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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 non 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: 

 there is good evidence (level I/II) 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 III or II/IV) to support consultation/liaison mental health 
services to medical wards and long-term psychogeriatric wards for less dependent 
patients;  

 there is weak evidence (level IV) 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 
2009b), 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 



Page 8 of 88 
Appendix A BSS Project: Rapid Literature Review 

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). 

 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 RCTs, 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 bibliography1 

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, hypnotics, anticonvulsants, cholinesterase inhibitors (ChEIs), 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. 

 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. 

 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 

                                                           
1
 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). 

 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.Outcome 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 I., (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) 
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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 I, (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 were not made 

available. Only one meta-analysis was conducted. The results from this review suggest that there is 

insufficient evidence of the effectiveness of physical activity programs in managing or improving 

cognition, function, behaviour, depression, and mortality in people with dementia. Few trials have 

examined these important outcomes. In addition, family caregiver outcomes and use of health care 

services were not reported in any of the included trials. Authors’ conclusions: There is insufficient 

evidence to be able to say whether or not physical activity programs are beneficial for people with 

dementia. 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.  

11. Hine, C., Howell, HB., Yonkers, KA., (2008), “Integration of Medical and Psychological 
Treatment within the Primary Health Care Setting”, Social Work in Health Care,47 (2), 122-134 

 

Objective: Integrated care entails the provision of behavioral health services within the primary care 

setting and emphasizes a collaborative approach between mental health professionals and primary care 

providers. The authors performed a comprehensive literature review of collaborative care (CC).  

Discussion: Benefits to integrated care: a) Economic: Integration of care provides profound financial and 

economic advantages and is more efficient. B)  Decrease burden for Primary Care Physicians (PCPs) C) 
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Reduction in Referrals. Limitations: 1) Role changes for clinicians. 2) It necessitates the capacity and 

resources for managing medical needs after-hours and having timely access to specialist consultation. 3) 

Misconceptions both within the psychological and physiological health care professions.  Patient 

outcomes: 1) Lin et al. (2006): over a 12-month period, collaborative depression management was 

associated with significant reductions in arthritis pain among the intervention patients relative to usual 

care patients. 2) IMPACT study: after 12 months, their program affected a 50% decrease in depressive 

symptoms in 45% of IMPACT enrollees, but in only 19% of controls. IMPACT patients also reported 

statistically significant improved depression treatment, more satisfaction with depression care, lower 

depression severity, less functional impairment, and greater quality of life than patients who received care 

as usual (Unutzer et al. 2002). Overall, 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 the integrated care program. Patients 

who were part of integrated care models were significantly more likely to adhere to antidepressant 

medication when compared with usual care patients (Katon et al. 1996). Cost of care: 1) One study 

showed that increased health care costs during the initial 12 months were offset by cost savings in the 

12–28 month follow-up. This suggests that investing in CC may improve quality of care and health 

outcomes, while also demonstrating either neutral effects or savings on health care costs over a two-year 

period (Katon & Unutzer, 2006).  2) Katon et al. (2006), in a CC study on panic disorder, indicated that in 

regard to total medical costs, evidence suggests a cost saving of about $240 associated with integrative 

care. Models of integrated care demonstrated increased treatment costs associated with delivering the 

intervention, increased treatment costs when pertaining to primary care visits and increased use of 

antidepressant medication. In regard to primary care depression treatment costs, estimates ranged from 

$13 to $24 per depression-free day. When assessing cost-effectiveness of integrative care, Gilbody 

concludes that increased costs associated with the intervention may result in an increase of depression 

free days, which may lead to reduction in use of outside services. 

12. Kinoshita, T., (2008), “Role of the home visit medical service for patients with behavioral and 
psychological symptoms of dementia (BPSD) living in the community”, Psychogeriatrics, Vol.  
8, p. 142–147 

 

Background: It is important for patients with behavioral and psychological symptoms of dementia 

(BPSD) in the community, who refuse to go to clinics, to be medically served by means of home visits. 

However, there are a few clinics in Japan that are specialized in home visits for BPSD. Methods: The 

home visit medical service provided to several patients with BPSD was reviewed and the strategy for the 

treatment of BPSD was analyzed. Results: It was found that the medical approach of home visits for 

patients with BPSD needed to be based on daily life information as well as medical information. 

Conclusions: The medical service alone is not enough to provide appropriate care for patients with 

BPSD who are living in the community. Using the case studies presented herein, we have demonstrated 

the importance of ‗daily life information‘ for medical intervention. Issues relating to the exacerbation of 

BPSD and the cooperation of caregivers in the drug monitoring system at home are also considered. 

13. Simon, G., (2008), “Collaborative care for mood disorders”, Current Opinion in Psychiatry, 
22:37–41 

 

Purpose:  Research literature was reviewed to identify recent studies regarding effectiveness, cost-

effectiveness, and generalizability of collaborative care (CC) programs to improve treatment of mood 

disorders. Definition: The objective of CC: to deliver empirically supported treatment for depression in a 

form acceptable to primary care patients and providers. Initial CC interventions relied heavily on 
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psychiatrists and doctoral-level psychologists, yet recent models depend on care managers (often nurses 

or nondoctoral providers) to provide education, monitor progress, and deliver brief psychological 

interventions. Psychiatrists and psychologists provide supervision and limit direct clinical contact to 

patients with more severe depression. Recent findings: Meta-analyses of previous RCTs as well as 

recently conducted trials strongly support the effectiveness of CC programs for depression across a 

broad range of primary care settings. Two recent studies evaluated the long-term cost effects of CC. 

