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Objective

The objective of this rapid literature review was to identify best practices in behavioural support
services for individuals with dementia. The findings in this rapid literature review address the
behavioural and psychological symptoms of dementia (BPSD), and the methods to address
those symptoms via hon pharmacological interventions. Examples of behaviours under
discussion include wandering, verbally disruptive, assaultive, and aggressive behaviours. The
purpose of this review was to highlight best practice interventions to reduce the occurrence,
delay the onset, and mitigate the effect of the behavioural manifestations associated with
dementia.

Search Methods

Individual peer-reviewed articles and review articles were identified through
Healthsystemsevidence.ca, the Cochrane Library, Rx for Change, Medline, and PubMed. The
search was limited to English sources and therefore may not capture the full extent of initiatives.
No year limit was placed on the search. Due to the rapid nature of this review, the search was
limited to review articles, therefore only a small amount of primary research articles are included
in this review. There was an emphasis on quantitative studies.

The following keywords, in various combinations were used to identify relevant articles and
documents: “dementia”, “Alzheimer*”, “behaviour”, “behaviour”, “psychosocial”,
“psychogeriatric”, “treatment”, “intervention”, “collaborative”, “best practices”, and “mental
health”. Since numerous reviews were found that focussed on dementia and mental health in

general, other populations that may also have behavioural issues were not explored.

Studies were only included if they clearly conducted a review of empirical literature as opposed
to theoretical concepts. All protocols were excluded except for Verbeen’s (2009) since the study
results may be of high interest to the clients once the study is completed. The studies were not
limited to the provision of care being provided in one location. Studies examining medication
type, medication adherence, or effects on caregivers were excluded.

Introduction and Background

Individuals with Alzheimer’s Disease (AD) or dementia not only face cognitive and functional
decline, but also diverse behavioural challenges that increase in severity over time (Gauthier et
al 2010). These behavioural challenges are often considered one of the most difficult issues in
providing care for people with dementia (Lai et al 2009). The behavioural and psychological
symptoms of dementia (BPSD) can manifest in different ways, e.g. vocally disruptive behaviour
(i.e. Barton et al 2005, von Gunten et al 2008), wandering (i.e. Hermans et al 2007, Robinson et
al 2007), and physical and verbal aggression (i.e. Allen-Burge et al 1999). Behavioural
symptoms are generally the expression of an underlying cognitive, psychological, or
physiological deficit (Spira et al 2006, Neville et al 2007, Gauthier et al 2010).

Numerous theoretical approaches and targeted interventions have been proposed and studied
to manage these behavioural problems such as psychosocial and environmental interventions
(Spira et al 2006, Cohen-Mansfield 2001). A small number of overarching models of care were
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discussed in the literature yet they were not empirically validated and therefore their effect is
unknown (Finnema et al 2000, Verbeek et al 2009).

No single intervention can address all behavioural challenges. Interventions will be most
effective when tailored to individuals’ needs (von Gunten et al 2008, O’Connor et al 2009a,
Gauthier et al 2010). It is important to understand what causes the behaviour and the individual
characteristics of the person with the behaviour, and then utilize this information to determine
which intervention is likely to be of most benefit (Smits et al 2007, Gauthier et al 2010).
Additionally, certain interventions may be appropriate for different stages of the disease
development i.e. Kasl-Goldley et al (2000) found that “Support groups and cognitive/ behavioral
therapy assist early stage individuals to build coping strategies and reduce distress.
Reminiscence and life review provide mild to moderate stage individuals with interpersonal
connections.” Lastly, different interventions will be effective in different settings depending on
the stage of the disease (Van Mierlo et al 2010).

Summary of Major Findings

Four main themes found in the literature are discussed below: models of care, specific targeted
interventions, collaborative care, and the quality of the literature.

Models of Care

Numerous models of care were discussed in the literature, most of which have not been
empirically validated. One such model that has been discussed in the literature is the concept
of having Special Care Units (SCUs): there is no standard definition of them but they “are
usually situated within nursing homes and commonly include the features of trained staffing,
special programming, a modified physical environment, and family involvement...” (Lai et al
2009). A Cochrane review found no evidence to support the benefit of SCUs over regular
nursing home care (Lai et al 2009). Another model that has been proposed entails small-scale
and homelike facilities (Verbeek et al 2009). In these facilities, a small number of residents live
together and form a household with staff. Normal daily life and social participation are
emphasized. It is expected that these facilities improve residents' quality of life. Moreover, it may
have a positive influence on staff's job satisfaction and families’ involvement and satisfaction
with care (Verbeek et al 2009).

