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The purpose of this culminating project is
tao examine the care of Alzheimer's disease patients
residing in a special care unit with the care received
by those residing with the general nursing home
population. More specifically, it compared the
weights of patients on a special care unit with the
weights of patients housed with the general nursing
home population.

According to democgraphic information, the
fastest growing cohort of the population is the
older—-old. This data is of great significance to
health care providers for it is the 80 and above age
group that are prime candidates to develop Alzheimer's
dicsease. In addition, the possibility of
instituticonalization in a nursing home increases among
this population.

Alzheimer’s disease progresses through three
stages. The disease first presents as a gradual loss
af memory. The speed of progression varies between
individuals but eventually culminates to complete loss
of memory vesulting in total dependence on others to
provide basic needs. Marious inappropriate behaviors
are manifested in this disease due to the destruction
af the brain. These behaviors, sometimes violent in
nature, often force weary care givers to seek

placement in & nursing home.



The long—term care industry provides

[

basically two options of care for Alzheimer'’'s disease

patients. Living among the general nursing home
populaticon, an option chosen by many, leads to a lack
of specialization as the nursing staff must contend
with a multiplicity of diagnoses each presenting
unique problems and needs. The patient to staff ratic
tends to be higher with this option.

The second option available aofiers
specialization in the care of demented geriatric
patients. These special care units boast a staff that
basically manages patients with one primary disease
process. Because of this familiarity with the
idiosyncrasies of this group, the staff becomes
praficient dealing with the problematic behaviors.
This broader knowledge base could result in better
care. The staff to patient ratics tend to be lower in
this care setting.

Feview of the data available on both of the
care aptions lead to this author?'s gquesticons regarding
the care rendered in each setting. This author
theorized that care outcomes should be positive 1if the
special care units are specialized in the care of
Alzheimer's patients. The author chose weight loss as
the care cutcome to study. Alzheimer’s patients are

at risk to lose weight dus to the complexity of their



physical and mental functiconing through the three
stages of the disease. This author had also noted a
figh incidence of weight loss in Alzheimer's patients
during involvement with the long-term care industry.

To test the theories, the author randomly
selected thirteen patients from three nursing homes
with special care units and thirteen patients from
three nursing homes without special care units.
Admission welights were compared to the most recent
weights of the patients in the sample.

The researchh findings did support that
patients residing in a special care unit did suffer
less weight loss than those patients living among the
general nursing home population. Both groups tended
to suffer weight losses yet the non—special care unit
group sustained the greatest amount of weight loss.
Data gathered by this study is detailed in the

Fesearch Conclusions segment of this paper.
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INTREODUCTION

There has been a health care problem
escalating in the United States. The problem is
two-fold as it deals with the challenges that stem
from a population that is aging. Not only is the
graying of saciety occcurrving but the other dilemma,
the growing number of victims of Alzheimer’s disease,
is also plaguing the health of older Americans. This
incapacitating disease strikes mainly those 65 years
and above. The troubling reality regarding
Alzheimer’s disease is that there is no cure nor
treatment. The afflicted person traverses the various
stages, suffering decline, as the disease progresses.
The person may begin with Jjust a gradual memory loss
which eventually culminates in complete dependency on
aothers to meet his basic human needs, such as eating.

With the aging of our society, experts in
the field of Gerontology are predicting a continued
rise of Alzheimer's disease. This is due to the fact
that the very old or above BO years have a greater
potential for develaping Alzheimer’s disease, also
referred to as Senile Dementia of Alzheimer’s Type
(SDAT). "Since prevalence rates of SDAT rise from

about Z per cent in those who are age 65-70 and ZZ per



cent in those age 80 or aver, the most rapid increase
will continue to be those peaple who are the most
vulnerable to Alzheimer’s disease- the very old"
(Brody 1381). The following table summarizes the

DiZCuryences

TABLE 1
Male Female
Age Max imum Minimum Mid- Maximum Minimum Mid-
5r oup Fange Range
40-44 0 0 0 0 0 0
45-65 .00833 00254 L00518 . 00893 L 00254 . 00518
65-74 L0276 017 L0223 . 041 003 . Q250
75+ 01786 . 044 L0579 . 1035 . 030 L0968

Frevalence not estimated separately by sex. Figures show
maximum, minimum and mid-range estimates for age group as
a whole
Source: Hay and Ernst, American Journal of FPublic Health,
13987
The ramifications of a population that is aging and
the increased incidence of Alzheimer's disease are
multi-faceted to this saciety. As the disease
progresses through the stages the afflicted person
presents unique problems related to their care. The
first stage may requivre only gentle reminders from the
caregiver of certain events that had been fargotten

due to the loss of short—term memory. The second

stage presents more of a challenge as the care giver




may have to deal with not anly the progressive loss of
memory but also psychotic like behavior may develop.
As the afflicted person attempts to interpret the
external stimuli of his world he may develop behaviors
such as aggression, wandering, and exhibit poor
Judgement. The third stage of the disease is the mast
difficult as the person becomes dependent on others
for all of his care. Because of the debilitation seen
in the last stage these are the individuals who are
likely to become institutionalized indefinitely; more
than likely until their death. Brody et al (1381)
discuss that institutionalization often occcurs only
after the relatives of the Alzheimer’s patient have
attempted to keep the individual in their own home,
experiencing undue hardships in the meantime.
Felatives will spend many sleepless nights as the
Alzheimer’'s victim exhibits the Sundowners syndrome in
which the sleep—wake cycle is disturbed. The relative
cannot sleep at night in fear of the patient being in
Jeopardy due to the wander ing.

Although some Alzheimer’s persons can be
maintained in their home for a long periocd of time
researchers agree that it is these people who are at
higher risk for instituticonalization. FKoff cites a
study of the United States Office of Technolaogy

Assistance that estimates G60%-74% aof residents of

Ll



nursing homes suffer from dementia (15). Hay et al
vreports "the numbers of demented nursing home
residents and thoase with AD are not known but
«..e@stimated that a daily average of 334, 000-604, 000
nursing home residents had AD in 13983" (Hay 1171).
The increasing amount of Alzheimer’s patients residing
in the nursing homes has raised questions regarding
how these people should be cared for.

The care aof the Alzheimer's patient can be
as taxing on the nursing home staff as on a care giver
providing care in the hame. Alzheimer’s patients are
aften unpredictable in their behaviors because of
their inability to accurately perceive their world and
respond to it in a socially acceptable manner. If the
person is ambulatory he would require constant
monitoring of his whereabouts by the nursing home
staff as he would be unable to make appropriate
Judgments regarding his safety. "Unfortunately, the
use of geri-chairs, dutch doors of patients® bedrooms
and the use of physical and chemical restraints have
also been included in Alzheimer’s care plans to keep
patients manageable and prevent them from suffering
accidents as a result of falling or wandering" C(Faoff
16. The Omnibus FHeconciliation Act of 1987 further
challenged the care of the Alzheimer’s patient in the

nursing home setting as the staff is not as free to
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apply physical and chemical restraints as was possible
prior to the passage of this law. The law mandates
that these restraints be used in very specific
conditionse and cannot be used scolely to manage
behaviors such as wandering. It calls for other
attempts, such as behavior modification or positioning
devices, to be tried and failed before any type of
restraint is imposed.

One special need of the Alzheimer's patient
is that of nutrition. Researchers tend to agree that
this population presents unique prablems in
maintaining an adequate intake of nutrients to
preserve their body mass. Fesearchers do not all agree
on why Alzheimer’s patients are at such great of risk
for malnutrition and weight loss.

Many attribute the nutritional deficits as a
result of characteristics of the disease as it
progresses through the three stages. Gray reports:
"Alzheimer's disease patients are at risk of
developing protein-energy malnutriticocn because of poor

food intake and increased energy requirements" (Gray

17832, At first it may result in a failure to eat
due to forgetting a meal because of the memory loss.
The ability to maintain the nutriticnal status becomes
even movre difficult if wandering or agitation

develops. The person can deteriorate to the point of



having to be fed by anather person.

Other researchers have theorized that the
dementia asscociated with the Alzheimer's is the result
aof a nutritional deficiency. It has long been thought
that an over—consumption of aluminum deposits in the
brain resulted in the symptoms of dementia. Another
theory suggests that deficiencies in vitamins such as
thiamine and B 12 that are important in the
development and maintenance of the nervous system,
result in the dementia symptoms. These theories
remain unsubstantiated by researchers. Claggett
states: "...another researcher compared blood levels
af 12 vitamins in 55 patients with Alzheimer’s disease
and 58 contraols and found no significant difference.
Conventional parenteral vitamin therapy for 7 patients
did not result in any improvements in their cognitive
states" (Claggett 334).

In an attempt to manage some of the care
issues involved in caring for Alzheimer’s patients
the develapment of Special Care Units evolved. These
units were designed to provide care to Alzheimer's
patients by separating them from the general
population of the nursing home. Since the basic
premise of these units was to provide safety generally
these units are locked with limited access to the

ather areas of the nursing home. "The development of
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special care units represents an awareness that not
enough is being done for severely demented patients in
standard nursing home care" (Kaff 16). Some experts
question if these special care units can provide the
specialized care that is required to ensure a gquality
existence for the victims of such a debilitating
disease.

The purpose of this thesis is to look at
some of the pros and cons of the care of Alzheimer's
patients in special care units. This will be done by
comparing the weight loss in Alzheimer’s patients
housed in special care units versus those mingled
within the general population of a nursing home. Six
nursing hames will be chosen in the metropolitan 5t
Louis area. Three will have a special care unit for
Alzheimer’s patients and three will not. Fatients
having the primary diagnosis of Alzheimer’s or Senile
Dementia of Alzheimer’s Type will be selected at
random. Their weights for a six month pericd will be
reviewed to determine if a weight loss has occurred.
The policies of each nursing home will also be
reviewed to determine the philasophy on the care of
the Alzheimer's resident and if any special
nutritional modalities are offered. A questionnaire
will be devised that will document the admission

weight of the resident; the lenagth of residence in the



nursing home; the recent six months of weights; and
any special modalities utilized if a weight lass
accurred. It is the author’s hypothesis that
residents with the diagnosis of Alzheimer’s that
reside on a special care unit within a long—-term care
institution suffer less weight loass than those
intermingled with the general population.