Unutzer et al. (2008) reported four-year results from the IMPACT trial, a multicenter RCT of a 12-month 

CC intervention for depressed primary care patients aged 65 yrs or older. This study included two 

organizations for which long-term cost data were available. Observed healthcare costs over four years 

(including costs of the original CC intervention and costs for all other health services) were slightly lower 

in patients receiving the CC intervention than those continuing in usual care. Although confidence limits 

for cost estimates were broad, replication analyses found an 87% probability of lower costs for the CC 

program. Katon et al. (2008) examined long-term costs from a randomized trial of a CC intervention for 

patients with depression and diabetes. Total health costs over five years (including costs of the original 

CC intervention) were approximately $4000 lower in patients assigned to the CC program. Confidence 

limits for this difference extended from a cost decrease of $15 000 to a cost increase of $7000. Over time, 

the direct costs of providing more effective treatment for depression appear to be balanced by decreases 

in the use of general medical services, especially for patients with comorbid chronic medical illness. Given 

that the added costs of CC are incurred early and economic benefits appear slowly, successful 

implementation of CC programs will depend on adequate funding and availability of dedicated staff. Cost 

savings in these two studies may reflect two factors. 1) Extending the time horizon to four or five years 

allows more time for cost benefits of CC (i.e. lower use of general health services as a result of 

improvement in depression) to balance the direct costs of the CC intervention. 2) Both trials included 

patients with significant medical comorbidity and concomitant high overall healthcare costs. In these 

patients, even modest decreases in use of other health services could more than compensate for the 

direct costs of improved treatment for depression. Given broad confidence limits (reflecting the variability 

of healthcare costs), these suggestions of cost savings with CC should be interpreted cautiously. 

Summary: Given the strong evidence for the effectiveness, cost-effectiveness, and generalizability of CC 

programs for depression in primary care, attention should turn to dissemination and implementation. 

 

14. von Gunten, A., Alnawaqil, AM., Abderhalden, C., Needham, I., Schupbach, B., (2008), “Vocally 
disruptive behavior in the elderly: a systematic review” International Psychogeriatrics, Vol. 
20(4), p. 653–672 

 

Background: Vocally disruptive behavior (VDB) in the elderly is a common condition, especially in people 

with dementia, but difficult to treat. It may occur in as many as 40% of nursing home residents. This study 

is a review of the existing literature on this condition. Method: The literature review was conducted using 

PubMed (particularly Medline and the Cochrane database) and reference lists from relevant publications 

in English, French, and German. Results: Most studies are small and no conclusive prevalence data are 

available. Many biological and psychosocial treatments have been advocated, but most studies are little 

more than anecdotal case reports. It is evident that VDB can have deleterious consequences on others 

and the patients themselves, although no studies specifically examine the range or the pervasiveness of 

VDB. Etiopathogenic research on VDB is still in its infancy. Conclusions: Most aspects surrounding VDB 

are insufficiently understood. The heterogeneity and multiple contributive factors regarding VDB suggest 

quite convincingly that a panoply of different interventions tailored to the individual‘s needs will be 

required to overcome VDB and the suffering related to it. 



Page 19 of 88 
Appendix A BSS Project: Rapid Literature Review 

15. Witzke, J., Rhone, RA., Backhaus, D., Shaver, NA., (2008), “How Sweet the Sound: Research 
Evidence for the Use of Music in Alzheimer’s Dementia”, Journal of Gerontological Nursing, 
Vol. 34(10), p.45-52 

 
The purpose of this article is to provide an evidence-based synthesis of the research literature on music 
intervention for agitated behavior in Alzheimer‘s dementia. A qualitative review of the literature supported 
music as a low-cost, simple alternative to traditional methods of management, with minimal risk to the 
client. A rating system assigning levels of evidence to support these interventions was used, and implica-
tions for nursing practice innovations and further research are discussed. 
 

16. Hermans, D, Htay, UH, Cooley SJ. (2007), “Non-pharmacological interventions for wandering 
of people with dementia in the domestic setting”, Cochrane Database of Systematic Reviews 
2007 

Background: A number of studies exist of interventions for wandering in the institutional setting, but 

much less work has been done on wandering in the domestic setting. The prevalence of wandering by 

people with dementia is difficult to assess; wandering is not a simple or static behaviour and the reasons 

why people wander remain unclear. In the absence of a theory of wandering and an agreed definition of 

wandering, it is difficult to discover effective strategies for managing wandering and difficult to design 

appropriate intervention strategies. Also, the same behaviour or type of wandering might occur for 

different reasons in different individuals; any theoretical formulation is going to have to allow for different 

triggers for the behaviour and so to get a ‘one size fits all‘ kind of explanation is unlikely. Thus what we 

mostly encounter in this field is a ‘trial and error‘ approach which does not always do justice to the 

complex interactions of personal and environmental factors that lead people with dementia to wander. 

While there seems to be a consensus in the literature that in the majority of cases non-pharmacological 

approaches may work as well as drug treatment and with fewer side effects, in practice clinicians often 

resort to drugs as the first line of treatment. This review reports the lack of evidence from RCTs and 

discusses the range of non-pharmacological interventions that have been carried out using other study 

designs. Objectives: To evaluate the effectiveness and safety of non-pharmacological interventions in 

reducing wandering in the domestic setting by people with dementia. The secondary objective is to 

highlight the quality and quantity of research evidence available and to set an agenda for future research. 

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 

11 June 2009 using the terms:exit* OR wander* OR elopement OR ambulat* OR walk*. The CDCIG 

Specialized Register contains records from all major health care databases as well as from many trials 

databases and grey literature sources. Selection criteria: Randomised clinical trials comparing 

intervention with no intervention or usual treatment (‘standard care‘) or another intervention. Data 

collection and analysis: No suitable trials of non-pharmacological interventions for the prevention and 

management of wandering in the domestic setting were found. Main results: As no randomised 

controlled trials were found, no results can be reported. Authors’ conclusions: There is an urgent need 

for RCTs of non-pharmacological interventions for wandering in the domestic setting. No evidence of the 

efficacy of non-pharmacological interventions for domestic wandering in people with dementia due to lack 

of trials. 