Finnema et al (2000) and Verbeek et al (2009) have both conducted literature reviews on
models of care in dementia. Finnema et al’s (2000) review focused more on theoretical
foundations for the models and they ranged from development-oriented to system-theory
oriented models. Verbeek et al’'s (2009) review provided an international comparison of 11
different care concepts which have adopted a homelike philosophy in a small-scale context in
various countries. Some themes can be drawn from these reviews, such as the different types
of locations i.e. smaller units situated within larger nursing homes versus individual, stand-alone
residential facilities, the institution of focusing on the residents’ psychosocial wellbeing rather
than just their physical needs, staff-patient ratios, and the implementation of meaningful
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activities. A limited number of these models have been empirically tested and therefore their
validity and effectiveness is not yet clear, and many aspects of these homelike facilities remain
unclear (Finnema et al 2000, Verbeek et al 2009). One model of care, titled the Tailored Activity
Program (TAP) was evaluated and it demonstrated enhanced engagement and pleasure in
individuals with dementia, yet the quality of this study needs to be determined (Gitlin et al 2009).
Verbeek et al (2009) published a study protocol that will investigate the effects of small-scale
living facilities in the Netherlands on residents, family caregivers and nursing staff; results are
not yet available for this study.

Respite care was proposed as one short term model of care and was viewed as any
intervention designed to give rest or relief to caregivers (Lee et al 2005). Respite care is one of
the few services available with a primary focus on supporting family caregivers. There are
contradictory findings on outcomes of respite care services and a lack of controlled empirical
studies and evaluative research on effectiveness (Jeon et al 2005). Current evidence does not
demonstrate any benefits or adverse effects from the use of respite care for people with
dementia or their caregivers (Lee et al 2005). Residential respite care has great anecdotal
support but more empirical and evaluative research is needed on outcomes for the respite
recipients (Neville et al 2007).

Models of care within the mental health community are more widely described and reviewed.
The combination of home and community-based treatment was reviewed and twelve studies
found that home and community-based treatment of psychiatric symptoms were associated with
improved or maintained psychiatric status (Van Citters et al 2004). In reviewing the
effectiveness of day treatment programs and day care centres, evidence from two trials
suggested that day treatment programmes were superior to outpatient care in improving
psychiatric symptoms, but were no better or worse than outpatient care on any other outcome
variable, including costs (Marshall et al 2001). Draper et al (2004) published a synthesis on the
effectiveness of old-age mental health services. “In terms of service delivery of old-age mental
health services:

o there is good evidence (level I/11) to support the effectiveness of multidisciplinary,
individualized community services; primary/specialist care collaborations for treatment of
late life depression; outreach services to residential care; integrated post discharge
mental health services and treatments given to prevent delirium in medical wards (but
effects are modest);

¢ there is limited evidence (level Il or 11/1V) to support consultation/liaison mental health
services to medical wards and long-term psychogeriatric wards for less dependent
patients;

o there is weak evidence (level 1V) to support day hospitals, general adult mental health
wards, old-age mental health wards, combined old-age mental health and geriatric
wards; and

¢ no benefit was found from geriatric medical post-discharge services” (Draper et al 2004).
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Targeted Interventions

The literature predominantly focused on specific psychosocial or psychological interventions, as
opposed to overarching models of care. Three main psychosocial theoretical models have
generally been utilized to explain inappropriate behaviours in dementia: the “unmet needs”
model, a behavioral/learning model, and an environmental vulnerability/ reduced stress-
threshold model (Cohen-Mansfield 2001) and most targeted interventions try to address an
aspect of one of those models.

Most interventions focused on the psychosocial or psychological management of patients with
dementia. A list of targeted interventions and their outcomes follows:

Caregiver education: A review of 162 studies concerned with psychological management
approaches concluded that psycho-education for caregivers was effective, with benefits
lasting for months, especially when delivered individually (Livingston et al., 2005 as quoted
in Cohen-Mansfield 2001).

Music therapy: Mixed findings have been reported for music therapy. Some studies stated
positive benefits (Opie et al 1999, Sung et al 2005, Robinson et al 2007, Witzke et al 2008,
O’connor et al 2009a, Skingley, et al 2010), some found benefits during the treatment
period, but the effects did not persist (Gauthier et al 2010), and some found no benefits at all
(Vink et al 2003).

Physical activity: Some studies found weak evidence to support the efficacy of activity
programs or recreation therapy (i.e. Opie et al 1999, Robinson et al 2007, O’connor et al
2009h), yet a Cochrane review found insufficient evidence of the effectiveness of physical
activity programs in managing or improving cognition, function, behaviour, depression, and
mortality in people with dementia (Forbes et al 2008).

Reminiscence therapy (RT): RT involves the discussion of past activities, events and
experiences with another person or group, usually with the aid of tangible prompts such as
photographs, household and other familiar items from the past, music and archive sound
recordings. RT is one of the most popular psychosocial interventions and is highly rated by
staff and participants. Although there are a number of promising indications, there is
inconclusive evidence of the efficacy of RT for dementia (Woods et al 2005).

Validation therapy (VT): The therapy is based on the general principle of validation, the
acceptance of the reality and personal truth of another’s experience, and incorporates a
range of specific techniques. The specific interventions and techniques used within VT
approach bring together behavioural and psychotherapeutic methods to meet the needs of
individuals with different stages of dementia. There is insufficient evidence from randomised
trials to allow any conclusion about the efficacy of VT (Neal et al 2003).

