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Tehtyjen tutkimusten mukaan, on naytetty toteetd tiskentely haasteellisesti k&

taytyvien vanhusten (dementia) parissa vaikuttagohenkiloston terveydentilaan, i-

heuttaen negatiivisia seurauksia fyysiseen ja dagglen terveyteen. Taméan opinnay
tybn paamaarana on luoda katselmus tutkimustyGjoten,on ehty aiheesta vanhust
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haasteellinen kaytos, tarkoituksena 16ytaa keinogaddeja helpottamaan hoitohenk|l6-

kunnan tydskentelya kyseisesti kayttaytyvien vatdruparissa ja nain vahentaa ho
henkiloston kokemaa stressia, ja sen seurauksenaahn turvallisuutta ja elamania
tua vanhuksille hoitoymparistdssa.

Opinnaytetydn metodina oli kvalitatiivinen, jarjebhallinen katsaus uusimpiin tiete
lisiin artikkeleihin, joita on julkaistu aiheistaahsteellinen kaytés, dementia ja sel

gorisoitiin. Tutkimustydn tuloksena tuli esiin oraispiirteita tai oireita haasteellis
kayttaytyvilla vanhuksilla ja keinoja vastata heidaativiin tarpeisiinsa. Joitakin o
naispiirteitd haasteellisesti kayttaytyvilla ovaggressio, vaeltelu, huutaminen, har
raaminen, seksuaalinen estottomuus, syomishégpétsopiva wc-kaytos, jatkuva kyj
ly, itsensa vahingoittaminen ja apatia.
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taa huomioon hoitokotien dementoituneiden asialdithaasteellisesteaytoksest
johtuvan ilmién emotionaaliset vaikutukset hoitajja muihin ammattyhmiin, siksi
aihe on tarkeé ja siihen olisi paneuduttava, josiattaisiin auttaa kohtaamaan asiak
den hoitotarpeet.
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Abstract

According to researches, it has been proven thaigéor elderly clients with challengir]
behavior; (dementia) carries a high cost to cavergihealth. And this is associated w
negative consequences for physical and mentalthetdtus. The airof this study was t
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The method used in this study was: Qualitativetesygatic literature review on scienti
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the articles. Common themes were grouped into oatxy Following the results, the a
thor was able to identify characteristics or symmdor challenging behaviors and strg
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1 INTRODUCTION

It has been suggested that dementia is more ofteonganied by challenging behav-
iors. These include disturbed perception, thougirtent, mood or behavior (Finkel,
Costa e Silva, Cohen, Miller and Sartorius, 199&) these are often categorize as (1)
behavioral, for example agitation, wandering, aggion and screaming (2) Psycho-
logical, for example includes, depression, anxiésjfjucinations and delusions (Finkel
et al 1996 see Oshorne, H. et al. 2010).

According to researches, it is proven that, notttedl people suffering from dementia
have challenging behavior. Moreover, it is not opBople with dementia who have
challenging behavior, and not all people with detiaershows disturbed or challenging
behaviors (Archibald 2003; cp Hazel, H. et al. 201Again, on the other hand, it has
been estimated by some researchers that betweera@8%0% of people living with

dementia will experience at least one form of béraV disturbance during the illness.
According to this figure, it indicates that not pdople with dementia display challeng-
ing behaviors, the determinants of whether a behasithought of being challenging is
likely to depend on the context within which théhaeior occurs and the meaning that

others provide for this behavior.

Consequently, the prevalence of challenging behasigignificant and it is generally

agreed that the experiences can impact substgnsialiquality of life for both people

living with challenging behavior (dementia) and theople supporting them (Carers).
However, according to John Keady & Lesley Jone020i England and Wales, the
National Institute for Health and Clinical Excelten(NICE) and the Social Care Insti-
tute for Excellence (2006) guidelines for Dememéters that “Supporting People with
Dementia and their Carers in Health and Social @evenoted a biopsychosocial model
of dementia”. This is in other words, the interplagtween neurobiology, psychology
and social environment provides the most holisthy wf understanding the lived expe-
rience of Dementia and the effects it has on caaatsthe person’s social/family net-

works.



On the same note, according to Eloniemi, S.U.,g28i09), In Finland, 80% to 85% of
people living in long term care settings have ctgaidecline or fulfill the criteria of
Dementia. And caring for Dementia patients has segoa heavy burden to the econo-
my and the social health care system. Di Mattek. \ét al (2008), also talks about the
burden and high cost or demands of caring for Bladkymentia clients on carers’ health
and psychological effects nurses pass througheagxpense of caring for dementia cli-
ents in Italy. In a recent study conducted in Mdtnds, by Zwijsen et al (2011), many
residents in nursing homes (NH), suffering from Retna also suffers from behavioral
problems (BPs) like aggression, apathy and agitazhavioral problems (BPs) were
present in 80% of the residents; this (BPs) arecated with high costs, diminished
quality of life of residents and a high workload fmaregivers and their psychological

well-being.

It is also known that advanced age is the mosifgignt risk factor in the development
of Dementia (Burns and lliffe 2009); With Alzheingedisease, being the most preva-
lent form of dementia in younger and older peo@lesignificant percentage of older
people living in nursing homes (NH) which are likeéb have some form of Dementia
(Help the Aged 2007) some of these are prescriyedh appropriate antipsychotic
medication to help control challenging behaviorshsas ‘wandering’ and ‘aggression’
(Benerjee 2009). Dementia patients can be admittedirsing homes mental services
for inpatient assessment due to the level of compégterns of presentation of risk and
uncertainty with the meaning of exhibited behavievkich makes the individuals to be
detained under the Mental Act 1983 or care andrtreat is delivered under the auspi-
ces of the Mental Capacity Act 2005 (Rapaport arahfilorpe 2008 see Keady, J. &
Lesley, J. 2010).

Nevertheless, traditionally, challenging behaviorpeople with dementia were seen as
the consequences of the degeneration of the hwhich assumed a causal relationship
between neurology and behavior. However, basedisnbiologically orientated level
of explanation, it appears to have weak theore&odl empirical support (Bird & Mon-
iz-Cook, 2008) and often ignores both the individwith dementia and their socio-
cultural context (Cheston & Bender, 1999) cite®sborne .H. et al (2010).
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In accordance with World Health Organization (WH@02) defines Dementia as: ‘A
syndrome due to diseases of the brain, usually dfranic or progressive nature, in
which there is disturbance of multiple higher amatifunctions, including memory,

thinking, orientation, comprehension, calculatidearning capacity, language and
judgment’. However, consciousness is not cloudetpairment of cognitive function

are commonly accompanied, and occasionally precegedeterioration in emotional

control, social behavior, or motivation. This symahe is normally seen in Alzheimer’s
disease, in cerebrovascular disease, and in othditons, primarily or secondarily

affecting the brain (John Keady and Lesley Jond9R0

Dementia is often labeled as a progressive comditighat the signs and symptoms will
get worst or change in severity and complexity frime to time. Moreover, in Eng-

land, the National Dementia Strategy (Department@dlth 2009) labeled Dementia as
a terminal condition with life expectancy from dimgis to death being around 4.5
years. Dementia is separated into three stagessipamild, moderate and severe. And
according to Johns Keady and Lesley (2010),” ininy of these three stages of de-

mentia that challenging behaviors occurs.

However, it is usually from the moderate to sestagies that people with dementia ex-
hibits behavior that causes stress and upset éwscand which may lead to the person
(dementia patient) admitted to a nursing home e ¢come (Andren and Elmstahl
2008). In addition, the exhibition of challenginghavior can be a cause of stress for
individual and their carers reduce individuals’ liyeof life and are reasons for admis-
sion to institutionalized care home (Keady, J. &leg, J. 2010)

Consequently, according to Osborne et al. (2010here have been psychological in-
terpretation of challenging behavior of the pasgezidis”, which have been argued to
possess more therapeutic scope, this has offeratteanative to the traditional medical
model or ‘standard paradigm’ (Kitwood, 1993). Viegidementia as a biopsychosocial

condition, this rises from an interaction betweennological, psychological and social

9



factors. However, considering this explanatory fearrk, behaviors associated with
dementia are seen as attempts to seek meaningssxpr meet psychological/physical
or social needs and are seen as individual’s regptm or attempt to cope with their

world.

The views of standard paradigm of Kitwood, (1998%0 concur with Xeniditis et al.
2001’s definition of challenging behavior sayiri@Hhallenging behavior is a descrip-
tive concept, which is largely socially construgtadd its meaning is subject to changes
in social norms and service delivery patterns a@wvee and across geographical areas”
In other words, challenging behavior is commonlgagsated with poor quality of life,

placement breakdown in service delivery (cp. MacopA. et al. 2010)

The term itself carries no diagnostic significanaad makes no inferences about the
aetiology of the behavior. It covers a heterogesegnoup of behavioral phenomena
across different groups of people with behaviorabfems; for instance, oppositional

behavior in children, faecal smearing in those witeevere learning disability and de-

liberate self-harm in adult mental illness.

However, challenging behavior may be unrelatedsy@hiatric disorder, but can also be

a primary or secondary manifestation of it. (XetgdiK. et al. 2001)

Notwithstanding, different studies have shown asd argued about the adverse effects
or the risk of side effects on the use of medicatm treat or take care of clients with
challenging behavior especially for patients witewly body dementia or additional
medical problems. (Barber, Panikkar & McKeith; Gsmrl, Fenner & Almeida, 2002;
Finkel, 1997; McGrath, & Jackson, 1996), ethicck3an & McGrath 1996) and its ef-
fects on the rate of cognitive decline (McShanal é997), Cited in Tuner .S. (2004).

Motivation of Research topic

The author’s idea of doing this thesis work camégbt after a practical training in a
nursing home (Scilla), owned by Helsingin Diakoniagtoksen Hoiva Oy, during this
practical training, clients with challenging behag (aggression and complexity in in-
terpretation of mood change in behavior) were seestressful and not easy for care-
givers to handle. However, the use of some medigcativas also accompanied, but it

was not still successful in all cases of behavidherefore, the author made some re-

10



searches came up with a tip of some coping stegegpplied it during ADL (activities
of daily living) with a particular client, in whircthe result of that little activity was
productive.

This was then called for discussion with the hefaith® ward, together with the authors’
supervisor during the practical training. With themtire motivations gotten from this,
it was commissioned and the author was asked Bynilnising home to put down the

idea to help caregivers cope with the needs okthlsnts with challenging behaviors.

11



2 AIM AND RESEARCH QUESTIONS

The aim of this study is to review the researchelaterly clients suffering from chal-

lenging behavior, in order to explore measuressrategies for carers or care-workers
to provide care for them with ease, without so msithss to caregivers’ psychological
and mental well-being, been affected. This willph&ster patients’ safety and quality

of life.

Notwithstanding, in order to get the goal of thigdées, the following research ques-

tions will be tackled, so as to get answers fordine of this study:

Research Questions

1. What are some of the challenges carers encountde wdking care of pa-
tients/clients with challenging behaviours?

2. What are the strategies care-workers can use &hpeoaching clients/patients with
challenging behaviours?

In the following chapter, the author looks at diéfet theories that are related to chal-

lenging behavior.

12



3 THEORETICAL BACKGROUND OF CHALLENGING BEHAV-
IOR

Theories/theoretical frameworks of challenging hetra are presented in a wide range
of conceptualizations of challenging behaviors)uding psychoanalytic, sociological
theories and learning theories. Nevertheless, titfeoa of this thesis work has decided
to base this study on a particular phase/part @fidfs Psychoanalytical theory. Howev-
er, according to (Loevinger, 1976, p.43; cited iolfers, J. & Waters, E. (1991), says:
“When one considers values in general and morallwes in particular from a
cognitive standpoint, one is faced with the samelgem. Cognition does not offer the

principle of determination, of preference, of value

3.1 Psychoanalytical perspective

Here, the Freudian’s Psychoanalytical theory isdeid into three phases, which are:
I.  Concepts of Affects and Defense
[I.  Seduction theory

lll.  Principles of mental functioning (The Wish Model)

The psychoanalytical theory has central importan€echild-parent attachment in
Freud's theory of personality is perhaps best cagtin his characterization of the in-
fant-mother relationship as ~without parallel, bbthed unalterably for a lifetime as
the first and strongest love object and as theopype of all later love relationships”
(Freud, 1940/1949, p.188 in Richters, J. & Waté&rs(1991). This prototype not only
forms the matrix on which subsequent personalityetgment builds, according to
Freud, but also provides the motivational core gfeat deal of behavior throughout the
lifespan. Moreover, the conflicts and defensesedah early attachment relationships
continue to assert themselves throughout life eafdrm of various prosocial and anti-

social behavior patterns.
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3.2 Sociological theory

This explores social and economic preference iretheronment. Considering the early
Parent-child relationships of Freud’s theory ofeliment, this emphasized more posi-
tive motivational core, and suggest that the conogja child’s commitment to proso-
cial commerce may provide a much needed heurigiw for understanding individual
differences in adherence to socially valued stadglaf conducts (Hirschi 1969 cited in
Richters, J. & Waters, E. (1991 p.11).