17. Hickman L., Newton P., Halcomb E.J., Chang E. & Davidson P., (2007), “Best practice 
interventions to improve the management of older people in acute care settings: a literature 
review”, Journal of Advanced Nursing, Vol 60(2), 113–126 

 

Aim. This paper is a report of a literature review of experimental evidence describing interventions to 

manage the older adult in the acute care hospital setting. Background. Older people are increasingly 
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being cared for in a system largely geared towards acute care. This approach is often inadequate to meet 

the needs of older patients with chronic and complex conditions. In response to these challenges, 

evidence-based interventions are required to improve health outcomes. Method. The MEDLINE and 

CINAHL databases and the Internet were searched using the keywords elderly, older, geriatric and aged 

care. Studies published between 1985 and 2006 were included if they reported, in English, a controlled 

trial of an intervention designed to improve the management of older adults in the acute care setting. The 

findings were synthesized using the method of a modified integrative literature review. Findings. Only 26 

controlled trials met the inclusion criteria. The following elements of interventions appear critical in 

providing optimal health outcomes for older people admitted to acute care: (1) a team approach to care 

delivery either directly in a designated unit for older patients or indirectly using gerontological expertise in 

a consultancy model; (2) targeted assessment techniques to prevent complications; (3) an increased 

emphasis on discharge planning and (4) enhanced communication between care providers across the 

care continuum. Conclusion. A multidisciplinary team approach, using gerontological expertise, in acute 

care settings is recommended to improve the care of older patients. Care delivery should occur in a 

specially designed unit, with communication strategies that emphasize discharge planning. 

18. Malone D, Marriott S, Newton-Howes G, Simmonds S, Tyrer P., (2007), Community mental 
health teams (CMHTs) for people with severe mental illnesses and disordered personality. 
Cochrane Database of Systematic Reviews, Issue 3. Art. No.: CD000270. DOI: 
10.1002/14651858.CD000270.pub2. 

 

Objectives: To evaluate the effects of community mental health team (CMHT) treatment for anyone with 

serious mental illness compared with standard non-team management. Usually the teams are comprised 

of several disciplines, including nurses, occupational therapists, psychiatrists, psychologists and social 

workers. Search strategy: Authors searched The Cochrane Schizophrenia Group Trials Register, 

manually searched the Journal of Personality Disorders, and contacted colleagues at ENMESH, ISSPD 

and in forensic psychiatry. Selection criteria: Authors included all RCTs of CMHT management versus 

non-team standard care. Data collection and analysis: Authors extracted data independently. For 

dichotomous data authors calculated relative risks (RR) and their 95%confidence intervals (CI) on an 

intention-to-treat basis, based on a fixed effects model. Authors calculated numbers needed to treat/harm 

(NNT/NNH) where appropriate. For continuous data, we calculated weighted mean differences (WMD) 

again based on a fixed effects model. Main results: CMHT management did not reveal any statistically 

significant difference in death by suicide and in suspicious circumstances (n=587, 3 RCTs, RR 0.49 CI 

0.1 to 2.2) although overall, fewer deaths occurred in the CMHT group. Significantly fewer people in the 

CMHT group were not satisfied with services compared with those receiving standard care (n=87, RR 

0.37 CI 0.2 to 0.8, NNT 4 CI 3 to 11). Also, hospital admission rates were significantly lower in the CMHT 

group (n=587, 3 RCTs, RR 0.81 CI 0.7 to 1.0, NNT 17 CI 10 to 104) compared with standard care. 

Admittance to accident and emergency services, contact with primary care, and contact with social 

services did not reveal any statistical difference between comparison groups. Authors’ conclusions: 

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. The evidence for CMHT based care is insubstantial considering the massive impact the 

drive toward community care has on patients, carers, clinicians and the community. 

19. Neville, CC., Byrne,  GJA., (2007), “The impact of residential respite care on the behaviour of 
older people with dementia: literature review” International Journal of Older People Nursing, 
Vol. 2, p. 2–8 
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Aim. The aim of this review was to examine the impact of residential respite care on the behaviour 

displayed by older people with dementia. Background. Behavioural symptoms are defined as the 

outward manifestation of some underlying cognitive, psychological, or physiological deficit – regardless of 

aetiology – likely to cause stress to those caring for the older person with dementia (Baumgarten et al., 

1990). Providing care at home for an older person who displays behavioural symptoms may endanger the 

physical, social and mental health of the family caregiver (Finkel et al., 1998). Residential respite care 

may be recommended to home caregivers to mitigate the stress of caregiving. Relocation of older people 

with dementia to a different care setting could have a negative impact on their behaviour. If such a 

response is anticipated, a short-term admission to a residential aged care facility for respite care would 

appear to be futile for the older person and their home caregiver. Therefore, it is important to know what 

the outcomes of residential respite care are in relation to behaviour for older people with dementia. 

Methods. A literature search was undertaken and papers emerged from a range of disciplines. The 

search terms ‗respite‘; ‗respite care‘; ‗residential respite care‘; ‗shortstay‘,‗short-term‘, ‗overnight 

stays/admissions‘, ‗behav*‘ and various combinations of these terms were used to find relevant 

publications in English from Ageline, CINAHL, Medline and, Psychinfo databases dating from 1966. Other 

key publications were located when searching through the reference lists of retrieved publications. A 

limited body of literature on residential respite care for older people with dementia was revealed. Results. 