Snoezelen: This therapy includes multi-sensory stimulation, provides sensory stimuli to
stimulate the primary senses of sight, hearing, touch, taste and smell, through the use of
lighting effects, tactile surfaces, meditative music and the odour of relaxing essential oils.
There is no evidence showing the efficacy of snoezelen for dementia (Chung et al 2002).
Animal assisted therapy: Several small studies suggest that the presence of a dog reduces
aggression and agitation, as well as promoting social behaviour in people with dementia.
One study has shown that aquaria in dining rooms of dementia care units stimulate
residents to eat more of their meals and to gain weight but is limited by the small number of
facilities studied (Forbes et al 2004, Filan et al 2006).

Aroma therapy: Aromatherapy was found to have moderate or large effect sizes in some
reviews (O’Connor et al 2009a), yet other reviews found the evidence inconclusive (Opie et
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al 1999). A Cochrane review noted that aroma therapy showed benefit for people with
dementia in the only trial in its review, but it is important to note there were several
methodological difficulties with this study (Holt et al 2003).

e Massage: The very limited amount of reliable evidence available is in favour of massage
and touch interventions. This evidence addresses only two specific applications: hand
massage for the immediate or short-term reduction of agitated behaviour, and the addition of
touch to verbal encouragement to eat for the normalization of nutritional intake. The existing
evidence does not support general conclusions about the effect or possible side effects of
such interventions (Hansen et al 2006).

Some reviews focused on the effect of interpersonal management which rely on the interaction
between the person with dementia and others. Caregivers can be trained to deliver behavioural
therapies to AD patients (such as RT and VT discussed above). Regimes involving pleasurable
events or caregiver problem-solving techniques were shown to reduce both the rate and
severity of depression in AD patients (Teri et al., 1997 as quoted in Gauthier et al 2010). One
review examined communication techniques and tactics and found interventions around daily
care activities had positive effects on communication outcomes. Effects of both types of
interventions on neuropsychiatric symptoms were divergent. The review concluded that care
staff can improve their communication with residents with dementia when strategies are
embedded in daily care activities or interventions are single-task sessions at set times (Vasse et
al 2010).

A final cluster of targeted interventions focus on environmental management (Cohen- Mansfield
2001, Barton et al 2005, Rayner et al 2006, Gauthier et al 2010). Environmental vulnerability —
for example, over/ under stimulation, overcrowding, inconsistent routine, provocation by others
(Day et al., 2000) — can decrease the threshold for stress (Hall and Buckwalter, 1987), leading
to disturbing behaviour (Gauthier et al 2010). In a review that examines physical environment
stimuli that turn healthcare facilities into healing environments, positive effects were found for
sunlight, windows, odour and seating arrangements. Inconsistent effects were found for sound,
nature, spatial layout, television and multiple stimuli interventions. However, when scrutinizing
the effects of specific environmental stimuli, conclusive evidence is still very limited and difficult
to generalize (Dijkstra et al 2006). When focusing specifically on patients with dementia, it has
been proposed that bright light therapy might be efficacious in aiding sleep and reducing mood
and behavioural disturbances (Ayalon et al 2006), but supporting studies are of limited quality
and the effect is inconclusive (Kim et al 2003, Forbes et al., 2009, Gauthier et al 2010).

Collaborative Care

A large body of literature within mental health discusses the benefits of collaborative care (CC),
sometimes also referred to as integrative care. Most studies were conducted on patients with
depression (Simon 2008; Craven and Bland 2006). Meta-analyses of previous RCTSs, as well as
recently conducted trials, strongly support the effectiveness of CC programs (as compared to
usual care) for depression across a broad range of primary care settings (Simon 2008; Hine et
al. 2008). Yet, it should be noted that many studies included multiple aspects to the
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interventions (i.e. CC, education, follow-up) and therefore one cannot fully contribute effects to
just the collaborative aspect of the intervention.

The benefits of CC are evident in the literature. Models to assess CC and its affects on
adherence to antidepressant medication, satisfaction with care of depression treatment, and
reduction of depressive symptoms indicate successes and high level of satisfaction with
integrated care (Hine et al 2008). Community mental health team (CMHT) management is not
inferior to non-team standard care in any important respects and is superior in promoting
greater acceptance of treatment. It may also be superior in reducing hospital admission and
avoiding suicide (Malone et al 2007).

Numerous approaches and interventions were developed, implemented, and studied yet no
constant best practice approach was used in the literature. There were key elements of the
interventions that were consistent in numerous models that seem to be contributing factors to
effective implementation of interprofessional collaborative mental health (IPCMH) care. They
were: integration of multiple disciplines, integration with primary health care, co-location of
services, supportive systems, funding arrangements, clinical relationships, consumer
centeredness, patient education, and provider skills and education (Pautler and Gagne 2005,
Pauzé et al 2005, Craven and Bland, 2006, Hine et al 2008, Simon 2008, van Orden et al 2009).