As the population of the United States ages
the prevalence of Alzheimer's disease will increase.
Health care professionals and other advocates have the
responsibility for determining the care needs of these
individuals. In the future, developing standards for
care and continually researching new treatments that
will improve their gquality of life should be the
pricrity of the health care prafessionals involved

with Alzheimer's patients.
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LITERATURE REVIEW

efinition of Nutrition

The American population is changing
before our very eyes. "fis a consequence of medical
advances and nutritional improvements, people aver 65
now account for one out of every nine Americans"
{Zheng S57). As this age group grows in proporticon to
cther age groups, problems which are inherently
specific to older American becomes more apparent.
Nutrition is an important aspect in the health of any
individual. The elderly often have multiple problems
that are potentiated in the presence of a poor
rputritional status. A stable nutritional status will
determine a person's ability to interact with his
environment. The poorer the nutrition the smore unable
the person will be to ward off illness and remain
fully functional in all aspects of life. "Nutritional
status affects directly ane’s mental, emational,
physical status at any given point” (Burdman 1986).
This affers the ratiocnale as to why the nutriticnal

status of the elderly is an increasing Concern amang
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health care providers. If nutrition in fact directly
affects one's well being then why does the scientific
Ccommunity know so little regarding what constitutes
good nutrition in the elderly population? The
literature describes many variables that impact on the
elderlys’ ability to attain or maintain an optimal
status of nutrition.

Nutrition, according to Taber’s Medical

Dictionary is defined as:

The sum total of the processes
involved in the taking in and
utilization of food substances

by which growth, repair and main-—
tenance of activities in the baody
as a whole or in any of its parts

are accomplished.

Fhysiological and Psychosocial Factors of

NMutrition in the Elderly.

Fesearch completed in recent years has
indicated that there are different nutriticnal needs
in the later years. As the human body ages physiaologic
changes take place that affect one’s capability of

utilizing the nutrients that are consumed. "Like the
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multiple impairments that canm contribute to falling,
elderly patients suffer multiple problems that combine
to reduce nutritional intake, impair metabolism,
increase catabolism, and thus lead to weight lass"
(Robbins 32). FPhysical changes in the organs of the
digestive system and alimentary tract cccur that would
impact on a person’s nutritional status. In the
mouth, decreased salivation and poor dentition would
make chewing and swallowing difficult. If pain
results with chewing because the teeth are decayed or
gum disease is present, food intake will be severely
decreased. Also, these conditions would result in food
being inadequately masticated, consequently the person
may chaoke. Frequent episaodes of choking could instill
fear and result in an aversion to eating.

The taste buds on the tongue of an older
person are significantly reduced decreasing the
palatability of the food consumed. The appetite can
be diminished in this case. The digestive argans of
an aged person demonstrate decreased motility,

decreased blood supply and decreased absorption of

nutrients from the small intestine. These physiclogic
changes all have a direct influence on the nutvition
of an elderly person. "The consequences of serious
oral or gastrointestinal impairment range from severe

discomfort to severe malnutrition and potentially
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life~threatening conditions" (Burdman 1986).

Another possible cause of impaired
nutritional status in the elderly would be
"Dysfunction" (Robbins 34). The elderly tend to
endure many losses. These losses can include the loss
of a spouse, friends, siblings, and even their
children. With the losses the elderly find themselves
alone and are prone to be isclated from social
contacts. Davis quotes Glick's findings regarding the
elderlys’ living situations: "During the past decade,
the proportion of elderly people who live alone has
increased: At present, 15% of men and 434 of women
aged 65 and older live alone" (Davis 434). Elderly
pecple wha live alone are at higher risk for
developing malnutrition for they may not have the
energy level required to prepare meals. The persan
may also have an impairment that limits their physical
mobility. Certain diseases such as arthritis waould
make manipulating cooking and eating utensils painful
and cumbersome. An elderly person with a visual
deficit may not be able to see well encugh to prepare
their meals or even determine if the food was suitable
for consumption.

Among the elderly who live alone, men appear
to be least able to adjust than their female

counterpart. "Women living alone tended to have a
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higher quality dietary intake than did men whao live
alone..." (Davis 440). Men who lived alone without a
spouse "are not as likely to consume healthful diets
as those who live with a spouse." (Davis 442) These
men were found to lack a variety in the consumption of
the various foods groups (Davis 441). The
significance of the lack of dietary variety
predisposes the person to inadequate amounts of
nutrients in the diet. Elderly men living alone are
prone to this "because aof sex-role differentiation in
food preparation activities practiced cver a life
time" (Davis 441). Men were not responsible for the
meal planning and preparation in their roles as
younger men. Therefore, they are not as aware of what
constitutes good nutrition and how to plan and coak
the meals with this in mind.

The loss aof income, ancther important
psychasacial issue, can adversely affect the nutrition
of the elderly. A relaticnship exists between the
elderlys' income level and the gquality of the diets
that they consumed; this being especially true amaong
elderly women. "Incame was more consistently
associated with all of the dietary indicators than was
the type of living arrangement, which suggests that
income is consistently a more important facteor in the

quality of food consumption of elderly persons” (Davis
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4413). Aged men whao have low incomes and also lived
alone "fared poorly on various dietary measures:
enerqgy and nutrient intake; dietary wvariety; and daily
consumption of milk praducts, fruits and vegetables,
and meats" (Davis 441). Older women who live alone
and are on a limited income may have inadequacies in
their diet because "...the widow may forgo eating to
save her limited finances ta pay bills and to maintain
ownership aof her home" (Eobbins 34). These elderly
who are alone may face also the lack of transportation
to obtain food or fear raobbery or assault if ocut
alone. These social issues can be detrimental to the
nutritional status of the elderly.

Alzheimer’s Disease and Nutrition:

Definition Of Alzheimer'’'s Disease.

As has been shown in the previcous
discussion, maintaining adequate nutrition can be
difficult in normal elderly persons. The elderly
person with Alzheimer’s disease presents more of a
challenge in this area.

Alzheimer'’s disease, also called Senile
Dementia of Alzheimer's Type (SDAT), is described as a
progressive debilitating degenerative disorder of the
brain that alsc manifests itself with neurcopsychiatric
symptoms. "Alzheimer's disease and related disorders

are a group of 70 or more progressive, irreversible



diseases that cause losses of cognition, temporal
arientation, perceptual abilities, alteratiocns in
affect, and a loss of ability to perform voluntary
activities" (Hall 81). The disease progresses slowly
through three distinct phases or stages. How the
afflicted person demonstrates the characteristics of
each stage will depend on the various pre-existing
environmental factors and personality traits. The
only way the diagnosis of Alzheimer®s can be made is
by an autopsy of the brain tissue. This autapsy will
reveal the tangled neurctransmitters and plaque in the
brain which were responsible for the detericration in
the person’s functioning. "Histologically, Alzheimer’s
disease is characterized by atrophy of the cerebral
cortex, loss of neurons, and the presence of
neurafibrillary plaques" (Gray 17396).

The Stages Of Alzheimer's Disease.

The first stage of Alzheimer’s is
characterized by loss in memory, & disorientation to
familiar surroundings and "lack of emotional response”
(Litchford 2112. The onset of these symptoms occur
aradually sometimes fooling even the victim.
Frogressively the memary lass worsens. In this early
phase of the disease "the primary impact of the
illness will be through its effect on memory and

Judgement"” (Gray 1797). The person may find
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concentrating on the tasks necessary to store, cook
and prepare food difficult. The afflicted elderly
individual will more than likely remain in the
community during this stage possibly with minimal
supervision from family or friends. As the cognitive
function declines the person "may forget to eat or may
eat meals twice, having forgotten the earlier meal"
(Gray 1797). Areas in the brain that control the
appetite undergo degenerative changes thus negatively
affecting the person’s desire to consume food. This
may be the beginning of the Alzheimer’s patient’s
nutritional decline.

The second stage of the disease is
manifested by increasing disorientation to the
enviraonment. The person can no longer recognize
peaple and "familiar sounds, sights or smells...
Wandering and erratic, nonpurposeful movements may
begin" d(Litchford 2113, The person may also exhibit
an ivrational behavior such as agitation. This
behavior more tham likely occurs as the person
attempte to interpret all of the information emitted
from his world., But due to the destruction of key
receptive areas of the brain he cannoct formulate an
intelligent response to this informaticon. "They often
wander aimlessly, lost and unable to remember where

they are going. They wander throughout facilities in
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search aof somé meaningful stimuli" (Maas 583. These
behaviors can cause an increase in the basal metabolic
rate as the relentless wandering leads to greater
expenditures of calories. "... Enerqgy requirements
may be increased by as much as 1600 kcallday" (Gray
1797). The excessive activity displayed may keep
Alzheimer's persons from being able to sit long enough
to consume an appreciabie amount of food that will
satisfy their caloric needs. Also, as memory fails
and disorientation increases, the person may not be
able to recall how to use sating utensils or chew
food. The decreased capability to chew and swallaow
often leads to the potential problem of choking. Care
givers may discover that these people hold food in
their mouths increasing the rvisk of aspiration of food
into the lungs. "In Alzheimer’s disease, the
swallowing and feeding difficulties lead to potential
weight lass, dehydration, malnutrition, and choking
with aspiration and possible asphyxiation” (Riley
435). Gray also noted that "although patients’

appetites may increase, they seldom consume sufficient

calories to meet the additiocnal needs, and weight loss
is common®” (Gray 1797).

The third stage brings almost total decline
in the person's functioning. "During the final phase

of the illness, nutrition problems become the most
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pronounced"” (Gray 1797). This stage is characterized
by a total indifference to the environment by the
afflicted person. He can no longer interpret any of
the stimuli from his environment, therefore elicits no
response.  "During the final phase, severe
intellectual impairment is seen" (Gray 17973. This
may be exhibited by a total refusal of food or the
person may not recognize the food. The person may not
have the full cognitive capacity to know to chew and
swallow the food placed in his mouth. A person in
this stage will be almost completely dependent on
others to accomplish the task of eating, in additiaon
to the other activities of daily living. "Verbal
skills are lost, and the patient may not comprehend
speech" (Gray 1797). More than likely the third stage
becomes the point at which care givers seek
institutionalization in a long-term care facility, as
the care becomes too demanding.