Six studies were identified, which met the criteria of residential respite care as the intervention and 

behaviour as an outcome. Taken together, these studies provide some, albeit contradictory evidence, that 

residential respite care has an impact on the behaviour of older people with dementia. Of the six studies 

reviewed, results ranged from an improvement in behaviour to no change and some worsening of 

behaviour. There were several deficiencies in these studies but nonetheless, the direction of results from 

the available research did not suggest that residential respite care permanently altered the behaviour of 

older people with dementia. Conclusions. The studies had a variety of methodological limitations and 

produced contradictory findings. The strength of the studies was the reporting of outcomes for respite 

recipients who are usually overlooked in the outcomes for respite research. Relevance to clinical 

practice. Residential respite care has great anecdotal support but more empirical and evaluative 

research is needed on outcomes for the respite recipients. 

20. Robinson, L.,  Hutchings, D., Dickinson, HO., Corner, L., Beyer, F., Finch, T., Hughes, J., 
Vanoli, A., Ballard, C., Bond, J., (2007), “Effectiveness and acceptability of non-
pharmacological interventions to reduce wandering in dementia: a systematic review”, 
International Journal Of Geriatric Psychiatry, Vol. 22, p. 9-22 

 

Background: Wandering occurs in 15–60% of people with dementia. Psychosocial interventions rather 

than pharmacological methods are recommended, but evidence for their effectiveness is limited and there 

are ethical concerns associated with some non-pharmacological approaches, such as electronic tracking 

devices. Objective: To determine the clinical and cost effectiveness and acceptability of non-

pharmacological interventions to reduce wandering in dementia. Design: A systematic review to evaluate 

effectiveness of the interventions and to assess acceptability and ethical issues associated with their use. 

The search and review strategy, data extraction and analysis followed recommended guidance. Papers of 

relevance to effectiveness, acceptability and ethical issues were sought. Results: (i) Clinical 

effectiveness. Eleven studies, including RCTs, of a variety of interventions, met the inclusion criteria. 

There was no robust evidence to recommend any intervention, although there was some weak evidence 

for exercise. No relevant studies to determine cost effectiveness met the inclusion criteria. (ii) 

Acceptability/ethical issues. None of the acceptability papers reported directly the views of people with 

dementia. Exercise and music therapy were the most acceptable interventions and raised no ethical 

concerns. Tracking and tagging devices were acceptable to carers but generated considerable ethical 

debate. Physical restraints were considered unacceptable. Conclusions: In order to reduce unsafe 
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wandering high quality research is needed to determine the effectiveness of nonpharmacological 

interventions that are practically and ethically acceptable to users. It is important to establish the views of 

people with dementia on the acceptability of such interventions prior to evaluating their effectiveness 

through complex randomised controlled trials. 

21. Smits, CH., de Lange, J, Droes, R. M., Meiland, F., Vernooij-Dassen, M., & Pot, A. M. (2007), 
“Effects of combined intervention programmes for people with dementia living at home and 
their caregivers: A systematic review”, International Journal of Geriatric Psychiatry, Vol. 22, p. 
1181-1193 
 
 

OBJECTIVE: This study reviews the evidence for effects of combined intervention programmes for both 

the informal caregiver and the person with dementia. METHOD: Systematic review. Electronic databases 

and key articles were searched for effect studies of combined programmes, published between January 

1992 and February 2005. The resulting 52 reports were scored according to set inclusion criteria. 

RESULTS: Twenty five reports relating to 22 programmes met the inclusion criteria. All programmes vary 

in intensity, duration and the type of client addressed (degree of mental health complaints of person with 

dementia and carer, severity of dementia). Various aspects of caregivers' mental health and burden were 

studied. Best results were obtained regarding general mental health. Other aspects often showed modest 

and varying results. Caregivers' competence was less often addressed. The effects on the cognitive and 

physical functioning, behavioural problems and survival of the persons with dementia were modest and 

inconsistent, whereas their mental health (effects on depression) is positively affected and admittance to 

long stay care is often delayed. CONCLUSION: Combined programmes may improve some, not all, 

aspects of functioning for caregiver and person with dementia. Care professionals must define their 

programme goals and target groups before advising their clients on a combined programme. Research 

may focus on the effects of programmes that were introduced fairly recently and on subgroups of 

caregivers (female caregivers, depressed caregivers and people with dementia, and minorities). 

 

22. Ayalon L, Gum, AM., Feliciano, L., Area´ n, PA., (2006) “Effectiveness of Non-Pharmacological 
Interventions for the Management of Neuropsychiatric Symptoms in Patients with Dementia: A 
Systematic Review,” Archives of Internal Medicine, Vol. 166 (20), pp. 2182-88. 

 

Background: Recent reports documenting limited evidence supporting the use of pharmacological 

interventions for neuropsychiatric symptoms (NPS) and increased risk of death, the black box warnings 

against the use of atypical antipsychotic drugs in older adults, and Omnibus Budget Reconciliation Act 

regulations suggest the need to evaluate the usefulness of nonpharmacological interventions in the 

management of NPS of dementia. Methods: To determine the evidence base of nonpharmacological 

interventions for the management of NPS in patients with dementia, we reviewed MEDLINE, Psyc-INFO, 

the Cochrane library, and relevant bibliographies published from January 1966 to December 2005, using 

the American Psychological Association Guidelines. Results: Three randomized controlled trials (RCTs) 

and 6 single-case designs (SCDs; N of 1 trials) met inclusion criteria. Under unmet needs interventions, 1 

SCD found a moderate reduction in problem behaviors. Under behavioural interventions, based on 

observational data, all 4 SCDs reported a relative reduction of 50% to 100% in neuropsychiatric 

symptoms. Under caregiving interventions, there were 3 RCTs. At the 6-month follow-up, 1 RCT found a 

reduction in 4 neuropsychiatric symptom subscales: ideation disturbance score (0.3 vs 0.5; range, 0-8; 