Nevertheless, Freud's emphasis on the significaha&ant-mother attachment for vir-

tually all aspects of subsequent personality dgretnt; Its endurance over the inter-
vening decades has been sustained by a wealthpfieshdata linking attachment to a
wide range of socialization outcomes in both choloith and adulthood (Waters, Hay, &
Richters, 1986).

Included among these are patterns of social compet@/Naters, Wippman, & Sroufe,
1979), prosocial behavior, antisocial behavior belavior problems (Erickson, Sroufe,
& Egeland, 1985) in early childhood; In additiohetmajor longitudinal studies of de-
linquent and criminal behavior have consistentlgudoented links between family fac-
tors and subsequent antisocial behavior. Promiaemng these have been parental
characteristics such as lack of warmth, poor sugiery, inconsistency, and poor child-
rearing practices - factors that have been deneatestin more recent studies to be as-
sociated with anxious child parent attachment (Aiish, Blehar, Waters, & Wall,
1978).

Moreover, attachment, commitment and prosocial Wehavhich tacitly address a
guestion asked by Kagan (1982), about the impboatof child’s secured attachment to
deviant parents. Saying, "If a child adopts paatstandards, values and norms which
are not in accordance to those of the society, suitlh child not be at disadvantage in
later age?” Certainly, from the standard pointdrafiitional views of identification, ac-
cording to Freud’s psychoanalytical theory, thddccidentifies with the parents supere-
go, which is the seat of conscience. Thus if adchilraised by criminal or otherwise

deviant parents, he or she is also expected tot algmant standards and values. More-
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over, it has been demonstrated that infants fretfjudisplay a great deal of attachment
behavior toward individuals who have not been dased with gratification of their
basic needs (Ainsworth, 1963; Schaffer & Emers@g4lin Richters, J. & Waters, E.
1991).

3.3 Social learning theory

First and foremost, in this context, attachmenvimved within the social learning
framework as descriptive shorthand for a learnedatieral pattern originated and
maintained by parent-child interactions. Its magfiming characteristics are the mani-
fest preference of parent and child for each athesmpany and the observable influ-
ence each has over the other's behavior. A relatstmightforward relation is therefore
assumed between the amount of a child's attachratvant behavior (e.g., proximity
seeking, separation distress) and the strengtlistifen bond with the parent. And these

learned behaviors are carried along even till lage. (Richters, J. & Waters, E. 1991.
p.6)

3.3.1 (l) Affect theory and Defense Model

The author has chosen to base this study on Fr&atistancy principle (Affect theory
and the Defense Model). This is explaining the itted Freud’s model contains simul-
taneously a theory of meaning and a theory of nsha Constancy principle is first
articulated by Breuer but attributed by him to Fréw the studies of Hysteria (Breuer &
Freud 1895).

The Constancy Principle states that, it is the @finine psychic apparatus to keep stimu-
lation as close to zero as possible. Quiescengledsant, excitation unpleasant, and we
therefore initiate whatever actions (alloplasticaotoplastic) is best suited to reducing
the level of stimulations. This study is targetedlder adults suffering from challeng-

ing behaviors and their carers in which as a resufisychological, stress and mental

drill care-workers pass through in trying to acleiev holistic care/meet the needs of

15



their clients and patient safety in care homes.rfioee, due to the prevalence of the

behavior that challenged, care-givers are not@mbieeet with the needs of the clients.

And this Constancy principle is applied to thedgtbecause according to the studies of
Hysteria (Breuer & Freud 1895) and the project doScientific Psychology ( Freud,
1895a) Despite their vastly different theoreticatgpectives, it says that * Human be-
havior is best understood to be regulated by thes@mcy principle.” (Greenberg, J. &
Stephen, A. 1983)

The constancy principle again also suggests that wiatters most to people is to rid
ourselves out of stimulation. And this both depeuapgsn and reinforces the most basic
assumption of the drive/structure model, which saisat there is such a thing as a dis-
crete individual who can be treated both theor#iyi@and clinically, as a closed energy
system. Tension build up by this system and mustliieharged by it” And if one

channel is dammed up so that discharged througlpievented, another must be found.

More so, Freud’s constancy principle went aheadiatwate that if events become path-
ogenic when the affect associated with them cabeadequately discharged, because
of internal/external circumstances or because tladfeets are in conflict with other
highly valued states of mind, such as moral anttetlvalues. The treatment modality
suggested in this case, which derived directly ftbentheoretical assumptions is recov-
ery of the repressed memories will make abreagbiossible. Without this full dis-
charged of pent-up affect which was stiffed attthee of the event and which therefore,
operated continuously to fuel the consequents tieulspmptoms, illness is inevitable.
(Greenberg, J. & Stephen, A. 1983.p.26)

3.3.2 Seduction theory

According to Freud’s theory of Psychoneuroses (4896163) cited in (Greenberg, J.
1983 p.28), says that it is some early occurrewbéch “must consist of an actual irri-

tation of the genitals” Occurring before pubermd this is the repressed memory
which is evoked by contemporary experience whiddpces symptoms. However, alt-

hough the advent of the seduction theory made sesssential constituent of the neu-
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rotic process, it is not on the account of theidgvorce in all human behavior experi-

ences.

Early seduction provides a traumatic experienceipedy because the immature sexual
apparatus is not properly equipped to handle tlh@ations that are stimulated, nor the

immature personality equipped to deal with theioganal concomitants.

3.3.3 Principle of the mental functioning (Wished M odel)

This is in another word also called the psychicampfus. This model, offers a more
specific statement of the content of human motiveti force. However, here, Freud
was arguing, stating the constancy principle sajfwag, “at first the psychic apparatus
efforts were directed towards keeping itself sodsupossible free from stimuli; Conse-
quently its first structure followed the plan ofeflex apparatus, so that any sensory ex-
citation impinging on it could be promptly discharglong a motor path” The “exigen-
cies of life” interfere with this function, and &ud states that the first of these are “the
major somatic needs” This leads to an attemptisaldhrge the excitation through mo-

tor activity, which constitutes an expression obéon. (Greenberg, J. 1983 p.28)

According to the author, care-givers who intendaoe for clients suffering from chal-
lenging behavior must come to the understandirigrefidian Psychoanalytical theories.
Since as we must not forget that elderly peopléesufy from challenging behaviors are
human beings with emotions like other people othe#gain, Elderly people suffering
from challenging behavior, even suffer so much. Buhe care-givers cannot under-
stand the signal they are sending. E.g., the sdmealchild who soils him or herself,

the same time crying for attention from anyone acu

Freudian Constancy & Affect model of psychoanaititheory has been the basis of
this study, because the author found it to bedtithope grounded in the experience of
despair, anger, depression and mourning for therlglduffering from challenging be-

havior and their care-givers who are not able tetagth their needs.
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Psychoanalysis occurs alternatively against a backg of understandable futility and
despair. To paraphrase Freud, ‘I take away theos&iso that people can get on with
the ordinary miseries of life’ (Clarke, L. 199988) Furthermore, according to Bettel-
heim (1983 p.18 see Clark, L. 1999 p.88), sayssihterpreting what Freud wrote can
we arrive at the comfortable assumption that psgohtysis, instead of confronting us
with the abyss within ourselves and forcing onhesinhcredibly difficult task of taming

and controlling its chaos, would make life easy atehsurable and permit us, on the
pretext of self expression, to indulge our sexwedid without any restraints, risk or

price”.

Nevertheless, according to the author, there tie ljoy and bargain in Freudian Con-
stancy principle and Affect Model of Psychoanalgtitheory, as we can see that psy-
choanalysis as a whole purports to reveal the rdeliermined nature of our actions, the
complexity of forces that governs our behavioraf&é, L. 1999 p.89) For instance, we
may swear blind of loving someone, while actualfiig him/her. Even altruism can

be seen as a mechanism whereby the altruism isgsatffication, e.g. masturbation.

Notwithstanding, the author has come to the undedshg that challenging behaviors
are behaviors associated with different meaningiatedpretation; Therefore, accepting
the fact that Constancy principle and Affects medafl psychoanalytic theory elicit a

serious meaning from a client is correct, the auttent ahead to relate the fact that we
accept constancy principle and affect model of pegoalytical precepts that the sim-

plest of actions involves multiple meanings.

In the next chapter, the author looks into chalilegdpehavior, the meaning of challeng-
ing behavior and its aetiology. Challenging behauoelderly clients is a present and
alarming issue in the society that we are livingaday. Therefore, it cannot be dis-
cussed without looking also into the epidemiolodycballenging behaviors in older
adults. From this chapter, we get a clearer vievelmdlenging behavior in elderly cli-
ents, and the factors that influence challengirtgalomr, which makes it sometimes del-

icate to handle or meet their needs.
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3.4 Challenging Behavior in Elderly Clients

The following chapter looks into challenging belmvas a whole in elderly clients. It
gives the meaning of challenging behavior andetséogy and epidemiology regarding

the way it has been used in this study.

Challenging behavior

Challenging behaviors has been given a lot of corsctrom experts and its regards on
how to manage it. Nevertheless, following the degip of challenging behavior, it has
been identified that challenging behavior is nain&ary nosological entity, (no single
common cause for it can be identified. For instatice aetiology of self-injury or vio-
lence is more likely different from that of disordeof sexual behavior. Moreover, for
each individual behavior, the causation is almosaiiably multi-factorial (Caused by
so many factors). Thus, the causes of challengatgWior are best studied using a bi-
opsychosocial model to examine the different iniktes on the development and

maintenance of challenging behavior. (XenitidiseKal 2001).

3.4.1 Definition of Challenging Behaviour

A widely agreed and accepted definition of challegdehaviour is:-

“Challenging Behaviour is “culturally abnormal baviour of such an intensity, fre-
quency or duration that the physical safety ofgbeson or others is likely to be placed
in serious jeopardy, or behaviour which is likadyseriously limit use of, or result in the
person being denied access to, ordinary commuadyities” (Emerson, 1995 cp Duff,
E. et al, 2006 & Xeniditis K. et al 2001).

Most severely challenging behaviour, “renders ithdividual liable to seriously injure
her/himself or others and for whom appropriate isessare difficult to find” (Tarbuck
& Thompson, 1995, p. 30. see Duff, E. et al. 2006}he context of this paper, the au-
thor like to accept this definitions above becatisieals with the issue at stake as a two
edge sword. (Two edged sword in the sense thalecigahg behaviours are perpetrated

against the client to him or herself or to the cgre
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3.4.2 Aetiology of Challenging Behaviors

In order to understand very well some of the aegiaial factors, the author has decided
to categorize them into 3 groups, which are: Bimag(Genetics), Psychosocial, and

Neurochemicals (Brains) factors.

Biological factors (Genetic studies)

A genetic study has been closely reflected to #terdhining factors of some challeng-
ing behaviors. And in some cases, it is reflea®thoth genetics and epigenetic factors.
(E.g. Violent behavior in people with alcoholic éegence or Psychosis) Also a num-
ber of genetic syndromes have been identified dnatassociated with varying degrees
of specific maladaptive behaviors. Examples incéudeader—Willi syndrome
(Compulsive over-eating) and Lesh—Nyhan syndromedf-ifjurious behavior (SIB)
(Xeniditis .K, et al 2001) Biological explanatiohave been proposed for behavioral as
well as psychological/psychiatric symptoms of detizendisturbances in circadian
rhythm and ‘organic restlessness’ are possibletsatlsfor wandering behavior, and
lowered levels of 5-HT and acetylcholine may be liogted in mediating aggressive
behavior (Ballard et al. 2001, see Turner, S. 20084)

It has been proposed that study of these disordessallow further understanding of
the genetic contribution to particular behaviors. tiiis end, the concept of behavioral
phenotype has been introduced to describe the mrhbhwmanifestation of a particular
genetic make-up (genotype). However, there arenabeu of methodological problems
in the study of behavioral phenotypes, includingklaf appropriate instruments, the
subjective nature of behavioral observations afficdities in identifying a behavioral

standard.

Nonetheless, the study of some groups of peopla génetically determined syn-
dromes, does allows a more fine-grained analysigeoietic and epigenetic contribu-
tions to challenging behaviors in that group ofglepand may also allow us to under-
stand further the biological basis to psychiatigodder in the general population. For

example, according to Xeniditis K. et al, (2001)ople with Velo-cardio-facial syn-
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drome (VCFS) have a deletion at Q11 on chromosdingh2 catechol-O-methyl trans-
ferase gene is in this region) and up to 30% opfeewith (VCFS) have psychosis.