As demonstrated earlier Alzheimer's disease
is the most commonly seen dementia in the elderly
population. It also comprises a large percentage of
the elderly who are currently instituticonalized in
long—-term care. The research that exists on nutrition
and Alzheimer’s patients aoffere non—-specific
infaormation that researchers fesl may not be truly

representative of the population. The majority of the



published research documents the ocutcomes of studies
conducted on a mixed population within the long—term
care facility and does not differentiate diagnoses of
the groups that were studied. "Despite the numerous
effects of Alzheimer’'s on food intake, there have been
surprisingly few studies that have addressed the
nutritional status of this specific group of patients”
(Gray 1797). Although the available research tends to
fozus on the institutionalized elderly with
Alzheimer's disease, it is Gray’s contention that
these people are already debilitated and therefore the
results are difficult to generalize to the group as a
whole. During this literature search no published
research could be found comparing the weight loss of
Alzheimer's patients on special care units versus
those housed among the general population.

A study conducted by Franklin found a high
correlation of weight loss among those with
Alzheimer's diagnosis residing in two nursing homes.
These residents' admission weights and follow-up
weights at 17 months were documented. The Alzheimer's
patients’ weights were noted to be underweight upon
admission to the long—term care facility as compared
to those studied who did not have a diagnosis of
Alzheimer's. The Alzheimer's patients were alsc noted

to suffer move of a weight loss than that of their
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non—Alzheimer’s counterparts. Table Z, adopted fram
Franklin's research, documents the following data

regarding the weight loss experienced by both groups.

Table 2
Weight Status on Admission and At Foll cw-—-Up
Subjects 7Zmabw/a Z“mabw “admission
of admissian af fallow-up weight at
weight weight follow—up

patients with
AD\NSDAT =26 -8.4 -S.3
(no=36&)
caontrals
+6. 2 +3.6 -2.4
(no=31>

Franklin and Karkeck: Journal of the American Dietetic

Association, 1989
The authors offered variocus unsubstantiated theories
to explain the cutcome of their research. Inadeqguate
diets and low consumpticns of the foods served, thus
lowering the intake of key nutrients were potential
causes of the weight lass. The Alzheimer’'s group that
was sampled was noted to be below the weights that
would be acceptable for them while the control group
was G.24 above the acceptable minimum weight. "Bath
the patients with the AD/SDAT and the control group
lost weight, but the patients with the AD/SDAT lost
significantly more weight" (Framklin 737). This
study, as illustrated in the table, demonstrates that
the Alzheimer's group was somewhat nutriticonally

compromised upon their admission to the nursing home.
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As Gray had stated: "It is generally recognized that
patients with Alzheimer’s disease are thin and lose
weight during the course of the illness. Weight loss
averages 3 kg/year once patients are
institutionalized" (Gray 1797).

Other researchers argue that the reasons for
the weight loss among Alzheimer®s patients are not as
concrete as one may think. "The causes are not certain
but are probably related at least in part to the
neurapsychiatric manifestations already mentioned:
memory loss, confusion, apraxia, depression, anxiety,
restlessness. They in turn affect food intake and
physical activity" (Claggett 335). Some hypothesize
that an increased basal metabolic rate or
over—production of insulin are possible causes of
weight loss in Alzheimer's patients. Most researchers
d agree that more studies are needed to address this
issue.

Care of the Instituticnalized Alzheimer's

Fatient.

Froviding adequate nutrition to
institutionalized Alzheimer’s patients is a challenge
for the health care provider. "Several considerations
are important in planning adequately for nutrition
management of the patient with advanced senile

dementia of the Alzheimer’'s type" (Suski 1773). Due



to changes in mentation throughout the disease
process, different consistencies of food must be
adapted to the individual's ability to chew and
swallow. A constant threat of aspiration, a major
cause of death in these patients, demands that the
nealth care professional always be aware of choking
due to the decreased swallowing and chewing abilities;
this would be true particularly of the second and
third stages of the diseass. With the patients’
decreased ability to recall the taste and smell of
foods the nursing home staff needs to be aware of the
importance of providing flavor enhancers and seasoning
for the food. As wandering and agitation occur,
increase in calorie expenditures "indicates that the
calarie level of that diet should be high enocugh tao
accommodate peak periocds" (Suski 1773). During the
times of aimless, unrelenting wandering small frequent
feedings of high caloric foods may be appropriate.

The time allotted for the service of the meal should
be realistically long encugh for the demented patient
to consume his food in an unhurried manner.

Adequately trained staff to assure
empathetic feeding techniques becomes an important
aspect of the care of Alzheimer’s patients.
"Interventions and diversions such as holding hands,

reassuring touches on the arm, coaxing, cheer ful
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conversation and singing softly were emplaoyed
effectively" (Suski 1773). These soothing
interventions cannot always be provided if there are
low staff to resident ratiocs. "Yet the potential
physical and psychological benefits of meal times are
so obvious that it is critical to maintain on—agoing
efforts to make mealtimes pleasant and even memovrable"
{tDavis B8Z). ..

Development of Special Care Units.

The new recognition of the problem regarding
unique needs of Alzheimer’s patients has perpetuated
changes in the care that is provided to these
individuals. Great concern has surfaced among the
family members and health care providers that are
involved over how these individuals will be cared for
as their population increases. The American society
as a whaole is an aging society. This fact has been
cited by many researchers. A phenomenon of the
increased incidence of persons exhibiting dementia
symptom is the direct result of the aging of the
saciety. "The increase in the population of older
people who suffer from SDAT and related disorders is
due to the dramatic increase in the number and
propovrtion of older people and an even more rapid
increase in the oldest portion of this population”

(Brody 1381). Brody and her colleagues report that
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the elderly in the very old category (above the age of
80) are more susceptible to develaoping a dementia that
is not reversible. This group accounts for twenty-two
percent of persons diagnosed with Alzheimer'’s disease.

CBErody 13812,

Over the years, as Alzheimer's disease has
become more widely publicized, care issues related to
the treatment of Alzheimer’s disease have alsoc come
into the public's eye. For the most part, these
individuals were cared for in the home due to the lack
of alternative forms of care. Instituticnalization of
the Alzheimer’s client would often take place only as
a last resort. "In the overwhelming majority of
cases, nursing home placement cccurs only after
responsible family caregivers have endured prolonged,
unrelenting strain (often for years), and no longer
have the capacity to continue their care giving
efforts" (Brody 1381).

Flacing individual’s who are victims of
Alzheimer’s disease or anocther related dementia in an
institution often becomes the only option for a weary,
stressed care giver. As the Alzheimer’s disease
progresses the individual becomes a challenge to any
care giver. "Apart from the sheer time demands on
staff for personal care and behavioral praoblems, these

patients require highly skilled and sensitive
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attention because they cannot articulate their needs,
the symptams that signal illness, or even negative
reactiaons to drugs" (Brody 1382).

With the high level of professional skill
required in the care of Alzheimer's disease patients
one would believe that placement in a long-term care
facility would be the only viable option to provide
the necessary care. Yet there are reasons that the
long—term care facilities may not aggressively seek
the challenge by admitting large numbers of
Alzheimer's disease patients. Researchers, including
Brody, have found that long-term facilities can be
selective in whom they choose to admit. The
institutions possibly would apt to restrict the number
aof Alzheimer's disease patients that it would have
amid its resident census at any given time. Long-term
care facilities may not want to invest monetarily in
the staff and rescurces needed to pravide a high
guality of care to Alzheinesr’®s disease patients.

"High occupancy rvatzs make it possible for nursing
Momes to select prlrsate—pay patients and lighter carve
Medicaid patients" (Bvrody 13825,

The long—term care industry has sought ways
to deal with the increased need for beds plus the
intense staff demands placed on institutlions that care

for Alzheimer’s dissase patients. Une of the



innovations created by the industry is the special
care unit. This uqit was designed to specifically
deliver care to the person suffering with dementia.
The debate is cuvvently rvaging regarding the
appropriateness of these special care units. If the
industry is truly concerned about providing guality
care to Alzheimer’s patients then more information is
needed. At the present time, special care units do
not appear to always meet the needs of the dementia
client. Ohta states: "Agagressive selling of what
amounts to a product of unknown value sericusly taints
the apparent motivations of the nursing home industry.
Under these circumstances, the nursing home industry
iteel f can easily be viewed as the primary beneficiary
of the special units" (Ohta 804).

The elderly person that suffers from
Alzheimer's disease follows a difficult course due to
the progression of the disease process itself. The
Alzheimer’s disease begins with a loss of memory that
many persons will dismiss as just getting «ld. As the
disease progresses higher cognitive functions are
affected.

Each stage of Alzheimer's disease brings
with it various care issues that need to be addressed
by the care giving entity. The Alzheimer’s disease

patient requires attention to safety cancerns along
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with the care of emoctional and physical needs. The
disarientation that frequently cccurs when an
Alzheimer’s disease patient is placed in a long-term
care facility can in itself precipitate behavior
praoblems. This disarientation will cause the
Alzheimer's disease patient to wander continually
about locking for something familiar. The wandering
that is exhibited puts safety concerns at a high
priority within the institution. As discussed earlier
the behavior of relentless wandering will increase
their caloric expenditures and place them at risk for
a decline in their nutritional status. This will
cause weakness and fatigue leading to a possibility of
experiencing a fall. According to a study conducted
by Maas et al (58) thirty-three percent of all falls
in nursing homes were sustained by Alzheimer’s disease
patients. These falls resulted in serious injuries.
Institutions have not always adequately addressed the
issue of wandering. The majority of time the
Alzheimer’s patient is restrained to inhibit the
wandering. The nursing home may not have the adequate
amount of staff present at a given time to supervise
the patient. FPossibly the staff does not possess the
knowledge to manage the wandering by any ather means
as the lang~term care facility's policy does naot

strive to find cother means to handle the behavior.
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with the care of emoticnal and physical needs. The
disaorientation that frequently occcurs when an
Alzheimer’s disease patient is placed in a long-term
care facility can in itself precipitate behavior
problems. This disorientation will cause the
Alzheimer’s disease patient to wander continually
about loocking for something familiar. The wandering
that is exhibited puts safety concerns at a high
priority within the institution. As discussed earlier
the behavicr of relentless wandering will increase
their caloric expenditures and place them at risk for
a decline in their nutritional status. This will
cause weakness and fatigue leading to a possibility of
experiencing a fall. Accarding to a study conducted
by Maas et al (58) thirty—-three percent of all falls
in nursing homes were sustained by Alzheimer’s disease
patients. These falls resulted in sericus injuries.
Instituticons have not always adequately addressed the
issue of wandering. The majority of time the
Alzheimer’s patient is restrained to inhibit the
wandering. The nursing home may not have the adequate
amount of staff present at a given time to supervise
the patient. Fossibly the staff does naot possess the
knowledge to manage the wandering by any other means
as the long-term care facility's paolicy does not

strive to find other means to handle the behaviar.



