management and analysis. 

Th is study focused on the experiences of residential aged care staff providing care and 

diversional therapy services to residents with dementia. It was embedded in a larger study 

conducted in 2005-6 by chief investigators Professor Lynn Chenoweth and Professor 

Jane Stein-Parbury of the University of Technology Sydney, who supervised the 

researcher Freeman. The larger study was project managed by Dr Yun-Hee leon. 

Chenoweth's, leon 's and Stein-Parbury's study aimed to evaluate the outcomes of 

Person-Centred Care (PCC) through the Dementia Care Mapping (DCM) procedures for 

residents with dementia and care staff on: 

1. resident health and well-being 

2. incidence and severity of resident behaviours associated with dementia 

3. dementia care staff knowledge, ski lIs, attitudes and practices 

4.2 Study aims 

The literature revealed that residential care staff can experIence significant stress in 

managing resident's unmet need behaviours such as screaming, aggression, severe 

agitation, pacing and extreme apathy. Whilst the Person Centred Care (PCC) intervention 

involve bringing about change in care practices to reduce resident's unmet need 

behaviours, it was considered important to examine whether employing Dementia Care 

Mapping (DCM) to implement PCC had an impact on participating residential care staff. 
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This study, therefore, focused only on staff participants who were included in the PCC 

intervention arm of Chenoweth's, Jeon's and Stein-Parbury's study. It did not include the 

participating residents with dementia in either the intervention or control sites, or the staff 

working in the control sites, of Chenoweth ' s, Jeon 's and Stein-Parbury's study. 

Therefore, the aim of the research was primarily to investigate the impact of introducing 

Person-Centred Care through OCM on participating nursing and care staff. The specific 

areas of investigation included: whether there was any change in the perception of staff's 

attitudes to the residents and dementia care; the staff s general health and sense of 

psychological well-being; and in particular, the staff' perception of their care delivery 

approaches, practices and professional roles following the OCM and pec intervention. 

The following questions \vere posed to achieve the study aim. 

I. What is the effect of the OCM process and PCC on nursing and care staff's 

attitudes and reactions towards residents unmet need behaviours and their feelings 

about caring for them? 

2. What is the effect of the OCM process and PCC on nursing and care staff's 

perception of work-related stress, health and psycho logical well-being? 

3. What is the effect of the OCM process and PCC on nursing and care staff's 

perceptions of care del ivery approaches and practices for residents with unmet 

need behaviours? 

4. What is the effect of the DCM process and PCC on nursing and care staff's 

perceptions of dementia care work and their role as a care-worker? 

5. Is there a difference in staff perceptions and observations of care delivery? 

6. What are the staff's responses to the OCM process and their perception of PCC 

intervention? 
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4.3 Research Methodology 

4.3.1 Study Design. 

This study employed a mixed method design and multiple data sources including staff 

questionnaires, staff focus group discussions, non-participant observations of staff care 

delivery; and in-depth interviews with staff. The initial phase of the study was embedded 

within the intervention arm of the quasi-experimental study where quantitative data were 

collected from nurses' questionnaires and non-participant observations over two years in 

the pre/post-intervention design. The second phase of the study was a descriptive 

exploratory design with follow-up, one-on-one staff interviews. 

A set of Staff Questionnaires were employed to measure staff strain, job-related stress, 

health and psychological well being, their attitudes and reactions to resident's unmet need 

behaviour, and their satisfaction with dementia care work (Questions 1-4). Results from 

the staff observation and staff interview were compared to provide answers to Question 5. 

While field notes provided the researcher a background understanding of the work culture 

in the study context, individual staff interviews were conducted following staff's 

responses to the Questionnaires to further explore the staff's feelings and experiences 

with DCM and PCC. Staff interviews focused on their perceived responses to the DCM 

process and to PCC intervention (Question 6). These include their emotional responses to 

the non-participation observation and OCM summary feedback as well as their 

perception of PCC intervention. Theses data also provided information which may 

explain the staff the questionnaire findings. 
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4.3.2 Study Setting 

The study was conducted in the three treatment group sites participating in Chenoweth's 

and Stein-Prabury's project and included two high level residential dementia care sites in 

Sydney and one in the New England area of New South Wales. These sites are identified 

with the acronyms HVM, GCW and BB, to protect their identity. The HVM site was a 

14 secure dementia bed unit located within a 176 bed residential aged care services site in 

the New England region. HVM is owned by a registered training organisation which has 

won several national awards recognising its commitment in staff development. The BB 

site was a religious-based 35 bed dementia-specific aged care unit within a residential 

care complex for high, low and retirement living for 218 residents located in the northern 

region of Sydney. The GCW site was a 30 bed Commonwealth & NSW Health funded 

dementia-specific aged care unit located in a high level residential care facility of 120 

beds in the south-eastern region of Sydney, catering to persons with dementia presenting 

with what the staff named as "challenging behaviours" . 

There were many sim ilarities across the three sites such as, at that time, all were 

accredited by the Australia Residential Care Accreditation Authority, and adhered to the 

Australian Residential Care Accreditation Standards. They had similar management 

structures, staffing ratios (1 nurse to 8-1 0 residents) and staff m ix, were serviced by 

community-based General Practitioners (GPs) and other specialist health staff, and 

provided accommodation, domestic and care services for older people with dementia, 

most of whom presented with a range of behaviours associated with dementia that staff 

found difficult to manage effectively. Staff employed included Registered (RN) and 

Enrolled Nurses (EN), Assistants in Nursing (AIN) and diversional therapists (DT). 

Services from physiotherapists (PT) and occupational therapists (OT), social workers 

(S W) and pastoral care (PC) staff were provided on a needs basis. 

The three care unit sites were funded by the Commonwealth Government with full 

accreditation awarded in the previous 12 months and for the duration of the study period. 

All of the care units housed residerits with moderate to severe dementia who required 
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high level care according to the entry assessment completed by the Aged Care 

Assessment Team (Department of Health and Age, 2002). Following the resident's 

admission to residential care, their levels of care needs were classified according to the 

RCS (Resident Classification Scale) inventory for the purpose of obtaining 

commonwealth funding (Department of Health and Aging, 2005). The majority of 

residents in the study were classified as category 2 according to the RCS inventory. The 

RCS inventory consisted of eight levels of care which indicates the amount of assistance 

required to meet the resident's care needs. RCS Levels 1 to 4 are classified as high level 

care and level 5 to 8 as low level care. Overall care/service need was rated from A (very 

low) to E (very high). As the majority of study residents were scored at RCS Level 2 they 

required full or partial assistance for self care, toileting, eating and to engage in social 

and recreational activities. Many required communication support and a great deal of 

prompting to perform activities of daily living. All participating residents required a safe 

and secure dementia environment to accommodate behaviours associated with dementia, 

such as risky wandering, perseveration, agitation and aggression (Depa11ment of Health 

and Ageing, 1997). 

Ta ble 1: Profile of study sites illustrating their similarities and differences 

Site No. of location Range of services Staff ReS Others 
beds provided ratio profile 

HVM 14 Rural Dementia specific 1: Categories a privately -owned & 
unit within high 8-10 2 -3 registered training 
level residential organisation; has won 
care facility several national 
General high & low awards recognising 
level care available the commitment of 

the organisation in 
staff development 

BB 35 Urban Dementia specific 1 : Categories Religious-based 
unit within the high 8-10 1 -3 charity organisation 
level facility which 
was newly built and 
refurbished at the 
time of the study. 
General high & low 
level care available 
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GCW 30 Urban All high level 1 : Categories Government-funded; 
dementia-specific 8-10 1 -3 provides training for 
units in residential Residents enrolled nursing; 
care facility have a facility accepts 

prImary transfers of residents 
diagnosis from other facilities 
of for behavioural 
dementia concerns 
who 
exhibit 
behaviour 
al 
concerns 

4.3.3 Study sample (N=34) 

The study population included (N=34) consenting, permanent part-time and full-time 

direct care staff employed in the three treatment sites. These staff included Registered 

Nurses, Enrolled Nurses, Assistants in Nursing, Personal Care Assistants, Diversional 

Therapists and Recreational Activity Officers. 

The participating Registered (R~) and Enrolled Nurses (EN) had successfully achieved 

an approved program of nursing study recognised by the Nurse Register Authority of 

New South Wales. These qualified nurses performed nursing care duties such as 

medication administration, wound dressings, resident assessments and documentation, 

staff supervision and co-ordination of care delivery for residents. The care unit managers 

provided mainly administrative and supervisory duties to ensure the smooth running of 

the day to day activities in the unit. Assistants in Nursing (AIN) and Personal Care 

Assistants (PCA) had mainly completed an approved program of study offered by 

registered technical training organizations, including the aged care sector, and for much 

shorter periods than the education programs for RNs and ENs. While not acknowledged 

by Nurse Registering authorities, their qualifications were approved by the Australian 

Government and/or the aged care sector for work within the sector. These staff had the 

most direct contact with the residents as they were responsible for most of the residents' 

activities of dai Iy I iving such as personal care, feeding and toileting. The Diversional 
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Therapist (OT) participants had achieved a recognized program of study, whereas many 

of the Recreational Activity Officers (RAO) participants had very often received training 

on-site. Both were responsible for the organisation and running of leisure and recreation 

activity programs which aimed to meet the resident's psychosocial needs. These staff 

members' roles were to assess the resident's social history/life story and personal 

interests in order to plan and deliver recreational activity programs on an individual 

resident and group level. 

4.4. Study Intervention 

The study intervention focused on implementing a Person-Centred Care and comprised 

three components: Person-Centred Care education for participating care staff, Dementia 

Care Mapping observations and reflection on care practices occurring for participating 

residents, and Person-Centred Care planning and implementation for participating 

residents. The study intervention occurred immediately following the pre-test data 

collection at each care unit site, taking one week to implement in each of the care units, 

with a further eight weeks of follow-up advice and suppOli to staff and their managers. 

The three components of the intervention follow. 

4.4.1 Person Centred Care (PCC) Education 

An initial PCC education session (with 2 or 3 staff at a time of about 20-30 minutes 

duration was conducted by Professor Stein-Parbury for all available staff on every shift 

over a three day period. The PCC education was designed to: a) increase staff awareness 

of the experiences and reactions of resident in order to view the world through the eyes of 

the residents; b) shift the attention of nurses from task-focused care to person-centred 

care; and c) promote appreciation by the nurses of the effects of the psychosocial 

environment on resident behaviours, or reactions. Further to this initial education, an 

experiential learning activity occurred with these staff using scenarios of typical care 

situations for persons living with dementia, education on the theory and practice of PCC 

was given to small groups of 3-4 staff working on day, evening and night shifts. These 

sessions, and the resource materials supplied to each participant, assisted staff to 
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understand the concept of personhood in dementia, how to identify some resident 

behaviours as signs of unmet need, and how to prevent triggers for these behaviours 

through staff communication and care practices. Professor Stein-Parbury took 

responsibility for the PCC education program, which was based Loveday's and 

Kitwood's (1998) PCC training program and teaching materials, endorsed by the PCC 

Dementia Group at Bradford University, UK. 

4.4.2 Dementia Care Mapping (DCM) observations in the larger study 

Dementia Care Mapping (DCM) (Kitwood and Bredin, 1988) was conducted by 

Professor Chenoweth and Dr Jeon, who were accredited DCM mappers, for 35 residents 

with dementia in the three treatment sites. These residents were selected on the basis of 

being 55 years and over, having a diagnosis of dementia and the presence of frequent 

behavioural disturbance that staff found difficult to manage. Only those residents who 

were well enough to spend time and be observed in common areas such as lounge, 

recreation and dining areas of the facility were included in the study. DCM observation 

occurred just prior to and during the PCC education program being provided by Professor 

Stein-Parbury. The DCM procedures included detailed observations of residents with 

dementia going about their daily I ife, feedback of these observation data to staff who 

provided care for these residents and assistance to staff to plan and implement PCC as a 

way of promoting and supporting resident well-being. DCM was devised by Loveday and 

Kitwood, who were members of the Dementia Research Group at Bradford University, 

UK. The DCM procedures followed the principles encapsulated in the Socio-

Psychological Theory of Personhood in Dementia from which PCC is derived (Kitwood, 

1997). The rationale behind the Theory and consequently the development of DCM as a 

way of promoting PCC, is that care which fails to support the person with dementia's 

well-being undermines their ability to maintain their personhood, thereby leading to 

emotional distress, poorer health, reduced functioning and possibly the presence of need-

driven behaviours. According to Kitwood (1997) the caregiver's neglect or other negative 

behaviour towards the person with dementia, is one of the key reasons for the resident 's 

state of ill-being, as observed with the DCM instrument. 
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Examples of negative care practices, named as "Negative Detractors" in OeM, include 

presenting the person with misleading stimuli, making demands that exceed the person's 

cognitive and functional capacity, and communicating with the person in ways that 

confuse, demean, ridicule or otherwise distress them. Reactive resident behaviours that 

are observed with OCM may range from complete withdrawal to excessive acting out 

(Brooker, 2007). Since OCM includes direct care staff in the process of understanding 

behavioural manifestations of well and ill-being by considering the DCM observation 

data, it can be an effective education vehicle for introducing PCC for residents showing 

signs of distress. 

Over a period of three days, Chenoweth and leon undertook eight hours of continuous 

observations of each resident, comprising: two periods of four hours (96 time frames, 

with five-minute recordings of the most important behaviour occurring according to the 

OCM recording and scoring rules. These observations were recorded between 8.00am 

and 8.00pm each day unti I all participating residents were "mapped". Two site staff who 

had been trained in the OCM process by accredited OCM trainers one month prior to the 

site visit "mapped" the residents alongside Chenoweth and leon, once inter-rater 

reliability between all mappers reached at least 0.89 concordance. After each five minutes 

of observation the mappers recorded the main behavioural category for each resident 

during that time period, using the Bradford University ' s OCM guidelines to determine 

the most appropriate Behavioural Category Code (BCC). As well as quantifying these 

codes the mappers, in consultation with each other, made a qualitative judgment of each 

resident's well-being/ill-being value (WIB) on a scale of - 5 to +5 at the end of the eight 

hour observation period . Negative Detractors (NOs) occurring for each participating 

resident were also recorded, which are short episodes of care and interaction between 

staff and residents which lead to a reduction in the self-esteem of the resident. NDs are 

unhelpful and unsupportive practices such as infantalisation, objectification and 

stigmatisation which denote treating the resident in a patronising way as if the person is a 

small child or if they were a diseased object or outcast, resulting in the resident not being 

acknowledged or respected as a human being during their care. With the focus of care 

being on completing daily the task such as feeding, the staff may pose threats or physical 
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power on the person through intimidation and outpacing to ensure compliance of care. 

For example, tapping on the residents' lower lip with a spoon to prompt her to eat more 

quickly than what they can mange without stress. Other examples of NOs include 

oppression, disempowerment, exclusion, banishment. These can occur when a chair-

bound resident who has been sitting for sometime attempts to reach out for contact with 

others. Their need to reach out for attention is often ignored and if these attempts were 

repeated, the practice will be to move the resident away from the others so that they 

"can't bother other people" . Positive Events (PEs), or person-centred approaches to care, 

were also recorded throughout the observation period. At the end of recording all 

observation data a number of scores were calculated and each resident was allocated an 

individual WIB value. Group scores were also calculated to provide an indication of the 

WIB for all participating residents in each of the three care unit sites. 

These data, along w ith the summaries of the Positive Events and Negative Detractors 

observed were fed back to nurses, care staff and their managers at separate meetings from 

the intervention groups within 24 hours. The reason for this was to assist them in 

understanding the relationship between the residents ' states of well-being and ill-being 

and the care practices, communication approaches and other contextual factors observed 

over the three days of mapping. The ensuing discussion with these staff then focused on 

ways that they could employ PCC for these residents to prevent and reduce their ill-

being, and improve their well-being. Recommended Care Summaries were developed 

with the OCM-trained site staff for each participating resident and these were provided to 

site staff as a way of guiding PCC plans for these residents. 

4.4.3 Person-Centred Care Planning and implementation 

Individual care plans were then devised with OCM-trained staff and their managers for 

participating residents. The care plans aimed to identify specific resident needs that were 

not being met by site staff and to recommend strategies and approaches to care that were 

person-centred. Many of the care approaches recommended aimed to address unmet need 

and thereby help to reduce or resolve some of the behaviors expressed by residents that 

staff found difficult to manage. The main aim, however, was to assist the staff to 
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recognize how they could strive for person-centred care practices that enabled resident 

well-being. Once the care plans were developed, staff were encouraged and supported to 

implement these and maintain ongoing evaluation of their effectiveness. The research 

team maintained weekly phone contact with the OCM-trained staff and their managers at 

all three sites for the next eight weeks to provide support and to answer any queries they 

had about different care practices they intended to implement. 

4.5 Study Measures 

Data triangulation employing mixed methods was employed to enable a comprehensive 

evaluation of the study aims. Measures employed included staff surveys, staff focus 

group discussions, resident and staff observations and one-on-one staff interviews. 

4.5.1 Staff questionnaire kit 

A staff questionnaire kit was administered to all participating site staff before and after 

the PCC intervention and the OCM procedures. It took between 15-20 minutes for the 

participant to complete the kit depending on their level of English language skills and 

amount of assistance required by the researchers in the process. The kit comprised 5 

validated research instruments in five broad areas: staff's feelings about caring for 

persons with dementia; perceptions about dementia care, reactions towards residents with 

memory and behaviour problems; staff health and well-being; and feelings about their 

work. The questionnaire kit included: 

• A translated version of the Satisfaction with Nursing Care and \Vork Scale 

(Hallberg, Hansson & Axelsson, 1994) which is a 7 item scale with statements 

referring to aspects of working as a part of a team for residents with dementia. 

Nurses were asked to rate the perception of their nursing care with possible 

responses ranging from completely agree to completely disagree. Cronbach' alpha 

was 0.71 for the overall reliability of the scale. 

• Psychosocial and physical health status questions were derived from the Nurses' 

Strain in Aged Care Survey (Hallberg & Norberg, 1993). 13 pairs of words were 

used in this subscale (Emotional Reactions in Nursing Care Scale) to express 
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positive and negative emotions that can be aroused by caring for people with 

displaying disturbed behaviour. Good reliability was established in three out of 

the four items (Cronbach's alpha coefficient of 0.92 for devotion/rejection; 0.86 

for association/dissociation and 0.80 for control/defeat) 

• Reactions to challenging behaviour in persons with dementia were assessed using 

questions on the Revised Memory and Behaviour Problems Checklist (RMBPC) 

(Teri et aI. , 1992). This is a 24-item measure of observations by caregivers of 

residents ' behavioural disturbance with one total score which includes three 

subscale scores (memory, depression, disruptive behaviours). The overall scale 

has a good reliability (alpha 0.84 for behaviour and 0.90 for caregiver reaction) 

with acceptable sub-scale Cronbach's alphas ranging from 0.67 to 0.89. Validity 

has been established against well-established indexes of depression, cognitive 

impairment and caregiver burden. 

• A scaled version of the General Health Questionnaire (GHQ-28) (Goldberg & 

Hillier, 1979) was also used. The most common assessment of mental well-being 

is the 28 items GHQ. The questionnaires were developed as a screening tool for 

assessments of psychological wellbeing as well as any predisposing factors in 

understanding the various sources of distress for workers. Reliability coefficients 

for the scale have ranged from 0.78 to 0.95 in various studies. 

• The Maslach Burnout Inventory (Mas lach , Jackson, & Leiter, 1996) was used. 

Items of MBI were written in the form of statements about the worker's personal 

feelings or attitudes which measure the hypothetical aspects of the burnout 

syndrome. These statements were answered using two response formats as 

frequency and intensity of feelings. There are three subscales in the inventory all 

with good reliability, the Cronbach's alpha coefficient for subscales were .90 for 

emotional exhaustion, .79 for depersonalisation and .71 for personal 

accomplishment. Validity has been established against measures of various 

outcomes that had been hypothesized to be related to burnout. 

• Demographic questions (age, gender, nursing position, qualifications, years of 

experience in aged care, prior experience in nursing the cognitively impaired 

person, total hours worked weekly) were also included. 
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4.5.2 Focus group discussions 

Focus group discussions were held with four or five staff participants at anyone time 

prior to the pee education intervention and the DeM procedures. In total, 5 focus groups 

were facilitated investigator Stein-Parbury over 3 days covering morning, afternoon and 

night shifts. The focus groups elicited information about staff's approaches to dementia 

care and managing the residents' unmet-need behaviours (UNB) to guide the pee 

education program. The focus group responses gave a good picture of staff's views and 

feelings about caring for people with dementia, the particular strategies they used when 

caring for residents with UNB, and to uncover their views on the kind of support they 

required to provide pee for residents with dementia. The question guide used in the 

focus group discussions are listed in Appendix 5. 

4.5.3 Field notes 

Field notes of the kind described by Morse and Field (1996) consisting of in-depth 

observations and engagements with participants throughout the course of the study. These 

were recorded by hand to capture what was seen or heard during visits to the study sites, 

especially aspects of the cultural context unique to each study site. Personal impressions 

derived from these individual experiences, were useful during the data analysis stage, as 

they helped to theorise the whole experience. 

4.5.4 Non-participant observations of care practices of nurses and care staff 

The Quality of Interactions Schedule (QUIS) (Dean, Proudfoot, Lindesay ] 993) was used 

to measure the quality of interactions between staff and residents and quality of care 

provided before and after the pee intervention and the DCM procedures. The QU IS 

observations were conducted for three periods of two-hour continuous observations in the 

morning and late afternoon over three days for the same resident who took part in DCM. 

There was good inter-rater reliability (8.9-9.2) for both the observational technique and 

category coding. Using the QUIS instruction guidelines, five categories of interactions 

between care staff and residents were recorded for every encounter occurring: Positive 
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Care (quality care delivery), Positive Social (quality communication and interactions 

occurring), Neutral (matter of fact communication without any attempt to be therapeutic), 

Negative Protective (communication that aimed to control the resident's actions), and 

Negative Restrictive (care practices that aimed to control the resident's freedom 

unnecessarily). The number of these different interactions was recorded for each resident 

over 12 hours of observation and frequencies scored for each category. 

4.5.5 One-on-one staff interviews 

Semi-structured one-on-one interviews were conducted with staff who had participated in 

the PCC and DCM intervention four months following the post-intervention stage. The 

design of the semi-structured items contained open-ended questions in the first few words 

which served as prompts for the participants. This provided staff with the opportunity to 

describe their experience and perceptions of the OCM process in particular, to explain 

situations/experiences in their own words, to clarify or confirm some of the information 

obtained from the questionnaire kit in the pre and post-intervention stages on their 

perceptions, practices and attitudes, and also to articulate their perceptions of the PCC 

intervention program effectiveness and impact, as well as the impact of the OCM 

procedures. These interviews assisted in clarifying and/or confirming aspects of the data 

obtained from the staff surveys. 

~ Interview questions 

The interview questions were informed by the staff questionnaire responses and the 

dementia care literature. The questions were grouped by the topic and progressed from 

broad and general to narrow and specific. Simple and everyday language was used for the 

wording of the questions and pitched at the educational level of the less qualified 

participants. Leading questions, double-barreled and ambiguous questions were avoided 

(Burns & Grove, 2005 ; Kumar, 1996). In addition to a general introductory question on 

staff perceptions, " What do you think of the pce and DCM process?", a number of 

questions were formatted to assist the participants to explore their experiences, 

particularly in relation to the DCM observation, feedback and care planning process, any 

impact on themselves and any influences on care practices. These questions were based 
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on cultural change in nursing home literature (Scott-Cawiezell , et aI., 2005; Scalzi, et aI., 

2006) and Lewin's Change Theory (1951). Further questions were more specific and 

focused on feelings, perceived changes in dementia care practices especially for residents 

with behaviours relating to unmet need, and perceived support from managers in relation 

to the suggested PCC care practices. 

Prior to the actual interviews, the interview protocol was pilot tested with two Registered 

Nurses (RN) not associated with the study sites, one being the Director of Nursing of a 

small size nursing home and one qualified clinical nurse in a dementia specific residential 

care facility, to identify any concerns with the wording of the questions, sequencing of 

questions and procedure for recording responses. All recommendations were considered 

and some questions re-worded and re-sequenced to improve their accessibility to the 

study participants. The Interview guide used was listed in appendix 6. 

4.6 Ethical Considerations in recruiting residents and residential care staff 

4.6.1 Informed consent 
Research ethics approval was granted by the Human Research Ethics Committees of 

UTS, South Eastern Sydney Area Health Service, New England Area Health Service, and 

the Aged Care Services in Northern Sydney and the New England regions. The CEOs, 

managers and senior staff had provided written approval to conduct the study in their 

sites through consultation with executive staff, the residents' doctors, their families and 

their own staff. All prospective participants were given verbal and written information 

about the purpose and nature of the study in plain English. Residents and their 

families/advocates who did not speak or understand spoken and written English were 

recruited through the services of accredited bi-lingual translators from NSW Health 

Interpreter Services. Consent was obtained from the Guardianship Board for residents 

who had no close family or appointed guard ian. The residents ' GPs or medical specialists 

also gave their consent. All staff who chose to participate provided written informed 

consent. They were made aware of the importance of not feeling coerced to participate 

93 



and that they could revoke their consent at any time if they desired to do so without 

having to provide an explanation to the research team. 