Within CC, one aspect that was highlighted in the gerontological literature was the need for
multi-disciplinary teams. Draper et al (2004), stated that the strongest evidence supports the
development of community multidisciplinary teams as a major service-delivery component.

A multidisciplinary team approach, using gerontological expertise, in acute care settings is
recommended to improve the care of older patients (Hickman et al 2007).

Quality of the Literature

Numerous reviews stated that most of the available primary studies were not of high
methodological quality and further research was required (i.e. Sung et al 2005, Spira et al 2006,
Forbes et al 2009) or that there was insufficient evidence (i.e. Forbes et al 2008). In some
instances, it is unlikely for ethical and practical reasons that an RCT would be conducted i.e. in
the study of SCUs, and therefore non-RCTs were included in the review but were noted to be of
poor quality (Lai et al 2009). A consistent theme that was noted was the caution in interpreting
the results in that the lack of findings may reflect the lack of high quality research in this area
rather than an actual lack of benefit (Lee et al 2005).
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Annotated bibliography*

Review articles (summaries appear in reverse chronological order):

1. Gauthier, S., Cummings, J., Ballard, C., Brodaty, H., Grossberg, G., Robert, P., Lyketsos, C.,
(2010), “Management of behavioral problems in Alzheimer’s disease”, International
Psychogeriatrics, Vol. 22(3), 346-372

Alzheimer’s disease (AD) is a complex progressive brain degenerative disorder that has effects on
multiple cerebral systems. In addition to cognitive and functional decline, diverse behavioral changes
manifest with increasing severity over time, presenting significant management challenges for caregivers
and health care professionals. Almost all patients with AD are affected by neuropsychiatric symptoms at
some point during their illness; in some cases, symptoms occur prior to diagnosis of the dementia
syndrome. Further, behavioural factors have been identified, which may have their origins in particular
neurobiological processes, and respond to particular management strategies. Improved clarification of
causes, triggers, and presentation of neuropsychiatric symptoms will guide both research and clinical
decision-making. Measurement of neuropsychiatric symptoms in AD is most commonly by means of the
Neuropsychiatric Inventory; its utility and future development are discussed, as are the limitations and
difficulties encountered when quantifying behavioral responses in clinical trials. Evidence from clinical
trials of both non-pharmacological and pharmacological treatments, and from neurobiological studies,
provides a range of management options that can be tailored to individual needs. We suggest that non-
pharmacological interventions (including psychosocial/psychological counselling, interpersonal
management and environmental management) should be attempted first, followed by the least harmful
medication for the shortest time possible. Pharmacological treatment options, such as antipsychotics,
antidepressants, anticonvulsants, cholinesterase inhibitors and memantine, need careful consideration of
the benefits and limitations of each drug class. Current management of behavioral disturbances involves
non-pharmacological interventions, as well as pharmacological interventions including antipsychotic
drugs, antidepressants, anxiolytics, hypnaotics, anticonvulsants, cholinesterase inhibitors (ChEls), and
memantine. The following describes the various options that are available for the treatment of
neuropsychiatric symptoms (NPS) NPS in AD. No single therapy can address all behaviors. It is critical to
understand the cause of the behaviour and the person exhibiting the behavior, and to use this information
to determine what approach is likely to be of most benefit.

e EVIDENCE FOR PSYCHOSOCIAL/PSYCHOLOGICAL MANAGEMENT: A review of 162
studies concerned with psychological management approaches to NPS concluded that
psycho-education for caregivers was effective, with benefits lasting for months, especially
when delivered individually (Livingston et al., 2005). Similar benefits were observed when
behavior management techniques centering on individual patient or caregiver behaviors were
employed. Music therapy and sensory stimulation were useful during the treatment period,
but the effects did not persist.

e EVIDENCE FOR INTERPERSONAL MANAGEMENT: The presence of NPS may be an
expression of unmet needs (i.e. pain, hunger, thirst). It is the inability of patients to
comprehend these needs, or to make these needs known to caregivers, that may result in a
display of disturbing behavior. Intervention comes in the form of interpersonal therapies,
which rely on the interaction between the person with dementia and others. Caregivers can
be trained to deliver behavioural therapies to AD patients. Regimes involving pleasurable

! Please note that the text of the summaries is taken directly from the articles themselves.
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events or caregiver problem-solving techniques were shown to reduce both the rate and
severity of depression in AD patients over control (Teri et al., 1997).

e EVIDENCE FOR ENVIRONMENTAL MANAGEMENT: Environmental vulnerability — for
example, over/ under stimulation, overcrowding, inconsistent routine, provocation by others
(Day et al., 2000) — can decrease the threshold for stress (Hall and Buckwalter, 1987),
leading to disturbing behavior. The sundowning phenomenon (i.e. greater confusion and
more NPS in the late afternoon or early evening) is commonly reported; in one study, nursing
home evening staff documented a greater incidence of hallucinations, psychosis, activity
disturbance, and diurnal disturbance among residents than their daytime colleagues (Brodaty
et al., 2001). Bright light therapy to aid sleep and reduce mood and behavioural disturbances,
and animal-assisted therapy to reduce agitation and/or aggression have been proposed, but
supporting studies are of limited quality (Forbes et al., 2004), or conclusions are restricted by
small sample sizes and short study durations (Filan and Llewellyn-Jones, 2006).