Neurochemicals (Endogenous studies)

Again, according to researchers, it has been redeht a number of endogenous sub-
stances have been investigated by their roles veldement and maintenance of chal-
lenging behavior. In particular, opioid peptidgsefidorphins), sex hormones, dopa-
mine and serotonin have been studied in relatiotned role in mediating human be-
havioral processes such as aggression, arousfl,irgaty and appetite. Endogenous
opioids have been implicated in the pathophysiolog{SIB) and a number of aetiolog-
ical pathways have been hypothesized, for exanipéeintrinsically rewarding proper-
ties of endorphins released by (SIB). Serotoninbdeen implicated in SIB, aggression,
stereotypes, anxiety and behavioral disinhibitibastosterone has been implicated in
the mediation of aggressive and abnormal sexua\eh In particular, impulsive ag-
gression in personality disorder correlates wittated paroxetine binding in the plate-
let. All the above-mentioned aetiological pathwdngs/e been utilized as the neuro-

chemical basis of pharmacotherapeutic interventions

Neurobiological (Brain structure/ function)

The relationship between well-defined challengimdvior and the abnormalities in

particular brain structure and functions are poadgearched. Nevertheless, although
there are many studies on neurobiological diffeesnoetween people with psychiatric

disorder and controls, there are relatively fewchhnave related the frequency and se-

verity of individual challenging behaviors to pattiar biological variables.

However, in order to understand the neurobiologicatelates of violent behavior. Le-
sion studies have implicated a number of brainsamedhe regulation of aggression, in-
cluding the amygdala—hippocampal complex and pnéditocortex (Mirsky & Siegel,

1994, in Xeniditis, K. et al. 2001). Qualitativenasputerized axial tomography (CT) and
quantitative positron emission tomography (PETY&s have reported anatomical ab-

normalities, and reduced glucose metabolism, ifrgnéal and temporal regions.
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However, until recently, nobody had related newldgjical variables to frequency of
violence, or used quantitative in vivo techniquedrivestigate neuronal integrity and
brain anatomy of people who are repetitively vitleFhus, we used proton magnetic
resonance spectroscopy (HMRS) to study the neurategrity of the prefrontal lobe
and amygdala—hippocampal complex in repetitivelglent adults and nonviolent
matched controls. We found that repetitively vialpaople had reduced neuronal densi-
ty and abnormal phosphate metabolism in the preftotobe and amygdala—
hippocampal complex, and the degree of reducedonaudensity was related to fre-

guency of violence (Critchley et al, 2000, see Xéis, K. et al. 2001).

Psychosocial factors

Psychosocial factors here are trying to include gh&ent’'s history of learning new
skills and its environment. Again, the majority refsearch into psychological factors
dealing with the aetiology of challenging behaviars taken a functional perspective
with its origin grounded in learning theory. Neveiess, in this approach, the emphasis
lies on the purpose the behavior serves for theviohahl, rather than the form of the

behavior per se.

On the same note, hypotheses related to the funsctibthe target behavior are devel-
oped (functional assessment) and can be evalugséehsatically (Functional analysis).
Challenging behavior can also serve or be seenrmasams of communication, on the
process of avoiding or accessing internal or edllegments in the environmentA'sin-

gle challenging behavior can also be viewed asirfuitctional’

Experimental research on challenging behavior lyggsna been focused on historical
reports of people suffering from learning disakit seeking to evaluate assessment
and treatment procedure. (Ellen D. et al, 2006;n€urS. 2005 & Xeniditis K. et al,
2001). E.g. A large numbers of studies have ingatgd self-injury behavior (SIB),
concluding it to be as often a learned behaviouged through an individuals’ history
of interaction with his or her social and/or phgdienvironment. Moreover, studies
which have applied the methodology of functionallgsis to large numbers of issues or

cases comes in the final conclusions to be higfflsceve in identifying the environ-
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mental determinants of self-injured behavior (SEpending on the individuals in
questions (Individual basis).

According to Xeniditis et al 2001, treatments oélbdnging behavior are only effective
when they match the functions of the target behayipropriately. And more recently,
the methodology of functional analysis has beeniegin populations without learning
disability, e.g. in diverse conditions like anomexiervosa, delusional speech and hallu-
cinatory behavior, drinking problems and split peaity disorder.

In the next chapter, we will be looking at differ@efinitions of challenging behaviours

and its related kinds of violence perpetuated tbaecarers, in the context of mental

health literature, nursing care scientific articles
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3.4.3 BACK GROUNDS OF CHALLENGING BEHAVIOURS

According to Xeniditis, K. et al. (2001) The terrhallenging behaviours’ was intro-
duced in North America in the 1980s, and was oalfynused to describe problematic
behaviours in people with ‘mental retardation’ (l@ag disabilities). Challenging be-
haviour can, however, occur across the intellecspaictrum being particularly preva-
lent in populations with psychiatric disorder.

However, some previously used terms for challendelgaviours includes: Behavioural
disturbances, problem behaviour, maladaptive belbavaberrant behaviour and behav-

ioural abnormalities.

The relationship between psychiatric diagnosis @rallenging behaviour is a complex

one and it is represented graphically in Fig. 1.

1. Mental
iliness,
including
personality
disorders.

2. Challenging behavioujs

Figure 1 The relationship between psychiatric diagnosis ahdllenging behaviour in its complex form,
By Xeniditis et al. (2001)

1, mental illness, including personality disorder;
2, challenging behaviours; 3, autistic spectrunoriers;
4, learning disabilities
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Challenging behaviours can occur in the absenc pdychiatric disorder and not all
people with mental illness exhibit challenging béba The overlapping area between
1 and 2 represents patients with challenging behand psychiatric disorder. In some
people, challenging behavior may be an essenganaistic criterion (e.g. eating disor-
ders, personality disorders, paraphilias, etc.3 @econdary feature (e.g. self-injury in
depression, aggression secondary to persecutargide$ in schizophrenia and wander-

ing in dementia). Xeniditis et al. (2001)

On the same note, challenging behavior may simpéxist and often pre-date a psychi-
atric disorder (e.g. a violent offender who subsedly develops a depressive illness).
Learning disabilities and autistic spectrum disorday also be present in various com-
binations of comorbidity. The overlap between 1 dnépresents those with dual diag-
nosis (mental iliness and learning disabilitiesg Part of 3 that lies outside 4 represents
people with high functioning autism and Aspergensdrome who may or may not

have mental illness and/or challenging behavior.

3.4.4 Views and consensus of Challenging behaviours

According to researchers, there is a lack of cosiserregarding the definition and
measurement of ‘challenging behaviour’ among pessuith intellectual/ learning disa-
bilities (e.g., Lowe & Felce 1995; Joyce et al. 20€ee Sigan, L. et al. 2007 p.519).

Moreover, many researchers argue the fact thatviimira should be defined as chal-
lenging not only because they have ill-effects emwe as unreasonable for the person
suffering from it or that of intellectual disabiéis, but because of their real life impact
and consequences for care staff (Kiernan & Kiert@94; Lowe & Felce 1995; Elgie &
Hastings 2002) cited in (Sigan, L. et al. 2007 p)51

Again, although the term challenging behaviour emgasses a wide range of behav-

iours research and practices suggest that it isi¢hgeee and/or the intensity of the be-

haviour displayed that results in it being labeled“Challenging” Nevertheless, Be-
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haviours that challenged are therefore subjecthne will be influenced by the beliefs
and experiences (Bird & Moniz- Cook 2008, see Keddp010, p. 28).

However, behaviour will be viewed or labelled asltdnging if it is viewed as “unrea-
sonable” or also challenges the norms and roleshef context in which it occurs.
(Keady, J. 2010). A typical example was gottemir®igan, L. 2007); Where he nar-
rates that staff report that the “most challengibghaviours of clients with intellectu-
al/ learning disabilities are behaviours that diseaffect staff or hinder staff/care-

givers from providing services.

These behaviours perpetuated by clients to staff arfe caring for them is known as
"Staff-averse challenging behaviours” which indkes aggression, disruptive behav-
iour, uncooperative, and socially inappropriatesheéburs (Elgie & Hasting 2002, cited
in Sigan, L. 2007, p.519). And it is in this "Stafverse challenging behaviours” the
author is laying the claims of this thesis work.

From the perspectives of staff/ care-givers behasiavhich primarily affects clients
themselves (e.g. Stereotype or withdrawn behavjourhese are less challenging
(Lowe et al.1995; Lowe & Felce 1995; Elgie & Hagsri2002) cited in (Sigan, L. 2007)

3.4.5 Epidemiology of Challenging Behaviours

The little available researches on the prevalefichallenging behaviour has been most
extensively focused their epidemiology on learniligpbilities/ intellectual disabilities.
But the prevalence studies of challenging behavimyreople with intellectual disabili-
ties vary widely in their findings, reporting ratestween 5.7% (Qureshi & Alborz,
1992) and 14% (Borthwick-Duffy, 1994: In Xeniditis, et al. 2001).

The above probably reflects the different critarsged for case identification (for both
intellectual disabilities and challenging behavjowith the differences in the target

populations (hospitals and nursing homes).

Notwithstanding, there is a consensus that: matesare likely to be identified as hav-

ing challenging behaviour compared to females; taede overall prevalence increases
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with age during childhood, and reaches a peak guha age range of 15- 34years, and
then declines again. (Xeniditis, K. et al. 2001)

But the prevalence of challenging behaviours siechggression and self-injurious be-
haviour (SIB) is greater in people with more sevanellectual/learning disabilities
However, in the general adult mental health liter&t epidemiological studies of chal-
lenging behaviour as a single clinical entity ararse, owing to the greater heterogenei-
ty of clinical conditions subsumed under the titfallenging behaviour.

The prevalence rate of staff-averse challengingabielnrs among adults with intellec-
tual disabilities varies depending on the defimitaf ‘challenging’. Nevertheless, stud-
ies suggest that 75% to over 90% of adults withlliettual disabilities displays at least
one form of staff-averse challenging behaviour dme extent (Eyman & Borthwick

1980; Deb & Hunter 1991; Bruininks et al. 1994; &) et al. 2001) cited in (Sigan, L.
2007 p.520).

Furthermore, when more restrictive criteria areduse determine/ identify only those

behaviours that are severely challenging, the peece is estimated to be approximate-
ly 6-7% (Emerson 1995; Emerson et al 1997; Joyad. 2001; see Sigan, L. 2007, p.
520).

However, there are studies examining the prevaleaiss of specific problem behav-
iours in adult mental health settings. For instatioe little epidemiological information
that is available shows that 75% of men and 53%arhen exhibited aggressive behav-
iour towards self or others i@n acute psychiatric facility in the USA (Steinattal.,
1999; see Xeniditis, K. et al. 2001, p.110; & Duf,et al. 2006; p. 476).

A large number of studies have focused on the peaga of substance misuse in clini-
cal populations, commenting on its particular aadje for services. Regier et al (1993)
established a prevalence of 29% for comorbid aniadisorders. More recent studies
have established higher rates of substance misusagpatients with severe mental
disorder, with 36.3% of patients having comorbidstance misuse, which is associated
with greater use of in-patient services. This isimportance because comorbid sub-
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stance misuse is associated with an increasedlpreeaof violent behaviour and crim-

inal offending in people with mental health probgerXeniditis, K. et al. 2001; p.110)

Aggression and violence aemong the criteria for diagnosis of some mentalthea
problems, including antisocial and impulsive pegdity disorders and intermittent ex-
plosive disorder, and may occur diisorders such as dementia, manic episodes and
schizophrenia (American PsychiatAssociation (APA), 2000; World Health Organiza-
tion (WHO, 2003). Self-harm arsliicide attempts are other challenging behaviosts a
sociated with mental health problemsth 20 — 40% of people diagnosed with schizo-
phrenia attempting suicide during the coup$eheir illness, and there is an increased
prevalence of both attempted and actual suiaieng people with major depression
and some personality disorders (APA, 2000; see, Bufét al. 2006).
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4 AGGRESSION AND VIOLENCE

Again, we will look further into some definition$ aggressive behaviour and violence
perpetrated by people with dementia in residesg#ings (nursing homes).
Looking at the term “aggression and violence” ha@tppear regularly in mental health
literatures, and are used in various ways andfferdnt context. According to Pulsford
D. et al (2006), A recent initiative, of the natmealth society, (NHS Zero Tolerance
Campaign (NHS 2002) uses the term ‘violence’, ahitiwdefines aggression as:

. Any incident where staff are abused, threatenedassaulted in circum-
stances related to their work, involving an exptiar implicit challenge to their safety,

well-being or health.”