P=.005); irritability score (18.8 vs 23.0; range, 8-38; P=.008); verbal agitation, as measured by mean 

frequency of 20-minute outbursts (0.5 vs 0.8; P=.005); and physical aggression score (11.4 vs 12.9; 

range, 6-42;P_.001). Another RCT found a significant improvement in frequency (2.3 vs 3.1; range, 0-4; 
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P_.001) and severity (2.2 vs 2.8; range, 0-4; P_.001) of target behaviours associated with the intervention 

arm. The third RCT found no effect. Under bright light therapy, 1 SCD found short-term improvements on 

the Agitated Behavior Rating Scale (9.7 vs 19.9; P_.001). Conclusions: The cumulative research to date 

on the impact of nonpharmacologic interventions for NPS among patients with dementia indicates that 

interventions that address behavioral issues and unmet needs and that include caregivers or bright light 

therapy may be efficacious. More high-quality research is necessary to confirm these findings. 

23. Craven, M.A., & Bland, R. (2006). Better Practices in Collaborative Mental Health Care: An 
Analysis of the Evidence Base, Can J Psych 51(Suppl 1, May), 1S-72S Available at: 
www.ccmhi.ca 

 

Objectives: To conduct a systematic review of the experimental literature in order to identify better 

practices in collaborative mental health care in the primary care setting. Definition: Collaborative care 

(CC) involves providers from different specialties, disciplines or sectors working together to offer 

complementary services and mutual support, to ensure that individuals receive the most appropriate 

service from the most appropriate provider in the most suitable location, as quickly as necessary, and with 

a minimum of obstacles. Collaboration can involve better communication, closer personal contacts, 

sharing of clinical care, joint educational programs and/or joint program and system planning. Methods: A 

review of Canadian and international literature using Medline, PsycInfo, Embase, the Cochrane Library 

and other databases yielded over 900 related reports; 38 studies met the inclusion criteria. A systematic 

review and descriptive analysis is presented, with key conclusions and best practices. Results:   

 Successful collaboration requires preparation, time and supportive structures; building on pre-existing 
clinical relationships. System-level collaboration also requires preparation, service reorganization and 
time to develop.  

 Collaborative practice is likely to be most developed when clinicians are co-located and most effective 
when the location is familiar and non-stigmatizing for patients.  

 Degree of collaboration does not appear to predict clinical outcome.  

 Enhanced collaboration paired with treatment guidelines or protocols offers important benefits over 
either intervention alone in major depression.  

 Systematic follow-up was a powerful predictor of positive outcome in CC for depression  

 A clear relationship between collaborative efforts to increase medication adherence and clinical 
outcomes was not evident.  

 Collaboration alone has not been shown to produce skill transfer in primary care physician knowledge 
or behaviours in the treatment of depression. Service restructuring designed to support changes in 
practice patterns of primary health care providers is also required.  

 Enhanced patient education was part of many studies with good outcomes. Education was generally 
provided by someone other than the primary care physician.  

 Collaborative interventions that are part of a research protocol may be difficult to sustain long-term 
without ongoing funding.  

 Consumer choice about treatment modality may be important in treatment engagement in CC (e.g., 
having the option to choose psychotherapy versus medication).  

Conclusions: A body of experimental literature evaluating the impact of enhanced collaboration on 

patient outcomes primarily in depressive disorders- now exists. Better practices in collaborative mental 

health care are beginning to emerge. Three Clinical Implications: (1) Collaboration is most successful 

when built on preexisting clinical relationships. (2) Enhanced collaboration should be paired with disorder 

specific treatment guidelines. (3) Skill transfer in collaborative relationships requires service restructuring 

to support behavioural change. Three Limitations: (1) The number of experimental studies is relatively 

small. (2) The majority of studies focus on a single diagnostic entity- depression. (3)The variation in study 

methodology precluded a formal meta-analysis. 

http://www.ccmhi.ca/
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24. Dijkstra, K., Pieterse, M., Pruyn, A., (2006), “Physical environmental stimuli that turn 
healthcare facilities into healing environments through psychologically mediated effects: 
systematic review”, Journal of Advanced Nursing, Vol. 56(2), p 166-181 

 

Aim. This paper reports a systematic review to determine the effects of physical environmental stimuli in 

healthcare settings on the health and well-being of patients. Background. The concept of healing 

environments suggests that the physical environment of the healthcare setting can encourage the healing 

process and patients‘ feelings of well-being. Understanding the effects of physical environmental stimuli 

will allow us to design healthcare environments that generate these potential health benefits. Method. A 

search was conducted using the MedLine, PsychInfo, Embase, CINAHL, Iconda, ScienceDirect, 

Compendex and the ISI Citation Indexes databases. Studies were included if they concerned 

interventions involving health effects of environmental stimuli in healthcare settings on patients, and were 

based on controlled clinical trials published in peer-reviewed journals. Both clinical and psychological 

outcome measures were included. The search was completed in 2005. Findings. Of the over 500 

potentially relevant studies identified, only 30 met all criteria and were included in this review. 

Predominantly 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. In general, both the size and direction of effects seem highly dependent on characteristics 

of patient populations and healthcare settings. Conclusions; Studies that manipulate several 

environmental stimuli simultaneously clearly support the general notion that the physical healthcare 

environment affects the well-being of patients. However, when scrutinizing the effects of specific 

environmental stimuli, conclusive evidence is still very limited and difficult to generalize. The field thus 

appears to be in urgent need of well-conducted, controlled clinical trials. At present, and on the basis of 

the available research, it would be premature to formulate evidence-based guidelines for designing 

healthcare environments. 