4.6.2 Respecting the participants' rights and safety 

Each case of resident behaviour was considered as unique to the individual and thus it 

was intended that care planning and management strategies would be recommended and 

developed according to these needs, and in accordance with Residential Aged Care 

Accreditation Standards (Commonwealth Department of Health and Family Serv ices, 

1998) NSW Health Guidelines on the Management of Challenging Behaviour in 

Residential Aged Care Facilities in NSW (NSW Department of Health , 2006). These 

principles and guidelines were adhered to in achieving care planning and management 

approaches for participating residents with the assistance of site staff. As governed by 

DCM rules, residents were not " mapped" during episodes of personal care or toileting, 

although, if this was one of the times when targeted resident behaviours were occurring, 

staff were given the opportunity to discuss pce strategies with the researchers, in 0 der 

to identify approaches that would create well-being for the resident during these 

procedures. 

In the initial recruitnlent and groundwork process, all staff were infomled about the 

details of the study and given the opportunity to ask questions. Staff unable to read or 

write English were assisted to understand the consent form by the researchers and a 

nominated staff member at their aged care facility whom they could trust, before seeking 

their consent. All participants were informed very clearly that they had the right to object 

to participating in the study and to withdraw at any time without censure from the 

research team andlor their manger. A small number of staff chose not to participate, 

including some night-shift staff who believed they would not benefit from their 

participation. There were also staff on long-service and annual leave who did not 

participate since they were absent during one or more of the three data collection peri ds. 

All consenting staff completed the Staff Questionnaire, with the majority taking 20 

minutes to complete it on two separate occasions. Staff for whom English was a second 

language were assisted by me and took 35-45 minutes to complete the Questionnaire. 
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Private spaces and staff rooms were used by the staff to complete the Questionnaires, and 

in private rooms for the one-on-one Interviews. 

The PCC interventions aimed to improve care delivery standards and were not expected 

to impose any pressure on care staff or aged care residents. However, the potential and 

likelihood of causing harm to staff and resident participants in the duration of the study 

were considered and appropriate measures were taken by the research team in case there 

were any reactions from staff or residents during the QUIS and DCM observations and 

OCM summary feedback process. For example, in the case of staff who reported anxiety 

reactions to the DCM observation process, they were reassured that they would not be 

identified in any of the data collected or reported on, reminded that the residents were the 

object of observation and staff were given many different occasions to discuss their 

concerns by the research team if anxiety or distress was identified. 

4.6.3 Transparency of the study 

All the participants were given verbal and written information about the purpose and 

nature of the study. The majority of the staff approached by the researcher voluntarily 

agreed to participate in the interviews and subsequently provided informed consent in 

writing. Even though verbal approval had been obtained from the managers for the staff 

to complete the Staff Questionnaire, in some circumstances the staff may have felt that 

they had no choice but to participate in the study. Therefore to avoid this potential risk of 

coercion with staff, measures were put in place to ensure that staff were aware of the 

voluntary nature of their participation and their rights to refuse participation, or to 

withdraw at any time without censure. Staff consent was obtained initially in writing and 

then verbally in subsequent data collection periods. Since some staff withdrew consent, 

had resigned , or were on leave at the Follow-up stage, there was a reduction in the 

number of staff participating in the interviews. 

4.6.4 Confidentiality 

Confidentiality was assured for the participants with all data collected and reviewed, as 

code numbers were assigned to all data. Any information that might identify the study 
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sites and participants was stored in a separate locked filing cabinet in the locked office of 

the chief investigator, Chenoweth, and the project manager (Jeon), at the Health & 

Ageing Research Unit, War Memorial Hospital, Waverley, and in the researcher's 

(Freeman) private file cabinet in her home office. Only these three people had access to 

these data. Keys were provided to the researcher (Freeman) for individual secure storage 

cabinets at the Health & Ageing Research Unit to store paper data files and floppy-discs 

or CD-ROMs. A secure password was selected and known only to the researcher 

(Freeman), the chief investigator (Chenoweth) and the project manager (Jeon) for 

computer storage of data files. The researcher (Freeman) had access to her own locked 

file cabinets and computers using a secure password in her home office. 

4.7 Study Procedures 

Following research ethics approval to conduct the study in September 2005, the study 

was commenced in the three treatment sites consecutively over four months. The staff 

demographic baseline data and pre-intervention staff questionnaires, focus group 

discussions and QUIS observations were conducted over a four-month period in the three 

intervention sites. The PCC intervention and OCM observations were then conducted by 

Stein-Parbury and Chenoweth and Jeon, respectively, immediately following the pre-

intervention data collection at each site. These interventions continued at each of the 

three sites for four months, consecutively. At the end of t he four month intervention 

period at each site the post-intervention data were collected, taking another three months 

for all three sites. The follow-up interviews were conducted for each of the intervention 

sites five months after the post-intervention data collecti on stage. Data checking, 

cleaning and analysis then continued for the staff participant data another 8 months. The 

study procedures are outlined below: 

4.7.1 Stage 1 Recruitment and groundwork (February - June 2005) 

Study participants were invited to separate meetings to discuss the proposed study with 

the research team and the managers of the services. Staff gr ups were convened by their 

managers at different times of the day to accommodate normal shift times. The 
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researchers took this opportunity to explain the philosophy and practice of Person-

Centred Care and the Dementia Care Mapping procedures. Summaries of the study plans 

were provided to every potential participant. Consent to conduct the study was then 

sought from all potential participants, and written informed consent was obtained from 

the majority of potential participants. Following consent for all site participants a study 

flyer was provided for every staff room and nurses' station in each participating home 

and managers copied the flyer to attach to several walkways and notice boards 

throughout the home, so that staff, residents and family members were fully aware of the 

study aims and objectives. 

4.7.2 Stage 2 Pre-intervention Assessments (March 2005 - November 2005) 

Participating staff completed the Nurse Questionnaire. Assistance by the researcher was 

provided when staff had any difficulties in reading and understanding the questions, for 

example where English was a second language. Continuous observations of care practices 

employing the Quality of Interactions Schedule were conducted in each study site at 

consecutive times for six hours each day (during resident wake periods) over three days 

at each site . Focus groups were held with staff working on different shifts to gain a better 

understanding of their care management practices, their routines, their work-related needs 

and suggestions for practice change. This assisted in gaining an appreciation of the 

residents ' profiles, their life stories, habits, usual routines and particular behavioural 

challenges. This information was augmented by reading the residents' case notes, 

speaking with their families and care staff, and observing the general activity pattern 

within the residential context. All these activities were undertaken to enhance trust and 

rapport between the research team, staff and site managers. 

4.7.3 Study Intervention (March 2005 - December 2005) 

The intervention occurred at each of the three sites one by one. As soon as baseline and 

pre-intervention date were collected at each site the Person-Centred Care (PCC) 

Intervention commenced. Person-Centred education , informed by the focus group 

discussions held previously with site staff, was provided by Professor Stein-Parbury to 

staff in small groups during every shift, with the key principles of PCC provided in 
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written form, using case scenarios and practical tips for practicing PCC in everyday care. 

Clarification of the PCC principles was reinforced through further discussions, practical 

demonstrations and role modeling by the researchers over four days at each site. Staff 

were actively encouraged to ask questions, clarify issues and processes and to engage in 

the PCC process in everyday practice. All staff and care managers were provided with 

written material arising from the PCC education program prepared by Loveday and 

Kitwood & Bowe (1998). 

Immediately pnor to and during the period this PCC education program was being 

undertaken at each site, Professor Chenoweth and Dr Jeon and two previously DCM-

trained staff members from each site, undertook detailed observations of the residents 

engaging in their usual activities of daily living within the public spaces of the care home, 

as soon as Inter-rater reliability was achieved between the four mappers .. Detailed DCM 

observations were recorded on the DCM template for each resident over three days and 

each of the observers compared their records to come to a consensus on the codes and 

scores allocated for each resident. Inter-rater reliability was obtained with between 0.86 

to 0.96 accuracy on each occasion of observation. Once these records were scored and 

analysed, the WIB scores were calculated for each resident and patterns of factors leading 

to the resident's weJl -being and ill-being emerged. Care summaries were recorded for 

each resident and recommendations made to assist care staff with providing more Person-

Centred Care as a way of increasing the well-being of the resident. Site group scores were 

also calculated to give an overall assessment of the degree to which PCC was occurring 

at each site. 

4.7.4 Stage 3 Care planning and implementation 

(April 2005 - December 2005) 

When the DCM care summaries and PCC recommendations were conveyed to 

participating staff, discussions were held with them and their managers on how to 

identify and reduce the triggers for well-being and ill-being in participating residents. A 

care summary was provided for each patiicipating resident and this provided the basis for 

the future development of PCC care plans and for changing care practices and aspects of 
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the care environment that were associated with resident ill-being. This intervention was 

founded on Kitwood ' s (1997) person-centred care approach in dementia care, which 

provides the philosophical foundation for OCM. Where care staff were skeptical of the 

OCM findings, they were invited to map for short periods of time with the researchers to 

gain an understanding of the observation, recording and scoring process. 

After meeting with the care managers to discuss the study findings and strategies to 

redress triggers for resident ill-being, care and recreation therapy staff were encouraged 

to work together to plan for different approaches in care and communication with a 

resident, and agree on strategies that could be sustained within the context over the longer 

period. The research team met twice with staff working all shifts, including weekends, 

until these plans were articulated and a process for implementation decided. The 

researchers requested that the agreed approaches be implemented by staff for a period of 

four months and opportunities provided for staff to discuss how they were applying the 

new approaches to care, to communicate any difficulties they were having and to identify 

their perceptions of the process. OCM-trained staff and their managers were supported 

during this period with regular telephone contact. 

4.7.5 Stage 4 Post-intervention Assessments (October 2005- May 2006) 

The Staff Questionnaire was administered to all participating staff to compare with scores 

and responses at stage 2. A repeat care del ivery observation was undertaken with the 

same residents employing the Quality of Interactions Schedule over three days. OCM 

was then conducted for the same residents as in stage 2 and individual and group scores 

calculated to compare with the pre-intervention scores. 

4.7.6 Stage 5 Data analysis and feedback to participants 

(November 2005 -June 2006) 

Apart from the OCM data, which was entered and analysed by Chenoweth and Jeon as 

pat1 of the immediate staff feedback procedures, all pre-and post-evaluation data were 

entered by the researcher (Freeman) and checked for accuracy by cross-checking between 

the researcher and the project manager. This checking process was augmented by a 
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random audit of all the data by the project manager. The stat istical data were analysed by 

the researcher, 'under the direction of the chief investigator and the project manager, and 

compared using version 12 of the SPSS computer software program. These data and the 

analyses procedures were then checked with a statistician for appropriateness and 

accuracy. The qualitative data arising from the staff focus group discussions and the one-

on-one interviews were analysed by the researcher (Freeman) using a content analysis 

technique. 

The pre and post-intervention data were conveyed to staff and managers at separate focus 

groups. As the findings highlighted areas of concern in care practices for some residents, 

staff were encouraged to debrief by reflecting on their feelings about the process and its 

impact on them, its effectiveness for residents, and to provide suggestions for on-going 

sustainability of the change process. The care managers were encouraged to support the 

suggestions for improving care quality and draw up a plan with staff to support ongoing 

positive change and monitoring for the residents' health and well-being. Where feasible, 

staff and managers were supported to develop policies nd practice guidelines and 

education strategies which support a person-centred approach in care delivery. 

4.7.7 Stage 6 Follow-up staff feedback on the pee intervention and the DCM 

procedures (June 2006- September 2006). 

All willing staff were invited to participate in one-on-one interviews four months 

following the post-intervention assessment to reflect on the impact of the pee 
intervention and the oeM procedures. Approximately three quarters of staff who had 

participated in the previous stages of the study agreed to be involved in interviews. The 

procedures involved in this Follow-up Stage are as follows: 

4.7.8 Staff Interviews 

~ Establishing contacts for staff interviews 

Towards the end of the post-intervention stage of the study, the nurses and care staff were 

informed of the follow-up interviews and a copy of the information sheet about the 

follow-up interviews was sent to all site staff (A copy of information sheet is attached as 
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appendix 3). Nurses and care staff were requested to indicate to their managers if they 

were willing to participate. At the same time they were made aware that just because the 

manager provided the invitation, there was no obligation to attend the interviews should 

they choose not to. To access the nurses and care staff who were rostered on different 

shifts, assistance was sought from the manager of each facility to be the person of 

contact. Prior agreement was also obtained from the nursing management to allow 

interviews to take place during staff work time. After establishing a list of staff who 

agreed to participate in the follow-up interviews, individual phone contact was made with 

these staff to arrange the one-on-one interviews. Consenting staff were asked to allocate a 

suitable date and time to participate in at least 30 minutes of uninterrupted time during 

the interview. 

~ Conducting Interviews 

Either face-to-face or telephone interviews of between 30-60 minutes were conducted 

with the consenting staff depending on their accessibility and availability, such as staff 

working night duty. Only telephone interviews were conducted with the staff from the 

New England study site due to the traveling and accommodation costs incurred in face to 

face interviews. The benefits of using telephone interviews over a wide geographical area 

and for a changing working environment have been well documented (Anthony, 2005) 

provided precautionary steps are taken to ensure the interviews are confidential and able 

to be recorded easily (Smith, 2005) . Smith (2005) also points out that there is no 

significant variation between te lephone and face-to-face interviews if conducted in the 

same way. 

Theface-to-face interviews were conducted in a private area within the facility where the 

staff worked, at a time that was convenient for them. To ensure consistency in data 

collection the interviews took place in a single wave, with all staff being asked the same 

questions according to the interview schedule. All interviews were tape recorded with 

approval of the staff. The interview technique used was based on that proposed by Kvale 

1996 (cited in Minichiello, Sullivan, Greenwood and Axford 2004). The aim of the 

interview was explained to staff and they were given the opportunity to ask questions 
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before the interview. They were invited to speak without being interrupted , but when they 

did not spontaneously reflect on the question posed, their reflections were sought by re-

posing, or re-phrasing the question. Additional or probing questions were asked to clarify 

related issues from their reflections. All participating staff were also invited to make 

comments at the end of the interview. The content of the interview was audio-taped with 

the staff member's consent, and hand notes were recorded by the researcher during the 

interview. A copy of the consent form is attached as appendix 4. 

With the telephone interviews the assistance of the facility manager was required, as they 

were the contact person for recruitment and needed to agree for staff to participate in the 

interview during their work hours. Written information and consent for the interview was 

sent to the participants, who were requested to return a signed copy of consent with a 

self-stamped envelope suppl ied by the researcher. A time convenient for the staff was 

prearranged for the telephone contact and telephone recording was also arranged with 

their prior consent. To overcome any hesitancy in participants related to lack of face to 

face contact, time was taken to establish rapport with them after an introduction to the 

aims and procedure for the interview. Participants were asked to ensure privacy was 

maintained for the duration of the interview and encouraged to ask any questions or 

discuss any concerns prior to the telephone interview. 
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Table 2: Summary of study procedures 

Dates Procedures 

Stage 1 February-June 2005 Recruitment and ground work 

Stage 2 March-November 2005 Pre-intervention assessments 

Study intervention 

Stage 3 April-December 2005 Care planning and implementation 

Stage 4 October 2005-May Post intervention assessment 

2006 

Stage 5 November 2005-June Data analysis & feedback to participants 

2006 

Stage 6 June -September 2006 Follow up staff feedback on the PCC 

intervention and the DCM procedures. 

Staff interviews 

4.8 Data management 

Confidentiality was assured for the participating care units and staff with all data 

collected, reviewed and transcribed, . by assigning code numbers/names to all data sets. 

The questionnaire, observation and focus group data were allocated code names/numbers 

at the point of data collection. The transcribed tape recorded interviews were allocated 

code numbers, and pseudonyms were used for all interviewees, in order to de-identify the 

individual staff and their care unit. Any information that might identify the participants 

and/or the care units was stored in a separate locked filing cabinet in the locked home 

office of the researcher. Copies of pm1icipating site and staff data were securely stored in 

the chief investigator 's private locked office at the Health and Ageing Research Unit, 

War Memorial Hospital , Waverly, which is an entity of the University of Technology, 

Sydney. These data and any information relating to the study participants and care sites 

were accessible only to the chief investigator, Chenoweth, the project manager, Jeon, and 

the researcher (Freeman). 
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4.8.1 Data analysis 

~ Quantitative data 

Once all data were entered on to the raw data sheets they were carefully checked, cleaned 

and analysed by the researcher, under the direct supervisi n of the chief investigators 

Chenoweth and Stein-Parbury and the project manager Jeo l1l .. This process of systematic 

and random checking and cleaning took over eight months to ensure accuracy in data 

entry. This was fully supervised by the project manager, JeoTI, using a random check of 1 

in 10 items for all outcome measurement data, as well as checking variations from the 

normal curve distribution for each outcome data set. Various statistical applications to 

numerical data were employed to produce results. Using SPSS V.6 (Statistical Package 

for the Social Sciences) (Pallaut, 2005) computer-aided software, descriptive statistics 

were used to analyse demographic and other information documented . The statistical data 

from the staff questionnaires were analysed with direct supervision by Chenoweth and 

Jeon and checked by a statistician against the raw data. Inferential statistics, including 

ANOV A, paired t-tests and their non-parametric equivalents, were used to compare 

findings of staff responses on the questionnaire and the QU IS observations for the three 

treatment care units. Correlations between the findings on the staff surveys pre and post-

test employed Pearson Product coefficient testing. These data were checked by a 

statistician for accuracy of data analysis and interpretation . 

~ Qualitative analysis 

Following qualitative data collection from staff focus group discussions, researcher field 

notes and staff interviews, these data were transcribed, coded and then analysed using 

content analysis, which is a systematic classification procedure, as described below. The 

purpose of data analysis in qualitative methodology is essentially to construct meaning 

from the participants' response obtained through the research process. This procedure 

involves listening, understanding and interpretating what was said and how it was said by 

participants (Polit & Beck, 2005). For example, the transcribed data were checked twice 

against the tape recording to ensure accuracy in reporting According to Morse (1999), 

analyzing semi-structured interviews is systematic, and the process only occurs when all 

data have been collected. Analytical inquiry should focus on sorting, questioning, and 
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thinking, seeking relationships and constructing conjectures (Morse, 1999). Through this 

systematic analytical process it was anticipated that the interpretation of the findings 

would provide answers to the research enquiry. As well, the qualitative findings helped to 

support or clarify the empirical findings of the staff questionnaires and observations. 

The purpose of employing content analysis with the qualitative data was to identify 

patterns in the texts where messages and meanings were embedded. The process 

included counting the frequency of responses for each item, grouping similar responses, 

giving these response groups relevant code names, and then classifying similar codes into 

relevant categories (Gillis & Jackson 2002; Polit & Beck, 2005). As described by Gillis 

and Jackson (2002) and Polit & Beck (2005), content analysis began by repeated listening 

to the tape recordings and reading through each interview transcript as a whole. Field 

notes, such as staff comments recorded by hand during interviews, were referred to when 

this assisted to clarify and confirm the participants' responses. Since all the participants 

were asked the same questions in the focus groups and interviews, a question analysis 

(Morse & Field, 1996) was performed to allow initial sorting of the categories by item 

number. After this initial sort, the anal ysis began by using participant's own words to 

capture a particular idea. These ideas were then developed into meaningful units from 

which codes were identified after a thinking process. The data were then coded according 

to their commonality or differences in meaning into appropriate categories. By counting 

the frequencies of these codes, a pattern of staff response or phenomena was detected, 

which provided a sense of what was in the data process. A metamatrix chart, or grid was 

developed using the descriptive data collected from the three sites. 

Graneham & Lundman, (2004) explained and summarized the various terms used to 

describe the concepts within this classification process as "manifest and latent content, 

unit of analysis, meaning unit, condensing, abstracting, content area, code, category and 

theme" (p. 106). According to Graneham & Lundman, (2004) the whole interview, 

and/or focus group, are classified as suitable units of analysis. Meaningful units are 

derived from sentences or paragraphs containing similar aspects of information in 

relation to the same context. These units are then condensed without losing the core 
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meaning. A code will be developed when further thoughts are given to these units in a 

different way. The codes can then be grouped according to the commonalities or 

differences of the contents into categories. At this point, the categories can be seen as an 

expression of the manifest content of the text. Depending on the level of abstraction, the 

text can be divided into sub-categories and sub-sub-categories. The process of linking the 

underlying meaning of the categories then creates the concept of themes. A theme can be 

expressed as the latent content of the text. Data analysis for the current qualitative 

findings was based on these concepts described by Graneham & Lundman (2004). This is 

the process that was employed when analysing the focus group and interview data as well 

as the field notes. 

An example of a meaningful unit is provided by way of illustrating this procedure. One of 

the participants voiced the feeling expressed by a number of staff at one care site as: 

"Some of the suggestions just made an offence to us, because we know that if we let 

some people wander around, they will hit other people or run into walls, fall over. Like 

we know that these people walk 10 seconds and they will fall over." This data were 

initially selected and classified as a meaningful unit or category. When each category was 

full with data, subcategories or sub-themes evolved subsequently. In this case, a 

meaningful unit or category " negative reaction to the feedback summary" was formed. 

Another example of data coding included, "She (resident) got a low score for staying in 

her room. I didn 't look at it that way. You don't make someone go out of their room if 

they don't want to. I think it is important that they have a choice. I was a bit disappointed 

about that because I didn ' t think that it truly reflected her well being, it was just on that 

day." This statement formed another meaningful unit or category to denote "a distrust of 

the DeM as a measure of resident well being". It was at this stage when the process of 

thematic analysis (Morse & Field , 1996) took place, that themes/subthemes were 

developed through the interpretation and understanding of the new contexts. The ideas of 

these notions involved moving from understanding to explanation and from explanation 

to comprehension of the texts, as themes are usually abstract concepts found beneath the 

interview data, rather than by being directly described by the participants (Morse & Field, 

1996). 
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By groupi ng these categories, "negative reaction to the feedback summary" and "staff 

distrust of DCM as a measure of resident well being" which have similar concepts, they 

were then merged to form a sub-theme which represented a response to the DCM process 

by the participating staff. It was through this process that other subthemes/ themes were 

developed according to the participants responses. In deciding the categories to allocate 

for the data with dubious meanings or unclear whether there was a change in care 

practices", consensus was sought through discussion with the research team according to 

a set criterion. The last step of the analysis involved comparing and contrasting the 

findings from the three treatment care units, and this was guided by the research 

questions. 

4.9 Conclusion 

This chapter has outlined the research methods employed to answer the study questions: 

" Did the PCC intervention and the OCM procedure impact on participating staff's 

attitudes towards dementia care, their feelings about persons with dementia and 

themselves as caregivers, their attributes as care staff and their dementia care practices"? 

Details of the study design , sample and setting, the research measures, the ethical 

considerations in participant recruitment, and the data collection and analyses processes 

have been provided. The study was conducted over 18 months in a pre/post-intervention 

and five month follow-up design, employing mixed methods. The pre/post-intervention 

stages employed staff questionnaires, staff focus groups and non-participant observation 

of staff and resident interactions and care quality. The follow-up stage of the study 

included one-on-one sem i-structured staff interviews and field notes. The justification for 

the mixed method approach included the potential for gaining deeper insights to the 

change processes attributed to the study interventions. Chapter 5 reports on the study 

findings. 
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Chapter 5 - Findings of the study on the impact of the Person-

Centred Care (PCC) Intervention and the Dementia Care Mapping 

(DCM) procedures on staff and care practices 

5.1 Introduction 

Chapter 4 provided details of the study methods, including the study aims and 

objectives, study design, setting and population, sample selection and recruitment, 

study measures, data collection procedures, data management and data analysis. 

This chapter presents the analysis conducted to meet the research aim to evaluate 

the impact of introducing Person'-Centred Care through DCM on participating 

nursing and care staff. The study results were derived from the Staff Questionnaire, 

staff focus group discussions, observations of staff interaction with residents with 

dementia and staff care practices, research field notes and in-depth staff interviews. 

These study methods were employed with consenting nurses, care staff and 

diversionallrecreation therapy staff working in three high care residential services 

care sites for persons with dementia located in metropolitan Sydney and the 

Hunter-New England Area Health Service, New South Wales. The study findings 

include: baseline staff demographics; pre and post-intervention questionnaires on 

the attitudes of staff towards people with dementia and about dementia, perceptions 

of staffs own health and well-being and work-related stress and experiences of 

providing dementia care; focus group discussions of staffs knowledge of 

delnentia, dementia care approaches/models and application of preferred care 

approaches in specific situations; and observations of care approaches by staff 

through the Quality of Interactions Schedule instrun1ent. In-depth staff interviews 

and research field notes were conducted at four months follow-up to provide nurses 

and care staff with an opportunity to discuss their experiences with the Person-

Centred Care (PCC) intervention and the Dementia Care Mapping (DCM) 

procedures with regard to their dementia care knowledge and application of this 

knowledge in practice, personal attributes for dementia care work, their attitudes 

towards dementia and the person with dementia, and the impact of the DCM 

procedures on themselves. 
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5.2 Staff Demographics 

The care staff profile was obtained from the demographic questionnaires at both pre 

and post-intervention for the initial 34 participating staff. Twenty-four of the 34 

nursing and other care staff were retained at post-intervention. Three staff members 

had resigned at follow-up. All of the remaining staff from the potential pool were 

invited to participate in the interview at follow-up. Three night staff declined to 

participate as they felt t~at the PCC intervention and DCM procedures were not 

relevant to them since "no activity takes place for the residents during their shift". 