2. Skingley, A., Vella-Burrows, T., (2010), “Therapeutic effects of music and singing for older
people”, Nursing Standard, Vol 24 (19), p. 35-41

AIM: To identify how music and singing may be used therapeutically by nurses in caring for older people.
METHOD: A multimethod approach was taken, comprising a search of the Cumulative Index of Nursing
and Allied Health Literature (CINAHL) and Medline databases, and the extraction of relevant articles from
three existing reviews. FINDINGS: Two reviews and 16 research reports were identified, the majority of
which were intervention studies. All the studies reported benefits from music or singing for older people.
Positive findings related to dementia, specific disorders (osteoarthritis pain, post-operative delirium, sleep
difficulties, chronic obstructive pulmonary disease), and older people living at home. Recommendations
for nursing were made, although there is a need for clarification on how nursing interventions should be
implemented. CONCLUSION: The evidence base to support the benefits of music and singing is
increasing, and it is suggested that nurses may contribute to appropriate interventions and referrals.
There is a need for further research, both to support these findings and to explore the nursing role in
relation to providing music and singing therapies.

3. Vasse, E., Vernooij-Dassen, M., Spijker, A., Rikkert, MO., Koopmans, R., (2010), “A systematic
review of communication strategies for people with dementia in residential and nursing
homes”, International Psychogeriatrics, Vol. 22(2), p. 189-200

Background: The impairment of verbal skills of people with dementia challenges communication. The
aim of this review was to study the effects of nonpharmacological interventions in residential and nursing
homes on (1) communication between residents with dementia and care staff, and (2) the
neuropsychiatric symptoms of residents with dementia. Method: Pubmed, Psychinfo, Web of Science,
the Cochrane Library, and reference lists from relevant publications were systematically searched to find
articles about controlled interventions with communication strategies. The data collected were pooled and
subjected to a meta-analysis. Results: Nineteen intervention studies were selected for this review. They
included structured and communicative “sessions at set times” for residents (e.g. life review) and
communication techniques in activities of “daily care” applied by care staff (e.g. sensitivity to nonverbal
communication). A meta-analysis of five set-time interventions (communication) and another meta-
analysis of four set-time interventions (neuropsychiatric outcomes) found no significant overall effects.
Individual set-time intervention studies report positive effects on communication when interventions are
single-task sessions, like life review or one-on-one conversation. Interventions around daily care activities
had positive effects on communication outcomes. Effects of both types of interventions on
neuropsychiatric symptoms were divergent. Conclusion: This review indicates that care staff can
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improve their communication with residents with dementia when strategies are embedded in daily care
activities or interventions are single-task sessions at set times. These results offer the possibility of
improving the quality of care, but not of directly reducing neuropsychiatric symptoms. More research is
needed to study the effect of communication interventions on neuropsychiatric symptoms.

4. Van Mierlo, LD., Van der Roest, HG., Meiland, FJM., Dro” es, RM., (2010), “Personalized
dementia care: Proven effectiveness of psychosocial interventions in subgroups”, Ageing
Research Reviews, Vol. 9, p. 163-183

Many psychosocial intervention studies report effects in subgroups of people with dementia. Insight into
the characteristics of these subgroups is important for care practice. This study reviews personal
characteristics of people with dementia (living in the community or in an institution) that are related to
positive outcomes of psychosocial interventions. Electronic databases and key articles were searched for
effect studies published between January 1990 and February 2008.0utcome measures were clustered
into categories such as cognitive functioning, behavioural functioning and mental health. Seventy-one
studies showed positive outcomes on psychosocial interventions, such as decreased depression and less
behavioural problems, related to personal characteristics of people with dementia, such as gender, type
or severity of dementia, presence of behavioural or mental health problems, and living situation. For
people with dementia living in the community positive effects were most frequently found in the persons
with mild to severe dementia not otherwise specified and with mild to moderate Alzheimer’s Disease. For
people with dementia living in an institution positive effects were found most frequently in the subgroups
moderate to severe dementia, severe to very severe dementia and in the subgroup with behavioural
problems. This study provides a unique overview of characteristics that are related to effective
intervention outcomes. It also suggests that more research will lead to a better understanding of which
care and welfare interventions are effective for specific subgroups of people with dementia.

5. Forbes D, Culum I, Lischka AR, Morgan DG, Peacock S, Forbes J, Forbes S., (2009), “Light
therapy for managing cognitive, sleep, functional, behavioural, or psychiatric disturbances in
dementia”, Cochrane Database of Systematic Reviews, Issue 4. Art. No.: CD003946.