25. Filan, SL., Llewellyn-Jones, RH., (2006), “Animal-assisted therapy for dementia: a review of the 
literature”, International Psychogeriatrics, Vol. 18(4), p. 597–611 

 

Background: Animal-assisted therapy (AAT) is gaining popularity as part of therapy programs in 

residential aged care facilities. Humans and pet dogs respond to quiet interaction with a lowering of blood 

pressure and an increase in neurochemicals associated with relaxation and bonding. These effects may 

be of benefit in ameliorating behavioral and psychological symptoms of dementia (BPSD). Methods: 

Medline, PsychInfo and CINAHL databases (1960–2005) were searched for papers on AAT or pets and 

dementia. Publications of controlled trials that measured the effect of AAT for dementia were reviewed. 

Results: Several small studies suggest that the presence of a dog reduces aggression and agitation, as 

well as promoting social behavior 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. There is preliminary evidence that robotic pets may 

provide pleasure and interest to people with dementia. Conclusions: Current literature suggests that 

AAT may ameliorate BPSD, but the duration of the beneficial effect has not been explored. The relative 

benefits of ―resident‖ versus ―visiting‖ pet dogs are unclear and are confounded by the positive effect of 

pet interaction on staff or caregivers. Further research on the potential benefits of AAT is recommended.  

 

26. Hansen NV, Jørgensen T, Ørtenblad L., (2006), “Massage and touch for dementia”, Cochrane 
Database of Systematic Reviews, Issue 4. Art. No.: CD004989. DOI: 
10.1002/14651858.CD004989.pub2 
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Background: Massage and touch have been suggested as a non-pharmacological alternative or 

supplement to other treatments offered in order to reduce or manage a range of conditions associated 

with dementia such as anxiety, agitated behaviour and depression. It has also been suggested that 

massage and touch may counteract cognitive decline. Objectives: To assess the effects of a range of 

massage and touch therapies on conditions associated with dementia, such as anxiety, agitated 

behaviour and depression, identify any adverse effects, and provide recommendations about future trials. 

Search strategy: We identified trials from a search of the Specialized Register of the Cochrane 

Dementia and Cognitive Improvement Group on 12 July 2005 using the terms massage, reflexology, 

touch and shiatsu. This Register contains records from all major healthcare databases and many ongoing 

trials databases and is updated regularly. In addition, general and specific literature databases were 

searched and patient and therapist organizations contacted. Selection criteria: RCTs in which a 

massage or touch intervention was given to persons suffering from dementia of any type, compared with 

other treatments or no treatment, and in which effect parameters included measures of behavioural 

problems, caregiver burden, emotional distress or cognitive abilities, were eligible for inclusion. 

Furthermore, we employed a set of minimal methodological quality criteria as a selection filter. Data 

collection and analysis: We identified 34 references in the initial searches. Of these, seven were actual 

or possible RCTs, but only two were found to meet the requirements of the set of minimal methodological 

criteria. Main results: The very limited amount of reliable evidence available is in favour of massage and 

touch interventions for problems associated with dementia. However, 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. No severe side effects were identified. Authors’ conclusions: Massage and touch may 

serve as alternatives or complements to other therapies for the management of behavioural, emotional 

and perhaps other conditions associated with dementia. More research is needed, however, to provide 

definitive evidence about the benefits of these interventions. 

27. Horvitz-Lennon, M., Kilbourne, AM., Pincus, HA., (2006), “From Silos To Bridges: Meeting The 
General Health Care Needs Of Adults With Severe Mental Illnesses”, Health Affairs, 25 (3), 659-
669 

 

Background: Despite their higher burden of chronic general medical disorders, adults with severe mental 

illnesses have poorer access to and quality of general health care compared to people without mental 

illnesses. Because a key contributor to this situation is the separation between the mental health care 

sector and the general health care sector, bridges to connect these systems are needed. Purpose: 

Authors discuss obstacles to clinical integration and propose strategies to address them. Conceptual 

Framework: Critical prerequisites to clinical integration are communication (sharing of needed 

information among providers); collaboration (trusting interaction among providers, defined by shared 

understanding of goals and roles, effective communication, and shared decision-making); 

comprehensiveness (effectively meeting all of the health care needs of patients); and continuity of care 

(timely and uninterrupted delivery of services across providers and over time). Two types of integration 

are discussed: organizational integration: the availability and functionality of linking structures that enable 

and sustain clinical integration. Financial integration: the degree to which financial incentives for the two 

care systems are aligned in the service of integrated care.  

Obstacles to Clinically Integrated Health Care:  

1) Mental health service delivery: Psychiatrists and nurses do not routinely provide preventive counseling 

or screen for general health problems. Linking mechanisms that, like co-location of providers, can 
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facilitate clinically integrated care either do not exist or are functionally ineffective for the purposes of 

better coordination.  

2) Information exchange: The health care system has failed to fully embrace information technology (IT) 

and its potential for improving safety, efficiency, and care coordination. The mental health sector has 

lagged further behind in this regard: Most people with severe mental illnesses are cared for in practices 

whose information systems are underdeveloped or poorly integrated with general health practices.  

3) Health care workforce: Inadequacies in the mental health workforce persist despite past efforts to 

improve the education and training of this heterogeneous provider group.  

4) Financing of care: The critical role played by the public sector in the financing of mental and general 

health care for people with severe mental illnesses sets this population apart from the majority of non-

elderly Americans whose health insurance is privately financed.  

5) Quality oversight: The National Committee for Quality Assurance (NCQA) and JCAHO monitor quality 

of care at the health plan and practice levels, respectively. Yet, these accrediting bodies have largely 

failed to promote coordinated care for people with severe mental illnesses. 

Practice and Policy Recommendations:  

1) Reorganization of mental health service delivery: The goal of this reorganization is for mental health 

care providers and practices to assume responsibility for all of the health care needs of their patients with 

severe mental illnesses. Effective communication and collaboration between mental health care and 

general practitioners are central to this strategy.  