As a result, 25 participants consented to complete the follow-up interviews. It was 

difficult to obtain the reason as to why some staff chose not to participate. 

As outlined in Table 1, below, there were no differences between the three 

treatment staff groups on age group (18-24 and 25-34 years collapsed for analysis), 

ethnicity (Australian versus other cultures), language spoken (English versus other 

languages), average number of years worked in the current aged care unit, having 

worked in another aged care w1it, or having received specialised dementia 

education. While there were too few male staff members for a valid analysis of 

gender distribution , the groups appear to be evenly matched. The only variables 

which did differ significantly between the groups were staff category (AIN/PCA 

versus other staff categories, X2 = 12.12, df = 2, P = 0.002). and the average number 

of years worked in other aged care units (K-W X2 = 10.27, df= 2, P = 0.006). 

Paired pre and post intervention data only en = 24) 

Considering only those staff with pre and post data, again the only differences in 

facility-level variables measured were staff category Assistant in Nursing/Personal 

Care Assistant (AIN/PCA versus other staff such as Registered Nurses (RN), 

Enrolled Nurses (EN) and therapy staff, X2 = 6.97, df = 2, p = 0.031), and a trend 

for the average number of years worked in other aged care units (F (2, 14) = 3.70, p 

= 0.051). In summary, the 3 facilities were evenly matched on demographics with 

the exception of staff category and nun1ber of years worked in other facilities . 
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Table 3 : 

Site 

n 

Age in years, % (n): 

18-24 

25-34 

35-44 

45-54 

55+ 

Gender, % female (n) 

Ethnicity, % (n) 

Australian 

Other 

Languages spoken, % 

(n): 

English only 

Other than English 

Staff demographics pre and post -intervention 

Pre intervention 

HVM 

9 

0.0 (0) 

22.2 (2) 

44.4 (4) 

22.2 (2) 

11.1 (1) 

100.0 (9) 

87.5 (7) 

12.5 (1) 

100.0 (9) 

0.0 (0) 

BB 
15 

7.1 (1) 

14.3 (2) 

7.1 (1) 

57.1 (8) 

14.3 (2) 

100.0 

(14) 

66.7 (8) 

33.3(4) 

78.6 

(11) 

21.4 (3) 

GCW 

10 

0.0 (0) 

10.0 (1) 

30.0 (3) 

30.0 (3) 

30.0 (3) 

90.0 (9) 

·60.0 (6) 

40.0 (4) 

70.0 (7) 

30.0(3) 

Post intervention 

HVM 

8 

0.0 (0) 

25.0 (2) 

50.0 (4) 

12.5 (1) 

12.5(1) 

100.0 (8) 

85.7 (6) 

14.3 (1) 

100.0 (8) 

0.0 (0) 

BB 
11 

9. 1 (1 ) 

9.1 (1 ) 

9. 1 (1) 

63.6 (7) 

9.1 (1) 

100.0(11) 

60.0 (6) 

40.0(4) 

72.7 (8) 

27.3 (3) 

GCW 

5 

0.0 (0) 

20.0 (1) 

40.0 (2) 

20.0 (1) 

20.0 (1) 

80.0 (4) 

60.0 (3) 

40.0 (2) 

80.0 (4) 

20.0(1) 
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5.3 Pre and Post-intervention Staff Questionnaire findings 

The staff questionnaire was comprised of 5 validated measures relating to dementia 

care work and staff health and well-being: the Nurses' Strain Scale; the Revised 

Memory and Behaviour Problems Checklist - Nurses Reaction sub-section; the 

General Health Scale; the Maslach Burnout Inventory; and the Satisfaction with 

Nursing Care and Work Scale. The results of each measure are reported in tum. The 

code names HVM, BB and GCW denote the codes used for the 3 aged care sites. 

These codes bear no resemblance to the actual names of these sites in order to retain 

their confidentiality. 

Data relating to the research questions were examined by employing statistical 

analysis using one way ANOV A based on the following questionnaires which 

provided answers to Question 1. 

5.3.1 The Nurses Strain Scale (Hallberg & Norberg, 1993) 

The Nurses ' Strain Scale is a 13 item questionnaire designed to measure strain 

mnong nurses and other direct care staff. Respondents were asked to rate how 

caring for people with behaviours associated with dementia makes then1 feel. 

Ratings were made on a scale with positive and negative anchors "secure in 

myself' through to "insecure" and five possible responses (e.g. "secure in myself" -

definitely, somewhat true, neutral, "insecure" - somewhat true, definitely). 

A repeated measure ANOVA indicated no overall effect of time on Nurses ' Strain 

Scale scores (F(l,21) =0.17, P = 0.681), nor was there a significant interaction 

between facility and time (F(2,21) = 0.35 , P = 0.707). The data were normally 

distributed within each of the facilities, so three paired t tests were conducted. 

There was no effect of time when each of the facilities was analysed separately. 
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Figure 1: Nurses' Strain Scale total scores pre and post intervention 

30 
Gi a... o 
(.) 
UI 
Gi 
i; 
(.) 

VI 

.~ 25 
a... .... 

VI 
C 
tV 
Gi 

::E 

20 

Table 4: 

Site 

All data (n) 

Mean (SD) 

Matched data 

(n) 

Mean (SD) 

pre score 
post score 

HVM (n = 8) B8 (n = 11) 

Facility code 
GCV\I (n = 5) 

Strain Scale scores pre and post intervention 

HVM BB 

Pre Post Pre Post 

9 8 15 11 

21.8 (4.3) 21.3 (6.5) 26.8 (7.5) 30.0 (6.3) 

8 8 11 11 

22.3 (4.2) 21.3 (6.5) 27.9 (8.2) 30.0 (6.3) 

GCW 

Pre 

10 

32.0 (7.9) 

5 

32.4 (4.9) 

Post 

5 

33.6 (4.6) 

5 

33.6(4.6) 
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5.3.2 Revised Memory and Behaviour Problems Checklist - Nurses 

Reaction (RMBPC-NR) (Teri et al. 1992) 

The reactions of staff to memory and behaviour problems in residents with 

dementia were recorded on 24 items rated on a scale from "0 = not at all bothered or 

upset" to "4 = extremely bothered or upset". A total score and 3 sub-scale scores 

(depression, disruption and memory) was calculated. There was no significant 

effect of time (F(1 ,21) = 2.52, p = 0.128), nor a significant interaction between time 

and facility (F(2,21) = 1.86, p = 0.180) on total RMBPC-NR score. 

A multivariate repeated measures ANOV A was conducted including the 3 sub-scale 

scores. There was no significant effect of facility (F (6, 40) = 1.00, p = 0.440), time 

(F(3,19) = 1.36, p = 0.284), nor a time by facility interaction (F(6,40) = 0.84, p = 

0.549). Amongst the sub-scales, there was a trend towards a time effect for the 

men10ry scale (F (1, 21) = 4.33 , P = 0.050). However, this comparison achieved low 

statistical power (51 %). 

Paired samples t tests and Wilcoxon Signed Ranks tests were run when appropriate 

for each of the facilities separately. There were no ignificant time effects for either 

total score, or any of the sub-scale scores. However there was a trend for a 

reduction in total score within BB (t = 2.03 , df = 10, p = 0.070) and for memory 

sub-scale within GCW (t = 2.64, df = 4, P = 0.058). 
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Figure 2: RMBPC-NR total scores pre and post iintervention 
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RMBPC-NR Depression sub-scale scores 

pre and post intervention 
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Figure 4: 

18 
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RMBPC-NR Disruption sub-scale scores 

pre and post intervention 

pre 
post 

HVM (n = 8) BB (n = 11 ) 

Facility code 
GON(n = 5) 
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Figure 5: 
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RMBPC-NR Memory sub-scale scores pre and post intervention 

pre 
post 

HVM (n = B) BB (n = 11 ) 

Facility code 
GON(n = 5) 
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lata (n) 

Table 5: Revised Memory and Behaviour Problems Checklist -Nurses 

Reaction scores pre and post intervention. 

HVM 

Pre 

9 

Post 

8 

BB 

Pre 

15 

Post 

11 

GCW 

Pre 

9 

Post 

5 

l score, Mean (SD) 35.1 (14.8) 38.4 (1 7.2) 39.8 (22 .3) 30.8(15.6) 38.0 (10.2) 24.2 (7.9) 

Depression 17.7 (10.0) 20.4 (9.0) 17.4 (9.8) 14.6 (9.0) 16.4 (6.8) 8.4 (6.7) 

Disruption 14.6 (5.7) 15.5 (9.0) 15.4 (7.8) 13.5 (6.0) 16.4 (4.4) 12.0 (4.4) 

Memory 2.9 (3.7) 2.5 (4.0) 7.0 (8.5) 2.7 (2.7) 5.1 (4.1) 3.8 (3.3) 

~hed data (n) 8 8 11 11 5 5 

l score, Mean (SD) 34.2 (15.5) 38.4 (17.2) 41.4 (24.1) 30.8 (15.6) 36.8 (11.7) 24.2 (7.9) 

Depression 

Disruption 

Memory 

16.2(9.7) 20.4 (9.0) 17.7 (11.0) 14.6 (9.0) 13.2 (5.6) 8.4 (6.7) 

14.7 (6.1) 15 .5 (9.0) 16.1 (8.7) 13.5 (6.0) 16.4 (5.0) 12.0 (4.4) 

3.3 (3.8) 2.5 (4.0) 7.6 (8.6) 2.7 (2.7) 7.2 (4.3) 3.8 (3.3) 

(Higher scores indicate that nurses and care staff were more bothered or upset by 

n1etnory and behaviour problems). 

From the questiolu1aire results, a repeated measure ANOV A indicated no overall 

effect of time on Nurses ' Strain in Aged Care Survey (Hallberg & N"orberg, 1993) 

(F(1 ,21) =0.17, P = 0.681). This means that the PCC intervention and the DCM 

procedures made no difference across the 3 care sites (HVM, BB and GCW) as to 

how the nurses and care staff felt about caring for residents with dementia who 

displayed unmet need behaviours. There was no significant time effect for either 

total score or any of the sub-scale scores for Revised Memory and Behaviour 

Problems Checklist (RMBPC) (Teri et aI. , 1992) which recorded the frequencies of 

the resident's unmet need behaviours and the level of distress in nurses and care 

staff. However, amongst the memory sub-scales across the three sites, there was a 

trend towards a tin1e effect for the memory scale (F (1, 21) = 4.33, p = 0.050) with a 
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low statistical power, and a trend for a reduction in total score within BB (t = 2.03, 

df = 10, p = 0.070). 

The quantitative results regarding the staffs attitude towards residents with 

behavioural symptoms associated with dementia, in this respect, provided support 

for the qualitative data when staff reported no change in their feelings towards 

caring for the residents. 

5.3.3 General Health Questionnaire (GHQ) (Goldberg & Hillier 1979) 

The 12-item GHQ was used to detem1ine current levels of psychological distress in 

nurses and care staff. A repeated measures ANOV A indicated no overall effect of 

time on GHQ scores (F(l ,21) =2.98, p = 0.099), nor was there a significant 

interaction between facility and time (F(2,2 1) = 0.41 , P = 0.670). The data were 

normally distributed within each of the facilities , so three paired t tests were 

conducted. There was no effect of time when each of the aged care homes was 

analysed separately, although the drop in scores HVM did indicate a small trend 

towards significant improvelnent in psychological distress (t = 1.93 , df = 7, p = 

0.095). 
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Figure 6: 

Table 6: 

Site 

All data (n) 

Mean (SD) 

Matched data 

(n) 

Mean (SD) 

GHQ total scores pre and post intervention 

pre 
post 

HVM (n = 8) BB (n = 11) 

Facility code 
GCVV(n ::: 5) 

GHQ scores pre and post inten'ention 

HVM BB 

Pre Post Pre Post 

9 8 15 11 

20.7 (4.4) 18.0 (3.6) 22.2 (5.1) 20.0 (3.4) 

8 8 11 11 

21.4 (4.2) 18.0 (3.6) 21.7 (5.3) 20.0 (3.4) 

GCW 

Pre Post 

10 5 

24.2 (3.4) 23.6 (5.0) 

5 5 

24.4 (2.6) 23.6 (5.0) 
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5.3.4 Maslach Burnout Inventory Human Services Survey (Maslach, 

Jackson, & Leiter 1996) (MBI; Table 5, Figures 7-10) 

The MBl Human Services Survey is a 22 item scale used to determine how people 

working in ' helping professions' view their jobs and the people with whom they 

work. Respondents are presented . with statements about job-related feelings and 

asked to rate the frequency with which they have felt that way about their job on a 

seven point scale from 0 = never to 6 = every day. There are three sub-scales from 

the MBl measuring three aspects of burnout syndrome: emotional exhaustion, 

depersonalisation and personal accomplishment. A multivariate repeated measures 

ANOVA was conducted including the 3 sub-scale scores. (F(6,34) = 2.13 , p = 

0.075), time (F(3,16) = 2.78, P = 0.075) nor interaction between time and facility 

(F(6,34) = 1.51 , P = 0.204). While there was a significant time effect for 

depersonalisation (F(l, 18) = 5.81 , P = 0.027), there was limited statistical power 

(63%). 

When each of the facilities was considered separately, there were significant time 

effects within Home HVM on the Emotional Exhaustion sub-scale (t = 2.59, df = 6, 

p = 0.041) and the Depersonalisation sub-scale (Wi lcoxon z = -2.07, P = 0.038). 
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Figure 7: 
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Figure 8: MBI Emotional exhaustion sub-scale scores 

pre and post intervention 
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Figure 9: MBI Depersonalisation sub-scale scores 

pre and post intervention 

HVM (n = 7) BB (n = 11) 

Facility code 
GC\lV(n = 4) 
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Figure 10: 

45 
~ 
"-
0 
u 
ut 
~ 

~ :;;4 
1l 
::J 
ut ... r: 
~ 

E .s::. 
ut 

-a 
E 
0 
u 
u 
c( 

~ r: 
0 
ut 
"-
~ 

Q. 

m :E 25 
r: 
1'$ 
~ 

:E 

MBI Personal accomplishment sub-scale scores 

pre and post intervention 

HVM (n = 6) BB (n = 11 ) 

Facility code 

pre 
post 

GON(n = 4) 

125 



Table 7: Maslach Burnout Inventory scores pre and post intervention 

(Higher scores indicate a higher degree of burnout). 

HVM BB 

Pre Post Pre 

All data (n) 8 8 15 

Total score, Mean (SD) 51.8 (16.5) 49.9 (7.6) 60.6 (17.9) 

Emotional exhaustion 15.8 (8.3) 6.9 (4.7) 19.5 (12.5) 

Depersonalisati on 2.4(3.1) l.5 (2.7) 5.0(6.1) 

Personal accomplishment 39.1 (9.4) 41.5 (6.4) 36.5 (10.3) 

Matched data (n) 7 7 11 

Total score, Mean (SD) 51.6 (17.8) 51.7 (5.9) 62.7 (18.6) 

Enlotional exhaustion 16.9 (8.3) 6.9 (5.1) 20.8 (10.9) 

Depersonalisation 2.7(3.1) 1.7 (2.9) 5.8 (6.5) 

Personal accolnplishment 38.2 (9.9) 42.5 (4.8) 36.4 (9.9) 

GCW 

Post Pre Post 

11 9 5 

49.9 (20.8) 61.4 (14.4) 59.4 (15.6) 

14.8 (9.4) 22.8 (11.5) 22.8 (9.2) 

4.1 (3.4) 5.8 (4.5) 5.2 (5.7) 

31.3 (13.5) 32.9 (7.6) 31.4 (7.3) 

11 4 4 

49.9 (20.8) 56.8 (5.1) 60.5 (17.8) 

14.8 (9.4) 23.0 (6.5) 24.8 (9.3) 

4.1 (3.4) 7.0 (2.4) 3.0 (3.4) 

31.3 (13.5) 26.8 (7.0) 32.8 (7.7) 
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The scaled version of the General Health Questionnaire GHQ-28 (Goldberg & 

Hillier, 1979) data showed no effect of time when composite data from each of the 

participating homes was analysed separately. However, the drop in scores for the 

HYM home staff did indicate a small trend towards significant improvement 

(reduction) in psychological distress (t = 1.93, df = 7, P = 0.095) and this was 

supported by HYM home staff's comments in the individual interviews when they 

reported the usefulness of the PCC intervention. With the Maslach Burnout Inventory 

(Maslach , Jackson, & Leiter, 1996) MBI scores, there was a significant time effect for 

staff's sense of depersonalization in their work F(1 , 18)=5.81, p=0.027) across the 

three care homes, however there was limited statistical power owing to small staff 

numbers. Again, the qual itative data from the interviews clarifies particular variations 

in responses from these trends, providing answers to Question 2. 

5.3.5 Satisfaction with Nursing Care and Work Scale (SNCWS) (Hallberg, 

Welander & Axelson, 1994) 

The SNCWS is a 7 item scale measuring perceptions of their nursing care. 

Respondents are asked to rate their level of agreement with 7 statements using a scale 

from 1 = yes, agree completely to 5 = no, completely disagree. 
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Figure 11: SWNCW total scores pre and post intervention 

12.5 

7.5 

Table 8 

All data (n) 

Mean (SO) 

pre 
post 

HVM (n = 8) BB (n =11 ) 

Facility code 
GCt/V(n = 5) 

SWNCW scores pre and post intervention 

HVM BB GCW 

Pre Post Pre Post Pre Post 

9 8 15 11 10 5 

9.9 (2.2) 8.0 (1.4) 12.4(3 .9) 11.2(2.1) 12.5(4.7) 10.6(1.8) 

Matched data 8 8 1 1 11 5 5 

(n) 

Mean (SD) 10.3 (2.1) 8.0 (1.4) 12.9 (4.0) 11 .2 (2.1) 12.4 (3.6) 10.6 (1.8) 
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The translated version of the Satisfaction with Nursing Care and Work Scale (Hallbrg 

et a\., 1994) provided answers to Question 3. Whilst there was an overall effect of 

time (F(1 ,21) = 6.30, P = 0.020), with staff from all three homes experiencing greater 

work satisfaction post intervention, there was no significant interaction between time 

and home (F(2,21) = 0.07, P = 0.937). When each of the homes was examined 

separately with paired t-tests, the only one to experience a significant change over 

time was HYM (t = 4.03 , df = 7, P = 0.005). These results may be related to the 

staff s satisfaction with dementia care work, associated with changes towards PCC, 

which these staff reported in their follow-up interviews. 

Question 4 was answered by drawing on the results of all the above questionnaires 

including the Nurses Strain Sale, the staff version of the Revised Memory and 

Behaviour Problems Checklist, the Maslach Burnout Inventory and the Satisfaction 

with Nursing Care and Work Scale. These data reflected on how nurses and care staff 

perceived their roles in dementia care work. For example a sense of personal 

accomplishment (sub-score by staff with their care work increased for HYM and 

GCW staff, but not for BB staff. On the other hand, there was a time effect in staff s 

feelings of emotional exhaustion and in the burnout subscore for GCW staff. The 

information from the interview data related to the organisational factors may explain 

these trends identified in Questionnaire responses. 

5.3.6 Summary of Staff Questionnaire results 

From the questionnaire results, there was no overall effect of time on the Nurses' 

Strain Scale scores post test (F (l, 21) =).17, p= 0.681. This means that the PCC 

intervention and the DCM procedures made no difference across the 3 care sites 

(HYM, BB and GCW) as to how the nurses and care staff felt about caring for 

residents with dementia who displayed unmet need behaviours. 
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The results of the Revised Memory and Behaviour Problems (RMBPC) checklist 

recorded the frequency of unmet need behaviour in residents over the past seven days 

and the level of distress in nurses and care staff in reaction to each of the behaviours. 

A total score is produced by the factor analysis of 3 subscales including the residents' 

memory-related behaviours, depressive behaviour problems and disruptive 

behaviours. There was a trend towards a reduction in the memory sub-scale across the 

3 care sites F (l , 21) =4.33, p= 0.050) with a low statistical power of 500/0. Compared 

with BB and GCW, there was a trend towards an increased RMBPC score in the 

depression and disruption sub-scales post-test in HVM staff and a trend for a 

reduction in the total score within BB staff (t=2.03 , df= l 0,p=0.070). 

The General Health Questionnaire (GHQ) and the Maslach Burnout Inventory (MBI) 

were used to measure changes in the nurses ' and care staff's perceived well being and 

work-related stress following the PCC and OCM intervention. Repeated measures of 

ANOV A GHQ scores indicated no overall effect of time on GHQ (F(1 ,2] )=2.98, p= 

0.099) and MBI (F(1 , 19)=0.34, p= 0.566) However, comparing the questionnaire 

results in the GHQ for the 3 care sites, HVM staff showed some improvement in well 

being. This was indicated by a reduction in their psychological stress from the GHQ 

(t=] .93, OF=7, p=0.095) and emotional exhaustion subscore on the MBI (t=2.59, 

df=6, p=0.041). With a limited statistical power, there was a significant time effect 

for depersonalisation F( 1,18)=5.81 , p=0.027) across the 3 care sites. Other sub-scores 

in MBI, such as a sense of personal accomplishment by staff with their care work 

increased in HVM and GCW staff, but not in BB staff. On the other hand , there was a 

time effect in the feeling of emotional exhaustion and burnout subscore for GCW 

staff. 

The Satisfaction with Nursing Care Work Scale was used to measure the perception 

by staff of their care practices. While nurses and care and therapy staff in all 3 homes 

experienced greater satisfaction post intervention as an overall effect of time F (l, 21) 

130 



= 6.30, p=0.020, staff at HVM were the only ones to experience a significant change 

over time (t= 4.03 , df=7, p=0.005). 

5.4 Results of the Quality of Interactions Scale (QUIS) observations of 

staff/resident interactions and care quality 

Nursing, care and therapy practices were observed over two days, for six hours 

observation each day, conducted in three lots of 2-hour periods. The observations 

were recorded on the Quality of Interactions Scale (QUIS). The observed interactions 

occurring between care staff and residents and care qual ity were recorded every 5 

minutes according to the following categories: NS = no interaction with residents 

when staff are present; 10 = interaction with others, such as other residents or family; 

PS = positive social interactions with staff; PC = positive care del ivery by staff; NE = 

neutral interactions, such as "here is your meal" or "stand up"; NR = negative 

restrictive interactions, such as "don ' t do that" or "stay there, don ' t move"; and NP = 

negative protective behaviours, such as using physical or verbal restraint 

unnecessarily, as described in the QUIS rating rules. These observed behaviours were 

interpreted as prescribed by the QU IS rating and scoring rules. Time effects were 

explored within each of the three sites us ing a repeated measures analysis of variance, 

with an overall analysis (considering all the sub-scales at once), and univariate (or 

separate) analyses of each of the sub-scales. 

5.4.1 HVM Care Site 

Seven residents and the majority of consenting staff who were on duty were observed 

over 2 days at pre-test. Six remaining residents and a majority of rostered-on, 

consenting staff were observed at post-test. Matched data are presented in Table 7 

below. 
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Table 9. HVM QUIS scores pre and post-intervention. 

N Minimum Maximum Mean SD 

NS Pre 6 74 127 102.2 22.1 

Post 6 57 140 89.5 35.8 

10 Pre 6 8 72 33.8 29.3 

Post 6 0 97 43.7 36.6 

PS Pre 6 0 26 9.3 11.5 

Post 6 3 25 15.0 7.7 

PC Pre 6 8 21 13.3 4.3 

Post 6 3 44 16.3 14.3 

NE Pre 6 0 16 6.3 6.7 

Post 6 0 7 3.0 2.8 

NR Pre 6 0 2 0.3 0.8 

Post 6 0 0 0.0 0.0 

NP Pre 6 0 0 0.0 0.0 

Post 6 0 0 0.0 0.0 

Table 10: Time effects for Q VIS scores for HVM 

F(1,5) p value 

Overall 1.44 0.558 

NS 1.68 0.251 

10 1.41 0.289 

PS 1.75 0.243 

PC 0.29 0.611 

NE 3.65 0.114 

NR 1.00 0.363 

NP - -
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5.4.2 BB Care Site 

Twelve residents and the majority of consenting staff rostered on duty were observed 

over 2 days at pre-test and 10 residents and the majority of consenting rostered-on 

staff at post-test. Matched data are presented in Table 9 below. 

Table 11: BB QUIS scores pre and post-test 

N Minimum Maximum Mean SD 

NS Pre 10 70 149 1 16.1 22.0 

Post 10 67 149 106.0 21.2 

10 Pre 10 0 39 20.1 12.6 

Post 10 2 88 24.6 29.0 

PS Pre 10 0 22 6.3 6.6 

Post 10 0 20 7.4 7.5 

PC Pre 10 2 34 17.2 9.7 

Post 10 5 44 20.9 ] 2.1 

NE Pre 10 0 9 3.2 2.9 

Post 10 0 ]0 4.0 3.9 

NR Pre 10 0 0 0.0 0.0 

Post 10 0 27 3.3 8.5 

NP Pre 10 0 1 0.1 0.3 

Post 10 0 12 1.3 3.8 
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Table 12: Time effects for QUIS scores for BB 

F(I,9) P value 

Overall 1.37 0.435 

NS 1.49 0.254 

10 0.26 0.623 

PS 0.22 0.652 

PC 0.48 0.504 

NE 1.71 0.223 

NR 1.49 0.253 

NP 0.99 0.347 

5.4.3 Care site GCW 

Twelve residents, and the majority of consenting stafr rostered on duty were observed 

over two days at pre-test and I I resident and the majority of consenting, rostered-on 

staff were observed at post-test. Matched data are presented in Table 11 below. 