Background: Rest-activity and sleep-wake cycles are controlled by the endogenous circadian rhythm
generated by the suprachiasmatic nuclei (SCN) of the hypothalamus. Degenerative changes in the SCN
appear to be a biological basis for circadian disturbances in people with dementia, and might be reversed
by stimulation of the SCN by light. Objectives: The review assesses the evidence of effectiveness of light
therapy in managing cognitive, sleep, functional, behavioural, or psychiatric disturbances associated with
dementia. Search strategy: The Specialized Register of the Cochrane Dementia and Cognitive
Improvement Group (CDCIG), The Cochrane Library, MEDLINE, EMBASE, PsycINFO, CINAHL and
LILACS were searched on 4 March 2008 using the terms: “bright light*”, “light box*”, “light visor*”, “dawn-
dusk*”, phototherapy, “photo therapy”, “light therapy” “light treatment”, light* . The CDCIG Specialized
Register contains records from all major health care databases (The Cochrane Library, MEDLINE,
EMBASE, PsycINFO, CINAHL, LILACS) as well as from many trials databases and grey literature
sources. Selection criteria: All relevant, randomized clinical trials in which light therapy, at any intensity
and duration, was compared with a control group for the effect on managing cognition, sleep, function,
behavioural, or psychiatric disturbances (as well as changes in institutionalization rates or cost of care) in
people with dementia of any type and degree of severity. Three reviewers independently assessed the
retrieved articles for relevance and methodological quality, and extracted data from the selected studies.
Statistically significant differences in outcomes between the treatment and control groups at end of
treatment and follow-up were examined. Each study was summarized using a measure of effect (e.g.
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mean difference). Main results: Eight trials met the inclusion criteria. However, three of the studies could
not be included in the analyses because of inappropriate reported study analyses or inability to retrieve
the required data from the investigators. The light sources in the included studies were: a light box placed
approximately one metre away from the participants at a height within their visual fields; a light visor worn
on their heads; ceiling mounted light fixtures; or dawn-dusk simulation that mimics outdoor twilight
transitions. Eight studies met the inclusion criteria. This review revealed no adequate evidence of the
effectiveness of light therapy in managing cognition, sleep, function, behaviour, or psychiatric
disturbances associated with dementia. Authors’ conclusions: There is insufficient evidence to
determine whether light therapy is effective in the management of cognitive, sleep, functional, behavioural
or psychiatric disturbances in dementia Most of the available studies are not of high methodological
quality and further research is required. Rest-activity and sleep-wake cycles are controlled by the
endogenous circadian rhythm generated by the suprachiasmatic nuclei (SCN) of the hypothalamus.

6. Lai CKY, Yeung JHM, Mok V, Chi l., (2009), “Special care units for dementia individuals with
behavioural problems”, Cochrane Database of Systematic Reviews, Issue 4. Art. No.:
CD006470.

Background: The behavioural problems of people with dementia are often considered as one of the most
challenging issues in caring. Special Care Units (SCUs) have flourished since the 1980s with the aim of
taking care of dementia patients, usually those with Alzheimer’s disease, and in particular for those with
behavioural problems. Although lacking a standard definition, SCUs are usually situated within nursing
homes and commonly include the features of trained staffing, special programming, a modified physical
environment, and family involvement. The costs of SCUs are commonly higher than for ’standard’ nursing
home care. However, evaluations of the outcomes of SCUs have yielded conflicting results. A systematic
review of this evidence is therefore warranted. Objectives: To evaluate the effect of SCUs on
behavioural problems, mood, use of restraints and psychotropic medication in patients with dementia.
Search strategy: The trials were identified from a search of the Specialized Register of the Cochrane
Dementia and Cognitive Improvement Group (CDCIG), The Cochrane Library, MEDLINE, EMBASE,
PsycINFO and CINAHL on 6 September 2007 using the search terms: Special Care Units or SCUs. The
CDCIG Specialized Register contains records from major healthcare databases including MEDLINE,
EMBASE, CINAHL, PsycINFO, CENTRAL, and LILACS as well as many ongoing trial databases and
grey literature sources. Selection criteria: All randomized controlled trials (RCTs) in which the outcomes
of SCUs were compared against traditional nursing units (nursing homes, skilled nursing facilities) were
included. Data collection and analysis: Two reviewing authors independently read the full reports of the
potentially eligible studies and selected those that met the inclusion criteria. Discrepancies were resolved
by discussions among the two reviewing authors. Final consensus was reached with input from a third
member of the team when necessary. Main results: No RCTs meeting the selection criteria were
identified. Since it is unlikely, for ethical and practical reasons that an RCT of SCUs will be conducted, a
systematic review of non-RCTs using the same protocol and criteria was conducted. There were eight
non-RCTs that fulfilled the criteria for inclusion. Only four studies had data which could be extracted for
pooling in meta-analysis. Differences between comparator groups in these non RCTs ? for example in
severity of dementia - were not adequately adjusted for and were common in the trial which accounted for
almost all of the positive outcomes of SCUs (Nobili, 2006). All of the results of the outcomes came only
from single studies except for “physical restraint use” at 6 months, which included data from two studies.
A small improvement in total Neuropsychiatric Inventory scores, favouring SCU was noted in one study at
6, 12 and 18 months. The use of physical restraints was less common in SCUs at 6 and 12 months (OR=
0.46 (95% CI 0.27 to 0.80), p=0.006; and OR=0.49 (0.27 to 0.88), p=0.02 respectively). Patients in SCUs
were less depressed at 3 months than those in traditional nursing home (WMD -6.30 (-7.88 to -4.72)