This definition can also be applied equally to biedaviour of people with dementia and
as to other groups, but the term ‘violence’ oft@pears in dementia literature. Two
possible reasons may be accounted for this: Ritstence seems to imply intentionali-
ty on the part of perpetrators; this is a conchpt ts difficult to apply with dementia
clients. Then the second aspect is ‘Violence’ iepla degree of severity that again of-
ten cannot be applied, though the emotional coreseags for the recipients of such be-
haviour are not trivial (Gates et al. 1999 seefBuds D. et al. 2006 p. 612).

4.1 Context and symptoms of aggression/aggressive b ehaviour

In the context of nursing care, the term ‘challeiggbehaviour’ is often used to describe
people with aggression (Stokes 2000, in PulsfordetDal. 2006). Another alternative
term that is also used is ‘non-cognitive featuredemmentia’ (Karlsson 1996; cp Hazel,
H. et al. 2010 p.11)

The symptoms of aggressive behaviour by people déthentia, is categorized among
‘behavioural and psychological symptoms of demémtith some of the examples as:

» Wandering,
» Agitation,
» Shouting,
» Hoarding,
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Sexual disinhibition,
Eating disorder,
Inappropriate toileting,
Repetitive questioning,
Self-injurious behaviour (SIB),
» Apathy
(Turner 2005, cited in Pulsford, D. et al. 20066p2)

The incidence of behavioural and psychological 9gmms of aggression is high among
people with dementia; Ballard et al. (2001, in Ruls, D. et al. 2006) reported 86%

YV V VY

among a UK residential care sample.

Again, a similar report gotten from (Chou et al9&9Wystanski 2000), also confirms
that aggressive behaviour is more common amonglpewith dementia than among
older people who do not have dementia. And thigesgion perpetuated against a fam-
ily member has been a major reason for sendingéhson into a residential care home.
(Gilley et al. 2004, cited in Pulsford, D. et ab0B, p.612).

Nevertheless, trying to ascertain the specificdance and severity of aggression is

however not straightforward.

4.2 Factors of aggressive Behaviours in dementia cl  ients

Aggressive behaviour in people with dementia hanbgewed from so many perspec-
tives, with regards to challenging behaviours. €hae, aggression in people with de-
mentia is a complex phenomenon, with so many caesédctors. Consequently, the

author relates some of the features that may eaggressive behaviour in people with
dementia and even appears in life in general, th@ght sound minor but then, worth

calling for attention. And some of them are: Enmimental factors, pain, hunger and so
many others to name but few. In other words, agipasnay be a way of responding to

situation facing the sufferer, or means of sendiggals to the carers

Environmental
Situations arising from an individuals’ health lretenvironment he or she finds him or

herself may also contribute to aggression. Foaims, an elderly person who use to be
30



S0 active in sports during his/her youth days, @ahot be active any more due to the
effect of accident from falls leading to strokenterto cry about his or her situation.
Moreover, due to stress of unpleasant situatiothé environment or some nursing
homes, people with dementia are pushed beyond lih@ir of coping, which makes

them to become distressed and behave in waysdhatrastrates that they are disturbed.

Moreover, according to researchers, says a situatizing from the person’s environ-
ment such as change in light level and this affédsperson’s cognition leading to ag-
gression, thereby the person starts looking foremms to wander to another area of
comfort. This brings us to Dewing (2005)'s defioiti of wandering, which defines
wandering as: ‘A complex meaningful activity whiolay take on various forms over

time and place in the same person and betweengidepk Hazel, H. et al. 2010 p.11)

Hunger and thirst

It is important to understand that aggression onestypes of disturbed behaviours are
not only seen in people with dementia. But peopkl wementia shows pattern of ag-
gression for some reasons like hunger, thirst,thedefore may not be able to explain
this verbally. Rather, when a carer goes to theeroof this aggressive individual, the
aggressive person then explains this with actiarestd aggression for being hungry or
thirsty (cp Hazel, H. et al. 2010 p.10). This goaéth the sayingA hungry man is an

angry man’

4.2.1 History of Aggressive Behaviour

Here, the sufferer may have a history of aggredsaleviour before him/her contracts a
dementing illness. According to O’Leary et al. (8D0he found out that people with
dementia who had a history of conduct disorder weoee likely to be aggressive to-
wards their partners. Nevertheless, it has not eahly clear, the link between pre-
morbid personality disorders and aggressive behawiopeople with dementia (Kolan-
owski & Garr 1999, Low et al. 2002). In brief, wditlementia can cause personality
changes. It may also actually serve to alter agpessendency to behave aggressively
(Pulsford D. et al. 2006).
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4.2.2 Process of iliness

The second aspect here which is as result/conseesi@f illness process; the tradition-
al perspectives on dementia have tended to redatienging behaviours as random
expressions of neurological damage. Moreover, mecent research has highlighted
links between aggressive and other psychologiaapsyms of dementia. Also correla-
tions have been found between aggressive behaamidelusional thinking (Gormley
et al. 1998, Eustace et al. 2001), and with theptgms of depression, (Lyketsos et al.
1999, Telerico et al. 2002). Ballard et al. (20B&ye also suggested that lowered levels
of 5-HT and acetylcholine as mediating aggressefealiour in people with dementia.
(Turner, S. 2005 p.94)

4.2.3 Psychosocial reasons

The third reasoned here according to Pulsford tal.e2006) has been psychosocial.
Stoke (2000), adopted Kitwood’'s person-centred rhoflelementia (Kitwood 1997),
and he regards challenging behaviour as ‘poorlyroanicated needs’ Looking at this
view critically, according to the author, this vidwlds that aggressive behaviour perpe-
trated by a person with dementia is purposeful, a@fteh underpinned by the need to
remove a perceived threat. According to indicatifsos researched, it shows that ag-
gressive behaviour happens most often when theompess receiving intimate care
(Keene et al. 1999 in Pulsford .D. et al. (20080 auggesting that the person misinter-
prets such care for a personal violation by thégssional carer.

Again, according to Pulsford et al (2006), saysuiesv of psychosocial, has been rein-
forced by studies involving observation of interacs between professionals carers and
people with dementia during intimate care. Sugggstiat, the approach adopted by the
professional carer is a factor which determinestidrethe person with dementia re-
sponds aggressively. For example, some researftherd out that people with demen-
tia who were been bathed were more likely to raggressively if carers communicated

with them more negatively or in an inadequate manne
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Implying that, it invalidated their experiences,re¢oo hurried or disrespectful to their
clients/ maybe they did not give reasonable expians before spraying water. Some
researchers, in the same way also found out thatsavho reported difficulties with
challenging behaviours, such as aggressions focosemtcomplishing the task in the
shortest time, rather than on the process of iatieig@ explaining what they want to do,
with their clients. Therefore, the notion that cata&ff can trigger or facilitate aggression
in people with dementia has some support from rebeand this echoes findings with
other groups of people with mental health probles<bury (2002) also reported that
patients in an acute inpatient unit felt that thielipersonal style adopted by some nurs-

es was a contributory factor to trigger aggressicalents.

4.3 Care-givers’ reactions to aggressive behaviour

According to researchers, there has been well-knamah considerable evidence, that
the perception of care-givers about what constitotehallenging behaviour is subjec-
tive and they often under-report these incidentaggressive behaviour perpetuated
against them. However, no clear link has been fooeitveen the ways professional
carers attribute aggressive behaviour and theiingriess to help aggressive people
with dementia. (Pulsford, D. & Duxbury, J. 20065(12)

This has called for increased attention which fsuged in recent year's aggression
and violence by users of healthcare services ageare-givers or professional care-
givers. And the psychological and physical impaxdtghese kinds of incidents on care-
givers have been acknowledged. Moreover, the ndtiat aggression against care-
givers or care staff is unacceptable has beenareied by government initiatives in-

cluding the NHS Zero Tolerance campaign (Pulsfbrdet al. 2006).

Nevertheless, these initiatives began with therapsions that aggression on the part of
healthcare service users is deliberate and unpeal/oiknd this is really the case with

people with dementia. And this however is viewetno perspectives which are:-

» Intentional (deliberate) and Non- intentional (Nieliberate)
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Non-intentional

On the reactions of the non-intentional nature ghrassive behaviour by people with
dementia, coupled with the likelihood and assummstithat such aggression is only
rarely physically injurious to the victims (carerbas brought to the view that it is a rel-
atively trivial phenomenon that should be accepteriway they are by professional
carers as ‘part of the job’ (Gates et al. 1999, Raksford, D. & Duxbury, J. 2006).

However, this perspective is not always sharedewed by all.

Nevertheless, researchers suggest that professiarers are ambivalent about the in-
tentionality of acts of aggression carried out lepple with dementia. And some care-
givers are prepared to accept aggressive behaagupn-intentional while others also
hold the view to be a deliberate act (Oser 200Grofs et al. 2004; Pulsford, D. &
Duxbury, J. 2006, p. 613).

Intentional (deliberate)

Aggressive behaviour being an intentional or detibe act has been viewed by some
researchers that it helps some professional caezbelieved that it is to be intentional
to create channels of helping clients with aggves&iehaviours. E.g. Todd & Watts
(2005, in Pulsford, D. 2006) found out that profesal carers, who believed that peo-
ple with dementia were being aggressive deliberatgkre no less likely to express
positive views towards helping aggressive clietitan professional carers who believed

that aggression was seen as unintentional act.

However, a more significant findings shows thatf@ssional carers experience consid-
erable stress, negative feelings and burn-outrasidt or consequence of being victims
of aggressive behaviour (Gates et al. 1999, O3@0,2Rodney 2000, Evers et al. 2002,
Astrom et al. 2004: see Pulsford, D. 2006 p.618gvertheless, perceived threat leads
to raised stress, and continuous physical aggresgioch can result to emotional ex-

haustion.

Again, the negative reactions of professional caterthese kinds of assaults, may also

lead to perpetuation of aggressive behaviour isdhbey care for. This, therefore, also
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brings to mind the points of Gate et al. (2003puisford, D.& Duxbury, J. (2006), that
the emotional toll on caregivers of repeated assaull have an impact on the care
they give, which this may lead them to responditnts of aggressive behaviour either
by being aggressive or abusive themselves. Howehisrappears that in some cases,
caregivers can get into a vicious circle whichgegs aggression by them responding in

a negative manner if they are facing that aggredsahaviour at that point in time.

Notwithstanding, according to Gate et al. (200&fetent care settings, can experience
widely differing incidences of aggressive incidergad may reflects in different ways
of handling the problem of aggressions. And theirecstaff or caregivers may re-
spond/interact with their residents of aggressighdviours in different ways, depend-
ing on how the incident occurs. (See Pulsford, Mé&bury. 2006, p.613)

According to researchers, current approaches obgiag challenging behaviours have
followed the same path of managing aggression &ldnce. Therefore, the author of
this thesis work has decided to discuss them fafigysome philosophical bases of ag-

gressive behaviour by people of dementia.
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5 MANAGING CHALLENGING BEHAVIOURS

According to Duff, E. et al. (2006), current apprbas of managing challenging behav-
iour, especially aggression and violence, has t#kerform of seclusion, restraint, med-
ication and time out; but all of these approache&gehserious drawbacks and side ef-
fects. However, seclusion has been termed unpleasah untherapeutic, therefore,

should not be used with suicidal or self-harmingras.

Restraint is ethically controversial and potenyiaisky. Its use with people who suffer

from self harm (SIB) can be counter-therapeutitigdtone & Harrison, 1994). Again,

clients or patients who have suffered abused beéamre be traumatized, and even with-
out a history of abused, therefore, being restchz@mmonly provokes a range of un-
pleasant feelings (Naber et al. 1996; Sequeira &telad, 2002, see Duff, E. et al. 2006
p.476).

On the aspect of time out, this can be therapentoyided it is used in accordance with
an agreed care plan which is linked to the funstiohthe behaviors and this should not

be allowed to become an unofficial seclusion.

On the other hand, there has been evidence faftéetiveness of medication in reduc-
ing extreme behaviors, such as violence towardsrstbr towards self, suicidality and
serious self-injurious behaviour (SIB), in bothridag disabilities and mental health
populations (Meltzer & Okayli, 1995; Reis & Amar§98; Spivak, Mester, Wittenberg,
Maman & Weizman, 1997; see Duff, E. et al. 20066)4

Nevertheless, according to researchers, there éms dontradictory evidence suggest-
ing that the effectiveness of medication in mang@hallenging behaviour is very poor
and weak, and so much of the support is coming fresearches that are methodologi-
cally complicated. More so, in addition to thisanclusive evidence, many of the drugs
used to curb challenging behaviors are associaittdarrange of mild to life threaten-

ing side effects (Baumeister et al. 1998; Emer&001; cp Turner, S. 2005 p.93). And

this life threatening side effects can occur re&si frequently (see Duff, E. et al. 2006).
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Furthermore, the significant risk of the side effewithout a strong evidence-based in-
dicates a need for continuous caution. But themtegaideline on the short-term man-
agement of violence, produced by the British Natlanstitute for Health and Clinical
Excellence (NICE, 2005) recommends that all of ¢heethods of managing challeng-
ing behaviors should be used as a last resort (Buft al. 2006 p. 476, cp Keady, J. &
Lesley, J. 2010).