134 



Table 13: GCW QUIS scores pre and post-intervention 

N Minimum Maximum Mean SD 

NS Pre I 1 49 158 123.1 29.9 

Post 11 18 160 125.6 38.9 

10 Pre 11 2 77 20.8 22.4 

Post 11 0 47 8.5 14.1 

PS Pre 11 0 37 8.5 11.2 

Post 1 1 1 56 10.1 15.9 

PC Pre 11 0 20 9.6 7.0 

Post 1 ] 0 47 18.4 16.4 

NE Pre 1 1 0 16 3.9 4.6 

Post 11 0 10 4.1 4.2 

NR Pre 11 0 0 0.0 0.0 

Post 11 0 0 0.0 0.0 

NP Pre 11 0 0 0.0 0.0 

Post 11 0 7 1.5 2.3 

Table 14: Time effects for QUIS scores for facility GCW 

F(I,10) P value Power 

Overall 78.85 < 0.001 100% 

NS 0.24 0.636 

10 13.36 0.004 90.8% 

PS 0.46 0.512 

PC 3.93 0.076 

NE 0.02 0.884 

NR - -

NP 4.25 0.066 

135 



5.4.4 Summary ofQUIS observation results 

The QUIS at post-intervention examined whether or not the PCC intervention and the 

OCM procedures facilitated delivery of quality nursing care and improved 

staff/resident interactions. QUIS subscale findings showed a clear association 

between the PCC intervention and OCM procedures and these desired outcomes, but 

this was mixed. With the overall analysis, no significant time effects for QUIS scores 

were found for HYM and BB. However, in HYM, there was an increase in the 10 

subscore (interaction with others) from 72 to 97 and PC (positive care) subscores 

(from 2lto 44) and a drop in NS (no interaction with staff) from 127 to 140. There 

was also a drop in the NE (neutral) subscore (from 16 to 7). 

Again, in BB there was an increase in PC (positive care) (from 34 to 44) and 10 

(interactions with others) (from 39 to 88); NR (negative restrictive) (from 0 to 27) and 

NP (negative protective) (from 1 to 12) . Similar to HYM and BB, in GCW, there was 

an increase in PC (positive care) subscores (from 20 to 47) and an increase in NP 

(negative protective) (from 0 to 7). In particular, staff increased their use of restraint 

and verbal commands to keep residents from standing and walking when this was 

unsafe. These findings indicate that while staff at all three care units increased 

incidences of positive care, they also became more protective of residents and thus 

used more restraint, both physical and verbal commands, at post-intervention. 

The QUIS observations were compared with staff interview data to provide answers 

to Question 5. The data from individual staff interviews not only specifically 

provided answers to Question 5 but also to question 6 which may explain the Staff 

Questionnaire findings. 
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5.5 Focus group discussion findings 

Prior to pee and OeM occurring brief focus group discussions were held with the 

nurses, recreation/diversional therapists and care staff to obtain background 

information about each of the three care sites and the context of care delivery in these 

sites. Small numbers of staff of three to five, met with one of the researchers in the 

staff room at each care site during the staff working day: day, evening and night 

shifts. By discussing care practices with staff prior to the pee and OeM intervention, 

it was possible to capture their baseline information on dementia care knowledge and 

care approaches, especially for unmet need behaviours such as screaming/calling out, 

agitation, physical aggression , resistance to care, interfering with others/others 

belongings and wandering. The discussions also focused on the attitudes of staff to 

dementia and dementia care work, on factors that impacted on their work and also on 

the support that they perceived to be important to assist with their work. These 

discussions provided insights as to how nurses, therapists and care staff managed 

their day to day work, their knowledge of dementia and dementia care approaches and 

the way they responded to residents with unmet need behaviours. This information 

sharing also provided a baseline understanding of the type and level of education and 

support that the nurses , therapists and care staff required to improve care quality from 

the pee perspective. This information was compared with the follow-up staff 

interview data to identify any changes that had occurred as a result of the pee and 

DeM intervention. 

The staffs stated approaches to managing residents w ith behaviours associated with 

dementia revealed that over 54 % used distraction and diversion strategies, especially 

with resident's verbal repetition, or perseveration. Other key strategies used were 

placing the resident in their own room and/or ignoring the behaviour. These findings 

reflected a general lack of understanding of the reasons for behaviours associated 

with dementia and also failure to interpret these behaviours as signs of unmet need. 
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These findings are reported as themes which were developed following content 

analysis, described in Chapter 4: 

5.5.1 Discussion Group Themes: 

~ Committed to caring 

When staff were asked for their reasons for working in the current facility/unit and 

what were the enjoyable aspects of their work, they reported, "like old people"; "want 

to do nursing"; "card for someone with dementia" and "maki.ng difference in the lives 

of residents and their relatives". These comments reflected their personal interest and 

experience in dementia care and commitment in care. They recognised the importance 

of knowing something about the individual resident ' s lives and set about learning 

this. 

~ Caring for residents with dementia is stressful but rewarding 

Different issues were raised by the staff regarding their daily work, particularly in one 

care site. Insufficient time was reported by many staff due to the constant one-on-one 

interaction required for residents with "behavioural problems" , for example 

aggression, resistance to care, intrusion into other ' s rooms, and resident abuse of 

staff. In describing this kind of stress, one staff participant stated "the residents can 

wear you down and down" . Staff also found it difficult to deal with their own and 

other's grief when residents suffered or died. 

~ Lack of understanding and skills in person-centred dementia care 

When members of staff were asked about their approaches to managing unmet need 

behaviours, few had reported checking for possible physical causes of behaviour such 

as pain thirst, hunger, urinary tract infection or constipation. The majority of staff 

described adopting an approach that did not engage the residents, or acknowledge 

their feelings of distress. Rather, they used distraction, diverting the resident onto 

another topic, removing the resident from the situation, or walking away and coming 

back. While they understood that there were triggers for most behaviours, they were 

]38 



at a loss to determine what these might be. Most staff had not considered looking at 

the world through the eyes, or the perspective, of the resident, but rather focused on 

the task at hand and its accomplishment. These findings reflected lack of knowledge 

by staff about pee and highlighted the need for pee education and management 

support to achieve this. 

5.6 Recording of field notes 

The field notes included personal observations and individual expenences which 

provided further understanding of the work culture context unique to each study site. 

For example, observation of the tension between one assistant in nursing and 

management in negotiating time to attend the interview confirmed a lack of 

management recognition and support for staff development. This was reported by a 

majority of the nurses and care staff from care site BB which may have impacted on 

practice change. On the other hand, good management support and a positive work 

culture was reported by nearly all HYM staff. These participants not only showed 

openness to change through adopting pee practice, they also demonstrated interest 

and enthusiasm in participating in the interviews, reporting their positive experiences 

with management's support of OeM. One assistant in nursing who attended an 

individual telephone interview commented, "/ am quite shocked with how much J 

have talked cos J am sort of a shy person. / am quite happy with the way that it went". 

However, the presence of a strong working group culture in GeW care site was 

evident when one registered nurse asked, "So who are the nursing experts? " This 

incidence occurred at the beginn ing of the research project when the chief researchers 

explained that a nursing expert would be available for consultation if required by the 

participants. Nurses and care staff from this site did not report adopting the pee 

practice required as they considered the recommended care changes challenged their 

professional competence. 
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While field notes provided the researcher a background understanding of the work 

culture in the study context, individual staff interviews were conducted to specifically 

provide answers to Question 6 What are the staffs responses to the OeM process 

which include non-participation observation and OeM summary feedback to staff as 

well as their perception of pee intervention . Theses data also provided information 

which may explain the outcome of the questionnaires. 

5.7 Follow-up Staff Interviews 

5.7.1 Staff demographics 

Twenty-five consenting nurses and care staff participated in Follow-up Interviews, 

either face to face, or by telephone, 4 to 5 months following the Post-Test staff 

surveys and QUIS observations. The demographic profile of this group is repolied in 

the following table. 

Table 13: Staff demographic 

Site 

Total 

Age in years %(n) total 

18-24 4%(1) 

25-34 16%(4) 

35-44 320/0(8) 

45-54 28%(7) 

55+ 20 %(5) 

Ethnicity 010 (n) 

Australian 

Other 

Language spoken %(n) 

English only 

Other than English 

HVM 

9 

2 

4 

2 

100(9) 

0.0 

100(9) 

o 

BB 
9 

2 

4 

100(9) 

0.0 

100(9) 

o 

GCW 

7 

2 

3 

20(2) 

100(7) 

20(2) 
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Staff category (n=25) 

AIN 6 2 0 

RN 2 3 3 

EN 0 2 3 

Therapy staff 2 

Years worked in current aged care un it, 

Mean 7.2 8.1 9.8 

Years worked in other aged care unit, 

Mean 11 7.7 6.0 

Worked in other aged care unit 

%Yes (n) 500/0 62.5% 660/0(4) 

Specialised education 

% Yes (n) 90(8) 66(5) 57(4) 

All participants were female and 1000/0 English speaking. There were more nursing 

staff 21 of the 25 compared to other staff categories. At the HVM care site there was 

90% participation in specialized dementia care education compared to lower 

percentage in the BB care site (66%) and 57% in the GCW care site. The manager 

from HVM did not have specialized training in dementia care, although she 

encouraged her staff to obtain this knowledge. 

5.7.2 Interview findings 

Main theme: Valuing DCM as a way of facilitating PCC requires management 

support and leadership 

The main finding from the interviews was participant perception of the importance of 

leadership in the process of cultural change through PCC and DCM and the necessity 

for management support in developing a person-centred environment. However, 

there were differences across the three care sites in participant views about the value 

of the DCM procedures to achieve PCC and desired changes in care, as listed in Table 

14. Differences in views about the DCM procedure as a facilitator for change 
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reflected the ability of participants to gain management support and encouragement, 

and to adopt recommended changes to promote resident well-being. Thus, the OCM 

care summaries and recommended care approaches were considered to be useful by 

staff who felt confident that recommended changes could be made with management 

support. However, the OCM procedure was considered unhelpful by participants who 

did not feel confident that their managers would support the recommended changes. 

Other participants, particularly at GCW , considered the OCM procedure useless, or 

unhelpful, as they saw no value in changing what they already believed to be quality 

dementia care practices. 

There was a relationship between perceived management support for the change 

process and participants' personal reactions to OCM as a process to facilitate PCC. 

Factors that influenced the responses of participants to the OCM procedure included 

their personal reactions to the OCM observations, the value they attributed to the 

OCM WIB scores and the OCM care summaries for each resident; and the W1B 

feedback process. However, underlying these reactions were a number of factors: the 

organization culture; staffs openness and readiness for change; managers' leadership 

styles; senior management's support for practice change; team work status; 

communication practices within the organisation; resources available to improve care 

practices; staffing levels; and availability of relevant education. These factors played 

a part in shaping the perceptions by staff of the usefulness ofPCC and DCM. 

Staff perceptions of PCC and DCM 

Staff perceptions of PCC and OCM were categorized into 5 groups of responses in 

relation to the change in their care practices and themselves. 

Keys 

Positive= actual change; Negative= no change/difference; Neutral=same as before, as 

identified in Table 14 

142 



Table 14: Summary of staff response to DCM perceptions of PCC (N = 25) 

Positive Negative Neutral 

Positive gains from A 8 A 1 A 

PCC and DCM B 7 B B 2 

C 2 C C 5 

Total 17 (68%) Total 1 (40/0) Total 7 (180/0) 

Commitment to caring A 9 A A 

for residents B 8 B B 1 

C 4 C C 3 

Total 21 (840/0) Total (0%) Total 4 (16%) 

Reaction to being HVM HYM 7 HVM 2 

observed BB BB 4 BB 5 

GCW GCW GCW 7 

Total (0 0/0) Total 11 (44%) Total 14 (560/0) 

--1--

Reaction to HYM HYM 6 HYM 3 

recommendations from BB BB 2 BB 7 

OCM WIB scores and GCW GCW 7 GCW 

care summary feedback Total (00/0) Total 15 (60%) Total 10 (40%) 

Translating HYM 8 HYM I HYM 

commitment to PCC BB 4 BB 1 BB 4 

care practice following GCW 0 GCW 7 GCW 

OCM care summary Total 12(48%) Total 9 (36%) Total 4 (16%) 

feedback 

143 



Other themes for the study: 

The Interview data underwent content analysis and key themes were derived from 

these. When quoting the interview data, a more secure system was employed to 

protect the participants ' confidentiality. The code of HA, HB, or HC was allocated to 

the individual facilities rather than according to the specific care sites' code names 

used in the text, and number codes were assigned to denote participating staff. 

~ Positive gains from the PCC intervention and DCM procedures 

In response to the question about their thoughts on their experience with PCC and 

DCM, 68% staff reported a positive gain from this experience as it had increased their 

awareness of the resident 's individual needs. However, all but one staff member 

reported feeling no change in their positive views about dementia care, or persons 

with dementia, following PCC and DCM. 

Some interview participants provided very general comments about this experience, 

as reflected by one interview participant's statement, 

"J think it's great, J think we all became a little more aware" (HB/S04), 

One Registered Nurse elaborated her response, 

"DCM has definitely made me more aware of residents' individual needs " 

"J think DCM made me think more of the ones with repetitive behaviour bit 

(the lady who wants to get the bus) made me think that J should stop and 

spend time with them, and I should try not to ignore them, and I really got to 

try to settle them back. In this regard I have gained something from the 

experience" HB/S02. 

A number of interview participants from all three care sites also reported gaining 

knowledge from the education provided by one of the researchers during the PCC 

intervention and the DCM procedures, 
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"I guess how to work with the residents and how to understand people with 

dementia a little better, I definitely learned a lot from XX (Researcher who 

provided education) on how to approach the residents who are agitated or 

confused. There are ways of dealing with it. It has changed ways how I would 

have approached them ... " HB/S07 

Another interview participant recalled, 

"We thought we are doing things right. It's just that underlying factor that. 

That's what it was, DCM just makes us more aware of the situation" HAl S04 

Subtheme 

.:. Sense 0/ sat is/action and connection 

Through their experience with pee and OeM, interview participants were able to see 

the need to understand and communicate with the residents in order to solve the cause 

of their stress. Some staff showed appreciation for the effectiveness of the new 

person-centred care approach. They expressed sati faction in the achievement by 

readily adopting this new way of caring; 

"Like before if I see someone upset, I will say it's alright and then try and 

cover it up with some thing else , whereas now, I would try and think why was 

the person crying and I will try to find out how they feel and try to fix up the 

real problem at the root level . Things are going quite okay and the residents 

seem to be happy. I have adopted the PCC approach it's part of me now, and I 

am using it in the hostel as well. It's a much better approach" HAl S08. 

Some interview participants also reported a sense of connection with the resident 

through this care approach; 

I feel better in doing it, you are just more aware of their needs. It's more than 

just doing their personal care. I find that now I am paying them more 

individual attention and I find it rewarding. I used to listen to them and now I 

am more into really !lying to understand them and see where they are coming 
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from even though some of sentences are jumbled up at different times, you will 

be aware where they are at the time" HA/S06 

Another interview participant made similar comments, 

"just that little smile on their (residents)face, just the thing that you say to 

them and they thank you for talking to them and they are grateful and you tell 

they are gratefulfor you spending extra time by their actions" HA/S06. 

~ Commitment to caring for residents 

When interview participants were asked about any change in their feelings towards 

caring for residents with dementia following PCC and OCM, all but one interview 

participant from the BB care site reported no change in their feelings. Eighty-four % 

of participants expressed very positive feelings, as expressed by one EN from the 

GCW care site, 

. "Some of the residents have been here for years, up tolO years. You know 

them like members of the extended family. You try and do the best that you can 

for them, cos you want them to be comfy (HC/S07) . 

This positive feeling about the residents appeared to be related to the strong 

commitment of interview participants to dementia care, as one nurse who was 

working as a recreation activity officer at the time stated, 

"J always love coming to work, J always have the same outlook to the 

residents, they are here because they have different degrees of dementia and 

they need help, and J always have a soft spot for the residents, they have 

always been the main priority for number one in care, and you always do the 

best you can for them, and with the other staff, they are all the same and are 

here to do the best that they can" (HA/S03) . 

Despite this unanimous expression of positive feeling from the interview participants, 

there were differences in the way theparticipants viewed the resident as a person with 
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dementia. Staff from the BB care site not only showed their dedication to caring for 

the resident as a family member, but also saw the resident as a unique individual 

behind their behaviour 

"They are individuals they're just like us. That they are important and what 

they 've got to say is important, even though some of sentences are jumbled up 

or set at different times, you will be aware where they are at the time, and I 

do have a soft spot" (HA/S03). 

The participant perceptions of the resident as a person with dementia in the GCW 

care site were different irrespective of their deep concern for resident well-being and 

their commitment to care. One Enrolled Nurse reported, 

"Y ou kind of get nervous and worried when they aren't behaving the way that 

they should, like they get UTL they get completely off the planet, it 's hard to 

figure out what's wrong with them sometimes " He/S03 

However, this enrolled nurse continued to describe the residents with dementia as 

follows, 

"These are really demented people. These people will climb the fences and 

break the window; they will set the fire alarm watching the door open!- They 

are not normal people or they wouldn't be here ,. He/S03 

Another interview participant from the same site added, 

"These residents are almost at the end stage. We got one there now who's 

only got 2 % of a brain, that's where we are at, because there 's nothing there, 

it's an awful thing to say, but it's like the light's on but nobody is home, these 

are just gone ",He/so 7 

When the participants were unable to see the resident as an individual, it may not 

have been possible for them to understand the triggers for the resident 's behaviour 

which often signalled the resident 's unmet need. This lack of understanding may have 
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contributed to the interview participants ' reluctance to accept the PCC intervention 

and particularly the OCM procedures as a way of improving care delivery and thus, 

their unwillingness to change their conceptualization about quality dementia care. 

The participants ' report of little change in their positive feelings towards caring for 

the residents with dementia following the PCC intervention and OCM observation 

and feedback process did not always translate to a positive response in making 

recommended practice changes. Participants ' responses varied across the three homes 

and were attributed to organisational factors in their work environment. In total, 48% 

of all interview participants, the majority of whom worked at the HVM care site, were 

actively involved in the follow up activities suggested by the OCM care summaries 

for individual residents. Thirty-six negative responses to the OCM feedback of 

resident WIB scores occurred in interview participants, mostly from the GCW and 

BB care sites, who only adopted the PCC approach when they had time, while 16 

interview participants were ambivalent about PCC and continued to implement usual 

dementia care practices. It is possible that their reactions to OCM may have impacted 

on their responses in PCC practice. 

);> Response to DCM 

Sub-themes 

.:. Reaction to DCM procedures 

In total, 44% of participants reported an initial negative reaction to the DCM 

observations. The impact of OCM observations was found to be greatest in HVM, 

with. seven out of eight nurses and care staff feeling intimidated or anxious during the 

resident and care observation period, but these feelings reduced or disappeared with 

time, as explained by one Assistant in Nursing, 

"When they first came, I was a bit nervous, I didn't really understand it and I 

didn 't know what to expect. It was velY hard to act naturally with someone 

standing there watching. I was fine after the first visit, after you know that 
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these people are here to help. It was great after the second visit, I was not 

worried" HA/S08. 

Similar feelings were reported by an Assistant in Nursing from another care site, 

"It was hard being part of the mapping, because with them watching, I would 

have liked feedback as we went along. It was hard being watched and not 

knowing till the very end. HB/S02 

.:. Distrust of DCM observations as a measure of resident well-being 

Sixty percent of interview participants reported an initial negative reaction to the 

feedback of the OCM Well-being/I1I-being (WIB) scores for individual residents and 

also the OCM care summary recommendations. Compared with the BB care site, 

there were more interview participants from the HVM and GCW care sites who 

reported negative reactions to the feedback and care summaries than those who did 

not. The interview participants ' reaction was related to their feeling of distrust of the 

OCM as a measure of a resident's well-being or ill-being, given that these 

observations were conducted over two or three days and thi s was perceived to be a 

relatively short time frame in which to gain a meaningful view of the residents' 

status. As well, many interview participants felt that the DCM scores were biased, 

since they were based on the PCC principles determined by Kitwood (1993). 

One interview participant from HVM commented that she could not see the relevance 

of the resident's WIB score and the resident 's social isolation: 

"Yes well, I agree with um, nearly everything except that I find its very 

difficult like to ... bring a resident out all the time, like the resident is really 

happy and wants to be in their room ... .1 feel as though um, they have the 

right to make that decision " (HA/S02) 

This statement indicated that this participant was not adequately conversant with the 

PCC principles, since she felt that the resident's choice to remain continually in their 
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room away from other people, was a basic right which superseded the staffs duty of 

care to ensure this resident had the · opportunity to engage in some social life with 

staff, visitors and other residents, as well as experience natural sunlight on a regular 

basis. 

Another interview participant made similar reference to the same resident regarding 

the resident's right to make a choice in where they want to be. She expressed her 

reactions towards this resident's OCM care summaries as, 

"Some of it was positive, some of it was negative ..... "There was one lady, she 

scored quite low, on the day of the mapping she stayed in her room, that is an 

off and on sort of thing. Sometimes she stays in her room and when you take 

things to her she won't come out. The next day, she came out and participated 

in everything but they didn 't map her on that day. May be the mapping makes 

the score out a bit". (HA/S08) 

This interview participant added: 

"] was a bit disappointed about that because I didn't think that truly reflected 

her well being, it was just on that day. 1 did explain to the team how] felt 

about that and they say they understand but it is just the way that it is being 

scored" (HA/S08) 

A similar concern was expressed by another interview participant regarding the time 

frame of the OCM observations that took place, 

" ] think maybe they didn't get an overall view of it "because] think the girls 

(from the research team) were only here for two or three days and um, maybe 

didn't sort of see some of the behaviours or some of the things like they would 

have had they been here for say a week or something like that you 

know ... maybe sometimes the residents ... didn't. weren't their true selves like 

sometimes we'd say oh you know they do this particular thing or that 
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particular thing and they ... didn 't happen to do that on that particular day 

and you know" (HA/SO 1 ) 

As a result of these issues with the time frame, some interview participants from the 

GCW care site reported feeling some annoyanceJollowing the OCM feedback, 

"We were a bit annoyed when you come back the third time, cos we felt you 

have no idea what these people are like at all, and you spend so much time 

criticising what we are doing without understanding why we are doing it. It's 

like you sort of jumped in and jumped back out and had no idea, and you 

came back later we improved some things, but it was just that you came back 

on the day when things were better. The next day, things could have swung the 

other way. See what I mean? That 's why I said you need more time here " 

HC/S07 

.:. Challenge to perceived professional achievement and competence 

Interview participants' responses to recommended changes to their care practices for 

individual residents differed acro s the three homes. The OCM observations and 

feedback process was felt most strongly by some participants from the BB care site, 

and from all interview participants from the GCW care site. Some interview 

participants felt the OCM feedback process challenged their sense of competence and 

professionalism in dementia care, especially when receiving the OCM care 

summaries for participating residents, as one of the interview participants from GCW 

commented: 

"Nobody was really happy with it. I can remember that in the report, we just 

say, no. It just didn 't work, you know." As she felt that "a lot of the 

suggestions, they (residents) are too far gone from doing it, if you know what I 

mean? I mean we seem to do a good job, we've been working for so long, and 

we just felt like we are being invaded". (HC/S06) 

151 



The interview participants' response not only indicated their negative feeling, but also 

demonstrated their lack of understanding of the practice of PCC, as one Enrolled 

Nurse from home GCW commented 

"Some of the suggestions just made an offence to us, because we know that if 
we let some people wander around, they will hit other people or run into 

walls, fall over. Like we know that these people walk 10 seconds and they will 

fall over. So ] thought may be you should spend more time if you are going to 

come and do it again" (HC/S07) 

~ Translating commitment to best practice 

Despite a majority of the interview participants ' reported commitment to resident's 

care, their response to change in care practices following DCM feedback differed 

across the three care sites. Many factors were identified to explain why interview 

participants embraced or rejected PCC and DCM. While some participants reported 

having an increased awareness of the resident' s individual care needs, some 

participants found it very challenging to change their practice. It was evident that the 

participants ' response to recommended changes was linked to their perceptions about 

organisational leadership, management supp0l1 and the working climate of the care 

site. 