The physical restraint cannot serve as a substitute
for the staff’s care and in most cases it anly
increases the workload of the staff. This is true
because the staff must release the restraint at
scheduled intervals to provide exercise and toileting.
If the person was allowed to remain ambulatory with
the supervision of the staff then the exercise would
be provided and the patient possibly may not require
the staff for the task of toileting. "Further, when
physically restrained, Alzheimer's patients may become
hostile and combative.”" (Williams 34).

As the Alzheimer’s disease progresses the
care becomes more grueling for the nursing home staff.
The patient develops incontinence of bowel and
bladder, deficits in the ability to perform activities
of daily living and the inability to communicate their
needs. As stated earlier long-term care instituticons
may opt for a lighter—care patient that is not so
exhausting to the staff and whose care is not as
EXpENSiVE.

It has taken a while for the plight of the
Alzheimer's patient to come to the attention of the
public. EBrody et al blames deficits in the health
care system for this tragedy. "Until recently, little
attention was paid to the specific problems of

patients with SDAT. During the deinstitutionalization



wave of the 1360's...older people were being
discharged from mental hospitals in large numbers and
their admissions were discouraged. The SDAT patient
was severely affected by such policies, being deemed
not "mentally ill', inaccessible to active treatment,
and therefore inappropriate for mental health
facilities" (Braody 1382Z). The long—term care industry
abided by not admitting persons with Alzheimer’'s
disease while these policies and views were prevalent.
The attitude of not wanting to mix oriented patients
with confused patients was the prevailing thought in
the past. This thought is still being debated today.
The feelings that existed during the time of
the deinstitutionalization of the Alzheimer’'s disease
patients slowly dissipated making long—term care beds
more accessible. With the growing numbers of
Alzheimer’s disease clients present in the community
the long—term care industry spotted an oppoartunity for
growth. Weiner et al cites additional reasons for the
increase in percentage of the occcupied beds in nursing
homes being filled with individuals with Alzheimer's
disease as "...growth of the aged population,
especially the 85-plus cohort; the
deinstituticnalization of state mental patients; and a
decline in the availability of informal supports

because of changes in women’s employment, fewer
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children, greater geocgraphical mobility, and an
increased divarce rate" (Weiner 14).

Special Care Units Versus Traditional

Long—-Term Care.

Traditicnally the care given to the
Alzheimer’s disease patient in an instituticn has been
in the confines of the nursing home itself. As
illustrated thus far, Alzheimer’'s disease patients can
be very complicated individuals to care for in any
setting. A major problem noted by researchers is that
most nursing home staff do not have the educational
background to assist them in caring for the demented
elderly. "Most nursing facility staff members are not
prepared either educaticnally or psychologically for
the complex task of praviding excellent care for the
individual suffering from Alzheimer’s disease-whether
the patient is middle—aged or aged" (Burnside 2Z).

Lincoln’s research on the care givers of
dementia patients within a nursing home confirms
BEurnside’s abservations. Lincoln found considerable
krnowledge deficits regarding how confusion among this
clientele should be handled. Ghe found this among
both licensed and non-licensed nursing personnel.
Lincoln advocates more instruction to these care
giving groups to increase the basic understanding of

confusion and practical applicaticon of the knowledge
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in the clinical setting. "Without this gerontological
knowl edge base, nurses and supporting health care
personnel have difficulty managing the problems of the
elderly" (Lincoln 29).

Fesearchers and the public alike have noted
the absence of a frame of reference for managing the
care of Alzheimer's disease patients. This has
resulted in inadequate care being provided.
Alzheimer’s disease patients function at their highest
level when the environment is stable with a constant
routine. The staff cannot place too many tasks upon
the individual at one given time. The individual
cannot assimilate how to accomplish several tasks
which causes frustration and a potentially explosive
situation. The staff needs to have the knowledge to
break each task into smaller segments that can be
accomplished by the individual. If the individual is
not cooperating then the staff should be flexible
encugh to attempt completion of the task at a later
time to avoid any violent ocutbursts. The staff must
allow the individual to accomplish as much for himsel f
as possible. "Fractice and repetition are critical
for the patient with dementia to retain any level of
functioning as laong as possible" (Williams 34).

The use of physical and chemical restraints

in the effart to cope with such disruptive behaviors




such as agitation and wandering are examples of the
lack of knowledge in managing Alzheimer’s disease

patients. 'e.vnAnxious residents are aoften restrained,
either chemically ar physically, in an effcocrt to
maintain safety and harmony among residents" (Maas
61). Maas cited a study conducted in a nursing home
which demonstrated that confused patients at times are
restrained by physical means for up to 8.5 to 14 of
the hours of the time that they are awake. The usage
af these devices to control behaviors that are
perceived by the staff to be annoying is only
detrimental to the health of the patient. It alsa
increases the complexity of the care due tao the
development of pressure sores, immobility and
contractures of the extremities that occur with
restraints. These management practices have evolved
due to the lack of understanding regarding the nesds
of the Alzheimer’s patient. The aoverall basic layout
of the typical nursing home is not conducive to the
care needs of Alzheimer’s patients. Generally, the
hallways are long with no areas for sitting. Often
the noise levels are extremely high from the activity
of other patients and the staff caring for them.
These particular features lead to the abervant
behaviors, such as wandering and cambativeness,

displayed by Alzheimer’s disease patients. "The



(8}
18]

pacing resident encounters negative reactions from
staff and lucid residents, which may engender feelings
of hopelessness and trigger a catastraphic reactiaon"
(Hall 133).

Eurnside points out additional flaws in the
long—term care facilities' approach to caring for the
dementia patient: "Besides the lack of knowledge and
expertise, the care givers are stymied by the
pesychological aspects of the disease. The change in
personality and behavior can be frustrating,
frightening, and exhausting for the care-giver"
{Burnside Z2). The Alzheimer's patient’s behavior can
be very labile. The individual can go from being very
calm and serene to being very agitated and hostile
within a few seconds. "Catastrophic reactions are
difficult to predict in traditional long-term care
facilities because patients with AD are confronted
with multiple complex stimuli everyday" (Maas 59).

The unpredictability of the behaviors coupled with the
waorsening of the symptoms as the disease progresses
makes it difficult for the staff to deal with these
individuals. "Ineffective management of the
behavioral disturbances associated with caring for
residents with AD can also affect the staff of
long—term care facilities" (Maas 59). The staff can

suffer from emoticonal and physical exhaustion if the



patient repeatedly displays agitated behavior despite
all of the efforts of the staff. Frustration in the
staff will have a negative outcome in the care of
Alzheimer's patients as they are very aware of the
reacticons of those around them. The increase in
emcticons by the staff will undoubtedly be met with
heightened anxiety and agitation in these individuals.

Care of Alzheimer’s disease patients can be
costly not only in terms of the stress and burnout of
the nursing staff but alsc in terms of the actual
monetary cost.  Progression of Alzheimer’s disease
requires more staff time to complete the daily care
required to keep individuals clean and healthy.
Nursing staff will be needed to ensure that all basic
needs such as safety, adequate dietary intake, and
good grooming are met.  Freqguent assessments of the
patients’ health status are needed since these
patients cannot communicate any changes. Wages and
benefits to compensate a competent professional staff
that will deliver quality care can be castly to a
long—-term care facility.

The fact that the length of stay for these
individuals can be extremely long affects the cost of
care of Alzheimer's disease patients. Once admitted
to the long-term care facility, Alzheimer’'s disease

patients are unlikely ta be placed back into the



cammunity. Hays et al postulated that an Alzheimer’s
patient’s stay cost an estimated $2Z,500 in 13283
(11713, With inflation that amount has certainly
increased. Brody feels that the lack of long-term
care beds, coupled with dwindling public funds to pay
for the care, pushes up the caost of the care that is
available (1382). If indeed the long—term care
facility can be selective regarding the acuity level
af the patients they admit then the industry can
dictate the price of the beds; this cost is passed on
to the consumer which in turn drives up the cost of
the care.

The nursing home industry has not been
unaware of the complexity of managing the care of
individuals with Alzhelimer’s disease. Attempts have
besn made within the industry to find a solution to
the inadequacies of care. Opecial care wnits, which
were developed twenty years ago, were designed to
spacifically care for Alzheimer's disease patients. A
review of special care units indicate that they vary
from Jjust offering different activities to Alszsheimer’s
patients to having an area where the patients are
completely segregated from the entire nursing home
popul at i .

Fesearch in this area has been somewhat

limited. Additional research, as indicated by a
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review of the literature, will be needed to accurately
assess the quality of care presently being provided in
the special care units. Currvrent research doss point
to some positive aspects of these units as well as
making one ponder some critical issues needing to be
resolved.

Consideration of the special needs of
Alzheimer’s disease patients in terms of the
enviraonment is a major positive aspect of a special
care unit versus the reqular long—term care facility.
"Special care units are designed with environmental
modification intended to reduce wandering and provide
safety to the resident with AD" (Maas &1).
Environmental harms such as sharp edges and
unnecessary furniture are removed to decrease the
potential for injury. The unit avoids dimly 1it
hallways and rooms. Additional safety is added by
limiting access to the outside of the unit, usually by
locked doors. Keeping environmental stimuli to &
mimnimum on these units assists in preventing
behavioral outbursts. These environmental
considerations help reduce the usage of chemical and
physical restraints.

The separation of the non—cognitively
impaired residents living in the nursing home from the

cagnitivelly impaired has been cited as a positive



aspect for implementing special care units.
Non—cognitively impaired residents aoften find the
Alzheimer's disease patients frightening, baothersome
and distasteful. "Some facilities have informally
surveyed these residents and find that they do prefer
that the disruptive and agitated patients be in
separate units" (Mace 37).

The special care units often accommodate
smaller patient censuses than the general nursing home
wings. This allows for a higher staff to patient ratio
in most cases. Authorities feel that the attraction
aof the low ratic would entice the most gqualified and
dedicated staff to wark on these units. "Furthermore,
because these units group patients with similar
problems they concentrate needed rescurces in a
limited gecgraphic region rather than distributing
them throughout a larger facility. This provides more
specialized care to patients and improved staff
efficiency" (Rabins 120).