According to the author of this thesis work, in @rdto understand the strate-
gies/approaches of managing challenging behavee @mplex entity, with a diverse
and complex approach to treat and assess, therbeleasproved from researches that
the management approach of challenging behaviouldhfollow a systematic multi-
factorial and disciplinary/approach (Zwijsen et2011, McDonald et al. 2010, Turner,
S. 2005). However, knowing this together with then§tancy principle and Affect
Model, which demands that human being should keedeeither by clinical means or

theoretical means.

Therefore, the author has grouped them into 5 quneé philosophical approaches

namely, Pharmacological/ physical approach, psysapeutic approach, environmen-
tal approach, behaviour modification approach agmdgn-centered approach. However,
there has been argument concerning which appraattie ibest and most effective. But

research evidence for the effectiveness for eaphoaph has been considered where it
is appropriate.

5.1 Pharmacological/Physical approach

This is grounded from the ‘standard paradigm’ ofndatia care, viewing challenging
behaviour as the more or less random consequericesuoological damage, which
considers that the best response to behavioramnioize its occurrence and effects by
using tranquilizing drugs and/or physical restsimMevertheless, according to Pulsford,
D. & Duxbury, J. (2006), Anti-psychotic drugs haween used with people of dementia,

exhibiting aggressive behaviour, in order to redpsgchological symptoms that may
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lead to aggression, such as delusional thinkind,adso to sedate them, thereby reduc-

ing their aggressiveness.

But the research evidence for this approach is kiewemixed. On the bases of this,
some studies found evidence for effectiveness afrphcological interventions in re-
ducing aggressive behaviour, while some other studiso found limited positive ef-

fects of neuroleptic drugs (Schneider et al. 19@@ et al. 2004, Sink et al. 2005). But
the major concerns when using these drugs on peuithedementia are side effects;
which more especially, affect people with Lewy Bexldementia (Barber et al. 2001).
However, according to McShane et al. 1997), ali-psychotic drugs have been linked
with quickened cognitive decline, and also recewntity increased risk of adverse cere-
brovascular events/effects (Committee on Safetyeflicines 2004 in Pulsford, D.

2006).

In conjunction to the above mentioned problemspating to Pulsford, D. & Duxbury,

J. (2006), says, these problems have prompted thalRCollege of Psychiatrists
(2004), to propose that: -

..... ‘Non-pharmacological management approachesildhbe considered always first

for people with dementia’.

5.1.1 Physical approach

This method is the physical means of holding &ms and bodies of aggressive clients
during personal care activities, through the usenethanical or manual devices like
restraining chairs/or cot sides or by employingtominrand restraint techniques to pre-
vent the individual attacking other persons or.g8lfilsford, D. & Duxbury, J. 2006)

However, there are not enough evidence baselimethi® approach on people with de-
mentia who display aggressive behaviour. But adogrétb Kirkevold et al. (2004), it

seems highly likely that ad hoc holding of limbshmdy to facilitate personal care is
common .But Shaw (2004) revealed that some caregivare-staff in United States

adopted a method they calld8ull-dozing, in this practice, two or more care staff or
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caregivers would team up to forcibly carry out pei care with client that is not co-
operative (see Pulsford, D, & Duxbury, J. 2006 g)61

Nevertheless, from the look of things, it seemsliikhat mechanical restraints are still
been used on people with these challenging belsadespite their ethical values and
reports that have highlighted their potential abeisiature of their use. Again, accord-
ing to researchers, the available evidence litegatwggest that mechanical restrains
should be used with those who are inclined to [faltshave physical problems, rather

than as a means of managing challenges occurong lbehaviors.

In overall, little has been written concerning tee of restraint strategies in managing
challenging behaviors, other than a general wartonigke physical decline into con-
sideration, if restraining older adults (NIMHE 20Q0see Pulsford, D. & Duxbury, J.
2006). Nevertheless, the area of physical resgasta means of tackling challenging
behaviors, is undoubtedly grey and unclear, wittelevidence base literatures to guide
health care practitioners in the use of the strage@lso the possibility for it being used

in an abusive manner is therefore very high.

5.1.2 Behavior Modification Approach

This approach is grounded from the suggestion ¢hatlenging behaviour in people
with dementia may have been originated from opecantitioning. To explain briefly
in technical terms, like variable intervals, intétent reinforcement schedules produces
behaviour that is most resistant to extinction fauts D. & Duxbury, J. (2006). This
means that inconsistent responses by caregiveagdeessive behaviour clients may

lead to that behaviour becoming entrenched andtaggito intervention.

However, this behaviour modification models, hdld fact that if people with dementia
can learn aggressive behaviour, therefore, leartiagry principles can be adopted to
extinguish such behaviour. But according to Putsfd. & Duxbury, J. (2006), say

some writers such as Wells & Wells (1997), sugdleat analysis of antecedents and

consequences of aggressive behaviour can leaddcstaf devising interventions that
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may or will deny positive reinforcements to suclhdéors. But if this interventions are

consistently applied, then that behaviour will bduced or eliminated.

Nevertheless, despite the behaviour modificatiqr@gch, may be appropriate or feasi-
ble with dementia, other researchers, such as &iK0), points out that the research
evidence for the effectiveness of behaviour modifan techniques in altering the be-
haviour of people with dementia is sparse, theegfbolds that the underlying philoso-
phy of behaviour modification, which implies thaHaviour can be changed by selec-
tively manipulating reinforcers does not agree witdrson-centered values of respect
and understanding the emotional world of the per$berefore, behaviour modification
consequently remains the most controversial andt lesed strategy for manag-

ing/curbing challenging behaviors (Pulsford, D. &bury, J. 2006).

5.1.3 The Person-centered approach

This approach focuses on attempting to understamghdorly communicated needs be-
ing expressed by the aggressive person, theretinginndividualized ways of meeting
those needs. Such strategies may include indivikdhlcare plans for assisting cli-
ents/residents to complete activities of dailyrdiyi(ADL), without provoking aggres-

sive responses.

Another focus is the use of individual or groupihaties to relieve boredom, dispel en-

ergy and engender a sense of well-being particspatdwever, research evidence for
the effectiveness of person-centered approach imagiag aggressive behaviour partly
from evaluating studies of a particular phase gtpesocial therapeutic techniques, and
partly from studies of training programmes whichdiees person-centered principles to
professional carers. And such programmes aimsceg¢asing caregivers understanding
of the causes of aggressive behaviour, and alsiogkils in managing such behaviors,

by responding more individually and creativelyheit needs (Turner 2005).

However, a number of case studies have also agpéaseientific literatures, describ-
ing creative strategies for managing aggressivaebr in individual clients/residents,

deriving from understanding the person’s life higtdow it influences present ways of
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reacting to situations (e.g. Innes 1996, Stoke$198mes et al. (2006, 2007) and Co-
hen-Mansfield (2000, 2008; cp Keady, J. & LesleyQl0 p.27).

According to Pulsford, D. & Duxbury, J. (2006), theof for the effectiveness of spe-
cific individual/group activities has been reviewieg Turner (2005) and Verkaik et al.
(2005). And the intervention strategies includeidation, multi-sensory stimulation,

psychomotor therapy (sports and physical gamespesdatherapy.

Nevertheless, both of these reviews concludes ttietmethodological quality of the
literature is rarely high, and that the few rigasostudies offer limited effective evi-
dence of these intervention for the reductiontwdlienging behaviors such as aggres-
sion. However, the evidence for the effectivendgseoson-centered care principles has
been compromised by practical problems, on impleéat®Em of such principles in resi-
dential care settings. While training programs hbeen criticized for being focused
more on bringing of awareness, than on equipping staff with new skills (James
2001, see Pulsford, D. & Duxbury, J. 2006)

According to the author, researchers have madeledr cthat changes in care
shift/regimes, as a result of training have beeasvem difficult to sustain. But Turner
(2005), came with the suggestion that this maysbe @esult of high staff turnover, or to
the desire of caregivers to eliminate challengiabdviour, coupled with their discour-
agement and reversion of old ways of doing thimgsen things do not work following
changes in patterns of care. On the same notes@atal. (2005) in Pulsford, D. &
Duxbury, J. (2006) also found out that a trainimggpamme only led to a reduction of
aggression against caregivers who had previouglgrenced few assaults, suggesting
that some caregivers who are frequently recipieftaggression may not be open in

considering new ways of interacting with the clgat residents.

5.1.4 Environmental management approach

This approach is derived from two related assumgtiavhich are: - (1) the suggestion
that people with dementia are very sensitive tesstprovoking factors within their

physical environment. Therefore, may react to tHas®rs with challenging behaviors
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such as aggression. (2) the assumption that prayiain environment that takes an ac-
count of cognitive disabilities of dementia, allos@me behaviors such as wandering to

be reframed from being challenging, thereby, beagmion-challenging.

Under this approach, Stokes (2000), in Pulsford&Muxbury, J (2006), observed that
aggression in people with dementia, being almostriably reactive, cannot be viewed
outside the person’s physical or social environmeobntext. However, the evidence
has developed regarding the optimum living envirentmfor people with dementia,

who may be prone to challenging behaviors, anditAgsembraced fundamental princi-
ples like aesthetic (homely furnishing and decoratcolor and lightening that aids per-
ceptions); minimization of stress-provoking enviment/background noise; space for
people who do not feel overwhelmed by others; asdfa and stimulating areas for the

person to walk about in.

Furthermore, in regards to this approach, Pulsfbrd& Duxbury, J. (2006) says Cal-
kins (2002) discussed ways of reducing aggressaf@vwiour during personal care ac-
tivities, which comprises: providence or relaxingdaenabling or reassuring environ-
ment within the bathroom, downplaying institutiorfahtures and highlighting home-
like features; thereby minimizing loud echoing msighat can be highly stressful to a
dementia client; also accompanying the activitieplaying music which the person

likes best, and also providing pleasant or goodlsme

But in as much as current thoughts are being sptioglabout the physical environ-
ment, it appears to have common sense validityetleno specific research evidence
for the effectiveness of these measures/stratdagigeducing challenging behaviour

such as aggression among people with dementia

5.1.5 Psychotherapeutic Approach

This approach aims at fostering the uninhibitedresgion of feelings and emotional
awareness that shapes the clients’/patients’ futeteviour (Alpert & Spillman, 1997

see Duff, E. et al. 2006 p. 476). But the methadpleyed for achieving this psycho-
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therapeutic approach includdsshavioraland cognitive techniquesand group thera-

py. Although there is no evidence effectiveness isf @ipproaches.

However, according to Cremin et al. (1995) psycimaayic intervention for self-harm
behaviour (SIB), has been developed for this amgirobased on Freud’s (1923) theory
of repression and transference, by which in ordexct out a real or imagined traumatic
childhood events, a patient(client) projects ralago members of staff/caregivers. stat-
ing that caregivers must resist responding in a ofagis project role, but instead put
the situation into words, thereby making the clienfeel understood and allowing the
repressed experience into the conscious mind tooheidered rational act. But the re-
sult of this, was however, quite discouraging, vébels of self-harm, been seen again
to baseline levels after a weak. Moreover, thisrapgh was not readily accepted by
care staff. (Duff, E. et al. 2006)

5.1.6 Cognitive therapy

This therapy intervention for violent behaviour idegd for implementation during re-
straint was developed by (Hibbs, 2000) in Duff,eE.al. (2006), based on Novaco’s
(1975) cognitive model of anger. The interventi@mmsist of developing awareness,
learning alternative coping strategies and usiadjtyetesting and problem solving. But
there is no concrete evidence data currently availéor this treatment. Though Cogni-
tive Behaviour Therapy (CBT) is currently a popui@atment for a range of psychiat-
ric disorders (Xeniditis et al. 2001), but therditide evidence to support its effective-

ness in managing challenging behaviour.

Nevertheless, on the same note, according to [Bufét al. (2006) says Bazzoni et al.
(2001) used group (CBT) with clients experienciegta psychosis, found out that vio-
lent episodes were almost halve and escaped atteenptalmost diminished totally fol-
lowing this treatment. But unfortunately, theren@gsstrength to these results, because of

lack of an experimental group.

Furthermore, there is increasing interest in Acaep¢ and Commitment Therapy

(ACT), but the problem with this treatment is thdtas not yet been tested in relation to
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the treatment of challenging behaviour. Duff, E.akt(2006) says Chapman et al.’s
(2006,) Experiential Avoidance Model (EAM) proposhat people should self-harm to
avoid unpleasant emotional experiences. Howevegrdmg to Duff, E. et al. (2006),
says using this model as a basis, (ACT) would kebst and logical treatment option
for this particular form of challenging behavioBut the effectiveness of this approach
of treating self-harm/or any other form of challerggbehaviour, has not been tested
yet.