Page 13 of 88
Appendix A BSS Project: Rapid Literature Review



Cornell points, p<0.00001). There was only one observation that favoured the control group: a small but
significant effect favouring traditional nursing home care was observed at 6 months in the mean number
of psychotropic medications used (WMD 0.20, CI 0.00 to 0.40, z=1.96, P=0.05). Authors’ conclusions:
There are no identified RCTs investigating the effects of SCUs on behavioural symptoms in dementia,
and no strong evidence of benefit from the available non-RCTs. There is limited evidence to support the
assumption that the care of people with dementia in special care units is superior to care in traditional
nursing units. It is probably more important to implement best practice than to provide a specialized care
environment. The routine collection of data on behaviour, restraint and psychotropic drug use across
multiple nursing home settings offers the best modality for formal evaluation of the benefit or otherwise of
SCUs.

7. O’Connor, DW., Ames, D., Gardner, B., King, M., (2009a), “Psychosocial treatments of
behavior symptoms in dementia: a systematic review of reports meeting quality standards”,
International Psychogeriatrics, Vol. 21(2), p. 225-240

Objective: To provide a systematic review of selected experimental studies of psychosocial treatments of
behavioral disturbances in dementia. Psychosocial treatments are defined here as strategies derived from
one of three psychologically oriented paradigms (learning theory, unmet needs and altered stress
thresholds). Learning theory asserts that behaviors are reinforced when carers reward them with
attention. Calling out, for example, increases in frequency if staff members attend to nursing home
residents when they are noisy but ignore them at other times. The ABC model (Antecedents, Behaviors,
Consequences) seeks to reinforce appropriate behaviors and discourage dysfunctional ones (Teri et al.,
1998). In the unmet needs paradigm, inappropriate behaviors stem from normal human needs — physical,
emotional and social — that carers fail to perceive or address (Cohen-Mansfield, 2001). These needs
encompass meaningful activity, pleasurable social interaction and freedom from pain. Strategies to
address them include recreation, physical exercise and adequate analgesia to name just a few. According
to the stress threshold model, dementia reduces the capacity to cope with stress, resulting in
inappropriate behaviors (Hall and Buckwalter, 1987). Stress levels can be modulated to tolerable levels
by attending to signals of distress and alternating periods of rest and activity. Most psychosocial
treatments blend elements of all three paradigms. Attendance at a music therapy session in a nursing
home, for example, might result in (i) positive interaction with staff, thus reinforcing attentive, appropriate
behavior; (ii) an opportunity to engage in pleasing, creative activity, and (iii) release from the
meaningless, anxiety Method: English language reports published or in press by December 2006 were
identified by means of database searches, checks of previous reviews and contact with recognized
experts. Papers were appraised with respect to study design, participants’ characteristics and reporting
details. Because people with dementia often respond positively to personal contact, studies were included
only if control conditions entailed similar levels of social attention or if one treatment was compared with
another. Results: Only 25 of 118 relevant studies met every specification. Treatment proved more
effective than an attention control condition in reducing behavioral symptoms in only 11 of the 25 studies.
Effect sizes were mostly small or moderate. Treatments with moderate or large effect sizes included
aromatherapy, ability focused carer education, bed baths, preferred music and muscle relaxation training.
Conclusions: Some psychosocial interventions appear to have specific therapeutic properties, over and
above those due to the benefits of participating in a clinical trial. Their effects were mostly small to
moderate with a short duration of action. This limited action means that treatments will work best in
specific, time limited situations. In the few studies that addressed within-group differences, there were
marked variations in response. Some participants benefited greatly from a treatment, while others did not.
Interventions proved more effective when tailored to individuals’ preferences.
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8. O’Connor, DW., Ames, D., Gardner, B., King, M., (2009b), “Psychosocial treatments of
psychological symptoms in dementia: a systematic review of reports meeting quality
standards”, International Psychogeriatrics, Vol. 21(2), p. 241-251

Background: This paper provides a systematic review of selected experimental studies of the
effectiveness of psychosocial treatments in reducing psychological symptoms in dementia (e.g. anxiety,
depression, irritability and social withdrawal). Method: English language reports published or in press by
February 2008 were identified by means of database searches and checks of previous reviews. Reports
were appraised with respect to study design, participants’ characteristics and reporting details. Because
people with dementia often respond positively to personal contact, studies were included only if control
conditions entailed similar levels of social attention or if one treatment was compared with another.
Results: Only 12 of 48 relevant papers met every specification. Treatments proved more effective in
reducing psychological symptoms than an attention control condition or another treatment in only six of
the 12 selected studies. Interventions with moderate effect sizes included music and recreation therapy.
Conclusions: Some psychosocial interventions appear to have specific therapeutic properties, over and
above those due to the benefits of participating in a clinical trial. Their effects were generally modest with
an unknown duration of action. This limited efficacy suggests that treatments will work best in specific,
time limited situations, tailored to individuals’ requirements. There is no preferred method to rate
psychological symptoms.