Special Care Unit Limitaticons

Ohta found & high incidence of stress among
the staff of special care units. This was noted
mainly in the units that did not provide high
nurse-patient ratics. The continuity of the staff is
a key factor in the success of the special care unit.

fAlzheimer’s disease patients function maximally if
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their environment is familiar and routine. Units that
did not provide adequate numbers of staff in relation
to patient census compromised the staff by increasing
their stress. "Staff stress, in these units appears
to be the dominating force directing staffing
consistency and necessitates the rotation of staff"
(Ohta B803).

Fesearch indicates that a wide variance
exists between special care units. The lack of
research data that cites positive care cutcomes has
hindered the formation of an acceptable role model in
which new units can pattern themselves. The absence
of information regarding what types of patients and at
which stage of the disease are best served by these
units may slow the growth of special care units.
"Special units for SDAT patients do not represent a
homogeneous entity. Instead, these units vary
tremendously in terms of theirv guiding philosophy,
their enviranmental design, and their therapeutic
approach"” (Ohta 8035,

The absence of research to assist in the
development of criteria which detaile the appropriate
patient profile for admission can create ambivalence
with the nursing stafi. The units varied from
admitting patients that possessed specific physical

and mental abilities ta only requiring & diagnosis of
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Alzheimer s disease. Rabins stresses the need for the
establishment of admission criteria. Fabins states:
"I believe that the decision to place a patient on an
Alzheimer’s unit should be based as much aon behavior
problems and needs for care, such as feeding and
dressing, as on degree of cognitive impairment”
(Rabins 120). The staff ambivalence results from the
uncertainty regarding what the ocutcomes of the care
are to be. The staff should possess a working
knowledge of what the goals of the care are, how these
goals are to be achieved and if those goals are
realistic for the population for which they are being
applied. In other words is it the staff’s aobjective to
improve as much functioning of those individuals as
possible or is the goal to provide care that would
just maintain them. Ohta found widely differing
capinions among the units as to what the special care
unit would accomplish for the patients. Ohta
reported:  "The answer wvaries widely from unit to
unit, ranging from providing basically custodial care
at one extreme to encouraging possibilities and growth
at the other extreme" (Ohta 803).

rayment Sources for the Special Care Units

A discussion of special care units would naot
be complete without a discussion of payment scources

for the care. Medicare does not cover long stays such

9



as those incurred by Alzheimer’s disease patients.
"Medicar? does not reimburse for the psychosacial and
custodial care needed by Alzheimer’s patients, private
insurance has only recently begun experimenting with
Alzheimer*s coverage, but private-pay units are
economically viable" {(Eubanks 63). Medicaid pays for
the care for the Alzheimer’s disease patients whao
economically qualify yvet the cost to provide gquality
care far exceeds what the long—-term care facility
receives from Medicaid. A majority of long—term care
facilities will only place beds of private-pay status
into their special care units.

Fohrer conducted a study that demonstrates
that a deficit in cognition had a direct impact on the
amount of nursing staff hours that are needed to
provide care. "Lack of cognitive ability causes the
staff to spend significantly more time in delivery of
personal care and medications" (REcochrer 402). The
increased nursing staff hours required to care for
Alzheimer’s disease patients and the lack of an
adequate payment source have tended to inhibit the
praoliferation of special care units.

According to available figures 0% tao 74%
of nursing home bede are accupied by Alzheimer's
disease patients (Eoff 15). This number is expected

to grow significantly in the coming years. The
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long—~term care industry can make positive steps in
ensuring quality care for these individuals. A
crucial aspect in assuring quality care would be the
development and implementation of acceptable
professional practice standards that can be applied to
all special care units. The wide variation in the
special care units from issues such as admissicon
criteria to environmental desiagn may be costly to the
population that is being served. "Such minimal
gpecialization in the care of residents with
Alzheimer’'s disease and other dementias fails to
adequately address their needs...New standards of care
must be developed to enable those who serve this
population to do so with the greatest skill and
compassion” (Koff 15). It has been difficult far
researchers to aobtain the data needed on the guality
of care provided by the special care units as there
are no reliable measures that exist. To do what Eoff
suggests would give researchers a yard stick which
could be used to measure the efficacy of these units.

Much attenticon has been focused aon the care
of the individual with Alzheimer’s disease. It is
difficult at this time to asssss the adegquacy of care
that is received by the clients in special care units.
The published literature did not contain scientific

studies which reflected strong arguments for the



special care units. Feppard, based on subjective
data, describes the initiation of a special care unit.
She reports that with indepth training of the nursing
staff these units have favorable vesults not only with
the patients but alsoc with the staff. She states: "1t
was not a formal research effort. No attempt was made
to assess formally the cutcome through tests.
Observation of the residents reveals improvement or
maintenance in terms of interaction, functional level,
and disposition" (Feppard 27). Such factors as
staffing shortages and inexperience in working with
these patients, which ooccurs in many long-term care
facilities, often leads to poor management of the
needs of the demented patient. Researchers feel that
until professional standards are devised these units
cannct effectively provide care to Alzheimer’s
patients. "More experience should be gained before
these units become widespread, and nursing homes now
planning the establishment of Alzheimer’s dissase
units should consider their negative and positive
aspects when designing them" (Rabins 121). Feppard
repocrts skepticism of the widespread use of the
special care units: "One positive experience with a
special—-care unit for demented residents does not mean
that one is appropriate in all institutions" (Feppard

Z70.



The available research does not address
weight loss in the Alzheimer's patient specifically.
Although the literature does agrée that the incidence
of weight loss occurs frequently among individuals
with Alzheimer’'s disease the research does not address
weight loss specifically. No literature available
addressed the comparison of weight loss of Alzsheimsr's
patients in a special care unit and the Alzheimer’s
patient mingled with other residents residing in a

long—term care facility.



Theoretical Orientation

A=z the incidence of Alzheimer’s disease
increases among the aging studies have concluded that
weight loss affects a significant proportion of that
population.  Yet very few studies have actually
addressed specifically why the weight loss cccurs.
Fesearchers only speculate upon the possible causes.
GHray postulates that the nutritional inadequacies
begin early in the disease possibly when the person
does not even know that they have Alzheimer's disease.
The forgetfulness and memory loss can affect nutrition
simply because possibly the person cannot even
remember if a meEal had been consumed (Gray 1797). A
repetitiocus pattern of forgotten meals with no
intervention would lead to a significant weight loss.

A study conducted by Franklin and Karkeck
substantiate Gray’'s statement. They found that
Alzheimer’s disease patients were already 2.6 pounds
below their minimum acceptable bady weight upon
admission to a long—term care facility. The downward
trend continued as the Alzheimer’s disease group lost
substantially more weight than the group without the
Alzheimer's dementia. A recheck of the residents?
weights was completed using the mean of three months

of weights. "At the time of follow-up, the patients
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with AD\EDAT had last S.4% of their admission weight,
and the control group had lost Z2.4% of their admission
weight (£.05)" (Franklin and Karkek 7391).

Franklin and Karkec state: "This study
indicates that nursing home patients with a diagnosis
af Alzheimer’'s disease or senile dementia have a
higher incidence of underweight and weight loss than
do their counterparts without this diagnosis, baoth
upon admission and after being in the facilities for
an average of 17 to 19 months" (7312, In an effort ta
explain their findings, Franklin and Karkec surmise
that possibly the required nutrients were not provided
by the diets consumed yet they did not feel that was
the case in their study. They also state that
Alzheimer's patients do not consume an adequate amount
of the nutrients provided in a diet due to the mental
and functional impairments of the disease process.
Lastly, the authors feel that weight loss may be
attributed to an improperly regulated
appetite-contralling neuratransmitter as a result of
the dissase process. "Additional research is needed
to determine whether the weight loss seen in patients
with Alzheimer’s disease or senile dementia is due to
a metabolic aberration inherent in the disease or to
managemn=nt issues in feeding those patients" (Franklin

and Earkec 791).
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Maintaining proper nutrition in the elderly
population presents a major concern to health care
praviders. Many physiologic and sociceconomic factors:
affect the elderlys® ability to maintain their
nutritional status. Alzheimer’s disease patients have
these praoblems compounded due to memnory loss, behaviar
problems and loss of the functional ability to eat.
The long—-term care industry has made attempts to
manage Alzheimer's disease patients, sometimes in
vain. It has been this author's experience, as a
Fegistered Nurse involved in long-term care, to
observe the variance of the long-term care
institutions' efforts to care for Alzheimer’s
residents. Some of these institutions enclose a
carridor of residents’ rooms and place the confused,
wander ing rvesidents behind the doors. This enclaosed
corridor is then labeled the Alzheimer's Unit. There
aften is no specialized care being delivered to the
patients in this unit that would set it apart from the
rest of the institution. Confused residents wander
aimlessly or sit idle for long pericds of time without
staff interaction. The staff are not trained how to
appropr iately interact with the confused residents.

The other side of the spectrum reveals
long—term care facilities with an enclosed unit that

have activities geared to the caonfused residents?
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attention span and interests. This unit provided
residents soothing music at meal times as a calming
effect to aid in stimulating the appetite. This unit
also boaste the longevity and Jjob satisfactionm of the
nursing staff.

It is interesting to note the great degree
of difference in the two Alzheimer's units Jjust
described. The majority of the available research
regarding special care units reflects the authors?
subjective, personal accounts of the units. The
information was not based on a scientifically
contralled study in which conclusions could be drawn
regarding positive and negative care outcomes. A lack
of consistency e#ists among special care units. Ohta
and Ohta state: "Special units for SDAT patients do
not represent a homogenecus entity. Instead these
units vary in terms of their guiding philosophy, their
environmental design, and their therapeutic approach”
(803). The authors, through review of available
literature, review aof paolicy manuals aof selected
special care units and observation of the care in five
others, found dissimilarities in varicous aspects of
the special care units researched. The
inconsistencies ranged from how the wunit was designed
physically to the type of care that was delivered.

Ohta and Ohta found that the primary goals of patient
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care equated with the cverall philaosophy of the unit.
"These different answers reflected substantially
different underlying beliefs about the limitations and
paotentials of the SDAT patient, and these beliefs
appear to permeate all aspects of a unit’s operation”
(Ohta and Ohta 8043. The instances where the primary
goal was custodial maintenance of the residents then
the design of the unit, the staffing ratiocs and other
aspects carried the same theme. In contrast, the
units whose goals were aimed at the maximal
functioning of the residents featured more structured
activities, increased staff to patient ratiocs, a
pleasing environment and stressed the individuality of
the patients.

