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DEALING WITH DIFFICULT RESIDENTS

BEHAVIORAL MODIFICATION

People are often placed in long term care facilities
because of dementia, confusional states, strokes, or
brain damage. The majority of these residents are
elderty and often have behaviors that make it difficuit
to care for them. Altering their bebavior, or behav-
ioral modification, can aid in caring for residents.

Behavioral modification has its roots in psychol-
ogy. To achieve achange in behavior, it isnecessary
to identify a need for change and formulate a plan to
modify. the behavior. In cases described here, a
resident is unable to see a need for change, nor does
he or she have the ability to change that behavior. A
nursing assistant who spends a great deal of time
with these residents can play a key role in both
identifying and modifying the behaviors.

DEMENTIA AND ACUTE
CONFUSIONAL STATES

The two most common causes for inappropriate
behaviors on the part of residents are dementia and
acute confusional states. Dementia, regardless of the

cause, is a siow loss of previously acquired intellec-
tual or behavioral function without an alteration in

the level of awareness. Acute delusional states have
) __.an acute or subacute onset of dlsonentatmn with

T chodi ghypr:ralert
anddrowsystates 'Ihese states often disrupt day/

night cycles and can be accompanied by delusions.

Acute confusional states can coexist with dementia.

DEMENTIA
In dementia, youmay see cae or moreof theselosses:
4 vecentmemoryloss(mayaffectjobvlearned skills).
& difficulty performing familiar tasks.

including: .

disorientation of time and place.
poor or decreased judgment.
problems with abstract thinking.
misplacing things.

changes in mood or behavior.
changes in personality.

loss of initiative.
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Acure CONFUSIONAL STATES
Acute confusional states can be caused by:

infections.

metabolic disorders.

mors.

rauma.

toXiC causes;

+ dmgs.

« chemicals.

alcohol.

% vasculitis.

¢ sensory deprivation.
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Residents with dementia and acute confusional
states often cope with losses in & negaiive way,
resulting in inappropriate behaviors. Regardiess
of the cause for a change in behavior, report it to

the charge nurse. Many acute confusional states
are reversible, and early treatrnent can make a

difference.

Behavioral problems result from many canses,

insomnia.
depression.
anxiefy.

agitation.

paranoid delusions.
psychoses.
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Symptoms frequently scen include:
confusion of day/night.

crying.

pacing.

aggression.

combativeness.

hyperactivity.

hoarding.

disinhibition.
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Nrcar/Day Conrusion

Caregivers are required to deal with residents
who want to sleep all day, making it difficult to
bathe, groom, and feed them and who arc up all
night disturbing other residents and interfering with
staff routines.

CRrRYING

Residents who cry frequently upset other resi-
dents and staff who are often at a loss as to how to
console them. Also, it is disturbing for family
members who come to visit to find their loved one

crying.

PacivG

Pacing may not seem to be much of a problem;
however, residents who pace may become so tired
that they fall. They also use up 2 lot of calories.
Pacing places a resident at risk for serious injuries.

AGGRESSION, COMBATIVENISS, AND
Hyreracmary

Aggression, combativeness, and hyperactivity
place both residents and staff members at risk for
injuries. Aggression and combativeness are most
likely seen during bathing, dressing, oral hygiene,
or any activity that requires intruding in a resident’s

———personal space. Manyresidents withdementiah

an aversion to water and do whatever it takes to stay
out of a tub or shower, placing both thcmsclvcs and
" Staff at risk foF Talls And Ghet mjuries.

HoarpinG

Residents who hoard pose a special problem for
staff members because the reason for hoarding i1s
difficult to understand. The resident may hoard
food, papers, or other residents’ belongings.

Dispnmmmion

Disinhibition may present itself as foul language,
undressing in areas other than their room, or sexual
acting out.

INTERVENTIONS

There are many nonpharmacologic ways to man-
age these behaviors. All behaviors can be improved
with structure, a consistent routine, and familiar
staff members.

NircaT/DAaY CONFUSION

Those residents who have reversed their days and
nights can gradually be reconditioned to sieep at .
night. This can be accomplished by keeping the
resident awake a little more ¢ach day. Involve the
residentin activities such as exercise, singing, games,
and other activities on the uait. Reduce stimulation
and light at night to encourage sleep.

CryvG

Residents who cry may be depressed, anxious, or
lonely. One-on-one conversations with a resident
that allow him or her to talk about the past or family
memories can help to validate feelings and also
distractthe resident. Participation inactivities, sooth-
ing music, and nature sounds may also help. Allow
the resident to keep a familiar object that is special to
him or her during activities. Calm conversation and
a caring touch can assist in decreasing depression.

PacineG

Pacing is a difficult behavior to modify. It may
require placing a resident in a time-out such as an hour
in his or her room so the resident can rest. Reduce
snmulamn, attempt to dzslract the resxdem, and pro-

ther&sldentdoes notlmss meals because of thepacing.

Aaanssmfznzss, Comanvzms, m
HyperACTIVITY

Aggressive and combative residents who physi-
cally act out may hit, scraich, bite, and kick
caregivers; those who are verbally combative curse
and call thelr caregivers names. None of this should
be taken personally; these behaviors are caused by
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the dementia or acue confusional state. It often
works to ask before touching them. For example,
you can ask, “May [ take your blood pressure now?”

Speak calmly and distinctly when talking with
residents, and be firm and consistent inactions. As
mentioned previously, these residents are difficult
to shower or bathe. Itonly compounds the problem
if three or four nursing assistants physicaily force
aresident to bathe or shower. This often results in
injuries to a resident or the staff. The nursing
assistant most trusted by a resident should be in
charge of his or her hygiene, An anti-anxiety
medication given 30 minutes before bathing is
often helpful.

Residents who are hyperactive are prone to re-
peating tasks and bothering other residents. Reduc-
ing stimulation and distraction and giving aresident
a task to do such as folding a towel is often useful.
It may be necessary to place these residents in a
time-out to give the other residents a break or to stop
confrontations between residents.

HoARDING

Residents who hoard items often think they are
baving their belongings stolen when staff clean
their rooms. Remove iteras when a resident cannot
see them being taken from his or her room. Inspect
rooms daily for other residents” belongings and for
food which may spoil. Some yesidents place food in
their purses. Have the family bring a resident two
identical purses that can be washed, and change out
the purses often. Eating spoiled food places a resi-

~ dent at risk for food poisoning.

DisovemBImioN
—————Residents who lose inhibition can cause prob-

lems for nursing assistants. Ignore foul language

whenever possible. If it gets really bad, the resident

“canbé placed in his'or her room. It is not likely this~

behavior can be changed. Residents who undress in
common areas of a unit need to be re~dressed and
calmly reminded that they must be dressed when
out of their room. Repetition of this reminder may
prove successfut in changing the behavior.

Sexual acting out is frustrating for staff members

and residents alike. It may be suggestive language,
inappropriate fondling of others, public exposure of
genitals or masturbation, and attempts at sexual
intercourse. Distraction, structured activities, and
time-outs may prove helpful. However, it may be
necessary to use pharmacological intervention to
stop these behaviors.

SUMMARY

A nursing assistant can play a key role in modi-
fying behavior of residents in Jong term care facili-
ties. Regardless of the behavior, the goal should
always be toprotect aresident frominjury, maintain
optimal health, and provide physical and intellec-
tal stimulation. The result is a happier resident and
a more satisfied staff member.
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