9. Verbeek, H., van Rossum, E., Zwakhalen, SMG., Kempen, GIJM., Hamers, JPH., (2009) “Small,
homelike care environments for older people with dementia: a literature review”, International
Psychogeriatrics, Vol 21(2), p. 252-264

Background: There is large cross-national variation in the characteristics of small, domestic-style care
settings which emphasize normalized living. However, a systematic overview of existing types is lacking.
This study provides an international comparison of the care concepts which have adopted a homelike
philosophy in a small-scale context. Insight into their characteristics is vital for theory, planning and
implementation of such dementia care settings. Method: A literature search was performed using various
electronic databases, including PubMed, Medline, CINAHL and PsycINFO. In addition, “gray” literature
was identified on the internet. Concepts were analyzed according to five main characteristics: physical
setting, number of residents, residents’ characteristics, domestic characteristics and care concept.
Results: 75 papers were included covering 11 different concept types in various countries. The concepts’
location varies between units situated within a larger nursing home (e.g. “Residential groups” in Germany)
to stand-alone facilities (e.g. “Green Houses” in the U.S.A. or “Special Care Facility” in Canada; Dettbarn-
Reggentin, 2005; Rabig et al., 2006; Reimer et al., 2004). In addition, there are differences within
projects. For instance, “Small-scale Living” in the Netherlands/ Belgium and “Group Living” in Sweden
can be located in ordinary houses in the community or may be part of a larger, assisted-living facility (te
Boekhorst et al., 2007; Wimo and Morthenson Ekel of, 2004). The number of residents per house or unit
varies from 5-9 (e.g. “Group Homes” in Japan, “Group living” in Sweden and “Small-scale Living” in the
Netherlands/Belgium) to 13—15 residents (e.g. “CADE units” in Australia, “Cantou” in France) (Atkinson,
1995; Onishi et al., 2006; te Boekhorst et al., 2007; Ritchie et al., 1992). In all concepts a social model
of care is applied, focusing on residents’ psychosocial wellbeing rather than their physical needs. To
realize this, the physical and organizational environment has been fundamentally changed in
comparison with the traditional setting in nursing homes (Kane et al., 2007). Similarities among
concepts reflected a focus on meaningful activities centered around the daily household. Staff have
integrated tasks and are part of the household, and archetypical home-style features, such as kitchens,
are incorporated in the buildings. Differences among concepts were found mainly in the physical settings,
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numbers of residents and residents’ characteristics. Some concepts have become regular dementia care
settings, while others are smaller initiatives. Conclusion: The care concepts are implemented in various
ways with a changing staff role. However, many aspects of these small, homelike facilities remain
unclear. Future research is needed, focusing on residents’ characteristics, family, staff and costs.

10. Forbes D, Forbes S, Morgan DG, Markle-Reid M, Wood J, Culum 1, (2008), “Physical activity
programs for persons with dementia”, Cochrane Database of Systematic Reviews, Issue 3.
Art. No.: CD006489

Background: There is some evidence that physical activity delays the onset of dementia in healthy older
adults and slows down cognitive decline to prevent the onset of cognitive disability. Studies using animal
models suggest that physical activity has the potential to attenuate the pathophysiology of dementia.
"Physical activity’ refers to 'usual care plus physical activity’. Objectives: Primary: do physical activity
programs maintain or improve cognition, function, behaviour, depression, and mortality compared to
usual care in older persons with dementia? Secondary: do physical activity programs have an indirect
positive impact on family caregivers’ health, quality of life, and mortality compared to family caregivers of
older persons with dementia who received usual care alone? Do physical activity programs reduce the
use of health care services (e.g., visits to the emergency department) compared to usual care in older
persons with dementia and their family caregiver? Search strategy: The trials were identified from
searches of the Specialized Register of the Cochrane Dementia and Cognitive Improvement Group, The
Cochrane Library, MEDLINE, EMBASE, PsycINFO, CINAHL and LILACS on 9 September 2007 using the
search terms: exercise OR “physical activity” OR cycling OR swim* OR gym* OR walk* OR danc* OR
yoga OR “tai chi”. Selection criteria: All relevant, randomized controlled trials in which physical activity
programs were compared with usual care for the effect on managing or improving cognition, function,
behaviour, depression, and mortality in people with dementia of any type and degree of severity.
Secondary outcomes related to the family caregiver(s) included quality of life, mortality, and use of health
care services were intended to be examined. Data collection and analysis: Two reviewers
independently assessed the retrieved articles for relevance and methodological quality, and extracted
data from the selected trials. Main results: Four trials met the inclusion criteria. However, only two trials
were included in the analyses because the required data from the other two trials w