Ohta and Ohta felt that using the word
special was a play on words. They questioned what
cservices affered by the special care units warvanted a
title that depicted uniqueness. A long-term care
facility would apply the terminology to an area of the
institution that was providing patient care with aonly
the slightest of deviation from the remainder of the
entity. Ohta and Ohta state: "As a conseguence, the
absclute ability of the variocus special units tao meet
the needs of the SDAT patient can vary markedly
because the label special often merely indicates some

relative difference between the unit and its larger




facility" (Ohta and Ohta B803).

Weiner and Reingold alsc found
inconsistencies in the care being provided to
Alzheimer’'s patients within long-term care facilities.
Their study invalved questiconing 42 instituticons that
reportedly offered specialized care to Alzheimer's
patients. Their data revealed a discrepancy in the
ratic of special care beds to actual instituticnalized
Alzheimer's patients. Although it is estimated that
pussibly S0%-60% of nursing home beds are occcupied
with Alzheimer's patients (14), Weiner and Reingold
reported: "On the average, 254 of an institution's
bed capacity is allocated to SCU'’s..." (15). The
research does not aoffer an explanation as to why there
are a limited number of beds despite the high
percentage of the population in which they were
designed to care for. These authors also found that
there was no standardized assessment tool to determine
the criteria for admission to these units. The
decision to admit to these units would be based on the
professicnal Judgemsnt of the staff invalved with the
unit. Weiner and FReingold observed variances in the
environmental design and in the staffing ratias. "The

rarge of nursing-care hours per patient ranged from

2.6 to 4.9 per day" (Weiner and Feingold 181, The
authaors concluded that no consensus exists of what
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constitutes a good program for the care of the
Alzheimer’'s patient. "State of the art offers neither
an ideal SCU nor a model that can be replicated in its
entirety, but it may provide a framework for
institutions considering a SCU for patients with
dementing illnesses" (Weiner and Reingold 19). The
authors feel that more research is called for to
determine if the special care unit is the appropriate
care optiaon.

Eabins acknowledges other negative issues
associated with special care units. Patients with
behavior disturbances being segregated to aone area
intensifies the care needs which in turn could
escalate the cost of the care (Rabins 120). The rates
charged for special care units are generally higher
than the other beds within the long—term care
facility. Fabins also documents the lack of data that
establishes what type of patients that are best suited
for a gspecial care unit as praoblematic in addition ta
the insufficient number of beds available in

comparison to the need. Fabins reports: "Fart of the

suffer some form of dementia, but specialty units can
treat only a relatively small number of patients”
tlRabins 120). Rabins also fesle that obtaining and

retaining staff to work on these units could be
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Alzheimer's patient. "State of the art offers neither
an ideal SCU npor a model that can be replicated in its
entirety, but it may provide a framework far
institutions considering a SCU for patients with
dementing illnesses" (Weiner and Feingold 19). The
authors feel that more research is called for ta
determine if the special care unit is the appropriate
care optiaon.

FEabins acknowledges other negative issues
associated with special care units. Fatients with
behavior disturbances being segregated to one area
intensifies the care needs which in tuwrn could
escalate the cost of the care (Rabins 120). The rates
charged for special care units are generally higher
than the other beds within the long—-term care
facility. Rabins also documents the lack of data that
establishes what type of patiente that are best suited
for a special care unit as prablematic in addition to
the insufficient number of beds available in
comparison ta the nesd. Fabins reports: "Part of the
difficulty cocurs because most nursing home residents
suffer some form of dementia, but specialty units can
treat only a velatively small number of patients"”
(FRabins 120). Rabins also feels that obtaining and

retaining staff to work on these units could be



problematic. This is due to the amount of staff time
these patients require to provide quality care.

Fabins suggests there are positive points
to special care units. He reports that staff who
chose to work in these units would do so because of a
genuine interest in caring for demented patients.
This interest would foster an empathetic atmosphere
with a desire to gain knowledge and experience through
training to work with Alzheimer’s disease patients.
frabins feels that even though the special care unit
segregates the Alzheimer’s patients this could
possibly be a positive point. The non—demented
population within the instituticon may become angry
with confused, wandering patients. As a result the
Alzheimer's disease patient may suffer verbal and
physical abuse at the hands of their peers.

Although Fabins suggests many positive
reasons for special care units he cautions against the
rapid expansion:  "More experience should be gained
before these units become widespread, and nursing
homes now planning the establ ishment of Alzheimsr’s
disease units should cansider their negative and
positive aspects when designing them" (Rabins 12103,

Mancy Feppard documents the formation of an
eighteen bed special care unit for Alzheimer’s

patients within a larger instituticn. The primary




obhjective of the unit was to provide stimulation to
the patient with extremes of stimulation being
avoided. The staff was selected from those showing a
special interest in the Alzheimer’s patient and
intense training was provided. A unigue feature was
that the family was alsc encouraged to become active
in the care of the patient. With these interventions
Feppard reports a successful initiatiocn of a special
care unit. Feppard states: "EBased on the successful
evolution of the pilaet program, it appears that
gpecific training and support result in high quality,
olistic patient care, the development of effective
behavioral management techniques for patients
previously labeled as "difficult” and increased Jjob
satisfaction for staff (in particular, aides) which
result in low turnover" (Feppard Z6).
fAvailable research doss not adequately

address nutrition nor the best care opticn available
to Alzheimer'’s disease patients. My interest in this
topic evolved during six years of observing
Glzheimer®s patients within long-term care facilities.

have observed the difficulties in esting they
erperience due to functional limitations and
behavioral disturbances. These limitations were often
complicated by the indifference of the nursing staff

as to how to handle these problems.  The demented
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individual may sit at the table with his food
untouched in frant of him for a long period aof time
without staff intervention. If this individual is
labeled a sel f-feeder the nursing staff may not
encourage him to eat concentrating their efforts on
the patients they feel require more assistance. Or
the Alzheimer's patient may be agitated from being
restrained in a chairj; his thoughts only focused an
how to escape from the restraint,thereby not providing
nour ishment to his boady. FReview of these individuals?
medical recards often revealed a weight loss. It is
my assumption that Alzheimer's patients do sustain
weight losses as has been documented in the literature
that is available.

Fraom my observations of the literature
regarding special care units, specific care giving
efforts possibly prevent or delay a weight loss appear
to be provided on a more consistent basis. Hall
describes the formation of an Alzheimer's unit within
an intermediate care facility. The unit evalved at
the urging of the nursing staff whao felt the needs of
Alzheimer's patients could be better met. Hall
describes the envircnmental design as an enclosed wing
where stimulus is kept to a minimum by the absence of
telephones and televisions. Hall reported the

difficulty of maintaining the weight of these patients




with the enormous amount of calories expended during
pericds of relentless wandering when they seldom
consume enough calaries to replace those burned by the
over—activity (Hall 133). The approcach to the dilemma
was shortened hallways within the newly created unit
described by Hall. The hallways had chairs placed at
strategic points to encourage the patients to rest.
"As resting increased, caloric expenditures decreased,
thus helping weight maintenance" (Hall 134).

Hall recants that prior to establishment of
the Alzheimer’s unit all patients ate their meals in a
communal dining room. The high concentration of staff
and patients in a limited area increased noise and
stimulus levels during meal times. The Alzheimer's
patients, overwhelmed with the increase in stimuli,
would aoften leave their meal uneaten. Outbursts of
inappropriate violent behavior would result if staff
attempted to return them to their meal. Hall reports
positive outcomes in the nutrvitional status of
Alzheimer’e patients since the unit was initiated.
€136 "Prior to unit admission, all residents had
been losing weight” fHall 1363, Hall's Alzheimer®s
uriit provides small gating groups within the unit
Wwhich has increased the amcount of food consumed by the
patisnts. Hall documents welght gains by & majority

"

of the patients residing on the unit. Six residents
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gained for three consecutive months, five remained
stable, one continued to lase" (Hall 136). She alsc
reports that the ocutcomes presented in her article are
based on subjective findings and were not based on a
scientific study. Despite this, the article
illustrates that positive care outcomes, such as
weight gain, can be achieved if care giving goals are
developed and implemented based on professional
knowledge of Alzheimer's disease patients.

Fram this comes my second assumption that
the lower patient to staff ratio characteristic of
special care units leads to more specialized care.
Therefore I theorize that Alzheimer’s disease patients
living within the special care unit would suffer less
waight loss. The nursing staff of the special care
urnit would be more attuned to the needs of their
demented patients. Alzheimer's disease patients
co-mingled with the general population would not be
perceived by the staff as requiring any type of
specialized care. The patient care assignment would
include patients with a multitude of diagnoses, each
with their own praoblems. The staff-patient ratio
would be greater leaving less staff time for
individualized attention. Alzheimer's disease
patients in the esarly stages may not be accurately

assessed by the staff because they do not appear



confused all of the time. These patients may fall
through the cracks and slowly lose the ability to

sel f-feed thus sustaining a weight loss. The nursing
staff must be trained to cbserve for subtle changes in
their demented patients.

The debate cantinues over what is the most
approapriate way to care for Alzheimer s disease
patients who require institutionalization.
Gerontologists need to continue researching to abbtain
thig valuable information. The over—80 year old
population of the society, that is going to require
this type of care, continues to grow. Answers bo
these gquestions are nesded so that guality care can be

provided.