2) Promotion of patient-sanctioned communication and collaboration among providers.  

3) Preparation of the health care workforce to provide coordinated care.  

4) Elimination of policies and practices that offer no incentives for or discourage integrated care.  

5) Strengthening of the accreditation process.  

6) Development of federally sponsored coordination research and demonstrations. 

28. Muralidharan S, Fenton M., (2006), “Containment strategies for people with serious mental 
illness”, Cochrane Database of Systematic Reviews, Issue 3. Art. No.: CD002084. DOI: 
10.1002/14651858.CD002084.pub2 

 

Background: The management of acutely disturbed people during periods of psychiatric crisis poses a 

particular challenge for mental health professionals. The challenge is to maintain safety while providing a 

safe and therapeutic environment. Non-pharmaceutical methods currently used to accomplish this include 

special observations, de-escalation, behavioural contracts and locking doors. Objectives: To compare 

the effects of various strategies used to contain acutely disturbed people during periods of psychiatric 

crisis (excluding seclusion and restraint and the use of ‘as prescribed medication). Search strategy: For 

the 2006 update of this review, we searched the Ovid interface of CINAHL, CENTRAL and The 

Schizophrenia Groups register,EMBASE, MEDLINE, PsycINFO. Selection criteria: Relevant randomised 

controlled trials involving people hospitalised with serious mental illness, comparing any non-

pharmacological interventions aimed at containing people who were at risk of harming themselves or 

others, (such as those approaches that change observation levels, lock wards, manage staff patient 
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ratios, use de-escalation techniques or behavioural contracts). Data collection and analysis: Trials 

would have been reliably quality assessed and data extracted. Relative risks (RR) and 95% confidence 

intervals (CI) would have been calculated with a random effects model. Where possible, numbers needed 

to treat and harm (NNT, NNH) would have been estimated. Main results: The initial 1999 search 

identified over 2000 reports and the update search of 2006, an additional 2808 reports. Of these, only six 

seemed to have the potential to be relevant, but once they were obtained it was clear they could not be 

included. None focused upon non-pharmacological methods for containment of violence or self harm in 

people with serious mental illness. Authors’ conclusions: Current non-pharmacological approaches to 

containment of disturbed or violent behaviour are not supported by evidence from controlled studies. 

Clinical practice is based on evidence that is not derived from trials and continued practice entirely 

outside of well designed, conducted and reported randomised studies is difficult to justify. 

29. Rayner, AV., O’brien, JG., Schoenbachler, B., (2006), “Behavior Disorders of Dementia: 
Recognition and Treatment”, American Family Physician, Vol. 73(4), p.647-652 

 

Psychosis may pose a greater challenge than cognitive decline for patients with dementia and their 

caregivers. The nature and frequency of psychotic symptoms varies over the course of illness, but in most 

patients, these symptoms occur more often in the later stages of disease. Management of psychosis 

requires a comprehensive nonpharmacologic and pharmacologic approach, including an accurate 

assessment of symptoms, awareness of the environment in which they occur, and identification of 

precipitants and how they affect patients and their caregivers. Nonpharmacologic interventions include 

counseling the caregiver about the nonintentional nature of the psychotic features and offering coping 

strategies. Approaches for the patient involve behavior modification; appropriate use of sensory 

intervention; environmental safety; and maintenance of routines such as providing meals, exercise, and 

sleep on a consistent basis. Pharmacologic treatments should be governed by a ―start low, go slow‖ 

philosophy; a monosequential approach is recommended, in which a single agent is titrated until the 

targeted behavior is reduced, side effects become intolerable, or the maximal dosage is achieved. 

Atypical antipsychotics have the greatest effectiveness and are best tolerated. Second-line medications 

include typical antipsychotics for short-term therapy; and, less often, anticonvulsants, 

acetylcholinesterase inhibitors, antidepressants, and anxiolytics. Goals of treatment should include 

symptom reduction and preservation of quality of life. 

30. Spira, AP., Edelstein, BA., (2006), “Behavioral interventions for agitation in older adults with 
dementia: an evaluative review”, International Psychogeriatrics, Vol. 18(2), p. 195–225 

 

Background: Older adults with dementia commonly exhibit agitated behaviour that puts them at risk of 

injury and institutionalization and is associated with caregiver stress. A range of theoretical approaches 

has produced numerous interventions to manage these behavior problems. This paper critically reviews 

the empirical literature on behavioral interventions to reduce agitation in older adults with dementia. 

Method: A literature search yielded 23 articles that met inclusion criteria. These articles described 

interventions that targeted wandering, disruptive vocalization, physical aggression, other agitated 

behaviors and a combination of these behaviors. Studies are summarized individually and then 

evaluated. Results: Behavioral interventions targeting agitated behavior exhibited by older adults with 

dementia show considerable promise. A number of methodological issues must be addressed to advance 

this research area. Problem areas include inconsistent use of functional assessment techniques, failure to 

report quantitative findings and inadequate demonstrations of experimental control. Conclusions: The 

reviewed studies collectively provide evidence that warrants optimism regarding the application of 

behavioral principles to the management of agitation among older adults with dementia. Although the 
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results of some studies were mixed and several studies revealed methodological shortcomings, many of 

them offered innovations that can be used in future, more rigorously designed, intervention studies. 

31. Barton, S., Findlay, D., Blake, RA., (2005), “The management of inappropriate vocalisation in 
dementia: a hierarchical approach”, International Journal Of Geriatric Psychiatry, Vol. 20, 
p1180-1186 

 

Background: Patients with dementia can demonstrate noisy behaviours such as screaming, repetitive 

speech, moaning and singing. Such behaviours can be grouped under the title of ‗‗Inappropriate 

Vocalisation‘‘ which is used in this article to describe any noise making which impacts detrimentally upon 

patients, families or those in a caring role. Inappropriate vocalisation is notoriously difficult to treat and 

clinicians may have to rely on a ‗‗trial and error‘‘ approach when attempting to limit the distress it causes. 