One Assistant in Nursing reported a positive gain with the PCC and DCM experience 

as 

"] think] have changed from being task oriented to person-oriented, not so 

much doing the ten showers in three hours, it's about doing individual care 

for each resident " HB/S03 ; 

At the same time, this participant was disappointed with the lack of support from her 

managers, which makes consistent practice changes difficult as she explained 

"Maybe management would have taken it more seriously. There is no support 

from the management as it is left to us to follow up the care plan ", HB/S03 
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For other interview participants, lack of staffing and heavy workload was a challenge 

to being able to practice PCC; 

"Some of the useful things you said like .. we should have more things like to 

occupy their time, more one on one time, if we have more staff, which you 

know. "HC/S07 

While eight out of nine staff from the HYM care site reported a positive response to 

transforming their practices towards PCC, all interview participants from the GCW 

care site responded negatively, as they claimed that they had already trialed many of 

the recommendations from the DCM observations and feedback but these approaches 

did not work for their residents. One interview participant from GCW stated, 

"1 thought some of the suggestions were quite good. Some things worked out 

for a little while, but these people are going down so we have to change things 

all the time. Like, this lady, trying to find things to occupy her, but at the 

moment she is quite down. Some of the suggestions were quite good if you find 

time to do them as we are jlat oul all the time ". HC/S07. 

In the BB care site, four out of nine interview participants indicated a positive change 

to PCC. One interview participant commented that, 

"DCM is good on paper but hard to do" HB/S03. 

The interviews revealed that many organisational issues were impacting on the ability 

of interview participants to implement PCC. It was mostly HYM staff who reported 

positive responses to PCC in relation to the factors identified below . 

• :. Facilitating /driving force for change 

• Leadership and management support 

• Effective Leadership and commitment to change 

There was a noticeable difference in leadership style at the three sites, confirmed by 

interview participants ' responses. Despite the init.ial negative reactions by some 
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interview participants to the OCM care summary feedback at HVM, the positive 

outcome occurred once the recommended changes for practice improvement were 

instituted. This manager and senior executive staff strongly supported the 

recommended change process and interview participants believed this support was 

critical to leading recommended change. The HYM manager reported a positive 

experience with PCC and DCM, and, became actively involved in the change process 

with the support of her senior managers, stating: 

"My role is to see the whole lot, it is difficult for me to oversee all that, 

support was available from senior management", she informed. HA/S09 

This interview participant went on to list other changes in practice, 

"The activity is the big thing and the bus trip, they have a monthly bus trip now. 

And they need more volunteers, urn interacting more with the residents, instead of 

just saying general hello to each group or table and walking past. We have 

already identified the group activities didn 't work so well. So we have smaller 

groups now. (Providing)Rest period/or those who are wandering, just to get them 

to sit down for rest. The different stimulation for activity, the trea ure boxes were 

a wonderful thing, the scrap book. The general community boxes, like the sound, 

the smell, sight, themes like nature and the sea. Cooking, they did do a bit of 

cooking, we had the percolator there once there are so many things that they can 

do. These are all activities suggested by the team. " HA/S09. 

• Management support 

As a result of this manager 's feedback to executive staff on the recommended 

changes needed, senior managers provided the support required to enable these 

changes, resulting in a very positive improvement in care delivery for residents, as 

explained by this care manager, 

"They (senior management) have been good with any ideas that we propose and 

if we say it 's good for the resident, they have provided us. As a result of the 

mapping and the report that I gave about the mapping, the activity officer was 
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made full-time but that was between here, the hostel and the xxx, (be) cause we 

are one unit sort of thing, so she can spend one on one time with the residents". 

HA/S09. 

As identified above, in order to carry out the suggested changes from the OeM 

observation feedback and recommended care strategies, support from senior 

management was critical since this was required to organize resources for activity 

groups and make changes to staffing arrangements. The HYM care site manager 

I iaised with her senior managers to gain additional staffing and re-allocate some 

resources. Her active contribution and leadership, together with good team work, 

contributed to the promotion of recommended changes in care practices. 

• Ongoing Educational support 

As reported in the literature, all interview participants reported that knowledge and 

understanding are important in delivering quality care for people with dementia. All 

HYM care site staff reported that they were well supported in their education and 

training needs by their managers, 

"Oh we have a lot, we-we have a lot of um in-services ... on different 

behaviours and different care ... they've probably um implemented a few more. 

When she was asked how useful the training was, she informed that, "Oh very, 

I think its really done well, I think its very informative and ... "An activity 

officer (S08) was very appreciative of the management support for her studies, 

"The board of trustees has offered me a scholarship to do the course in DT 

and that is very good as it gives me the education. I am pretty lucky because a 

lot of the other girls have to pay their own" HVMlS08. 

• Organisational culture conducive to change 

• Positive care philosophy and staff commitment 

Eight out of nine interview participants from HYM reported a positive response in the 

implementation of recommended care practices for individual residents. These 
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interview participants reported a strong commitment in their work and a strong group 

cu lture, emphasising that resident care was a top priority for them, 

"] think this is their home; they got every right to that attention" HA/S06 

"]t has affected my workload, the fact that] am now half an hour late, it has 

been pointed out, but] don't really care if] think] have made someone happy 

and] have put a smile on their face, that is more important than me getting off 

on time. ] just got to allow myself that time" HA/S 1 O. 

• Openness in work culture 

Following discussion of the OCM care summaries, a majority of HYM and GCW 

care site interview participants were surprised with the residents' WIB scores and 

detai Is of the OCM observations recorded, especially in relation to resident behaviour 

and care received. However, unlike the majority of GCW staff and their manager, the 

HYM interview participants and their manager were quite open to this feedback and 

suggestions which allowed the change process to occur. 

"] was a" bit shocked with results with some of the residents being scored a bit 

low ", because as I said those who come from outside sometimes it can be like 

bit unsure, yeah but you're ok about that ". HA/S06 

"Gh well ... like different views on things and sort of, um ... oh and helping us 

broaden our ways of looking after the residents and everything. Looking ajier 

them and keeping them content. HA/SO 1 

"The understanding that there is different ways that you can do things If it 

doesn't work this way, you can try other ways to tackle the problem. Having 

the extra input and different ways of looking at a few things" HA/S04 

• Positive work climate and good team work 

HYM care site interview participants believed effective team work facilitated the 

recommended changes to care practices, while a change in work culture was the 
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necessary ingredient to practicing PCC, which in turn, facilitated good team work and 

staff role integration. An example of this was the achievement of person-centred 

physical and psychosocial care when an Assistant in Nursing and a Recreation 

Activity Officer cooperated to assist in showering a resident, 

"1 am actually the Activity Officer, and now it has made the staff a lot more 

aware, like on Mondays the shower can be turned into an activity, a great 

activity. You can use that time to talk and to chat and to have a positive 

experience rather than going in and shower the resident. (HA/S08 ) 

One interview participant described the HYM care site as 

"a pretty good place to work, the management and the other staff members 

that 1 work with, we all get along together and we work well together" 

HA/S06 

• Effective communication at all/evels 

Effective communication at the HVM care site took place from management to staff 

and from staff to staff and this reflected a positive working environment, 

"We have good support S)lstem here between all our girls, good 

communication between us most of the time, and if we have any problems 

we'd talk to the manager about it. 1 do weekend week and only Monday pm. 1 

may leave a note for them and they will attend to it" HA/S06 

• Flexibility in work practices 

• Flexibility in working conditions 

Other organisational factors such as flexibility in working conditions and effective 

communication were reported by HYM staff to compensate for the extra time 

required for changes in practice 

"Just spending those 2 minutes extra, rather than just walk passed them but to 

say how you are going, you have more conversation with the residents, You 
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definitely put in more time,' you just knock ojf a bit later", "You don 't worry 

about those little things,' it 's neither here nor there 5 or 10 minutes, because if 
you want a day off, they will try and bend over backwards to get it for you so 

you don 't worry about that ". HAIS07 

• Individual practice style 

Interview participants were often subject to the pressure of understaffing and heavy 

workloads in all three care sites. However, the opportunity to implement individual 

care and therapy approaches was an important factor in managing low staff levels at 

the HVM care site. Individual approaches to time management were reported by 

HVM interview participants, which they said made a difference in being able to 

practice PCC, 

"Sometimes it can be a little bit hard, depending on what 's happening and 

how many need your attention at the one time, 1 am here by myself and it 's 

hard to do everything for everyone at the one time like individually until you 

know someone else is here, then you can spend a little bit more time when I 

take them to their bedroom "HA/S06 

I have a routine. You don't need extra time like you do it automatically 

HAIS10 

In comparison, many interview participants in BB care site reported difficulties In 

implementing the suggested activities following DCM feedback and care summaries. 

Ineffective leadership, a lack of support from management for ongoing education and 

poor team work were identified as some of the factors that made BB staff unsure 

about adopting recommended care changes. On the whole, many factors were 

reported by the participating interview participants which may have contributed as 

barriers to the practice of PCC. 
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.:. Restraining forces for change 

• Lack of Leadership and management support 

• Lack of effective leadership for change 

How the team leader perceives PCC and the OCM observation scores and suggested 

care approaches appears to be critical to re-orientating the existing work culture 

towards PCC. Compared to the HYM care site, the manager at the BB care site 

readily agreed with the recommended changes, but adopted a passive approach and 

attitude towards following-up suggested interventions with her interview participants. 

The approach employed was to employ a staff member to assist staff with practice 

change only one day each week. However, this staff member was not clear about this 

role or the main outcomes to be achieved. This devolution of manager responsibility 

to one part-time staff member had a major impact on the outcome of the intervention 

process. 

" We gave them (care summaries) to our educators when we receive them, 

and we put them on the floor (ie. at the nurses' station) . The educator is here 

one day a week which will be hard to follow through.HBIS05 

It is also worth noting how the DCM observat ion and care ummaries were v iewed by 

the BB care site managers as evidence of less than optimal staff work performance. 

Instead of realizing the OCM care summary suggestions were intended to be used as 

an education aid to practice improvement for individual residents, and the OCM WIB 

scores were provided as an evaluation of the resident's quality of life status, both 

were seen and used by this manager to evaluate staff performance. As this manager 

revealed, 

"While the research team can provide education to the staff, I think it has 

been useful information for the nurses, all variety of staff really to see why the 

tactile things are important to someone and to look at putting that into their 

practice, to see results if someone can improve with it. You know, virtually 

showing them, proveL isn 't it? Showing them what we have them talking to 

them all the time and be actually involved in evidence finding and results. So, 
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in that respect I think it's very good. The positives of the DCM experiences 

are the feedback that 's been given to them and mapped out for them, so they 

can see, so these are the results that they are evidence based and proof" 

HE/S05 

Interview participants, including the unit manager, at the GCW care site have a strong 

group culture and belief about their expertise in caring for residents with severe 

dementia, which was an impediment to adopting any recommended changes in care 

practices for residents with low DCM WIB scores. Since they saw the GCW care site 

as one which accepted "difficult" residents from other nursing homes because of 

"challenging" behaviours, they perceived themselves as experts in dementia care and 

therefore, with no need to change anything about their care practices, as one interview 

participant commented; 

"Doing a goodjob and having been workingjor so long" (HCfS06), 

The OCM WIB score feedback was confronting for most and viewed by interview 

participants, including the unit manager, as criticism of their care practices, rather 

than as objective observations of the resident's state of well-being, or ill-being. As 

well, the recommended care changes were seen as unreal istic, or not helpful , as 

articulated by the manager.t 

"There were a couple of commenting feedback thaI were upsetting but 

probably because it wasn't meant to be criticism but sometimes when you 

read the stuff you take it as one because it's rubbishing what you did, so that 

it 's like criticism at your work. When I think about that, it 's just the immediate 

feelings, when some of the staff that came back and when I read, I was a bit 

confronted by it. I felt that it was a bit of negative feedback more than positive 

because shiff that they said, now if you do this with this person and you do this 

with that person, that might be better ways which is right, but they should 

have asked have we done that and they didn't. " (HCfS 12) 

160 



The strong reaction by the manager and interview participants to the feedback and 

care summaries in the GCW care site related to their strong sense of group identity as 

ski lied dementia staff, so the feedback may have challenged their perceptions of 

professional achievement and competence. Because the OCM WIB scores and the 

care summary suggestions challenged interview participants' perceptions about the 

well-being status of residents and also perceptions about their own knowledge and 

skills, the manager and the majority of interview participants stated that they did not 

actively engage in practice changes that Professors Chenoweth and Stein-Parbury 

considered were needed and thus, recommended. 

• Lack of dementia specific education 

Staff and resource shortage led to reports of "custodial care" occurring, such as the 

way that interview participants manage the resident's behaviour. The lack of ongoing 

education specific to dementia care indicated a lack of understanding of the triggers 

for resident behaviours, as reflected by one Enrolled Nurse 

"It 's like when you write stuff thaI this lady was ignored or whatever, half the 

time the staff are watching other people if they are having a fight, or people 

like trainees doing what ever .. , you can 't be wherever you are watching all the 

time. We are watching certain group of people while we are trying to do 

another group of people. " HC/S07, 

The majority of BB and GCW care site interview participants reported no specific 

training in dementia care, despite being dementia-specific care homes. indeed GCW 

was a training site for Enrolled Nurses in dementia care. Nevertheless, these staff 

perceived that they lacked sufficient education to improve care for residents with 

"challenging" behaviours, as one interview participant, an Enrolled Nurse from GCW 

reported; 

"There are in-service, like wound care,· but I like to do a full on course in 

dementia care. We have in-service programs for behavioural management, 
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but it's the same thing over and over. May be if 1 have a bit more 

understanding, 1 may be a bit d(fferent. " HC/S03 

Another interview participant, an Enrolled Nurse from GCW stated; 

"For trainees, they have their own education. There used to be ongoing 

trainingfor other staff, but not much now ". HC/S07 

The need for training and education was also reported by BB care site interview 

participants at the BB especially for the Assistants in Nursing: 

"1 'd like the AINs to have more in-service in the actual care, where they are 

more involved in the care plan, the person needs this, this and this, is just 

education "HB/S04 

One interview participant, a registered nurse also expressed her interest in having 

more experiential learning and support, in order to implement the suggested activities 

following the OeM care summary feedback, 

"Maybe education session for us all from our educator, I think it's really 

good if they could pick a resident and say in this and in this scenario to say 

that you could do this and I think we could gain by this support. 1 think if we 

have had more time we could have picked up (follow through) a few more 

residents to be mapped and then we could have picked up on what could make 

life a bit more pleasant you can do it with the bulk of my nurses and you can 

do it in 10, 15 minutes and run through a few residents and everyone would 

have gainedfrom it HB/S02. 

• Lack of management support and recognition 

According to the interview participants from the BB care site, lack of support and 

recognition from the immediate and higher manager were factors in accepting and 

adopting recommended care practices, 
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"Just a bit of positive support will be good when you are doing something 

good. It amazes me; it's not just me, everybody comments on that, we don't 

get any positive stroke. Most of the ENs and A INs feel stretched and un -

appreciated. The RNs get lots of support from management because they are 

RNs, they have status. J sort of feel that it is unfair really because essentially I 

am responsible for the residents as well, but they get lots of pluses and that's 

as far down the line as it goes". HS/S06 

"they (staff) are supposed to know why they are dong certain things and how 

they are doing it, like there is this person on the afternoon shift, she was told 

for what she has done wrong but she was never told how to do it right in the 

first place, you are always told for what you are doing wrong thing but not for 

what you are doing right, it 's pretty negative, and is not conducive to a good 

working environment" HB/ S03 

While the interview participants from the GCW care site reported they received 

support from their immediate manager, they also reported a lack of support from 

senior management in terms of human resources allocation. 

"Within the unit, yeah, we discuss with the manager and she discusses with 

us, but not outside the unit" HC/SO 1 

"She is really good, she always says thanks and you did a good job. It 's up 

top. We don 't get enough support from above. Yeah, I think recognition from 

the top will be really good, I don 't think that we got recognised got the work 

that we did. We don 't get any thanks, like some of the top management". 

HC/S03 

• Poor work climate and lack of team work 

A poor work environment was generally the experience of interview participants in 

the SS care site. One interview participant, an enrolled nurse, explained her 

frustration and work stress relating to poor team work; 
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"Well a lot of the time you have to work by yourself, even to roll them in bed 

is an awkward thing. This lady is a huge woman she is just like a beached 

whale. It just is really so hard mate. If we don't get the extra nurse then I have 

to do the whole side by myself anyways. The problem is there is a couple of 

reluctant staff here who won 't work as a team, because they are to busy doing 

their own thing too. I can't run a facility and just do it solo. It has got to be 

one big team work effort. Otherwise, it is too much. HB/S08 

One interview participant summarised her working experience as: 

''It is a cliquey place, you work with people that get along or people that you 

have a crash with, it's not so good for the residents, I don't want to be on the 

receiving end" HB/S03 

The Recreation Activity Officer claimed that, 

"We are flying by the seat of our pants we don't have time to chit-chat. 

Basically we go in to work and document and there is really not a lot of time 

to discuss anything apart from what is happening with the resident at that 

moment and dealing with it" HB/S06 

A Registered Nurse further explained the difficulties with team work; 

"I do try to pass on in the handover with things that I want, but you get 

different staff everyday, some will do what you asked and some will do what 

they want to do " HB/ S02. 

As one Enrolled Nurse stated; 

"The hierarchies don't communicate with us too much. It is just get in, do 

your job and do the best that you can" HB/S08. 
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A lack of effective communication among the team at the BB care site impacted on 

the progress of the PCC and DCM change process, as stated by one Assistant in 

Nursing; 

"I think it is really unfortunate that we weren't working as a team just 

because we need to communicate things about the residents, about their needs 

and our perceptions " (HB/S06). 

A Registered Nurse commented on the lack of Assistant in Nursing commitment and 

care initiatives by referring to how much supervision she has to provide for these 

staff, 

"the A!JVs need to be prompted all the time ... have you done this and this, I 

suppose the A1Ns got to take the initiative '. HB/S04 

• Organisational culture inhibiting change 

• Group culture beliefs about dementia 

Dementia was perceived by some interview participants from the BB and GCW care 

sites as "no cure and no hope". An Enrolled Nurse who had worked in GCW for over 

twenty years reported ; 

"These (residents) are almost at the end stage. We got one there now who's 

only got 2 % of a brain, that's where we are at, because there 's nothing there, 

it's an awful thing to say, but it 's like the light's on but nobody is home, these 

are just gone, you can't change them anymore, they don't like change 

anyway" HC/S06. 

Many of the interview participants in the GCW care site did not perceive the need for 

change in care practices following the PCC and OeM intervention, as claimed by one 

interview participant; 

"They are really towards the end, I mean, next step their mind is gone. Umm 

some of them, like XX; you know, we've been treating them like we know them 
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so well, especially the old staff we know our residents really well, so we don 't 

like sort of being told ... " HC/S06 

The focus on psychosocial care was also compromised in the BB care site, as stated 

by one Registered Nurse; 

"But the problem is there is so many things to do too, like when you see an 

AIN talking to a resident, you'd like her to sit down and talk to them and then 

you think, oh Gosh! Monthly obs (observations) has not been done for this 

month, she really should be there doing the job" HB/S04 

• Lack of time and heavy workload 

Regarding the facilitation of the suggested changes in resident care following PCC 

and OCM, a lack of time was reported by many of the interview participants as a 

barrier to practicing PCC. The care manager from the BB care site reported the lack 

of supervision time available, 

"From the RlN perspective, it will be the RIN on the floor and my position 

to .. um .. ,! just don't have the time. Before you would have more time because 

you have less documentation and paperwork; but you don 't have the luxury 

anymore of being as hands on as it used to be. I think the RINs are feeling that 

way too, they 've got more paperwork to keep them further away from ... and 

that's the way aged care is going, "HBIS05 

According to the unit manager from GCW, the lack of time to provide support for 

individualised and social/recreational activities for residents was related to interview 

participants cut backs especially with OiversionallRecreation Therapy hours, 

"Many years ago before the Res came to us, we were funded by the states, 

we had a lot more money we used to have a lot more staff, a lot more DTs 

and they used to take them off the unit and programmed off the unit, say they 

take them at 9 a 'clock in the morning and bring them back at twelve. They use 

to take 20 off the unit and then have 30 something left in the unit. We used to 

have more staff and more time so we can sit and chat, we play games and we 
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do hand massages and we do aromatherapy and listen to music ". This 

manager continued, "Now we don't have time to do those kinds of things, we 

just got to do what we can, " HC/SO 12 

The Registered and Enrolled nurses at the GCW care site also reported a lack of 

sufficiently trained staff to supervise trainees, or new staff; 

"As soon as you finish the pad rounds, you got to do the morning tea and 

then you got to do the beds, it's endless, there no time to stop and do anything 

for the resident, we just take them for a walk around the place" ... Also 

because we have trainees, you are teaching people all the time which means 

we are doing two lots of work". H C/ S07 

A similar situation with workload was reported by interview participants from the BB 

care site. One interview participant considered PCC as being impractical and not able 

to be ach ieved, and the reason given was 

"Because the place is permanently understaffed. people don 't turn up for the 

shift. It needs a high staff resident ratio, could be a heavy workload" "The job 

here can be demanding as everyone wants your attention now. Every few 

minutes you will saying Mrs XX; 1 will be there; you are trying to rush so you 

can get to the next one; it 's not really fair for the resident" HB/S03 

Another interview participant expressed her frustration related to time pressure as it 

had impacted on her ability to provide quality care for the resident, which she felt 

needed time. 

"to give the patient or the resident the proper care we're finding that 

frustrating as well because we're not getting enough time, really starting to 

work quickly like we're rushing here, rushing from one to the next, you know 

all quick. 1 mean if you're gonna have a chat with them it 's got to be quick 

and you've got to move onto the next one sort of thing. " HB/S03 
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Time pressures also related to employing agency staff, 

"The time factor is a big thing. It will also depend on if you have regular 

staff, if get the agency staff, they can only do the basics and when they are 

here for the 6 hours and they tIl just get through the basic necessities." 

HB/S03 

When a Registered Nurse from the BB care site was asked if she had implemented 

any change in care following PCC and OCM intervention, she explained, 

"I think I did, but a lot will depend on time, it always depends on staffing 

level, with time so you can do those one to one activities." HB/S02 

Similar responses were echoed by four out of five interview participants from the BB 

care site. Another Registered Nurse added, 

"We would love to have more staff, staff not just 10 do medical stuff, but just to 

interact with residents, like DTs, people that can take more classes, and 

encourage them to do more things for themselves" HBI S04 

• Insufficient funding for needed resources 

In discussing the issues with human resources, the GCW manager pointed out how 

the funding instrument scores did not provide a fair system in funding staffing hours 

based on care needs, especially for residents expressing unmet need through physical 

aggression, which required more time to settle. 

"You don't get as much money for their behaviours and physical aggression 

is less money than verbal aggression". HCI SO 12 

The same manager further remarked on the role of funding instrument documentation, 

and felt that the time spent in documentation could be better utilised in other ways. 

"like all the documentation, there is not a great deal of value in it .... nurses 

that have been here for 10 years never read that nursing care plan except 

when you are reviewing them, so a lot of that stuff is a waste of time". HC/S 12 
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• Job stress related to issues with care 

• Stress associated with unmet need behaviour 

Many interview participants from the BB and GCW care sites expressed physical and 

psychological stress in their caring role, particularly in re lation to the management of 

the resident's behavioural sym ptoms as follows: 

"Having to be talking to residents constantly nicely and politely, "it starts to 

get to you emotionally JJ "because of the sun downing syndrome in the 

afternoon, they are all everywhere, and it 's very wearing on you JJ as HC/ S 12 

explained. 

"1 was stressed out with the residents, you just sick of it sometimes. This job 

can be mentally draining, and physically as well I just can't wait to get out of 

here some days. Other times J might have 5 minutes break or talk to other 

stafl sometimes it's good to get it out" HC/S03 from GCW site who started 

working in the facility 6 year ago al 0 remarked on the job stress 

The Recreation Activity Officer described her interactions with the residents as 

frustrating, 

"Very d{fficult, (pause) , very frustrating, like when you sit with them and 

listen to them talking which makes no sense whatsoever, it 's just very 

frustrating. JJ HC/S 11 

An Enrolled Nurse remarked on the difficulty in communicating with many residents, 

"Residents in there, they are like a shell, there is no emotion, well, the way 1 

can see it, like there is this lady she showed no emotions at all. You can 

cuddle them, but you don 't know if they are getting anything from that JJ 

HC/S03. 
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This same interview participant also commented on the intensity of the care work 

involved, especially in relation to the suggestions from the recommended resident 

care summaries. 

"But when I read them, I thought come all week, it's all hands on work, it 

might be different. Somethings are just too difficult to do". HC/S03 

• Stress related to demands from families/carers 

Demands and distress expressed by families and close friends of residents also played 

a part in the stress experienced by the interview participants, as explained by one 

interview participant Registered Nurse at the GCW care site, 

"we spend a lot of time talking to the carers because of their stress and strain, 

the families get quite difficult, it's a very time consuming issue to keep the family 

happy. " HC/S 12 

Another Registered Nurse further elaborated on how family can be a cause of stress 

for interview participants by hindering the mana ement options for one of the 

residents who frequently undressed herself; 

"We've looked at every aspect what we could do, even speaking to the family 

about suggestions. Some of the suggestions we considered. they didn't want. 

We just have to live with what we have got, we don't like it, but sometimes it's 

the carer, to certain extent, we have our hands tied. HC/SO 1 

The need for debriefing and counseling at work was reported by five out of seven of 

the interview participants as a result of work-related stress especially in relation to the 

care management of residents' need-driven behaviours. 