5.1.7 Behavioral Techniques

Applied Behaviour Analysis (ABA), this is a genetatm, referring to methodologies
and interventions based in operant conditioningomphe(Erickson, Swiezy, Stigler,
McDougle & Posey, 2005, see Duff, E. et al. 2006).

According to operant conditioning theory (Skinn#938 in Duff et al. 2006), says the
environment provides “cues” that act as antecésldor behaviour, thus setting the
conditions for behaviour to occur. Therefore, tlmmsequences of behaviour make it
more or less likely for behaviour to occur in théure. And this is described as the
three-term contingency (Antecedent, Behaviour, @qnence; A-B-C), the basic unit of
the analysis of behaviour. Nevertheless, this Queranditioning theory concur along
side with the Constancy and Affect Model of Freatloplastic or autoplastic). Thereby

letting us to understand that there must be a refsact outward or inward.

5.1.8 Three-term contingency of behaviour

This assessment framework, was also put togeth&tdkes (2000), in order to under-
stand the reasons for the change in behaviours $o affer appropriate support to cli-
ents suffering from challenging behaviors, theseexplained as follows:-

» A- Antecedents or triggers: what was happening fieefloe behaviour occurred,
who was present, when and where did it occur?
» B- Behaviour, describes exactly what the behaweas like, be specific; is this
new behaviour, what form did it take, how long dithst?
» C- Consequences of the person’s behaviour.
(Hazel, H. et al. 2010 p.11)
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Notwithstanding, Operant and classical conditioni@ye been cited as relevant for
some challenging behaviors. Again, the interactiognitive subsystem model (ICS),

has also been elaborated by James (in Ballard 20@l) to provide a rationale both for

understanding how negative memories can be edtadliand how therapies based on
sensory or emotional input could work in tacklifgattenging behavior (see Turner, S.
2005 p.99).

It is also suggested that memory traces be egtabliby non-language-based systems
(pattern recognition), and once distressing mersofgeg. embarrassment), are linked
with sensory input (e.g. sound or smell). Therefaan be triggered by these sensory
cues, this model, has been useful, and has be@og®d as a mechanism to underpin
individual therapeutic work, such as validation tbérapy (Woods, 1999 in Turner

2005), and for non-verbal therapies, such as alwrapy, snoezelen, music and exer-

cise.

However, according to the author, the applicatibthese scientific principles to mat-
ters concerning socially significant behaviors, ledto what is now known as Applied

Behaviour Analysis (ABA), which is defined as:

‘The science in which procedures gotten from thermiples of behaviour are sys-
tematically applied to improve socially significabehaviour to a meaningful degree,
and to demonstrate empirically the procedures enypld were responsible for the im-
provement in behaviour’ (Baer, Wolf & Risley, 1968) in Duff, E. et al.q6)

Nevertheless, the main objective of (ABA) is toabdish lawful relationships between

the observable features of an environment, analiservable behaviors of an individu-

al in that same environment (Samson & McDonnel9Q)9Nevertheless, the functional

assessment of behaviors let us to identify theeagusnces in individual’s environment,

maintaining their unwanted behaviour. Some chamgesthen be made, so that chal-
lenging behaviour is reinforced less, while lookifog desirable alternatives of rein-

forcement (Duff, E. et al. 2006).
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According to Duff, E. et al. (2006), there has beenincrease evidence from a large
number of literatures for the past 40years dematisy the effectiveness of approaches
based on (ABA) principles in reducing challengirghlviour, especially in relation to
people with learning disabilities. A considerablember of meta-analytical studies have
consistently shown approaches to be more effeaiveducing challenging behaviour
in clients with intellectual disabilities comparexlany other non-behavioural interven-

tions, including medications.

There are also suggestions of evidence that thevapip of (ABA) can be applied into
mental health settings, e.g. for reducing bizawealizations in schizophrenic clients
(Wilder, Masuda, O’Connor, & Baham, 2001). Progriom behavioral treatment de-
signed and implemented following functional anayisave also been found to be more
effective compared to therapies in reducing incislemd inpatient days in parasuicidal

patients/clients (cp Turner, S. 2005 p.101)

According to Duff, E. et al. (2006), the Royal @Gge of Psychiatrist (1995) agrees with
other writers (e.g. Alpert & Spillman, 1997; Lerm&r\Vorndran, 2002) in recommend-
ing that strategies for treatment should be basefdioctional analysis and should focus

on adaptive behaviours reinforcement.

However, these evidences together with the congtprinciple which is the universal
nature of behavioral principles, has brought targd extent of intervention of behav-
iour being accepted as ‘best practices’ in curlgingllenging behaviour in both intellec-

tual/learning disabilities and in mental healthisgs.
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6 METHODOLOGY

6.1 Method and Materials

Qualitative research method was used in data ¢wies; whereby the method facili-
tates study of issues in depth and details. Appriogcfieldwork without being con-
strained by predetermined categories of analysisiributes to the depth, openness, and

detail of qualitative inquiry (Patton, 2002 p.14)

Qualitative methods typically produce a wealth etailed information about a much
smaller number of people and cases. This increi@gedepth of understanding of the
cases and situations studied but reduce generatiz@®atton, 2002 p.14). Thereby it is
oriented towards exploration, discovery and indictiogic; which its evaluation ap-

proach is deductive.

Qualitative content analysis was the basis on hewésearch articles were going to be
analyzed, when collecting data. However, qualieatentent analysis according to (Pat-
ton 2002 p. 453) is defined as:-

“Any qualitative data reduction and sense-makiffgre that takes a volume of qualita-

tive material and attempts to identify core comsistes and meanings”

Qualitative content analysis goes beyond merelyting words or extracting objective

content from text to examine meanings, themes attknns that may be manifest or
latent in a particular text. It allows researchersinderstand social reality in subjective
but scientific manner. But qualitative content gsa does not need to exclude deduc-

tive reasoning (Patton, 2002).

The analyst looks for quotations or observationt tivéks together, that are exam-
ples/similar of the underlying issue, idea or cqricBut sometimes, this involves pull-

ing together all the data that addresses a pati@yaluation question. For instance, a
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question in a process evaluation might relate theire of staff/caregivers’ percep-
tion/reactions to challenging behaviors. The ev#naanalyst will first of all pull to-
gether all the related data to this issue, and suddlivides that data into coherent cate-

gories, patterns and themes.

During the research, published studies relatechtdlenging behaviors were targeted.
Since this research is based on elderly peopleageeange targeted was elderly people

of 65 years and above. With the main diagnosisgoiggression’ and ‘violence’

A systematic search of the electronic databasesCEBBost and Google Scholar was
conducted for the papers published between 199928dd, using the following key
words: *challenging behaviors*, aggressive behawimr violence* dementia* or in-

tellectual disabilities* nursing homes or *residahsettings* elderly and caregivers*

6.1.1 Problems Encountered In the Study

The comprehensive identification of main concegtsrie of the challenges encountered
at the data analysis stage. Combination of the alfe@uand inductive coding logic ap-
proaches, together with repetitive cycles of codangcedure until no new concept is
identified, aims to address this issue successfinlthe study, it was difficult to acquire
books that have discussed the methodology usetiigowork in details. It was also dif-
ficult to get books that have discussed contenlyaisain depth. However, there were
several books that have discussed the methodypriegn from there; the author was

able to get a general overview of the basis inexaranalysis.

6.1.2 Validity and Reliability

Reliability of content analysis study is the extemtwhich an experiment, test, or any
measuring procedure yields the same result on regéidals. Without the agreement of

independent observers able to replicate reseamte@ures, or the ability to use re-

48



search tools and procedures that yield consiste@sarements, researchers would be
unable to satisfactorily draw conclusions, formeldieories, or make claims about the
generalizability of their research. In additionit®important role in research, reliability
is critical for many parts of our lives, e.g. maaetiiring, medicine, and sports (Howell,
J. et al. 2005). Reliability is also concerned vétituracy of actual measuring or proce-

dure.

The validity of content analysis study referstie degree to which a study accurately
reflects or assesses the specific concept thaetiearcher is attempting to measure. Va-
lidity is also concerned with the study’s succetsmaasuring what the researcher sets
out to measure (Howell, J. et al. 2005).

In this study, the author cautiously studied thélighed articles that were chosen for
this study. The results that were closely conneoteappropriate and corresponding to
the research questions were grouped into diffecateégories, as already explained in
the methodological part of this work. The categoreere according to different themes
which were gotten from the articles that were ratéwvo the study. The categories were
named according to the subject that the differatégories were focused on. The author
felt the naming was consistent with the units & thtegories, and this was contributing
to the structuring of the work to reach the ansverthe research questions. The nam-
ing and classification of categories could defearbther researcher is to do the work,

but the results will most likely end up being same.

The published articles that were used in this studge retrieved from trusted and relia-
ble a database that contains scientific research that has been done by professionals
in the field.

The results found in the study have all emergenhftioe scientific articles used for this

study, and the author has not included any othercss for the results. The author has
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never used neither past experiences nor the astknowledge to influence or to alter

the results.

The method that was used to analyze the articlasritee at the answers of the research
guestions was the best method to be used for this & study and was conducted to

the best of the author’s knowledge.

6.1.3 Ethical Considerations

The author studied thoroughly and understood thedbation of Helsinki World Medi-
cal Association (WMA) — Ethical Principles for Medi Research Involving Human

Subjects prior to writing the report.

The scientific research articles that were useth@dases of this study were reported in

truth throughout the study.

Quotations also gotten directly from the articled &ooks that were used for this study
have been quoted and also written in italics formhae author has also documented ful-

ly, sources for ideas, words, and pictures useddrstudy properly.

6.1.4 Sample Process

At the beginning of the search, a trial was maddifig data about challenging behav-
iour, aggressive behaviour and by using the dagaBE&SCO host. The subject term
used was ‘Challenging behaviour’ and ‘aggressiveakmur’ and this yielded 8551 ref-
erences, while applying finding my entire searaimte apply related words, and also

search within the text articles and year of pubiocafrom 1999 to 2012.

The author then conducted another search in EBS@3Ddatabase. The subject terms
used in the search then were elderly to stand lfteradults who are above 65 years
old. The key terms used in the search were *magagirallenging behaviour*or coping

strategy* aggressive behaviour* or violence* elgleriursing homes*
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The search yielded 960 articles which were theiitdidnmore by getting the ones with
full text available and full text. The author wagdrested in getting recent articles,
therefore restricted the search to the past twetees that was 2000 to 2012.

This then yielded 57 articles, from these, the augielected 10 articles that were rele-
vant to the interest of the study, because the weoviding useful information con-
tributing to the growth of the study. The authosvedso interested in getting the articles
that had discussed coping with challenging behavimmm non pharmacological per-

spectives.

A search in GOOGLE SCHOLAR with managing challeggiehaviour in the elderly
living in nursing homes yielding Results 10 of aboutl7,300. (0.17 sec). The author
went through the search, but majority of the docuisién this database, need to be pur-
chased; moreover, some of the articles were alrgathgn free from EBSCO. There-

fore, only two was selected.

Table 1. Sample process

Database | Search terms Year Results Selected | Articles
range articles used
Academic | Challenging Behav; 1999- 8551 0 0

Search Elitg ior and Aggressive 2012
(EBSCO) | Behavior

Academic | Managing Challengt 2000- 960 57 10
Search Elite ing behavior or Copr 2012
(EBSCO) |ing, aggression or

violence
GOOGLE | Managing Challengt 2000- 17,300 10 2
SCHOLAR | ingbehaviors 2012
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6.1.5 Content Analysis

Content analysis is a research technique for maildpticable and valid inference from

texts (or other meaningful matter) to the conteébtheir use (Krippendorff, 2004).

Content analysis usually refers to analyzing t€s¢sipts, journals, diaries, articles, in-
terviews or documents), rather than observationakt field notes (Patton 1990).
However, this concur with the definition above iargnthesis, (Krippendorff, 2004
p.19), says it may include works of (art, imageaps) sounds, signs symbols and even
numerical records) may be included as data, thhictwmay be considered as texts-
provided they speak to someone about phenomenaewhat can be sensed or ob-
served. However, generally, content analysis isl usaefer to any qualitative data re-
duction and sense making efforts that take a volahialitative material and attempts

to identify core consistencies and meanings (Paft880).

According to Patton, (1990), the main central pawind through the content analysis is
called patterns or themes. And the process of Bemydor patterns or themes can be

distinguished respectively as pattern analysif@mtanalysis.