EESEARCH METHODS

To test the validity of my theory, I will
use exploratory research. Based on the literature
available on my selected topic, which was reviewed
extensively, I designed a guestionnaire that will
assist me in determining if weight lasses do cocur
less in Alzheimer'’s patients living on a special care
unit. This research guestionnaire will be divided
inta five sections. The first section will basically
gather informaticon on the nursing homes which have
agqreed to participate in this endeavor. I will be
speaking with administrative personnel within the
instituticn to ascertain their philosophy in relation
to caring for the Alzheimer’s patient. Alsco contained
within this segment will be the gathering of
informaticn on the existence of any special policies
for the staff to follow regarding the unigque needs of
Alzheimer s patients. This information will be asked
in @&ll of the nursing homes but will be of more
importance 1if the nursing haome that is being reviewed
does not have a special care unit. I will guestion
the administrative staff regarding any staflf training
that is provided on caring for the Alsheimer’s

patients. This will apply to nursing homes with and

5%




Without special care units. The second section will
gather basic sociceconomic informaticn such as sewx,
marital status and date of birth. This data will be
recorded to evaluate any correlations with the
sociceconomic factors if & weight loss cccurvred.  This
-5ecqnd segment will list the diagnoses of patients
that were selected. The patients® dates of births will
be recorded along with their date of admission to the
facility. The age of the residents selected will be
abave sixty years old and the length of residence will
be at least six months. The third section will review
the admission weights for these patients. These
weights will be recorded as well as the most recent
six months of weights that are documented within the
medical record. The fourth section will collect
informaticon of any special interventicons that were
provided to the patients. These interventions can
include assistance and/or encouragement at meal tines
from the nursing home staff, o ligquid supplementation
of a high calorie drink ar supplementation with
vitaming. I will be reviewing at what point these
interventions were instituted by the facility staff
and if this correlates with their palicies as it
pertains to the care of the Alzheimer’s patient. An
important aspect that will be considered is if there

ig anybody that coaches or encourages the patient to



eat such as a family member or if extra food is
brought to the patient from an cutside source. This
type of situation may skew the results as this patient
may have suffered a weight laoss if it was not for the
intervention of an ocutside source. The fifth and last
section will document any pertinent laboratory
findimgs that might be indicative of a malnourished
state.

This guestionnaire will be designed to
cobtain information to provide an overview of life in
the facility for the Alzheimer's patients that will be
reviewed more in depth. I do mot intend to tabul ate
the laboratory findings into the overall results but
the information may strengthen the findings of a
weight loss should one cccur.  The data collected
regarding the interventions provided will help explain
& welght gain after a trend of weight loss cr reveal
possibly why a weight lass occurved in the patient who
did not receive special attention when it was
reguired.

This research guestionnaire will be taken to
pre-selected nursing hames in the metropolitan 5t.
Lowis area. Three of these nursing homes will have
special care units and three of them will house their
Alzheimer's patients with the general nursing home

population.  These nursing homes will be selected
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based on whether they have a special care unit ar not
and on their willingness to participate in this
project. I will have the administrative staff of the
nursing home coamprise & list of patients’ names who
l have the primary diagnosis of Senile Dementia of
Alzheimer’s Type or a related progressive dementia who
have resided in the facility for at least sizx months.
From this list five residents will be selected for an
indepth review. A guestionnaire will be completed on

each of the residents. There will be same

mon—cantroallable data obtained using this type of
sample selection. The ratio of men to women will not
be controlled as any person having the diagnosis of
SDAT will be selected. Women tend to be diagnosed
with SDAT much more frequently that men. Age will be a
non-contraollable factor yet the targeted age will be
sixty years and over. Fatients having other medical
conditions that canm contribute to a poor nutritional
status, such as cancer, will be avoided., These

patiente can suffer large amounts of weight loss with

even wvery aggressive treatments. Section one will
orily be completed one time at each nursing homa. It
Wwill be completed upon entering the nursing home prior

to the selection of the patient sample.

Contamination of the samples aay occur and

must be considered. Same of the information that
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could cause contamination is as follows: A patient
that lost a significant amount of weight; the presence
of an undiagnosed condition that is causing a weight
loss; and inaccurate weights obtained by the nursing
home staff could skew the results. I will attempt to
avaid this contamination of the data by reviewing the
medical record thoroughly, discussing with the nursing
home staff regarding passeible causative factors of the
weight loss and by requesting certain patients to be
reweighed to clarify any discrepancies in the weights.
These interventions will help increase the accuracy of
the data that is collected.

The data collected will be grouped by sex,
age and if the patient resides on a special care unit
o onoa general nursing home wing: the results will be
compared. With this data, I will establish if
patients residing in the special care units sustain
less weight loss than those patients residing among
the general population of nursing haomes. It must be
understood that this research is exploratory which
limits the scope of the study. The findings of this
study may indicate the need for a larger, inclusive
study. Yebt this author feels that the results should

prove beneficial to gerontologists entrusted with the



care of Alzheimer's disease patients.




FRESEARCH CONCLUSIONS

Six%x nursing homes in the Metropolitan St.
Louwis area were involved with this culminating
project.  The nursing haomes were divided into two
aroups. Three of the nursing homes did not have a
separate area within the institution in which confused
residents reside. The other three had special care
units.

The special care units within the three
nursing homes were similar in their environmental
design. Each unit consisted of a nursing wing that
was separated from the main nursing home by locked
doors. Each unit was sparsely furnished with few wall
decorations. One of the units had access to an
cutside courtyard but this was not the norm. A dining
area specifically for the units® patients was present
ar all three of the units.

The major difference between the three uniis
was the criteria used for admission to the unit. The
diversity in the criteria ranged from a highly
structured patient assesement tool to admitting
patients anly in the wandering phase of the dizesse.

A odiagnosis of Alzheimer 'z disesase was not necessarily

a prereguisite for admission to twa of the units. It

63
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was a requirement for one of the units. All three of
the special care units would not admit nov retain any
patient in the advanced stage of the disease that were
bed-bound and in need of total nursing care.

In regards to nutvitional paolicies, none of
the six nursing homes had special policies
specifically for the Alzheimer’s patients. The
policies basically consisted of beginning nutvitional
intervention if a weight gain or laoss of 3 pounds or
greater occurrved.  In that scenaric the patient's
private physician would be notified of the change in
condition. The standard method instituted for weight
lass or a decrease in food consumption was
supplementation with a high caloric drink. This dvink
would either be offered at meals o between meals.

One facility involwved with this project had standing
orders that allowed evaluation by s registered
dietician should a nutritional problem arise. This
practice was not standard practice in the obher

facilities although dieticians were available in the

cbher nursing homes on a consulitant basis.
Fermission to conduct the research in the

mursing homes was obltained from sach administrator.

Permission was ob

i i S it -l kg i & E A e et e e S
ained from sach 1ed ;11;.«' vesponsiole
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party to review the medical record. The sample far

the special care unit consisted of thirteen patients.
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Eight were female and five were male. The average age
was 82 with the range of ages being 71 to 83. The
average length of stay in a long—term care facility
was 22 months. Diagnoses of the patients included:
Senile Dementia of Alzheimer's Type, arteriocsclerotic
heart disease, hypertension and degenerative
arthritis.

The sample for patients not residing in a
special care unit, referred to as the non-special care
sample, consisted of thirteen patients, nine females
and four males. The average age of the sample was 8=
with the range of ages being 75 to 83. The average
length of stay in a long—term care facility was 25
months., Diagnoses of the patients included: Senile
Dementia of Alzheimer's Type, arteriocsclerctic heart

disease, and hypertensian.

Table 8 Means of Ages and Length of Stays

Aver age Age Length of Stay
Manths
Special Care gl.6 =2
Mo~ Special gz.2 25

Care

Both sample groups were served diets that
Fad no dietary vestrictions, o regular diets., The
consistency was altered for some of the patients in

both samples to allow for easier masticabtion and
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swallowing. This was noted in 464 of the special care
aroup and 31% of the non—special care group. High
calaric supplementation was used as an adjunct to the
diet in 6ZY of the special care sample in contrast tao
anly 214 of the non—special care sample. Vitamin and
mineral supplementaticon was not observed to be
routinely used in either samples. In the non—special
care sample, 15% received such supplementation whereas
23% of the special care sample received it.

The assistance required by these patients
ranged from being able to feed themselves
independently to requiring somecne ta cut their meat;
butter bread; open milk cartons; along with verbal
cuing from the staff to remind them to eat. The ather
end of the spectrum were those who required total
assistance of the staff to accamplish the task of
eating. Only 8% of the non—special care sample could
feed themselves without stafi involvement. 924 of the
non—special care sample required staff assistance in
some aspect of the task of gating. The majority of
the special care sample could participate more with
eating. 0Only Z patients ocut of the entire sample of
26 had family members that would routinely provids any

assistance with @ating. This did not appear to be a

ma oy factor 1n maintalning the nutriticnal status of

the patients.
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Table 4 Types of Assistance With Eating

Independent Verbal Cues Tatal
Tray prep Assistance
Special Care = i 4 38% 31%
Non—Special g% &I% Z3%

Care

The amount of functional limitations that
invalved physical impairments were minimal. Out of
the entire sample only cone patient had a physical
impairment that inhibited the ability to self-feed.
The most prevalent functicnal limitation among both
sample groups was mental confusion.  Although
confusion was present in 100% of both samples the
level of confusion varied between each patient. The
degree of mental confusion was not measured in this
study. The confusion that was present inhibited the
major ity of patients to self-feed as is reflected in
Table 4.

The admission weight recorded, for the
purpose of this study, was the first initial weight
documented upon admissicon to the long-term care
facility. The most recent & months weights were
recorded. The mean of these weights were used as the
current weight for each patient. The differences in
the admission weights and the vecent weights were
figured to assess the amount of weight loss and /o

gain for each patient in the sample. A wnean
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difference of the weight loss was verified by
t-statistic to demanstrate that patients residing in a
special care unit do sustain less weight loss than
their counterpartse who reside within the general
population of a nursing home.

The difference between admission weights and
recent weights for the non-special care unit sample
was a weight loss of 13%9.4 pounds with a mean weight
loss of 8.87 pounds. The special care unit sample had
a cumulative weight lass of 48.5 pounds resulting in a
mean weight loss of 3.78 pounds. Although each group
suffered a weight loss since their admission to a
long-term care facility, the special care unit sample
sustained less of a weight loss.

Table I demonstrates the mean admission
weights and the mean curvent weights of both sample
groups. The non-special care sample group sustained
7.86% decline in their weilght whereas the special care

sample only had a 2,24 decline in their weight.

Table S Fercentage of Weight Change

e ar e &N “
admission curvrent weight
WweEight weight change
Special 137 .4 13 Fud
Car e
Morm-Special 140 129 7.86&

Care



Tables & and 7 demonstrate the relative
frequency of weight loss of the two groups.  The
number of abservations for the special care unit is 9
az Y out of the 13 in the sample lost weight. The
number of ocbservations for the non-special care sample
is 11 as 11 ocut of the thirteen sampled lost weight.
These tablezs help to illustrate that even thouagh both
groups lost weight the substantial loss of weight

occurved in the non-special care group.