"Nurses do debrief betvveen one another, you can close the room and that's 

the only way you can get rid of the mental strain. " HC/S 12 stated 

5.7.3 Factors influencing the adoption of PCC practice following DCM 

feedback 
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Factors contributing to the implementation of suggested care practices following the 

oeM observation, care summaries and feedback process are summarized in Table 15. 

Table 15: Factors contributing to PCC practice following DCM 

care summary recommendations 

Keys: Yes= Y No= 

HVM BB 

Leadership and management support 

• Effective Leadership and V X 

commitment to change 

• Management support and V X 

recognition V X 

• Ongoing education 

Organisational culture conducive to 

change 

• Positive care philosophy and staff V V 
commitment 

• Openness in work culture V V 
• Positive work culture and good team V X 

work 

• effective communication at all levels V X 

Flexibility in work practices 

• flexibility in working conditions V X 

• Individual practice style V V 

GCW 

X 

X 

X 

Y 

X 

X 

Y 

X 

X 
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Staff response to DCM 

• Reaction to DCM observations v' v' X 

• Distrust of DCM observations as a 

measure of resident well-being v' X v' 
• Challenge to perceived professional 

ach ievement and com petence X X v' 

5.8 Summary offindings 

Three sets of data were collected at pre and post-intervention and included staff 

questionnaires, non-participant observations (QUIS) of staff and resident interactions 

and care quality, and focus group discussion with staff. During follow-up, staff 

engaged in one-on-one semi-structured interviews and field notes were recorded. 

Baseline staff demographics were analysed and revealed little or no significant 

differences among the three facilities HVM, BB and GCW. Thirty-four staff 

completed the staff survey at pre-test, with 24 (70.6%) completing Pre and Post-

intervention surveys (see Table 1). These results were subsequently analysed using 

inferential statistics for the quantitative data and thematic analysis for qualitative data. 

Staff surveys revealed little or no significant improvement post-intervention in staff 

feel ing of well-being, job satisfaction, strain related to caring for the person with 

dementia, attitudes towards the person with dementia and to dementia care, and 

reaction to residents ' behaviours. There was, however, a trend towards an 

improvement in staff perceptions of care practices across all three sites post 

intervention. The small sample size possibly accounts for the small changes noted 

above. 
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Only the HVM care site results revealed a small trend towards improvement in staff 

psychological distress (t = 1.93, df = 7, P = 0.095). Staff in all three care sites 

experienced greater work satisfaction post PCC and oeM. However, only HVM staff 

experienced a significant change over time (t = 4.03, df = 7, P = 0.005). Amongst the 

staffs reactions to resident behaviour (RMBPC) sub-scales, there was a trend towards 

a time effect for the memory scale (staffs reactions to behaviour associated with 

resident memory 10ss)(F (1, 21) = 4.33, P = 0.050). However this comparison 

achieved low statistical power (510/0). While there was a significant time effect for 

staff depersonal isation in the MBI score (F( 1,18) = 5.81 , P = 0.027), there was lim ited 

statistical power (63%). When each of the care sites was considered separately, there 

were significant time effects for staff at HVM on the Emotional Exhaustion sub-scale 

(t = 2.59, df= 6, p = 0.041) and the Depersonalisation sub-scale (Wilcoxon z = -2.07, 

P = 0.038) oftheMBI. 

QUIS observation subscales showed a trend of improvement in positive interactions 

between staff and residents and also in care quality at Post-intervention in all care 

sites. While there was a trend towards increased negative protective staff behaviour 

(NP), there was a also a decrease in neutral , or non-engaging interactions with 

residents. 

In the Pre-intervention focus group discussions, staff expressed their dedication to the 

residents and to qual ity dementia care approaches, and described this as a rewarding 

experience, but stated that dementia care was stressful. Frequent uses of distraction, 

ignoring and containment strategies were the main approaches employed by staff to 

manage the resident's unmet need behaviour. Lack of knowledge and understanding 

of the reasons for these behaviours from a PCC perspective were the themes of focus 

group discussions. 
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The semi-structured one-on-one staff interviews conducted during follow-up helped 

gain staff's perspectives on the PCC intervention and the OCM procedures. These 

interviews identified different responses across the three participating care sites. A 

range of organisational factors enhanced, or limited, staff ability to adopt 

recommended PCC care practices for individual residents. Other influencing factors 

were staff perceptions of the OCM observation and feedback process, such as their 

reactions to observation, the observation time frame, the OCM WIB scores for 

individual residents and the recommended care approaches. The staff's adoption of 

the PCC approach related to their openness and readiness for change, the leadership 

style in their care site, staff numbers, management support in terms of resources 

allocation, and staff access to relevant education. These operated in combination to 

influence staff acceptance or rejection of the recommended PCC change process. 

Issues relating to teamwork and effective organisational communication, at all levels, 

were reported by staff as barriers for effective practice change. For the staff able to 

achieve desired changes in their usual care practices, there was a sense of satisfaction 

in their care role and connection with the residents. 

The researcher field notes served to reflect on the researcher's experiences throughout 

the study and on the range of experiences and reactions of all the study participants to 

PCC and OCM. While these are of a private nature, they have informed analysis of 

the qualitative data, which follows in Chapter 6. Chapter 6 discusses all the study 

findings in relation to the existing literature and the theories that supported the study. 
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Chapter 6 - Discussion 

6.1 Introduction 

This chapter draws on the relevant literature and theory to discuss and give meaning to 

the study findings that were presented in Chapter 5. Appropriate literature is utilised to 

situate the study and to discuss the impact of the Person-Centred Care (PCC) intervention 

program and the Dementia Care Mapping (DCM) procedures on participating nurses and 

care and therapy staff from the three residential aged care services, and on care delivery 

for residents with dementia. The contextual issues relevant to the study findings are also 

discussed in relationship to the theoretical frameworks employed for the study. This 

chapter concludes with a discussion of the rigour of the study methodology and its 

limitations . 

6.2 Situating the study 

As the study findings reveal, residential dementia care settings are complex and difficult 

work environments for nurses and other care staff. Meeting care standards in this 

environment, amid the multiple expectations of Government agencies, administrators, 

executive staff, residents and their famil ies is difficult and stressful for nurses and care 

and therapy staff. The study participants confirmed previous research (Chrzescijanski, et 

aI., 2007; Edberg, et al., 2008), that success in achieving quality care largely depends on 

a number of facilitating, or driving, forces, the most important of which are management 

support, leadership and resource availability. However, organisational structure within 

the care setting, staff characteristics and the unique resident profile all play their part in 

influencing the stated approaches of staff to care, reflecting the Australian research 

findings of Moyle, et al., (2003). 

While the study findings reveal a complex mix of facilitating and restraining forces at 

play within th is setting, staff experiences of ongoing management support for the PCC 
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intervention and DCM procedures, aimed at better meeting the needs of residents, was 

perhaps the most important finding to emerge. Staff who were the most stressed and felt 

less adequately supported by their managers in adopting the PCC approach, were less 

likely to engage with the change process, a finding supported by Brooker (2007). With 

regard to the influence of resident characteristics, staff perceived that residents with 

increased cognitive and functional decline who were less able to self-care or follow cues, 

prompts and directions from staff, caused them higher levels of stress. These factors 

influenced the way that they provided care for residents with dementia, as found in 

Brodaty et aI's. (2001) study. Hence, staff perceived that a more task-focused approach 

to care was easier for residents with higher levels of unmet-need behaviours. This was 

most often the case for residents with communication deficits, as reported by McGilton 

(2002; 2004). 

In addition to the demand of meeting a high level of care needs, other key factors that 

staff believed influenced their care practices were the low level of qualified nurses 

available to supervise and support direct care staff and also the constant staff shortages 

they faced. This issue is highlighted as an area of concern in the Australian and 

international nursing I iterature (Andrews-Hall , et ai. , 2007). The study findings confirm 

the presence of some of the factors contributing to this concern, including the recent 

changes in resident documentation related to the legislative requirements of the aged care 

system, the organizational complexity associated with resident admission criteria, and 

funding and resource allocations for different resident classifications (Courtney, et aI. , 

1997; Courtney, et aI., 2004; Depat1ment of Health and Ageing, 2007). As identified in 

other Australian research (Jackson, et ai., 2003; Jackson & Daly, 2004), qualified nursing 

staff shortages posed significant chalJenges in providing what staff perceived to be 

quality dementia care. Hence, as reported elsewhere (Edberg, et ai., 2008) the presence of 

these factors influenced staff's views that dementia care, while intrinsically satisfying, 

was complex and physically and emotionally demanding. 

176 



These findings are important, since there is an ever increasing demand that nurses and 

care staff meet the unique needs of all residents. This demand needs to be considered 

within the context of the recent legislative changes occurring in the residential aged care 

sector, such as the increased trend to employment of unregulated staff (Courtney, et aI., 

1997; Chandler, 2003; Courtney, et aI., 2004) due, in part, to the difficulty in attracting 

and retaining Registered and Enrolled Nurses in the sector (Chandler, et aI., 2005) and 

changes to the funding arrangements following the Aged Care reforms in 1997. Study 

participants felt the loss of qualified nurses in their attempts to institute needed 

improvements in care quality, confirming previous research which highlighted the impact 

of cost shifting that occurred with the introduction of the new resident assessment and 

reporting procedures (Jeong and McMillan, 2003). As well, study participants from two 

of the care sites related their inability and hesitancy to institute PCC due to inadequate 

supervision and support from Registered Nurses, mostly because executive management 

support was not visible, confirming previous research by Laschinger, (2001), Albinsson 

& Strang, (2002) and Jones, et aI., (2002). 

As reported by Jones, et ai. , (2002}, study participants also perceived the challenges 

created by understaffing influenced their ability to provide quality care for residents with 

high care needs, and saw this arising from inadequate staff funding. In particular, GCW 

staff reported on the impact of budget cuts on therapy staff, meaning that residents were 

no longer able to enjoy recreation and leisure activities as in previous times. At the same 

time, participants believed that nurses were overloaded with teaching and supervisory 

responsibilities for trainee and other care staff, which effectively took them away from 

care supervision. Registered Nurses from BB confirmed their difficulty in finding time to 

supervise Assistants in Nursing who lacked training in specialised dementia care, citing 

high workload in relation to mandatory documentation requirements. Many of the 

Registered Nurses agreed with Heid-Grubman (2005) that the obligation to undertake 

ever-increasing levels of resident-related documentation to obtain adequate funding 

levels, took precedence over the practical considerations of identifying resident need and 

the care required. Many Registered Nurses expressed their concerns with increased 
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documentation requirements, which they saw as taking them away from clinical and care 

duties, an issue also identified by Jeong and McMillan (2003). 

Consequently, the majority of study participants believed that the demands placed on 

them to provide quality care for residents with increasingly high care needs posed serious 

challenges for them and this was exacerbated by staff and skills shortages, and reduced 

resources and support systems. The main factors associated with the perceived ability of 

participants to provide PCC are discussed below by drawing on the composite findings 

from the staff surveys, focus groups, observations and interviews. 

6.3 Factors influencing dementia care practices 

6.3.1 Job-related stress and lack of time 

As briefly summarized above study participants perceived that the residential dementia 

care setting provided them with a number of challenges in day to day care delivery. This 

finding confirms other research conducted in the field (Brooker 2005; Brooker & 

Woolley, 2007). Job-related stress included constant pressu re to work harder, to attend to 

ever-increasing funding-related documentation, and to operate in an environment with 

inadequate infrastructure and education support. Staff from two of the three facilities 

perceived that staffing levels were inadequate to meet total resident needs, as advocated 

by PCC. Participating nurses and care staff expressed the view that they lacked time to 

relate to and provide psychosocial support for residents. For example, a Registered Nurse 

reported that sitting down to communicate with residents does not take priority over 

recording monthly resident clinical observations. However, this was not reflective of this 

nurse's values position, but simply a response to the consequence of the pressure to 

undertake mandatory documentation. In support of the study findings, research suggests 

that quality dementia care requires additional time (Bowers, et aI. , 2000) and particular 

skills (Stuckey, 1999), neither of which participants believed were afforded by the 

funding model in place at the time of the study. 
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Staff at GCW and BB confirmed that more time was required to initiate conversation and 

engage with residents with dementia, in line with other findings (Bowers, et ai., 2000). 

They also acknowledged that there can be adverse consequences for nurses, care staff and 

residents if too little time is allocated to care duties, leading to a situation where they are 

tempted to develop strategies to forgo "should do" work, such as spending time to talk to 

the residents and offering psychosocial support, in order to complete the "must do" work, 

such as clinical observations. Issues with insufficient staffing and lack of time have 

frequently been reported by staff as barriers in providing quality care (Bowers, et ai. , 

2000; Heid-Grubman, 2005). These findings also support the staffs perception that 

management support is an essential ingredient in adopting and maintaining needed 

practice change. 

This was particularly the case for staff from HYM who had not expressed as much 

concern as staff from BB and GCW about time pressures, since they were able to manage 

their time more effectively when engaging in PCC practices, with the support of their 

managers. Their ability to accomplish care duties within a reasonable timeframe was 

attributed to a number of factors instituted by their managers, including flexible working 

conditions and encouragement to individualised resident care by their managers who 

were directly involved in the change process and visible to their staff. These opportunities 

are identified in a number of dementia care studies (Marquis, et ai., 2004; Scott-

Cawiezell, et ai., 2005 and Kane-Urrabazo, 2006). As well, the HVM staff attitude 

towards care priorities, their approach to care and their manager's willingness to accept 

the DCM findings in relation to the residents' unmet-need behaviours, all played their 

part in shaping the HVM staff perceptions about work-related stress and their personal 

attributes and job satisfaction. These findings align closely with the findings of Jeong and 

Keatinge (2004) and Zimmerman et al (2005). 

Education and training in dementia care was considered crucial for the implementation of 

PCC, since study participants recognized that some resident behaviours could be related 

to individual health and environmental conditions, rather than obstacles to overcome 
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through restrictive care practices (Chrzescijanski, et aI., 2007). They also recognized that 

they required training to recognise the physical , social, environmental and treatment-

based stimuli that can evoke or provoke challenging behaviour, as posited by PCC 

advocates (Marshall, 2001). Moreover, the PCC and OCM intervention alerted HYM and 

some of the BB staff to their own actions, or inactions, in triggering resident behaviour. 

Hence, while staff generally perceived that time pressure was the main influence on their 

care approaches, many of them also recognized that their own care knowledge, education 

opportunities and the support of RNs and their managers all played some part in shaping 

the way they provided care. 

6.3.2 Staff's lack of understanding of the PCC approach 

The problem of time pressure was exacerbated by the task-orientated approach of nurses 

and care staff to dementia care, which became evident as staff were observed to focus 

more on the residents ' physical safety than on their psychosocial well being, especially 

the use of restraint observed during QUIS assessment. Others have observed this 

tendency in dementia care environments where time pressures are apparent (Brooker & 

Woolley, 2007). As the Quality of Interactions Schedule (QUIS) findings reveal, nurses 

and care staff were observed to restrain residents who wished to mobilize, simply because 

it was Jess work for them if residents were seated. This care practice not only 

demonstrated a lack of understarlding or recognition of the importance of meeting 

resident's needs, but was potentially problematic for residents who were unable to 

actively seek satisfying sensory and physical stimulation while being restrained. This 

finding is highlighted in a number of PCC and OCM studies (Younger and Martin, 2000; 

Chung, 2004; Brooker, 2005). As well, the use of physical restraints ensured that 

residents were unable to explore their physical setting freely which otherwise may have 

been a source of satisfaction for them (Kitwood, 1997). 

Prior to the PCC intervention it became clear that many staff were unaware that a high 

number of repetitive behaviors displayed by residents were related to the stress associated 

with physical restraint. Custodial-type care practices such as these were observed in all 
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care sites and especially in GCW, where staff also reported and were observed to prevent 

residents from fighting and falling over through physical restraint, rather than through 

therapeutic care approaches. This practice is becoming less common in dementia care 

settings where restraint policies are carefully monitored and it is a practice that PCC aims 

to diminish (Brooker & Woolley, 2007; Chrzescijanski, et aI., 2007). 

Nevertheless, initially there was a lack of understanding of what PCC aimed to achieve: a 

change in staff attitude to identifying and meeting the unique needs of residents. 

Consequently, most staff reported they lacked time to provide PCC because of budget 

cuts. They assumed that PCC focused mainly on providing residents with social activities 

and putting dedicated time into one-on-one conversations with residents, goals they felt 

unable to achieve without extra staff hours. Staff were also unaware that their inability 

and/or unwillingness to provide these important human engagement activities deprived 

residents of their right to be treated as an individual, as mandated in the Aged Care Act of 

1997 (Field &Garratt, 2004). An example of this occurred with a Registered Nurse from 

8B who ignored the repeated calling by a resident to go to the bus stop, as she and other 

staff viewed this repetitive request as either deliberate attention-seeking behavior, or 

related to the dementia disease process. Hence, staff often said they ignored distress of 

residents, believing that this approach was appropriate as it did not reward attention-

seeking behavior. Skovdahl , et al (2003) found similar responses with Norwegian nurses. 

Rather than trying to identify and address the needs of residents, staff also reported using 

distraction and diversion, even though they acknowledged that these approaches rarely 

had the desired effect. The common practices of ignoring, distracting and diverting 

attention from the unmet need behaviour of residents demonstrated a lack of PCC 

knowledge and approach by staff, as identitied by others (Sounder and O'Sullivan, 2003; 

Kovach, et aI., 2006). These findings support Brooker's (2007) suggestion that to plan 

and provide resident-focused care for people who can no longer verbally communicate 

their own wants and needs, it is imperative that staff understand that most unmeet need 

behaviours are purposeful , and not aimed at causing staff distress, or simply used as 
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"attention-seeking" strategies. Since there was a lack of continuing dementia education 

for staff in BB and GCW, and a high level of this restrictive behaviour occurring towards 

residents with unmet need, it appears that these staff were unaware, or non-accepting, of 

Kitwood' s (1993) notion of "personhood" in dementia which the pec and OCM 

attempted to change. Jones (2007) also found that inadequate dementia care education 

explained deficiencies in the understanding by nurses and care staff and the subsequent 

lack of identification and the management of un met-need behaviours. 

The importance of continuous and specialised education to promote holistic and humane 

care for persons with dementia has been demonstrated by Brooker (2007), whereby 

training to identify the reasons behind behaviour, learning to become more aware of the 

person's individual needs, and paying attention to meeting the emotional well-being of 

residents, can reduce distress in residents through having personal needs met. As study 

participants learned through the pec intervention and OCM procedures, they had to 

develop ways to integrate their roles in providing social interaction during care activities, 

and thus ensure that time was allocated in all care provision for one-on-one 

communication, both verbal and non-verbal (Brooker & Woolley, 2007) . 

6.3.3 Staff commitment to residents and quality care 

The reaction of staff to resident behaviour relates to a number of separate, yet related 

factors that are supported by the literature, such as differences in personal attributes and 

commitment to care (Marquis, et aI. , 2004); organsiational culture, resident and staff 

characteristics (Moniz-Cook, et aI., 2000; Thorne, et ai. , 2001) educational preparation 

(Skovdahl , et ai., 2003), a high level of emotional commitment (Benjamin and Spector, 

1990); communication skills (McGilton, 2004) for relationship building (Rundqvist and 

Severinsson, 1999); and competence in care activities such as bathing (Rader and 

Barrick, 2000). There was a trend in staff survey findings towards a decreased reaction to 

residents' memory loss in all three care sites, but not to disruptive behaviour and 

depression for HVM staff. Improved reactions to these types of behaviour in BB and 

GCW staff may be related to exposure, education and training and thus, to staff 
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preparedness in knowing how to better manage these behaviours. On the other hand, the 

more negative reactions shown by HYM staff to depression and some of the behaviours 

displayed by residents may have been related to their emotional responses towards the 

residents and their stated dedication to dementia care. It is also possible that stress levels 

associated with care increased as staff became more aware of the possible factors related 

to this behaviour through PCC and OCM. 

However, results from the Nurses Strain Scale (Hallberg & Norberg, 1993) and the staff 

interviews revealed no changes in staff feelings towards dementia care or residents 

themselves, and greater work satisfaction following PCC and OCM in all three care sites. 

Since most staff expressed favourable attitudes towards dementia care and residents, this 

finding is important and confirms earlier reports that dementia and aged care staff find a 

great deal of intrinsic satisfaction in this area of practice (Nay, 1998; Marquis et al., 

2004). This finding may be related to the staffs feeling of commitment to care, as the 

literature confirms (Nay, 1998; Marquis, et ai. , 2004) . In the case of staff from HYM, a 

sense of improved work satisfaction may have arisen from recognized improvement in 

resident well-being as a result of undertaking recommended changes in care and therapy 

practices. Although no statistically significant post intervention improvements were noted 

in the QUIS observations of care quality, there was a trend towards positive care in all 

three sites. 

Research supports the contention that motivated staff report satisfaction in their care 

work, since they gain intrinsic rewards from the caring role and enjoy caring for older 

people, many of whom have a dementing illness (Moyle, et ai., 2003). Thus, the factor 

that appeared to motivate the staff was their stated commitment to quality dementia care, 

despite the issues and obstacles encountered in care delivery, a finding supported by 

Chrzescijanski , et al. (2007). The QUIS study findings also support Nay's (1998) claim 

that nurses do care about their residents with dementia, although their perceptions of what 

constitutes quality care were contradictory to best practice. Indeed, QUIS observations of 

care delivery appear to contradict staffs "caring" perceptions. Furthermore, when nurses 
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and care staff lack specialised and ongomg dementia education and training, they 

inherently tend to rely on their "mothering" experiences, or on knowledge gained with 

patients/clients in other hea1th settings (Higgins et aI., 2007). 

The poor appreciation of what quality care means for the person with dementia may 

result in adverse care outcomes such as disempowerment and depersonalisation (Nay, 

1998; Sormunen, et aI., 2007). This was evidenced when staff were observed to increase 

the use of verbal and physical restraint, rather than social conversation, if they perceived 

the resident was spending too much time walking about, wandering into other resident's 

rooms, or being overly interested and interfering with other residents' activities, such as 

craft work or looking through a picture book. The anomaly between declarations of 

warmth and concern for the residents and dedication to meeting care needs, while at the 

same time continuing the practice of using unwarranted restraint, supports Nay's (1998) 

finding that staff perceptions and actions can be dissonant in dementia care. To 

understand how to practice pee means harnessing positive perceptions about the person 

with dementia and building on these perceptions to change attitudes about optimal care 

outcomes for them (Brooker, 2007). This occurred for many, but not ail, staff. 

6.4 Gains from the PCC intervention and the DCM procedures 

The majority of the staff repo11ed positive gains from the pee intervention and aspects of 

the OeM procedures, developing an increased awareness of the uniqueness of each 

resident and their individual needs. As a result of pee and OeM occurring, over half of 

the participating staff reported that their awareness of individual resident needs increased. 

However, less than half the staff became involved in the change processes to embed pee 
in daily care practices. At the HeM site an integrative approach in care was developed by 

the nursing and care staff, who recognized the need to communicate more closely with 

residents to understand the underlying causes of unmet-need behaviours. They reported 

feel ing more connected to the residents when adopting the pee approach and thus more 

able to find out how residents were feeling. Kitwood (1993) argued that this would occur 

when staff truly understood the meaning of personhood and how to support this in 
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persons with dementia. These staff expressed satisfaction and a sense of achievement 

with this new insight, reflected by a trend towards decreased psychological stress in 

many staff following pee and oeM·. As other researchers have identified that pee also 

improves the staff s sense of well -being, as well as persons with dementia (Brooker, et ai., 

1998 and Wylie, et aI., 2002). 

Perhaps the most important findings were that, as a result of the insights gained through 

pee and OeM, the staff began to view the residents as individuals, developed new 

insights about the unique causes of their behaviours and recognized the need to 

communicate more therapeutically with residents as a way of reducing the cause of 

resident distress. This particular outcome confirms Sloane, et aI., (2004) finding that the 

application of pee may be restricted without the support of specific education on how to 

prevent and manage resident behavior through communication techniques and flexibility 

in care routines. These practices occurred at the HVM site following the pee 
intervention and oeM procedures, especially the oeM feedback and presentation of 

resident care summaries, as these staff and their managers recognized the centrality of 

supporting "personhood" in dementia care work. 

The pee and DeNt intervention placed emphasis on the Psychosocial Theory of 

Personhood in Dementia (Kitwood, 1997) in explaining the presence of unmet-need 

behaviours in the residents. Staff were reminded throughout the intervention strategy that 

any expression of distress was generally a sign of unmet need occurring through the 

interaction of the cognitive dysfunction with environmental stress. This concept was 

understood by the HVM staff and to some degree by the BB staff. As Brooker (2004) 

argued, implementing pee is not straightforward since the unique interactive process 

between the resident and staff is an important consideration in its success. This process 

focuses on understanding and supporting the subjective experience of the resident and the 

role of the staff as a carer (Woods, 2001; Alzheimer' Australia, 2003). Perrin (1997) 

argued that lack of self-awareness, including the interactive effects of self, and the 

resident's human experience can lead to task-oriented care and low priorities for 

185 



therapeutic intervention. This approach to care was noted at the GCW care home, since 

many of the staff expressed the view that their residents were very debi I itated by 

dementia and unable to engage in the social interactions proposed through PCC, a view 

based on staff assumptions of the diminished capacity of the resident as a human being. 