However, owing to the fact that the method usedtim study was content analysis, the
author grouped the results of the common themdsetharged from these articles into
different Categories. These Categories were dividadsub categories, generic catego-

ries and main categories.

The reason for these whole processes was to etaldmiafly the categories and link the

sub category, main idea to the research questraihdostudy, which is the main catego-

ry.

Summary of the Selected articles for the Study
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Tabell 2

AuthorsSour ce

Title

Year of Pub-

lication

Aim of the arti-

cle

Results

Duff, E. et al.

EBSCO-
demic
Elite

aca

search

Challenging Be-
havior in Mental

Health Services

2006

To review evi-

dence on

causes and man-cient evidence

agement of
Challenging be-
havior in menta
health service
and its impact
on direct care
staff, and repor
on an innovative
approach
dif-

ferent bodies o

integrates

and psychologi

cal theories td

provide coherent as

approach ta

training and

supporting staff

the shows

that vices. These ar

The result

suffi-

recommending

psychological

the

of

5addressing
problem

challenging be
I haviour in men-
tal health ser
based on func
f tional analysis
and addres
staff motivation
a
concern for|
which  BAITS
is one of such

approaches.

Di Mattei, V.
E. et al.

EBSCO
demic
Elite

acas

search

The burden of
distress in care
givers of elderly

demented pal

tients and its ref

lationship  with

coping strategie$

4

2008

Is to investigate
which socio-
demographic

and clinical var-

iables are signif

icantly associatt

ed with higher

level of distress

The study sam
ples 112 care
givers of de-
pa;
tients, admitteg

mented

to the depart
ment of Neu-

rology of San

approaches tha

central

—

D

1*2)
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in  caregivers
and the relation
ship betweer
caregivers’ leve
of distress ang
coping strategie
they adopt.

Raffaele-Turro
(Mi-

Italy).

Caregivers

- Hospital

lan,

lwere asked to
sthe CBI
COPE. Results
show that care
with

and

givers
highest level of
distress are
characterized
by an impaired
physical health

status.

Eloniemi-
Sulkava, U. et

al.

Family Care as
Collaboration:

Effectiveness o
a multi-
component sup
port program for
elderly Coupleg
with dementia

5 2009

To determine

whether  com-
munity care of
people with de;
mentia can bé
prolonged with g
2year multi-
component  in-
tervention pro-
gram and to ang
lyze effects of
the intervention
on total
and expenses (
social and healtt

care services.

usage

At 1.6years, a
larger  propor-
tion in the con-
trol group than
> intervention
group was in
long-term insti-
tutional
(25.8%

-11.1%, p=.03)

care

VS
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Hazel, H. et al.| Improving quali-| 2010 Improve  care Results shows
ty of care for environment and that  environ-
people with de- supporting  in- mental, coms-
mentia in gen- creased inder munication,
eral hospitals pendence for bright light

people with det therapy, sound
mentia through acare practices,
range of| rehabilitative
measures intand supportive
cluding im- | approaches and
proved signage multi-
and removal of professional
potential haz{ team work are
ards effective in
meeting the
needs of clients
with dementia.

Keady, J. &| Investigating the 2010 explore ways of Results  show

Lesley, J. causes of behay- understanding | that multi-
iors that chal behavior  that disciplinary
lenge in people challenged inteam approach
with dementia person with setwas used to

vere dementia incurb challeng-

nursing homes | ing behaviors
which enhance
quality of life
and alleviate
suffering.

MacDonald, A.| The use of mul; 2010 Review articleg Indicates tha

et al. ti-element  be- on work done behavior sup;
havior support with individuals| port  program
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planning with &

learning disabil-
ity and challeng-

ing behaviour

man with severe

and care staff enables peopl

team which
helped
challenging be
havior and pro

vide improved

service and bet-challenging be;

reduce disability

[}

with  learning
and
challenging be
havior to live

long and reducg

AY%

ter quality of| haviors.
life.
Osborne, H. et The Relationq 2010 Examine the Result indicates
al. ship betweer studies of relar 72% of studies
Pre-morbid and tionship be-| reported signif-
Challenging Be- tween pre4 icant relation-
haviour in Peo- morbid person: ship  betweer
ple with Demen- ality and chal{ pre-morbid per-
tia. lenging behavior sonality and
in order to con+{ behavior. In
duct systematic terms of specif;
review. ic relationships
the  strongest
evidence was
found for a pos;
itive  relation-
ship  between
pre-morbid
neuroticism ang
mood, aggrest
sion and overal
behavioral acts
Pulsford, D. &| Aggressive Be: 2006 to review re- Finding shows
Duxbury, J. haviour by Peo searches on ag-that the emo
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ple with Demen-

gressive behav

-tional impact of]

|
)

tia in residential ior by people assaults of
care settings with dementia in caregivers ang
residential set; other  profes-
tings sionals is

alarming.
Sigan, L. &| Staff-Averse 2007 To review arti-| From the re-
William, E. M | Challenging Be- cles on aget sults, there wa
haviour in Older related changean intra-
Adults with in- in  prevalence individual de-
tellectual Disa- rate of challengs cline in the fre-
bilities, ing behavior| quency and se
among older verity of chal-
adults with intel-| lenging behav;
lectual disabili-| ior using both
ties lenient and
more restricteg
definition  of
challenging be

havior.

Turner, S. Behavioral 2005 To review the Improvement in
Symptoms  of evidence for ali behavior and o
Dementia in ternative treatt staff attribution
Residential Sett ment of the re: of it, which to

tings: A selec-
tive review of
non-

pharmacological

interventions,

cent ruling that
Risperidone anc
Olazepine

be

used to contro

should not

behavioral

symptoms in

improved han-
idling of resi-
dents and quali
life/job

satisfaction.

ty of

1°2)

f
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dementia.

Xeniditis, K. et| Management of 2001 Assess/treatmentShows both as-
al. people with relationship bet sessment and
challenging be tween psychiatt treatment
GOOGLE ) o ) _
haviour. ric diagnosis and should consist
SCHOLAR _ _
challenging bet multi-agency,
haviors multi-
disciplinary in-
volvement.
Zwijsen, S. A.| Grip on chal{ 2011 Evaluate the ef} Increase of
et al. lenging behav; fectiveness angdquality of life
iour: A multidis- cost- for  residents
EBSCO aca; _
_ ciplinary  care effectiveness of lower costs and
demic search _
Elit program for an evidence angddecrease of be-
ite
managing  be practice base havioral prob-
havioral  prob- care program for lems, which

lems in nursing
home resident

with dementia

U7

managing chal
lenging behavio
in (NH)

- comes from a

good care plan.

6.1.6 Inductive content analysis

According to (Burnard 1991, 1996, Hsieh & Shann®2in Elo, S. & Kyngas, H.

2008) says, if the researcher has chosen to addpttive content analysis, the next
step is to organize the qualitative data. This @ssdncludes open coding, creating cat-
egories and abstraction. Open coding means thatraotd headings are written in the
text while reading it. The written material is re@wlough again, and as many headings
as necessary are written down in the margin tordesall aspects of the content, and

this is shown in (Table 1, 2 & 3) explaining theuks.
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The tables below illustrate briefly, the three gatges in which the results found from

the articles were classified into. However, it g\ clearer view of the main ideas be-

hind the three categories, whereby the elemenéadai category where classified into

groups that have the same idea.

Then the two research questions are linked witlin @asearch question having an an-

swer to main categories.

RESULTS: Question 1: What are some of the challenges caegiencounter while

caring for clients with chal

Tabell 3 Challenges Caregivers en

lenging behaviors?

counter

SUBCATEGORY

GENERIC CATEGORY

MAIN CATEGORY

Exhaustion-leading to ab-Stress

senteeism, Not willing to

discuss it with other prg

fessionals/Psychologist

Pressure- leading to chron-

ic stress-Burnout.

Emotional detachments
ism and denial of their
problems/quite the joh.

(Some may pretend)

Difficult to speak of their
anxiety, depression, not
making time for them;
selves/ones’ self. Negatiye

feelings.

Burnout
and also perhaps absentee-

Threat to psychologica

well-being

|
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Psychological

mood deterioration.

imbalance M ental health problems

Table 4 Categories of challenges

SUBCATEGORY

GENERIC CATEGORY

MAIN CATEGORY

Hurting self or caregivers

Making mockery of care
giver, (Socially offensive
behaviors)- physical injur

to self or others

Destruction-harmfulness

Assaults,

~

Physical threat (challengg¢
during ADL)

S

Poor social support fre
guently associated wit
level

higher caregiver’

distress and burden

Severity of behavioral dig
turbances, psychotic sym

toms of (AD), depressiv

features gotten from thej

clients leads to most dis

tressful in caring.

h
Burden of distress

U7

Psychopathological

Threat to mental

being.

wellt

Table 2
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Question 2: What are some of the strategies/appesacaregivers can use while taking

care of clients with challenging behaviors?

This follows the categories of systematic multitta@l and disciplinary approaches
(Zwijsen et al. 2011, McDonald et al. 2010, Turr#05) .Non-Pharmacological inter-

ventions.

Table 5 Strategies of managing challenging behasiou

SUB CATEGORY GENERIC CATEGORY | MAIN CATEGORY

Strategic decision making,Positive programs

e.g., if there is noise in themin Jolannin (Physica
environment, try to stop 9/p 9 y

every distraction. intervention)-

Providing soothing or ser

sory stimulation. Taking

. . To reduce agitar
resident/client out for a su 9

pervised walk tion(aggression), wondef-

ing, Stimulated environ-
Use of sights and sounds Ghent (lost memories pre

nature also reminiscence | vention)

Proactive strategy-changing

clients’ behavior

Good communication pra¢

tices, no bridge in commu

— ... | Wonderers, agitation
nication  (communication

gab.

Two or more caregivers,Apathy

forcibly carrying out ADL-

practices (restraints- Bull-dozing'(Sense of

. h
mechanically/manually) umor)
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SUBCATEGORY

GENERICCATEGORY

MAIN CATEGORY

Visual daily planne
ADL

Activity board
Structured week

(ABA-applied

analysis)-to neutralize AB(

behaviou

~
L

Recognising the future

social environment. (i.e

and sing with the client)

Good oil with nice smel
provides relief from pain

and distress.

Bathing and during all the

caring process.

f

Antecedent contr
Neutralising

(Therapeutic environment

Bright light therapy.

and

voices.

Aromatherapy

routines

L Snoezelen, music (stimulat-
when there is time to play (

ed presence therapy)-tapes

recorded stimulated

Ecological strategy (pre
vention of more behaviora

cues).

al

SUBCATEGORY

GENERIC CATEGORY

MAIN CATEGORY

Counter-(rehabilitating

staff/caregivers) attribute
and attitude (perceptior
towards the clients an

their challenging behaviors

D.

Conducting sessions focus

ing on particular clients
presenting significant chal-

lenges

s(person-centered

Work)
d

Training of staff/caregiver

framg

Behavioral training

Providing ‘refresher’

Courses.

"2

D

Reactive
Strategies (Stressors pi
vention)
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SUBCATEGORY

CATEGORY

MAIN CATGORY

Support-provision for sup
port to caregiver (from eve
ry sphere of life) mentally,

physically and otherwise.

Comprises of training, suq
port and change of attitug

programs)

Feelings and actions.

-BAITS (Behavioral analy

-sis, intervention, trainin

,and support) approach.

Sensitizing,

_Educating,
e

Encouragement.

Stress and burnout preve

tion

Table 3 Bellow talks aboutActive and Avoidance coping strategies’: - The prad

nance of one type of strategy over another is detexd by personal characteristics (e.g.

some caregivers can cope more actively than otlars)also by the type of stressful

events (potentially controllable or uncontrollapi®blems). People use both strategies

to combat stressful events or stressors (Di Maitek. 2008)

Tabell 6
SUBCATEGORY GENERIC CATEGORY | MAIN CATEGORY
Behavioral or emotional, Activeness.

being active to deal wit

stressful events.

Caregivers, looking fo

help on how to cope.

Acceptance of problemat

situations

N

Nervousness(Avoidance)
!

cLaziness(Adaptive)

Coping strategies
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In addition, the fundamental building block of ‘BE$’- educating caregivers about
challenging behaviors or person-centered care,naaking modifications to the living
environment could prevent problems and improvevilg caregivers, respond to these
behavioral problems. Generally, a structured modiehtervention can be proposed to
clinicians’ decision making about how and whetleintervene with behavioral chal-

lenges.

Referral and initial assessment Rule out or trea

physical illnesses

v

Does problem require interven

tion?*

N YES

Consider®  Stafi
training (Person-

centered care

Are many clients shw-

ing the same behavior?

Corsider ”

‘group’ or sys-

Liaison team ap;

L roach
temic interven- P

tion \

Individual case interven

tion

Figure 2

(Turner, S. 2005)

Fig.2, this is a structure model for deciding owho care for clients with behavioral problems, @i

are challenging.