Table & Relative Freguency of Weight Loss In Patients
Fecsiding In A Special Care Unit

Weight Laoss In Pounds Freguency Felative Freguency
G = 10 ) 7 78
o = .20 1 11
20 - 30 i) 0
50 - 40 ;| i1
Total = 3 1GO%

Table 7 Helative Freguency of Wesight Loss In Fatients
Mot Fesiding In A Special Care Unit

Weight Loss In Pounds Freqguanoy Eelative Freguenoy
o= 10 = =0
10 - 20 i ES
26 =~ 30 s 36
30~ 40 1 =
Tomtals i3 100K

b

i

Within the special care unit sample, 4
patients gained weight for a combined weight gain of

sy

27,50 pounds or oa mean of 5.3 pounds. Welght gain
-y

cococurved in 3 of the nan-special care sample for a

combined weight gain of 30.9 pounds oy a mean of 10.3
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pounds.

The results of this study were very
informative but questinné remain unanswered. Although
the hypothesis that patients residing in a special
care unit lase less weight than those who do not was
proven, it does not answer the gquestion of why this is
true.

The research data tends to reflect same
interesting trends within the special care units that
may point to possiblg answers. With respect to eating
skills the special care unit sample would appear to be
a somewhat higher functicning group with 21% bkeing
able to feed themselves independently versus the 84 of
the nan—-special care unit sample. The 314 group of
the special care unit sample would have better
appetites; the ability to sit for longer periocds of
time to consume & meal; and possess the cognition of
realize that they are hungry.

Thi possibility that higher functioning
patients are admitted to the special care units was
revealed during the cauwrse of this study. ALl thres
f the units had criteria that patients admitted would

of T

be ambulatory either by walking or in a wheelchair.

Mome of these units vretained nor admitted bed-bound
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lents requliring total staff assistance in all
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of activities of daily living.
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According to the data a high percentage of
supp}emental nutriticon was observed an the special
care units. This was alsc noted with vitamin and
mineral supplementatiocn. This informaticn may suggest
that the staff of the special care units are more
attuned to the nutritional needs of Alzheimer's
disease patients. Special care units traditiocnally
have fewer patients, as the three involwved with this
study, allowing for closer patient observation and
assessment.

This study does provide information worth
further thought and investigaticn. The limitaticons of
this study must be realized. EBecause of the limited
scope, this research project could not evaluate the
calovic content of the diets actually served to the
patients sampled. This study did not evaluate the
effectiveness of the staff in providing the assistance
required by each patient in the sample.

Certainly the cutcome of this study suggests
bhiat morve research is necessary to ascertain if
aepecial care units can consistently deliver the type
of care reguired to meet the care needs of Alsheimer’s

dizease
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This study appears bto prave that

they can meet the challenge. Ii this is so



then ways to deliver quality care to all
institutionalized Alzheimer’'s disease patients

requires further investigation.




Summary and Fecommendat icns

The population trends of the United States
are chianging in that we are gebtting older while the
younger population iz slowly dwindling. Demographic
information also indicates that the oldest—-old is
growing faster than both groups. This fact 1s
significant because it is this group that is most
prone to developing progressive debilitating diseases.
Orne such illnese is Alzheimer's disease.

The increased incidence of progressive
debilitating diseases such as Alzhieimer 's disease
raises gquestions regarding how these individuals will
pe cared for as the cruel disease strips them of their
ability to care for themselves. 0One may automatically

szzume that family members will care for these

h

individuals., Certain phenomenon occwrring within this
society often prevents family members from caring Tor
their loaved oanes. In familiesz with two careers; the

hildren of Alzheimer’s disease victims are often torn

in
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ir parent o supporting theilr
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betwesn caring fov
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amilies. Other siblings may have leit the area

becauss ol emnployment opportunities leaving the

remaining sibling as the anly care giver. Thas

and strain to

=ibtuaticns can Ccauss tremendous stre
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all invaolved as the disease progresses thus increasing
the demands on the care givers.

The care demands placed on care givers of
individuals with Alzheimer’s disease often lead them
to seek alternate care options. Manifestations of the
disease, such as wandering and combative behavior,
become too difficult for care givers to manage.
Flacement in a long-term care facility can be the only
viable option remaining for the distressed care
givers.

Bince the long-term care industry accepts
the responsibility in caring for patients with
Alzheimer’s disease it has obligations to this
clisntele. The issue of special care units versus
non—-special care units to care for Alzheimer’s disease
patients goes deeper than just the environmental
design of the unit. The real issue is whether esither
of these approaches can maintain those individuals?
dignity and sel f-worth during the duration of their
stay.

Many aspects of the care provided in a
Parig-term care facility can impact patients? dignity,
foremast of these is the nursing staff's ability to
view these demented patients as human beings who had
lived vrich, full productive lives. These patients

deserve as much respect as fully functioning
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patients receive. This may not be an easy task for the
nursing staff to accomplish especially if the staff
does not posseés a full understanding of why these
patients act in varicus manners. The staff may not
understand the combativensss, the relentless wandering
nor the repetitive behaviocr. It is only human nature
that people can not truly deal with what they truly do
not understand.

The long-term care industry has an
abligation to educate the staff about Alzheimer®s
patients. The staff needs to be educated as to how
the disease affects the patients’® brains which leads

to the abervant behaviors often seen. Education is the

g

key to allowing these patients to be treated as
individuals with the same rvights afforded to
mainstream society. The industry, by not providing
this knowledge to its staff on a consistent basis, is
ot acting responsibly to the clientele for which it
iz caring fTor.

The nurse aide, who usually has the maost
direct contact with Alzheimer's dissase patients, can
be the most important link in assuring the
preseryvation of these patients’ dignity. Yet the
long—term care industry has not always recognized the
thankless Jobs performaed by this group.  To give

respect one aust have respect for ones® self.  Nurse
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aides most often are not afforded the respect and
admiration that they deserve. Along with the thank
less jobs that they per form, the minimum wage salaries
that they are paid leaves little incentive for nurse
aides to stay in their Jjobs. A combination of the
lack of pay, rvecognition and tiring work results in
high turnover in nurse aides. The long-term care
industry must evaluate these issues in order to retain
knowledgeable and caring staff. It will be this
direct care staff that preserves the dignity of
Blzheimer's patients.

Governmental agencies responsible for
disbursing care reimbursement monies are partly to
blame for the lack of guality care. The total amount
of reimbursement does not always cover the actual cost
af the care rendered. This must be reevaluated i the
long—~term care industry is ewpected to deliver a high
guality of care. Alzheimer’s disease patients aoften
reguire several years of institutionalization. The
reimbursement rate may not change drastically from
whiern these patients were completing some of their own
care as when they are vequirving almost constant
nursing attention. These governmental policies force
the long-term care industry to limit special care beds
thus restricting access to all those who may possibly

benefit.



Many issues regarding the care of
institutionalized Alzheimer’s disease patients need
thought and resclution. Additional research will be
required to assist in finding sclutions to the
questicons. With the interest of all concerned
persaons, lay and professional, care options can be
devised that allow these patients to live with the
respect and dignity they deserve while receiving a

figh guality of care.
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AFFENDIX- I

RESEARCH QUESTIONNAIRE

MNursing Home:

(o)
e

Special care unit: yes: ri

Date Data Collected:
Special Folicies of the nursing home rvegarding

Alzheimer’s patients:

Fesident # Admission Dates

Monmthly Weights:
Month #1:
Monmth #3223
Manth #2:
Month #<:
Momth #5:

Maonth #&:



If weight loss occcurred state any special
interventions iy

supplements:

Date interventions\supplements began:

Type of Assistance

Frovided:

Type of diet

receivings

Functional

Limitationss

Does anybody encouragelNcoach pt to

eat?

If yes,

Whioe s

Vitamin or mineral

supplementatiaon:

Fertinent Lab wark:
BUN: Albumin

HEH Total Pratein:



AFFENDIX II: Letter to Administratoars

Dear :

This letter is to confirm our conversation regarding
my research project. As 1 explained I will be
conducting exploratory research. From a list of
patients with the primary diagnosis of Alsheimer’s
disease I will be randomly selecting five patients in
Wwhich an indepth review will be completed. The
attached research guestionnaire will be the tool used
to collect data pertinent to this study from the
patients? medical records. Also the enclosed consent
letter will be mailed to the significant octhers of th
selected patients pricr ta the perusal of the medical
records. All patient information will be held in the
strictest confidence. No nursing home names nor
patient mnames will appear in the final written
product. The nursing home will be assigned either a
numerical or letter title and patient information wil

appear as statistical data.

Your cocperation with this project is greatly
appreciated. My hope iz that this project will
increase our awareness regarding the nesds of

Alzheimer s patients. A summary of my findings will

80
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be forwarded to you upon final appraoval of the faculty

of Lindenwood College.

Flease sign your name below acknowledging your consent
to allow me to conduct rvessarch in your facility.
fFlfeturn the letter to me in the sel f-addressed stamped
envelope. The extra copy is for you to retain for
your rvecords. I will call to schedule an appointment
to select the random sample upon receiving your signed
letter. Again thank you very much. If you have any
quest ions please feel free to contact me at (XXXD

XXX-XXXX.

Sincerely,

Linda G. Kaiser, F.N.

Signature:




AFFENDIX III: Letter to Legal Responsible Farty

Fes

Dear

Az a registered nurse and a graduate student in
Gerontology at Lindenwood College I am very intrigued
with the care that Alzheimer's patients receive in
nursing homes. Because I would like to learn more
about this I am conducting rvesearch regarding this
topic. I have received permission from the
administrator of the nursging home in which the above
referenced patient resides to conduct research
pertaining to my thesis for graduate school. I will
be reviewing the medical records of five patients with
the diagnosis of Alzheimer's disease to determine how
theaey have responded to nursing home care.  All medical
informaticn will be held in the strictest confidence.
The patient information abtained from the medical
record will only appear as statistical data; no names
will be used. The nursing homes will also nobt be
identified by name in the final manuscript.

I am seeking your permiszion to review the medlcal

record of the patient referenced above in order ta



complete the research needed for my thesis. Flease
sign your name below acknowledging your consent to
review the medical record and return the letter to me
in the sel f— addressed stamped envelope. The secaond

copy is for you to retain.

Thank you for your prompt assistance with this
project. I hope the information obtained through this
study will result in a better understanding of the
needs of Alzheimer's patients. Again,thank yaou.

If you have any questicons I can be reached at (XXX)

XXX-XXXX.

Sincerely,

Linda G Faiser, R.N.

Signature:
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