This perception may have contributed to staff at GCW and some of the BB staff 

experiencing difficulty in caring for residents with unmet need behaviours, such as 

screaming, hitting, throwing objects and resisting care. This perception may also explain 

the negative reactions of these staff to the caring role, as Skovdahl, et a1. (2003) found 

with Norwegian nurses. On the other hand, staff who possessed the understanding and 

appreciation of humane care at a deeper level, appeared to have an innate ability to 

practice PCC in all situations. This was observed in some staff from BB, and in the 

majority of HVM staff. Not only did these staff appreciate the effectiveness of the new 

PCC approach in settling residents and improving well -being, they expressed satisfaction 

in their achievement of adopting this practice in their caring role, confirming study 

findings of Zimmerman, et al. (2005). 

6.5 Factors influencing the adoption of PCC 

As identified above there were a number of factors leading to desired changes in care 

delivery and relationship-building between staff and residents with dementia, some of 

which were interpreted as enhancers and some as blocks to change. These findings 

confirm the relevance of Lewin's (1951) Theory of Change in understanding the process 

towards practice improvement, whereby driving and restraining forces were identified in 

attempts by staff and managers to implement recommended PCC practices. The key 

factors that were the driving forces for change included strong leadership from managers, 

organisational support and ongoing education and training in PCC. 
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6.5.1 Presence ofstrong leadership and management support 

The main reason for staffs acceptance of PCC for their own care practices was their 

perception of the presence of leadership from their managers, which promoted the 

necessary cultural change and gave support for the development of a person-centred 

environment as the basis for practice improvement. This finding concurred with other 

studies for cultural change and practice development (Scott-Cawiezell, et aI., 2005; Kane-

Urrabazo, 2006). Effective leadership, as described by Marquis and Houston (2006), was 

provided by the manager from HYM as a driving force to enable change in the delivery 

of quality care. The manager took responsibility for the coordination and integration of 

resources to achieve planned improvements for residents through the range of activities 

and strategies suggested in the DCM care summaries and during staff feedback sessions. 

The activities and objects implemented with the support of the managers included the 

restructuring of the activity groups, providing treasure and community boxes, and 

employing another staff member to provide individual res ident activities of their choice. 

As found in other successful pee stud ies, the HVM manager revealed a positive attitude 

and provided needed support for staff to implement these changes (Mikkelsen, et aI. , 

2000), thus demonstrating care and concern for the staff. The managers provided strong 

leadership in facilitating change processes and constructing a person-centered workplace 

that included staff as well as residents (Tellis-Nayak, 2007). In turn , implementation of 

pee by staff improved the quality and quantity of staff-resident interactions, identified in 

QUIS observations, and gave staff a sense of accomp lishment as expressed at interview. 

The importance of leadership from supportive managers in creating the conditions for 

desired change was confirmed in its relevance to organisational change (Jenkins and 

Allen, 1998; Jeong and Keatinge, 2004). 

6.5.2 Presence of a learning environment 

Despite the initial shocked reactions of staff and managers to the residents ' OeM care 

summaries and the feedback of the WIB scores, some participants developed a positive 

attitude towards achieving practice improvement. As identified above, strong leadership 

and management support enabled needed alterations in care delivery. As identified in 
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other dementia care studies, HYM staff also reported the importance of flexibility in 

work practices (Cohen-Mansfield & Bester, 2006), positive attitudes and dedication to 

caring for the residents (Benjamin .and Spector, 1990), as well as strong support of 

immediate and senior managers (Moniz-Cook, et aL, 2000; Gruss, et aL, 2004). An 

important factor in success was ongoing education, training, further development of skills 

and supervision in practice (Fossey, et aL, 2006). 

Good team work and communication among the staff and their managers were other 

factors that provided the driving force for the change in PCC practice. When combined, 

these enabling factors signified that this learning environment, which embraced change, 

had facilitated a PCC approach to care. These factors were also associated with staff 

satisfaction and positive attitudes towards their work, supporting the literature regarding 

factors associated with pec (Zimmerman, et aL, 2005). The key factors associated with 

staff satisfaction and PCC care delivery were the sense of feeling valued and a state of 

well-being. To maintain these staff outcomes in the long-term, management support is 

required to adopt a systematic approach to ongoing learning (Martin, et aL, 2004; 

Davison, et aL , 2007). 

6.5.3 Presence of restraining forces which inhibit change 

The study found many barriers for staff and managers being able to accept and implement 

needed change. The staff from BB lacked the presence of a strong leader to drive change; 

they received little management support to implement recommended strategies and 

perceived that there was little posit.ive team work occurring at the site. Hence, while some 

staff were enthusiastic to create change, many reported they were only able to implement 

PCC practices when they had time. The visible presence of managers who offered direct 

aid and support would have helped to create a sense that there was time to implement 

PCC. This finding was consistent with the study conducted by Albinsson and Strang 

(2002) where poor quality care related to the lack of ongoing leadership and little or no 

attention to staff education and supervision for direct care staff. Similar findings 

occurred tn Curry et ai's (2000) study in which inadequate staffing, poor team 
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communication, staff attitudes and lack of knowledge and training In positive care 

practices were reported by care staff as barriers to desired change. 

Creating a workplace group culture includes a management style, or attitudinal norm, that 

is defined by either positivness or defensiveness. Cultural norms provide a common 

ground for an organisation's way of thinking and behaving (Tommey, 2000). A strong 

group culture existed among staff and managers at the GCW site, but this group's 

strength to maintain the culture "norm" despite PCC education and support, was the key 

reason for resistance to change. This group did not perceive the need for change and their 

direct manager was reluctant to oppose the group's resolve. These staff perceived 

themselves as knowledgeable and skilled dementia nurses, carers and therapists, who 

knew what they are doing and believed that PCC was only relevant for situations where 

residents had only a milder degree of dementia than those for whom they cared. These 

staff believed their residents were too severely affected by dementia to benefit from PCC 

and be able to respond to this approach to care, so they discounted the proven 

recommendations for meeting residents ' needs. This finding concurred with those of 

Thorne, et al. (200 I), reveal ing how -closely the group culture reflects the capacity of the 

organisation to create and sustain improvement. 

Leadership is particularly important in influencing and modifying the group culture in 

order to pave the way for needed change. The role of the manager is crucial in creating a 

culture of change and in assuming responsibility for the management of the change 

process (Lewin, 1951). The GCW site manager admitted to "feeling confronted" by the 

OCM WIB scores for selected residents and the feedback of observed resident and staff 

interactions. Like many of the staff, the manager was "shocked ' by the results and taking 

into account staff sentiment, did not proceed to facilitate or enable recommended practice 

changes. This lack of action signaled to staff that the PCC approach was unsuitable for 

their residents. Brooker (2007) stresses the importance of harnessing management and 

organization support to inculcate a work culture that is willing to embrace PCC. 
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Apart from this major resistance to change among the majority of staff at GWC and BB, 

there were other factors reported by GCW staff. As identified by McCarty and Orebing 

(2003), the heavy workload, constant stress occurring in staff in relation to caring for 

residents with severe and repeated behaviours of distress, coping with demands from 

families/carers and difficulty in relating to residents with impaired communication skills, 

added to the staffs feeling of vulnerability. With the physical and mental exhaustion they 

reported feeling when caring for these residents, it was possibly easier, or safer, for these 

staff to retain the "status quo" and refrain from making the effort to learn how to 

implement PCC. Like other care staff found to be resistant to change (Ardern, 1999; 

Skovdahl, et ai., 2003), these staff reported a sense of frustration about time pressures, 

especially in association with the extra time required to manage aggressive and resistive 

resident behaviour 

However, most staff participants from BB, HVM and GCW maintained they had the best 

of intentions to provide quality dementia care and felt "they are doing a good job"; they 

took pride in their work, but not all became defensive toward the OCM feedback. It was 

those with less management support who riled against the WIB scores and care summary 

suggestions. Despite feeling they were doing a "good job", the QIS observations revealed 

many staff were not providing quality care. This finding confirmed Nay's (1998) 

contention that staff perceptions and practices of what constitutes quality care are 

contradictory. In other words, what nurses and care staff perceive to be quality dementia 

care which they believe they are practicing, combined with their lack of up to date 

knowledge and openness to best-practice, means that they are not likely to be providing 

quality care. This finding is supported by Chrzescijanski, et ai., (2007) who found that 

when staff claim that they are satisfied with their work, yet do not recognise the 

consequences of the way that they deliver care, they are not able to intervene 

appropriately to prevent and manage behavioural distress in residents with dementia. The 

GCW staffs naive perceptions about their abilities and care practices are consistent with 

the above findings. The staff at HVM and some of the BB staff, by contrast, recognized 

with the OCM feedback that their understanding of the development and triggers of the 
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behavioural symptoms IS particularly critical to practice improvement. These staff 

recognized the central importance of developing skills in relationship building and 

communication (Rundqvist and Severinsson, 1999), especially for aspects of daily care 

that might incite resident resistance, like bathing and toileting (Rader and Barrick, 2000). 

This finding has important implications for changing practice, as when staff do not have 

the opportunity and the support of managers to learn about best practice through up-to-

date education and training, their practice may remain stagnant, and perhaps deteriorate 

over time. Having a positive attitude, on its own, does not mean best practice will occur. 

To move towards PCC the study shows that many factors need to be mobilized to support 

change. As the study reveals, resistance to needed change that arises from a group culture 

in which staff do not perceive a need to change, is unlikely to shift staff attitudes and 

practices without very strong leadership and organizational support. 

6.6 Stafrs responses to DCM as a motivator for practice change 

The responses of staff to the PCC intervention and DCM procedures varied among care 

sites, although there were individual responses not reflected by the site group as a whole. 

In general , staff and managers at the HYM care site were positive and embraced 

recommended changes to care and this proved to be successful for them and their 

residents, identified through DCM, WIB and QUIS scores. There were mixed responses 

with staff and managers at BB and less positive outcomes for staff and residents. The 

staff and manager at GWC were generally skeptical about the worth and applicability of 

PCC and OCM for their residents and very few changes resulted in resident WIB scores 

post-intervention. As well, levels of stress did not reduce in staff, nor did job satisfaction 

Increase. 

Nevertheless, as a driver for change towards PCC, OCM proved to be effective in 

identifying the extent of resident well-being and ill-being and to a degree, identifying 

some care practice that supported or negated resident well-being. These findings are 
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supported by studies conducted by others, for example, Martin & Younger (200 I), Innes 

and Surr (2001) and Brooker (2005). OCM was also helpful in providing specific 

information to staff about the effect of inactivity and boredom, and over-stimulation, on 

resident well being. Staff at BB, for example, identified a lack of specialised education in 

dementia care offered by their managers, and therefore appreciated the experiential 

learning in PCC and the opportunity to consider and gain increased awareness of the 

resident's individual needs. In particular, one Registered Nurse expressed the need for 

supervisory support and reflective practice to help improve the clinical skills of nurses 

and care staff, which was enabled by PCC education. 

However, a negative effect of some aspects of OCM was reported in all three sites, 

though PCC education was well received. While the observation effect was confirmed as 

short-term, identified in other studies employing OCM (Brooker, et ai., 1998; Williams& 

Rees, 1997; Mueller-Hergl , 2003; Persaud & Jaycock, 2001), the negative effect of 

individual resident care summaries, with accompanying WIB scores, was found to be the 

most distressing for staff and their managers, as suggested by Beavis & Graham (2002). 

Staff perceptions of the OCM feedback process clearly identified during staff interviews 

and indeed during the feedback process reveals reactions ranging from shock, distress, 

disbelief and anger to acceptance and agreement. These findings are important, since 

these experiences support a growing body of OCM literature reporting the impact of 

OCM on staff. For the most part staff at GCW perceived that their knowledge and skills 

in caring for residents with high levels of unmet-need behaviours were not adequately 

acknowledged in the OCM recommended care summaries. Since these staff perceived 

that they were very experienced and ski lIed in caring for residents with dementia, they 

were offended and angry with the recommended PCC care approaches, claiming the 

recommendations were unrealistic, or would be unsuccessful, since similar approaches 

had been tried unsuccessfully in the past. This perception was confirmed by their care 

manager, and this influence was a key reason for staff resisting the possibilities for 

change. Only a few of the GCW staff acknowledged that lessons could be learnt from the 

PCC approach to care. Consequently, the perception of most of the GCW staff was that 
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PCC was unsuitable for their care site. Brooker (2007) confirms that leadership and 

organisational support is an essential element in helping staff to recognize needed change 

towards PCC, thus, it is understandable why the GCW staff had more negative 

perceptions about the OCM feedback processes in particular. 

The differences in leadership styles, levels of support and staff and resident outcomes in 

the three care sites were confirmed in the staff surveys, interviews and observations. Lack 

of strong and supportive leadership was a factor in some of the negative responses of BB 

staff to practice change. Poor communication at all levels, lack of teamwork and 

management recognition of staff efforts were identified by staff as barriers not only to the 

implementation of the suggested PCC approach for residents, but also to the effective 

performance of their daily care. Only a few BB care site staff reported having the ability 

to change their approach to care and therapy programs. 

This finding contradicts the QUIS observations at the BB care site, which showed an 

increase in positive care (PC) (from 34 to 44). The perceived high level of work stress of 

staff at BB and lack of time Inay have impacted on their responses to PCC at interview, 

as one Enrolled Nurse indicated that it was too impractical to practice PCC due to time 

constraints. The use of the QUTS observations proved to be valuable in capturing 

information about actual care being ' practiced, as against care that staff perceived they 

were delivering, confirming the recommendation to use multiple methods when 

identifying changes in care delivery by Bowers, et al., (2000). in addition, as reflected in 

previous research, even when the staff were aware of the potential causes of resident 

behaviour, a lack of team work and perceived time restrictions (Heid-Grubman, 2005) 

may have led to an increase in negative restrictive care (NR) (from 0 to 27) and negative 

protective care (NP) (from 1 to 12). Consequently, it is possible that a lack of ongoing 

managerial and clinical support and supervision restricted opportunities for BB staff to 

embed PCC in their daily care activities (Tellis-Nayak, 2007). 
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Conversely, it was strong leadership and support from their managers that saw HVM staff 

recovering quickly from their initial negative reactions to the DCM observation and the 

resident care summary feedback. Effective support from executive managers provided the 

driving force for the changes required following DCM evaluation. Other factors such as a 

positive organisational culture, the ready adoption of the PCC philosophy, and staff 

commitment to this, and open and effective communication between staff, managers and 

families of residents all contributed to the successful implementation of PCC. 

Management support was reflected in adopting a flexible approach to care and work 

schedules, such as factoring in extra staff one-on-one time with residents, encouraging 

flexible daily routines and supporting individualized care. The outcome from this was a 

perception of greater satisfaction by staff in their work, well being and feeling of value as 

health care workers. 

Another factor that may have influenced GCW staff views about the PCC and DCM 

intervention , compared to HVM and BB, was their strongly expressed experiences of 

hardship in care delivery. This was noted in the greater stress levels experienced, as 

revealed by MBl scores, which they related to caring for a large number of residents with 

a high level of unmet need behaviours and the psychiatric disorders associated with 

dementia, such as hallucinations, delusions and aggression. Observations of the staff in 

their care approaches with the QUIS revealed some tension in these staff associated with 

such residents. 

6.7 Study strengths 

The use of mixed research methods in this study provided a comprehensive view of the 

residential care environment, the factors that both supported and hindered PCC being 

implemented in the care sites and the impact of the PCC intervention and the DCM 

procedures on care delivery, staff attitudes, attributes and staff behaviour. On the whole, 

the pre-intervention findings of the staff survey, observations and interviews converged 

to reveal a picture of staff enjoying the care for residents with dementia, although 
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relatively stressed in this work. The findings showed their way was caring but very often 

restrictive and task-driven. At post-intervention staff at the H VM care site maintained the 

same level of pleasure and satisfaction, but also some stress in care delivery. However, 

the quality of their care improved to the extent that many PCC-focused activities and 

strategies were evident. On the other hand, while these same findings occurred for some 

staff and residents at the BB care site, the opposite was true for the remainder, and for 

most staff at the GCW care site. The use of mixed methods provided a more 

comprehensive picture of staff attitudes, attributes and behaviours over time, highlighting 

the differences that can occur between perceptions and actions (Creswell, 2007). 

This was illustrated by the differences between GCW staff perceptions of residents' 

needs and the focus of dementia care, and the quality of care being delivered. For 

example, many of these staff were negative about the usefulness of the individual resident 

DCM WIB scores, the care summaries and the feedback process as a way of identifying 

and addressing unmet needs, yet an improvement in care quality was noted post-

intervention from the QUIS score (from 20 to 47). At the same time, QUIS scores also 

indicated an increase in incidences of restraint use and verbal commands to keep 

residents from standing and walking when this was unsafe (from 0 to 7) at post-

intervention. This finding confirmed other research in this field, where staff lacked 

understanding in the concept of unmet-need behaviour and focused mainly on protecting 

the resident's physical safety (Skovdahl, et aI., 2003; Chrzescijanski, et aI., 2007). Rather 

than protecting residents, overuse and misuse of restraint was observed to jeopardize 

resident safety, as identified by Nay (1998); Stuckey (1999) and Kovach, et aI., (2006). If 

staff surveys and interviews had been relied on to obtain insights about staff care 

practices, most aspects of positive and negative care would not have been uncovered. 

Hence, the use of mixed methods not only provided richness, it enhanced the 

completeness of the data, as suggested by Farmer, Robinson, Elliot & Eyles (2006). This 

combination of qualitative and quantitative data helped to explain variations in the 
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findings, and added to the clinical significance of the study, as supported by proponents 

of mixed methods studies (Creswell, 2007). 

6.7.1 Trustfulness and openness in research process 

Being open in the development of the methodological procedures demonstrated the 

researcher's understanding in regard to what was done and why it was done which lends 

support to the rigour of the method (Davies and Dodd, 2002; Minichiello, et aI. , 2004). 

The openness of the research process starts from the conception of the research idea, on 

to ethics approval, and decisions regarding methods of study, data collection and analysis 

and need to be unambiguous. Davies and Dodd, (2002) argued that ethics are central to 

the way we think about rigour and are intertwined in the way we approach research. A 

flexible and continuous process in the application of ethics enhanced the rigour of the 

study. This required "trustfulness, openness, honesty, respectfulness, carefulness and 

constant attentiveness" (Davies and Dodd, 2002, p. 280) and involved acknowledgement 

of the presence of the researcher within the research process. Trustworthiness of a study 

can be supported by a clear indication of a credible sampling method. For example, the 

sample size for the qualitative study was determined by the need to provide rich data 

rather than the mere requirement of a calculated number, as in quantitative analysis 

(Higginbottom, 2004). The choice of purposeful sampling employed in the interviews 

was to obtain the optimum amount of data for the topic of investigation rather than 

creating generalisable findings. All participants with various levels of experience in their 

profession, age and from different grades of nursing and allied health (diversional 

therapist) were invited to join the study, to ensure a richer variation of the event being 

studied (Graneham & Lundman, 2004). Despite these attempts to render the study 

procedures ethical, it is acknowledged that the researcher was an experienced aged care 

nurse and was, thus, familiar with the study context. This experience and expertise may 

have contributed to the formation of a basis of mutual understanding with the participants 

during data collection, especially during the one-on-one interviews. 
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As recommended by Graneham & Lundman (2004), close adherence to a research plan 

which clearly delineates the stages of the research process and careful establishment of a 

systematic method in data collecting and coding, ensured credibility of the research 

finding to the questions being posed. In particular, to confirm the objectivity of the 

factual aspects of the data, the coding structure and sorting process for the qualitative 

data were reviewed by Investigators Professors Chenoweth and Stein-Parbury and the 

project manager, Dr Jeon. Feedback was provided as to whether these findings logically 

fitted with other settings and experiences, as recommended by Lincoln and Guba (1985). 

Strategies were put in place to resolve different interpretations of the data among this 

team of researchers. The truthfulness of the data was strengthened by the considerable 

agreement about PCC and DCM between participating staff in each of the three care sites. 

Reflection on the field notes to cross reference the data interpretation among the team 

also contributed to the rigour of the findings. These procedures testify to the 

comprehensive nature of mixed method studies which enable the data to be more 

rigorously examined to provide important, and sometimes, deeper insights into 

participants' motives, feelings and experiences. 

6.8 Limitation of this study 

Despite a satisfactory response rate of 70% from the nurses ' survey, the results need to be 

considered as I imited by a relatively small sample and the use of convenience sampling. 

These data cannot, therefore, be generalized to aged care sector staff. The results of this 

study may however be useful , depending on the conditions of the clinical settings to 

which the findings are transferred. Whilst the measures selected or the staff 

questionnaire kit have a good reliability and validity, the use of self-reported 

questionnaires should take into account the limitations arising from the possibility of 

reflecting a social desirability response, when the participants idealise their responses to 

conform to socially acceptable norms. For some participants, their responses may also 

have been an indication of their attitudes, rather than an accurate representation of their 

actions or practices, given the QUIS observation findings. Lastly, it is also possible that 
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staff responses were a reflection of the options presented in the focus groups, 

questionnaires and interviews, rather than the participant's innate knowledge, skill base 

and work-related attributes (Kirk-Smith and McKenna, 1998). That only a proportion of 

staff completed each stage of the study is another limitation, in that those who did not 

complete may have had very different written and verbal responses, and care behaviours, 

than those who opted to remain enrolled. Despite these limitations of study design, the 

data provided a rich set of information about the necessary processes and structures 

required to introduce a new model of care for residents with dementia. 

6.9 Conclusion 

Through a multifaceted approach in research using staff questionnaires, non-participant 

staff/resident observations, focus groups and one-on-one interviews, this study achieved 

its aim of examine dementia care staffs attitudes, attributes, care practices, work-related 

strain, job satisfaction, reactions to behaviours associated with dementia and factors 

associated with their readiness to adopt PCC. The study findings confirmed that the 

quality of residential dementia care staff are willing to provide relies heavily on 

organisational and managerial support, availability of sufficient resources, as well as 

readiness and ability to respond to the residents' unique needs. This is an important 

finding and confirms previous international research in the field, that providing care for 

persons with dementia was perceived to be demanding and often stressful for staff who 

had little access to the necessary education , training, resources and support. 

The main factors contributing to staff stress and poor care quality included: the 

increasingly high level of care needs of the people with dementia as they entered 

residential care; a shortage of qualified nursing staff; lack of organisational support to 

provide needed resources for their work; and inadequate clinical leadership in promoting 

dementia care quality and continuing staff education. However, introducing Person-

Centred Care (PCC) practices through Dementia Care Mapping (DCM) procedures was 

found to be helpful for many staff, as this increased their awareness of the individual 

nature of the residents, which then helped them develop new insights into unmet-need 
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behaviours. In turn, this understanding helped many staff to understand what residents 

were attempting to communicate to them, in order to relate in ways that reduced the cause 

of the resident's distress. 

Nevertheless, despite staffs stated positive attitudes towards residents with dementia, not 

all staff were able to cope with these need-driven behaviours and psychiatric symptoms 

associated with dementia. Initially, most staff were unaware of how their own care 

activities related to many of these behaviours. This attitude changed as PCC approaches 

bore fruit for staff. Staff who adopted PCC, mostly from the HVM site, reported 

satisfaction with their work, felt valued by their organization and managers and gained a 

sense of well being. According to the interview findings, the change towards PCC for 

these staff was largely possible in the presence of positive forces such as leadership and 

management support, which mobilized needed resources to implement the suggested care 

plans and strategies for individual residents. Other staff, mostly from the GCW site, did 

not adopt PCC because a number of restraining forces were present, including an 

organisational culture that was not conducive to change; no perceived management 

recognition for the contribution staff were making in care; poor organizational 

communication and team work; and inadequate dementia education to assist them with 

identifying the factors associated with the residents' behaviours. Some staff indicated 

their need for innovative approaches in training such as the experiential and reflective 

learning that was offered them through the PCC education. Furthermore, the presence of 

a strong group culture was also closely related to the capacity of the organisation to 

create, sustain or restrict change. 

The majority of staff who did not perceive the need to adopt PCC for their own residents, 

mostly from the GCW site, considered themselves as experienced and expert in dementia 

care. As well, they felt that the suggested PCC approaches were not appropriate for their 

residents because of the dementia severity and that the OCM evaluations were naive and 

flawed. These staffs negative responses to the resident WIB scores and to the DCM 

feedback arose from the v iew that the DCM process challenged their perceived expertise 
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in dementia care, their professional competence and their judgments on what residents 

were capable of absorbing and achieving. However, whi Ie many of these staff supported 

PCC as an appropriate model of care for persons not so severely affected by dementia, 

they found it unsuitable for the majority of residents in their care. Given that the severity 

of residents' dementia was similar across all three care sites, and that all staff at HVM 

and some staff at BB could see the benefit of the OCM WIB scores and feedback process 

to implement PCC for their residents, it can be concluded that staff attitudes can playa 

large part in the uptake of PCC. 

While the study findings confirmed what is reported in the literature about the demanding 

working conditions for dementia care staff, acceptance of change towards improved care 

practices is very much a combination of staff attitudes, organisational leadership, 

management support, and continuous and specialised education in dementia care. For 

those managers and staff who agreed to accept and employ PCC, the opportunities 

provided by their senior management to engage in reflective practice in the presence of 

strong clinical support, were also proved to be the key to the ongoing adoption of PCC 

for their residents. 