Criteria for interventions here, includes distréssesident, distress to other residents,

harm to other residents, harm to staff. If low astréss and harm, then consider evi-
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dence for effectiveness of interventions shouldviesved with potential for achieving

any improvement with available resources.

7 RESULTS

The results that emerged from the articles usddarstudy are further discussed below,
and these results are divided into two parts acegrth the research questions as seen

below.

7.1 Caregivers’ burden with Challenging Behaviors

(Results of Research Question 1)

According to researchers, there is strong evideheg caring for dependent elderly
people suffering from all sorts of behavioral caaties, comes at a very high risk cost
to caregivers’ health. And this affects caregisdrealth both physical, psychological
and mental well-being and these are seen with ivegabnsequences. However, these

challenges are highlighted bellow as they occur.
Psychological Challenges
Stress and burnout

This comes with a high level of distress and burtteparegivers’ health. And a more

significant findings is that carers experience agr®ble stress, negative feelings and
burnout as a result of being a victim of aggressiebavior or challenging behavior

melted on them (Gates et al. 1999, Oser 2000, Eteak 2002, Astrom et al. 2004) and
perceived threat leads to raised stress, whicHtsetsuemotional exhaustion, (see Puls-
ford, D. & Duxbury, J. 2006).

According to Di Mattei, V. E. et al. (2008), someacacteristics of both clients of Alz-
heimer’s disease or any form of dementia and af tteegivers are associated with a

higher risk of developing stress and the mostmtisitie features are:

» Gender,lt has been highlighted that women who take cardeofiented clients

are at higher risk of getting stress than men aagrput the same caring assis-
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tance role. And this can be due to different reasarch as:- Social and gender
issues makes them more likely to assume a fuller ae caregivers; moreover,
women caregivers, tends to spend more time witlp#tient/client during ADL,
which leads them to feel more burdened and stragsed

» Caregivers’ physical and mental health statuSome studies pointed out that
poor physical and mental health status can putgoaes at risk of stress and
depressive symptoms.

» Caregivers’ ageCaregivers at the retirement age are at risk tfngestressed
up more easily than younger ones. Such vulnenalgititild be explained both by
difficulties in assuming such a demanding role Bpataregivers’ own physical

and psychological problems.
Physical Challenges

A high rate of hurtful harm, destructive, disrugtivehavior, socially offensive behavior
and uncooperative behaviors, physical assaultspliksical aggression, bullying sexual
harassment (clients with aggressive abnormal séetaviors), this high level of phys-
ical injurious harm and exposure to severe psydicd trauma elicit negative reac-

tions to caregivers.
Mental Challenges

And over time, these negative effects are thouglaccumulate and lead to decrease,
psychological and decrease mental well-being. Qagegj stress and burnout and other
forms of assaults to their mental well-being, hamagor impact and affects the quality

of care/service.

However, as a result of all these challenges corrimg clients of challenging behav-
iors, caregivers, then resort to absenteeism amaasty other ways so as to escape their
heavy work load. A possible explanation for thisadépancy comes from burnout lit-
erature, which states that when healthcare jotspres reaches a critical point, caregiv-
ers may respond with emotional detachment, perleguing to absenteeism and denial

of their problems, and not wanting to discuss thakiety or emotions

66



7.2 Strategies of managing challenging behaviors

(Results of resear ch question 2)

There has been great evidence from researchersl lmas¢he effectiveness of non-
pharmacological approaches in coping with challeggibehaviors. This non-
pharmacological intervention approach follows aeymtic multi-factorial disciplinary

measure, which are:
Ecological Strategies

This involves changes in the clients’ environmdt,applying the use of therapeutic
environment. Aromatherapy, Snoezelen, music (sitedl presence therapy)-tapes and
recorded simulated voices are played to clientd, exercise. Bright light therapy, all
these aims at bringing about change in the clieet&viour, providing soothing or sen-
sory stimulation (Burns et al. 2002) and invokimg tnteractive cognitive subsystem
model (ICS), with the hypothesis that pleasant mgrtraces are evoked by stimuli.

A-B-C (antecedent-behaviour- consequences) theotigeB-A, (Applied Behaviour
Analysis, this is made available to neutralize thes for behavioural antecedents,
which would create enabling environment and serideumour for the client, thereby
stopping other kinds of distractions that would lev@aggression or other forms of be-

havioural challenges.
Proactive Strategies

This involves, positive decision making, like takée client out for a walk, in order to
influence positive change in the clients behavidike for some of the clients who are
wonderers, they always like to walk around theainity, therefore, making decision,
and finding out time to take them even around teidors of the building helps relief
pain and distress. Moreover, for aggressive clieatsuring that the environment is
more quite and not noisy, and also more structwitd some colourful background,

helps get them in contact with their world.

Reactive Strategies
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This strategy aimed to ensure that care-staffeirdarced in order to get rapid and safe
control over the challenging behaviour. Nevertrel&AITS (behaviour analysis, inter-
vention, training and support) this is an optingisipproach to supporting and training
caregivers who work with people with challengindhéeours, it is strongly oriented
towards positive change and personal developmeattter than just managing the prob-

lems.

Intervention, training and support, all these thaeas of BAITS' target is to give care-
givers the knowledge to view challenging behavitom a behavioural perspective,
and also to provide skills necessary to develogetstdnding based on observation and
analysis, rather than on assumptions. However kinisviedge and skills are designed

to allow caregivers to deal confidently, with tHeattenges they encounter daily.

CRITICAL ANALYSIS

The whole process of writing this thesis projecs baen very challenging, and as the
name of the thesis topic narrates that challengettaviour is very complex due to the
nature and mood of presentation of different fooh®&ehavioural problems. So many
researchers have been discussing the topic unéenprbid personality disorder, and it
was difficult to get articles which have discussédllenging behaviour and its method-

ological frame work in details.

Another limitation the author faced was that somsearchers argued the fact that dif-
ferent types of research methodology for behaviamesappropriate for different studies
concerning different forms of behaviours; therefdrere is still too little evidence to
provide guidelines. Again none of the reviews hasrbable to provide best and con-
crete method of curtailing challenging behavio@s. the other hand, considering the
fact that Finnish being the mother tongue, whilglish language was the only lan-
guage used in searching for articles, this impiieg useful articles written in Finnish
language could not also be accessed. This brintfeetbmitation of important and use-

ful articles that could have added more validitd agliability to be left out.
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8 DISCUSSION, CONCLUSION AND SUGGESTIONS

The aim of this study was to review the researclelderly clients or patients suffering
from challenging behavior, in order to explore meas and strategies for carers or
care-workers to provide care for them with eas¢haout so much stress to caregivers’
psychological and mental well-being, been affeciéds will help foster patients’ safe-

ty and quality of life. And also on the other hagrent job satisfaction to caregivers.

Strong evidence has been shown from researcheththdistress of challenging behav-
ior to caregivers’ health is an alarming issuehi® society and a great burden to the so-
ciety at large, Looking into socio-demography, tvaing behaviors have been mostly
the major reasons for an elderly client enterintg i@ nursing home, just for the fact
that, the family are no longer able to cope with #iituation of the behavior that chal-
lenged, therefore, some family see nursing homesmace where their hopes could be

curtailed.

According to Freud 1895’s Affects theory and DeteiModel (Constancy principle), is
a theory of meaning and theory of mechanism, iflestthat human being is a discrete
entity, who can be treated both theoretically alivdaally, the mind is constructed like
a machine driven by the flow of energy forces. Alstic or Autoplastic is best suited
to reduce the level of stimulation, and thereftemsion build by it must be discharge
by it. And we find that this theory is consistedtwihe findings from this study. Rea-
sons for a behavior being labeled as challenged@eto human nature of mechanism
and meaning. And which suggest that what matterst meohuman being is to rid our-
selves out of stimulation either outwardly or indigr which is autoplastic or alloplastic
(Greenberg, J. & Stephen, A. 1983).

Following the current research articles that weseduin this study, aggression and vio-
lence has been established as characteristicsadienbing behavior in older adults.

Older people with aggression and violence expressi@s of restlessness and agitation,
which comes as stress to caregivers’ health andebuto the society. And this is seen

as a result of looking for means to meet with tingieds, communicate an unmet need,
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which is fuelled by impaired ability to express ides and wants (cp Keady, J. & Les-
ley, J. 2010). And this correlates with Constanapgple of Freud 1895, which talks

about looking for meaning and desires.
Conclusion

In conclusion, the aim of this study which was ¢giew the research on elderly clients
suffering from challenging behavior, in order tgkxe measures and strategies for car-
ers or care-workers to provide care for them wibeg without so much stress to care-
givers’ psychological and mental well-being, bedieced. This will help foster pa-
tients’ safety and quality of life. And also on tb&her hand grant job satisfaction to
caregivers. This study contributes greatly to tledlAveing of elderly people and their
carers; more so, the study has been able to fisdens to the research questions that
were set as the basis for the study. Again, thidyshas been able to identify some of
the challenges caregivers encounter as a reswirafig for elderly clients with chal-
lenging behaviour which was connected to tieeksearch question. Therefore, the au-
thor believes that this study will contribute immsety in the management of challeng-
ing behaviour which was connected to tHé& i2search question, and hence reducing

stress and encouraging job satisfaction.
RECOMMENDATION FOR FURTHER STUDIES

According to researches, it has been proven beyeasbnable doubt that challenging
behaviors are the most inarguable reasons for rgaslients with dementia to nursing
homes, due to the complexity of the challengesragyrifom behaviors. And they are
often burdensome for residents, nursing staff aussh éhe family or relatives of client.
Therefore, it will be good to investigate whichtbé practices or methods will be best
to curtail, reduce stress and burnout for both gigees and also improve quality of

life/care for clients.
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APPENDICES

Summary of findings/results gotten from the articles

Summary of the findings are grouped according éotifo research questions that were

used as a back bone to this thesis work. Thisésatle us get a concrete understanding

of the articles which answers the research question

Q. 1. What are some of the challenges caregiversugtier while caring for clients with

challenging behaviors?

Authors & Year of
Publication

Challenges discussed

Di Mattei, V. E. et al,
2008,

Sigan, L. & William,

E. M. 2007,

Pulsford, D. &
Duxbury, J. 2006,
Osborne, H. et a
2010,

.quality of life for both clients with dementia atiteir carers. Reduction

According to the results gotten from this artiécleyas gathered that tak-
en care of elderly clients suffering from challemgbehaviors comes
with a high cost to caregivers’ health, and whigkeen as psychologica
and mental health break down, which is associatddvegative conse-

guences with burden of distress to caregiversdadrgl demented clients

—

Results gotten from this article summarizes thesyaa challenges whic
is known as staff —averse challenging behaviord,these challenges ar.
those which are directly or indirectly hinders &fadm providing ser-
vices, which includes hurting of staff, aggresdimm clients, disruptive
behaviors, uncooperative behavior and sociallppnapriate offensive
behaviors.

D

Elaborate on the increased attention of aggressidrviolence perpetrat
ed by clients to their caregivers. Perceived thiesds to raised stress and
persistence physical aggression and injuring resulémotional exhaus-
tion of caregiver

The prevalence of challenging behavior adds greattize reduction of

in mood behavior which comes from the experiendeeafig victimized.

Question 2: What are some of the strategies/appesacaregivers can use while taking

care of clients with challenging behaviors?
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Authors and Years o

Publication

[ Strategies or approaches

Duff, E. et al. 2006,

MacDonald, A. et al
2010,

Keady, J. & Lesley, J.

2010.

Eloniemi-Sulkava, U. e
al. 2009,

Zwijsen, S. A. et al

2011,

Turner, S. 2005.

Xeniditis, K. et al. 2001

Hazel, H. et al. 2010

Reactive strategies: Results from this article recommends psycholo
cal approaches that addresses the problems oénbaly behaviors
rather than just managing them, which are basddrmtional analysis
and staff motivation as a central concern and wBBhT S integrates
them.

Proactive strategies: Enabling change in clients behavior, and whic
involves creativity on the side of the care-sthdf,instance wanderers
and clients whom are always shouting needs thetstamploy critical
and creative thinking at any given point to canetfem, like taken a
wanderer out for a walk.

Person-centered approach: Using case study, uaddnsg why the
behavior is demanding and therefore, trying tovédke suffering and
improve quality of life.

—F

Results from these three articles are explainimgfliprmulti-factorial
and disciplinary approaches to manage challengeigtiors like
snoezelen, music (stimulated presence therapykiape recorded
stimulated voices and pet therapy etc.

Ecological strategies: Great evidence in the change of clie
environment by providing therapeutic environmerithwhe use of
aromatherapy, sensational stimuli from good smdtiswing and nice
pictures on the wall of the clients environment

nts
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