6.10 Implications 

The study findings demonstrated the usefulness of PCC intervention and the DCM 

procedures in improving dementia staff's approaches to care, although the uptake of this 

approach was variable. Success in the implantation of the process requires certain 

necessary conditions in the care environment to promote PCC and the acceptance of the 

OCM procedures, as identified by Brooker (2005; 2007). The conditions for success 

identified in this study include: 

1. Identifying the group culture before embarking on a change process, to ensure 

that managers and staff are open and prepared for change. Change needs to occur 

not only from the top down (which is based on compliance), but also from the 

bottom up (which engenders commitment). Leaders who want to implement OCM 
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and pee need to focus on bottom up strategies that not only prepare staff for 

change but also demonstrate an understanding of possible resistance. If there is to 

be adoption of the OeM process, leaders should be prepared for the probability of 

staff distress when OeM feedback is offered. 

2. Acknowledging the current practices of staff and verifying their understanding of 

the meaning of, and need for, culture change by employing the best available 

evidence to show how change can occur and the outcomes that are possible as a 

result of change. 

3. Providing ongoing professional development for staff to improve their skills in 

relationship-building among the team; improved ability to communicate with 

residents; and identifying and avoiding possible bio-psychosocial triggers to stress 

behaviours in residents with dementia. 

4. Highlighting the importance of the pee philosophy through eliciting staffs 

understanding of their responsibility to uphold the residents ' rights to pee and a 

care environment that enables pee. 

5. Nurturing dedication of staff to the residents' well-being by empowering them 

with knowledge on how to implement pee, or another quality care model, 

utilising experiential learning, reflection on practice, constructive management 

feedback, supervision in care delivery and continuous education and training to 

ensure staffs knowledge and skills are adequate for the roles they pJay in 

dementia care. 

6. Fostering good working relationships that acknowledge the feelings and 

sensibilities of staff through reflection on the philosophy of pee, not just in their 

interactions with residents but also in the way that they interact with each other. 

Leaders need to promote positive relationships among all staff in the residential 

care setting. 

7. Making staff training in leadership, mentoring, modeling and clinical supervision 

available alongside staff training and education in care delivery. 

8. Putting mechanisms in place to enable clinical competence in dementia care for 

different levels of staff. 
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9. Drawing the attention of policy makers to the need to improve dementia care 

standards and staff application of evidence-based knowledge that aims to reduce, 

or prevent, avoidable unmet-need behaviours in residents with dementia. 

10. Taking opportun ities to review government funding for residential aged and 

dementia care services, in order to accommodate adequate resource provision for 

meeting the residents' psychosocial needs, and for adequate staff numbers and 

skill mix. 

It is recommended that further research be conducted to identify and test the factors 

that appeared to be linked to implementing and supporting PCC in the study'S three 

residential dementia care settings. The variables existing in the study sample such as 

resident mix, gender, dementia stage and type, and variations in the organization, 

management and staff characteristics, are all worthy of further investigation with a 

larger sample size. This work has commenced in the Australian aged care setting by 

Australian dementia care researchers (for example, Wang and Moyle, 2005; King, et 

aI., 2007; Nay and Koch 2006; Snowdon & Flemin ,in press) However, to date there 

are no definitive answers to the question of what particular characteristics are 

essential for continuous success in applying pee in the residential aged care sector. 

This small-scale study contributes to the Australian aged care literature on factors 

occurring in staff and managers that support the acceptance, adoption and 

implantation of PCC in dementia care, and especially the factors arising from the use 

of DCM to impleJnent PCC that are acceptable and not-acceptable to dementia care 

staff. These findings are an important contribution to the DCM body of literature 

which will be of use to care managers who are considering purchasing staff training 

in DCM for PCC. 
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Appendix 1 - Staff Demographic Form: 

We would like to find out the range of people who have responded to the survey. 
Please tick the most relevant category or state. 

1. Your age: 0 18-24 0 25-34 0 35-44 D 45 -54 D 55 + 

2. Your sex: 0 M 0 F 

3. Your ethnicity: ________ _ 

4. Languages spoken (list all): 

5. Your staff category: 
D EN 
D RN 
D CNS 
D Therapy staff 

o AIN/PCA 
D NUM 
o CNC 
o CNE o Other ------

6. About how long have you worked in this unit/facility? _____ _ 

7. Have you ever worked in another aged care unit or service? 0 Yes 0 No 

If yes, for how long (roughly)? 

8. Have you undertaken special education or training in dementia care? 0 Yes 0 
No 

10. Please specify the education/training you have undertaken in dementia care. 
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Appendix 2 - Nurses Questionnaire Kit: 
1. Your Feelings 

Below appears 20 pairs of words. Each pair expresses positive and negative emotions that 
can be aroused by caring for people with dementia. Under each pair we have given you 5 
possible responses: neutral , or completely or partially agreeing with one of the 2 
emotions. For each pair of emotions ' please circle the one response which expresses 
how you feel, and not how you think you should feel. 

Caring for people with disturbed behaviours (eg. absconding, noisy, screaming, 
agitated, or aggressive behaviours) associated with dementia makes me feel: 

1. Attracted 
Repelled 

to them by them 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

2 A desire to get A desire to 
closer to them distance 

myself 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

3. Valuable Useless 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

4. Important 
Unimportant 

1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

5. Calm 
Anxious 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 
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6. Close to them Isolated from them 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

Caring for people with disturbed behaviours (eg. absconding, noisy, screaming, agitated, 
or aggressive behaviours) associated with dementia makes me feel: 

7. Secure in myself 
Insecure 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

8. Whole as a person Vulnerable 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

9. Kind Angry 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

10. In control Not in control 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

11. Important to them Meaningless to them 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

12. Able to help Helpless 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 
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13. Fulfilled Frustrated 
1---------------------1---------------------1----------------------1---------------------1 
Definitely Somewhat true Neutral Somewhat true Definitely 

Deri ved from: 
Hallberg I & Norberg A (1993). Strain among nurses and their emotional reactions during 1 year of 
systematic clinical supervision combined with the implementation of individualized care in dementia 
nursing. Journal of Advanced Nursing 18(12): 1860-75 
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1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

2. Your current state of health 

Have you recently: 

Been able to concentrate on 1 2 3 4 

whatever you are doing? Better than Same as usual Less than Much less than 
usual usual usual 

Lost much sleep over worry 1 2 3 4 
Not at all No more than Rather more Much more than 

usual than usual usual 

Felt you were playing a useful 1 2 3 4 

part in things? More so than Same as usual Less useful Much less useful 
usual than usual 

Felt capable of making decisions 1 2 3 4 

about things? More so than Same as usual Less so than Much less 
usual usual capable 

Felt constantly under strain? 1 2 3 4 
Not at all No more than Rather more Much more than 

usual than usual usual 

Felt you couldn't overcome 1 2 3 4 

your difficulties? Not at all No more than Rather more Much more than 
usual than usual usual 

Been able to enjoy your normal 1 2 3 4 

day-to-day activities? More so than Same as usual Less so than Much I ess than 
usual usual usual 

Been able to face up to your 1 2 3 4 

problems? More so than Same as usual Less so than Much less able 
usual usual 

Been feeling unhappy and 1 2 3 4 

depressed? Not at all No more than Rather more Much more than 
usual than usual usual 

Been losing confidence in 1 2 3 4 

yourself? Not at all No more than Rather more Much more than 
usual than usual usual 

Been thinking of yourself as a 1 2 3 4 

worthless person? Not at all No more than Rather more Much more than 
usual than usual usual 

Been feeling reasonably happy, 1 2 3 4 

all things considered? More so than About same as Less so than Much less than 
usual usual usual usual 

Derived from: 
Goldberg D & Hillier V (1979). A scaled version of the General Health Questionnaire. Psychological 
Medicine. 9(1): 139-45. 
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1 

2 

3 

4 

5 

6 

7 

3. Your perception towards nursing care 

A number of statements appear below. They refer to aspects of working as part of a team 
caring for patients/residents with dementia. For each statement please indicate the 
response which comes closest to how you feel. Possible responses range from: 
completely agree to completely disagree. Please express how you really feel, and not 
how you think you should feel. Circle one number for each statement. 

1 2 3 4 5 

STATEMENT Yes, agree Partly Partly No, 

completely Doubtful disagree completely agree 
disa~ree 

The patients/residents at work 1 2 3 4 5 nearly always receive good care. 

The patients/residents are given 
enough information about their 1 2 3 4 5 
disease. 

The patients/residents are given 
enough information before 1 2 3 4 5 
examinations and treatment. 

Newly admitted 
patients/residents are given 
enough information about the 1 2 3 4 5 
routine in the place where I 
work. 

Relatives are given enough 
information about care and 1 2 3 4 5 
treatment. 

It is important to try and enter 
into the way patients experience 1 2 3 4 5 
what happens to them. 

We often discuss ways of 
improving the care we give (eg. 
alternative care methods, setting 1 2 3 4 5 
care goals, changing the work 
routine). 

Derived/rom: 
The translated version of Tile Satisfaction witlt Nursing Care and Work Scale: Hallberg, LR., Welander, 
U.H. & Axelson, K. 1994 Satisfaction with nursing care during a year of clinical supervision and 
individualized care. Compari son between two wards for the care of severely demented patients. Journal 0/ 
Nursing Management. 1 ,297-307. 
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1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 
12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

21. 

22. 

4. Your reaction towards residents with memory and behaviour problems 

The following is a list of problems residents sometimes have. Please indicate how much 
these problems have bothered or upset you when they happened? Use the following 
scales for your reaction to the problem. 

REACTION 
ITEM Not at A Moderately Very Extremely Don't know 

all little much orN/A 

Asking the same questions over and over 0 1 2 3 4 9 

Trouble remembering recent events (eg., 0 1 2 3 4 9 items in the newspaper or on TV) 

Trouble remembering significant past 0 1 2 3 4 9 events 

Losing or misplacing things 0 1 2 3 4 9 
Forgetting what day it is 0 1 2 3 4 9 

Starting, but not finishing things 0 1 2 3 4 9 
Difficulty concentrating on a task 0 1 2 3 4 9 
Destroying property 0 1 2 3 4 9 
Doing things that embarrass you 0 1 2 3 4 9 
Waking other residents up at night 0 1 2 3 4 9 
Talking loudly and rapidly 0 1 2 3 4 9 
Appearing anxious or worried 0 1 2 3 4 9 
Engaging in behaviour that is potentially 0 1 2 3 4 9 dangerous to self or others 
Threatening to hurt oneself 0 1 2 3 4 9 
Threatening to hurt others 0 1 2 3 4 9 

Aggressive to others verbally 0 1 2 3 4 9 
Appearing sad or depressed 0 1 2 3 4 9 

Expressing feelings of hopelessness or 
sadness about the future (eg., "Nothing 0 1 2 3 4 9 worthwhile ever happens", "I never do 
anything right") 

Crying and tearfulness 0 1 2 3 4 9 

Commenting about death of self or others 
(e.g., "Life isn't worth living", "I'd be better 0 1 2 3 4 9 
off dead") 

Talking about feeling lonely 0 1 2 3 4 9 
Comments about feeling worthless or being 0 1 2 3 4 9 a bu rden to others 
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23. 

24. 

Comments about feeling like a failure or 
about not having any worthwhile 0 1 2 3 4 
accomplishments in life 

Arguing, irritability, and/or complaining 0 1 2 3 4 

Deri ved from: 
Teri, L. ,Traux, P. , Logsdon , R., Uomoto, J., Zarit, S., & Vitaliano, PP. (1992). Revised Memory & 
Behaviour Problems Checklist (RMBPC). University of Washington School of Medicine, Department of 
Psychiatry & Behavioural Sciences. 
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Your feelings about your work 

MBI Human Services Survey 

The purpose of this survey is to discover how various persons in the human 
services or helping professions view their jobs and the people with whom they 
work closely. Because persons in a wide variety of occupations will answer this 
survey, it uses the term recipients to refer to the people for whom you provide 
your service, care, treatment, or instruction. When answering this survey, please 
think of these people as recipients of the service you provide, even though you 
may use another term in your work. 

On the following page, there are 22 statements of job-related feelings. Please 
read each statement carefully and' decide if you ever feel this way about your job. 
If you have never had this feeling , write a "0" (zero) before the statement. If you 
have had this feeling, indicate how often you feel it by writing the number (from 1 
to 6) that best describes how frequently you feel that way. An example is shown 
below. 

Example: 

How often: 

How often 
0-6 

•• • e ••••••• 

0 2 
A few Once a 

Never times a month or year or less less 

Statement: 

I feel depressed at work 

3 4 5 6 

A few A few 
times a Once a times a Everyday 
month week week 

If you never feel depressed at work, you would write the number "0" (zero) under 
the heading "How Often". If you rarely feel depressed at work (A few times a year 
or less), you would write the number "1" . If your feelings of depression are fairly 
frequent (a few times a week, but not daily) you would write a "5". 
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MBI Human Services Survey 

2 

3 

4 

5 

6 

7 

8 

9 

10 

1 ] 

12 

13 

14 

15 

16 

17 

How 0 often: 

Never 

How often 
0-6 

........ . .. 

........... 

.. . ........ 

....... . ... 

......... .. 

....... .. .. 

... .. . . .... 

... ........ 

...... .. . .. 

.......... . 

........... 

........... 

........... 

.. ... . .. .. . 

. .. ... .. .... 

........... 

. .......... 

2 3 4 5 6 

A few Once a A few A few times a month or times a Once a times a Everyday year or week 
less less month week 

Statement: 

I feel emotionally drained from my work 

I feel used up at the end of the workday 

I feel fatigued when 1 get up in the morning and have to 

face another day on the job 

I can easily understand how my recipients feel about things 

I feel I treat some recipients as if they were impersonal 

objects 

Working with people all day is really a strain for me 

I deal very effectively with the problems of my recipients 

1 feel burned out from my work 

I feel I'm positively influencing other people's lives 

through my work 

I've become more callous toward people since I took this 

job 

I worry .that this job is hardening me emotionally 

I feel very energetic 

I fee l frustrated by my job 

] feel I'm working too hard on my job 

I don't really care what happens to some recipients 

Working with people directly puts too much stress on me 

I can easi Iy create a relaxed atmosphere with my recip ients 

232 



18 

19 

20 

21 

22 

............ 

.. ......... 

........... 

........... 

........... 

I feel exhilarated after working closely with my recipients 

I have accomplished many worthwhile things in this job 

1 feel like I'm at the end of my rope 

In my work, I deal with emotional problems very calmly 

I feel recipients blame me for some of their problems 
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Appendix 3 

UNIVERSITY OF 
TECHNOLOGY SYDNEY 

PARTIClf.L\ T h\FOR 'LI710. I,ETTER 

TITLE OF RESEARCH: Effective management of challenging behaviour in 
cognitivelv impaired aged care residents through a research-based nursing care model 

WHO IS DOING THE RESEARCH? 
My name is Matilda Freeman, and J am a Master of Nursing (Hons) student at University 
of Technology Sydney. (My supervisors are Professors Lynn Chenoweth and Jane Stein-
Parbury, Faculty of Nursing Health & Midwifery, of the University of Technology 
Sydney) 1 will be conducting the research which involves a follow up interview with the 
care staff who participated in the original Dementia Care mapping study. I will be 
working under the supervisions of my supervisors. 

WHAT IS THIS RESEARCH ABOUT? 
This research is to find out about the impact of the Dementia Care Mapping program on 
care staff which recently took place in your facility. You are invited to participate in this 
study which aims to discuss your personal experience with and your perception of the 
intervention program. It is essential to understand viewpoint in order to determine the 
effectiveness of the program in care delivery. Your feedback will provide valuable 
information in the future development of care practices in dementia care, particularly in 
relation to resident's behavioural management. 

IF I SA Y YES, WHAT WILL IT INVOLVE? 
1. While you are on duty (your manager has agreed to this), I will ask you to 

participate in a private interview with the researcher of about 15-30 minutes to 
discuss your experience with and perception of the program. Your unit manager 
has given approval for the interview to take place at a convenient time while you 
are on duty. The interview wilt be audiotaped - 234 - for the purpose of 
content analysis with your consent. 

2. Provide your consent for the researcher to draw on the questionnaire data and 
information from the meetings held with the researchers from the original study. 

ARE THERE ANY RISKS? 
While discussing your persona experience with caring for the residents, you might come 
across situations that you feel uncomfortable or uneasy to talk about, as it may cause 
embarrassment. You may stop at anytime when that happens, and there will be no further 

234 



questions asked regarding that particular situation. Any information that is obtained in 
connection with this study that can be identified with you will remain confidential. 

WHY HA VE I BEEN ASKED? 
You are able to give me the information I need to find out about your personal experience 
with and your perception of the Dementia Care Mapping program 
DO I HAVE TO SAY YES? 
You don 't have to say yes. 

WHAT WILL HAPPEN IF I SA Y NO? 
Nothing. I will thank you for your time so far and won't contact you about this research 
agaIn. 

IF I SAY YES, CAN I CHANGE MY MIND LATER? 
You can change your mind at any time and you don't have to say why. I will thank you 
for your time so far and won't contact you about this research again. 

WHAT IF I HAVE CONCERNS OR A COMPLAINT? 
[f you have concerns about the research that you think I or my supervisor can help you 
with, please feel free to contact me (us) on Professor L Chenoweth Director, Health & 
Ageing unit, South Eastern Sydney Area health Services(02) 93690288 
Matilda Freeman, Master of Nursing (Hons) student, Faculty of Nursing, Health & 
Midwifery, of the University of Technology, Sydney PO Box 222 Lindfield, NSW 2070 
(Tel:0402719179) 

If you would like to talk to someone who is not connected with the research, you may 
contact the Research Ethics Officer on 02 9514 9615, 
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Appendix 4 

UN IVERSllY OF 
TECHNOLOGY SYDNEY 

CONSENTFORM-STUDENTRESEARCH 

Effective management of challenging behaviour in cognitively impaired 
aged care residents through a research-based nursing care model 

I agree to participate in the research project: 
Effective management of challenging behaviour in cognitively impaired aged care 
residents through a research-based nursing care model being conducted by 
Matilda Freeman, Faculty of Nursing, Health & Midwifery, of the University 
of Technology, Sydney PO Box 222 Lindfield, NSW 2070 (Tel:0402719179) 
for her degree in Master of Nursing (Hons). 

I understand that the purpose of this study is to discuss my personal experience with and my 
perception of the Dementia Care Mapping program that has recently been conducted at my place 
of work. The information will help to determine the effectiveness of the program in care delivery 
and its impact on staff practices and themselves. 

I understand that my participation in this research will involve an approximately 15-30 minutes 
individual interview with the researcher at my workplace while I am on duty 

I am aware that I can contact Matilda Freeman or her supervisors Professor Chenoweth and 
professor Stein-Parbury if I have any concerns about the research. I also understand that I am 
free to withdraw my participation from this research project at any time I wish , without 
consequences, and without giving a reason 

I agree that Matilda Freeman has answered all my questions fully and clearly 

I agree that the research data gathered from this project may be published in a form that does not 
identify me in any way. 

__ 1 __ 1_-
Signature (participant) 

__ 1 __ 1_-
Signature (researcher or delegate) 

NOTE: 
This study has been approved by the University of Technology, Sydney Human Research Ethics Committee. If you have 
any complaints or reservations about any aspect of your participation in this research which you cannot resolve with the 
researcher, you may contact the Ethics Committee through the Research Ethics Officer (ph: 02 9514 9615, 
Research.Ethics@uts .edu.au) and quote the UTS HREC reference number. Any complaint you make will be treated in 
confidence and investigated fully and you will be informed of the outcome. 
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Appendix 5: 

Focus group question guide 

1. What are the most enjoyable aspects of your work in this facil ity/unit? 

2. What prompted you to work here? 

3. What issues do you face on a daily basis that impact on your ability to provide 

good care for residents? 

4. What are your usual approaches in managing the resident with the following 

difficult/challenging behaviours? (Screaming/calling out, agitation, physical 

aggression, verbal perseverations, resistance to care, interfering with others/other 

belongings, abscond ing /wandering) 

5. What supports do you need to help you improve resident care and their well-

being? 
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Appendix 6: 

Interview guide for individual interviews with nurses and care staff 

1. What do you think of the PCC and OCM process? (wh ich covers the OCM 
mapp ing and person-centred care education session) 

2. How do you feel about the experience of being part of this pec and OCM 
process? 

3. What have you gained professionally by participating in this study? 

4. To what extent has the affected the way that you plan and deliver care for 
residents with problematic behaviours? 

5. What has changed in your practice as a result of the pce and DeM process? 

6. Have you noticed any changes in your feelings towards caring for res idents with 
dementia since participating in the PCC and OCM process? 

7. If you come across a situation involving a resident ' s behaviour such as verbal or 
physical aggression, how would you approach their care? 

8. What do you think about the person-centred care approach? 

9. How do you feel about using this care approach? 

10. What have your managers done to support you in the use of Person-centred care 
approach? 

11. What further training or supports would help you to provide better care in your 
workplace? 

12. Is there anything more that you would like to discuss? 
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Glossary 

Aged Care Act 1997 

The Aged Care Act 1997 is the principal Australian legislation that regulates the 

residential aged care program. It came into force in 1 October 1997. The Act covers 

residential aged care (including former nursing homes and hostels and called aged care 

homes in this manual), flexible care (including former Multi Purpose Services and 

Extended Aged Care at Home), and community care (Community Aged Care Packages). 

ACAT Aged Care Assessment Team 

The Aged Care Assessment Team is a multidisciplinary team of health professionals 

responsible for determining eligibility for entry to residential aged care, community care 

and flexible care. The Team is officially appointed by the Australian Government's 

Department of Health and Ageing to provide these assessment services and teams are 

appointed to serve health consumers in each Area Health Service .. 

Aged Care Funding Instrument ACFI 

The ACFI is an aged care funding assessment instrument approved by the Australian 

Government's Department of Health and Ageing. It has been developed to provide a 

better system to allocate basic care subsidy to residential aged care facilities. The ACFI 

addresses industry concerns with the Resident Classification Scale (RCS), especially in 

regard to its validation and documentation requirements. It has replaced the RCS from 20 

March 2008 (DOH &A, 2007). 

Aged care standards and Accreditation agency 

The Aged Care Standards and Accreditation Agency was established as an entity of the 

Australian Government to manage the accreditation process and provide industry with 

assistance to improve service quality through education and training, information 

dissemination and identification of best practice to promote and encourage better quality 

care (Commonwealth Department of Health and Ageing, 2006) 

239 



Accreditation 
The process of formal recognition provided to a residential aged care service by the Aged 

Care Standards and Accreditation Agency when it is deemed the home is operating in 

accordance with the Aged Care Act 1997 and is providing high q uality care within a 

framework of continuous improvement. 

BPSD Behavioural and psychological symptoms associated with dementia 

These are non-cognitive symptoms and behaviours often manifested by people with 

dementia which include apathy, night time disturbance, and wandering, verbal and/or 

physical aggression. The epidemiology of BPSD is complex, and they can be a source of 

stress for the person and those who provide care for them (Finkel, 2000; NSW 

Department of Health, 2006) 

CACP Community aged care packages 

CACPs are designed for frail older people living in the community who would be 

assessed by an ACA T as eligible to receive at least low level residential aged care, and 

who have complex care needs arising from physical , social and psychological needs. 

They have preference to remain living in the community with appropriate supports and a 

need for ongoing monitoring and review of changing care needs. 

DCM Dementia Care Mapping is an observational tool which provides feedback to 

staff to evaluate the well and ill being of the person with dementia aimed to promote 

person-centred care. For details see Chapter 2 

EACHD Extended Aged Care at Home Dementia (EACHD) packages 

EACHD are individually customised packages of care tailored to help older Australians 

with dementia who experience difficulties in their daily life because of behavioural and 

psychological symptoms associated with their dementia. The service provides support for 

the person with dementia to live at home who would otherwise require a high level of 

residential care. 
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High level care 

High care is for those people with limited or no mobility who require ongoing, 24-hour 

nursing care, as well as meals, laundry, cleaning and personal care. High care is also 

known as high-level care or nursing home care. 

PCC Person-centred care is a psychosocial model of care for people with dementia, 

for details see Chapter 2 . 

RAC Residential aged care 

Personal and/or nursing care that is provided to a person in an aged care home in which 

the person is also provided with accommodation that includes appropriate staffing, meals, 

cleaning services, as well as furnishings, furniture and equipment for the provision of that 

care and accommodation. Residential aged care can be offered as either permanent or 

short-term care. 

RCS Resident Classification Scale. 
A nationally consistent instrument, which assesses a care recipient's care needs. This 

scale has 8 classification levels ranging from low to high care, with each level having a 

specified subsidy level paid to the provider for the required care to the care recipient. 

UNB Unmet need behaviour are behaviours indicating meaningful symptoms of 

unmet needs from person with dementia. As a result of their difficulty in meeting or 

communicating these needs which may be related to pain, health, physical or mental 

discomfort, the need for social contact, uncomfortable environmental conditions such as 

an inappropriate level of stimulation, the person 's behaviour may manifest as agitation, 

physical and/ or verbal aggression, apathy, wandering (Algase, 1996; Cohen Mansfield, 

2000). Behaviours associated with dementia are also referred to as Need Driven 

Behaviours (NOB). 
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