Objectives: This paper applies a hierarchical approach to Behavioural and Psychological Symptoms of 

Dementia (BPSD) in attempting to tackle inappropriate vocalisation systematically. The fundamental 

premise is that the further up the hierarchy any seemingly convincing explanation for a particular 

behaviour can be located then the greater the likelihood of a successful response. Both explanation and 

intervention are likely to operate simultaneously at different levels (Findlay, 2005). Nine steps are ranked 

within three stages, with evidence for each intervention being considered sequentially in terms of the 

likelihood for success as the authors attempt to review the relevant literature. Methods: The authors 

performed a search of the medline database using the key words ‗‗screaming,‘‘ ‗‗shouting,‘‘ ‗‗persistent 

vocalisation‘ and ‗‗inappropriate vocalisation‘‘ combined with the key word ‗‗dementia‘‘. Further searches 

of the references of medline generated articles revealed a second group of articles of use in this review. 

Results: The search generated 53 reviews, research papers, case studies or letters, 36 of which are 

referenced in this article and the remaining references drawn from reading by the authors around the 

subject and related problems. Conclusion: Interventions for inappropriate vocalisation in dementia are 

not limited to medication. Environmental factors and behavioural approaches are considered ahead of  

pharmacotherapy as the concepts of Underlying Illness, Hidden Meaning and Empirical Treatments are 

used to structure consideration of important, and sometimes overlooked, issues including pain, 

depression and overall level of stimulation. 

32. Jeon, YH., Brodaty H. & Chesterson J., (2005), “Respite care for caregivers and people with 
severe mental illness: literature review”, Journal of Advanced Nursing, Vol. 49(3), p. 297–306 

 

Aim. The aim of this study was to review research literature over the past 10 years on respite care for 

people affected by severe mental illness; and identify key implications for nursing practice in provision of 

respite care for family caregivers of people with severe mental illness. Background. Family caregivers 

play an important role in health care, but need regular breaks to maintain their own health and well-being. 

Respite care is one of the few services available with a primary focus on supporting family caregivers. In 

most developed countries the notion of respite care as an extension of the health care service has been 

embraced, evidenced by a growing body of literature in health and health-related disciplines. Methods. 

An initial literature search was undertaken using the key words ‗respite‘, ‗short-term care‘, ‗shared care‘ 

and ‗day care‘ in major electronic databases for nursing, psychiatry, psychology and sociology literature 

between 1967 and 2002, identifying 704 articles. Closer examination of the literature from 1993 to 2002 

on gaps and trends in respite care for people affected by severe mental illness was conducted. This is 

discussed in the context of the broader literature, particularly on dementia, where the mainstream 

research on respite care is found. Results. The majority of family caregiving studies identified a need for 

greater quality, quantity, variety and flexibility in respite provision, and the literature has remained largely 

silent in relation to those affected by severe mental illness. There are contradictory findings on outcomes 
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of respite care services and a lack of controlled empirical studies and evaluative research on 

effectiveness. Conclusions. Respite care is beneficial for caregivers, there is significant unmet need in 

provision of services for the mentally ill, and greater flexibility and the needs of caregivers should be 

recognized and addressed. 

33. Lee H, Cameron MH., (2005), “Respite care for people with dementia and their carers”, 
Cochrane Database of Systematic Reviews, Issue 1. Art. No.: CD004396. DOI: 
10.1002/14651858.CD004396.pub2. 

 

Background: Caring for someone with dementia can be emotionally and physically demanding. Respite 

care is any intervention designed to give rest or relief to caregivers. It is not clear what positive and 

negative effects the provision of respite care may have on people with dementia and their caregivers. 

Objectives: To assess the effects of respite care for people with dementia and their caregivers, in 

particular the effect of respite care on rates of institutionalization. Search strategy: The trials were 

identified from a search of the Specialized Register of the Cochrane Dementia and Cognitive 

Improvement Group, The Cochrane Library, EMBASE, MEDLINE, CINAHL, PsycINFO and LILACS on 10 

December 2007 using the terms respite* OR daycare OR caregiver* relief. The Specialized Register 

contains up to date records from all major healthcare databases and many ongoing trial databases. 

Selection criteria: Randomized controlled trials comparing respite care with a control intervention for 

people with dementia. Data collection and analysis: Both reviewers carried out study selection 

independently and reached a consensus through discussion. Data was extracted by a single reviewer. 

The reviewers contacted all investigators for methodological details not reported in the text and for 

additional data.Main results: Three trials were included in the review. They were different in many ways 

including intervention, duration and outcomes so pooling of data was not possible. Re-analysis of 

outcomes using data from the published studies found no significant effects of respite care on any 

variable. Authors’ conclusions: Current evidence does not demonstrate any benefits or adverse effects 

from the use of respite care for people with dementia or their caregivers. These results should be treated 

with caution, however, as they may reflect the lack of high quality research in this area rather than an 

actual lack of benefit. Given the frequency with which respite care is advocated and provided, well-

designed trials in this area are needed. 

34. Pautler K., Gagné MA. (2005), “Annotated bibliography of collaborative mental health care”, 
Mississauga, ON: Canadian Collaborative Mental Health Initiative, Available at: www.ccmhi.ca 

 

This annotated bibliography develops the fundamentals and key elements outlined in the CCMHI 

Framework: Chapter 2, The Heart of CC: sorts through the many terms used to describe CC: the 

terminology has not been standardized and no one accepted definition exists. Underlying discussions of 

CC are theoretical or conceptual paradigms, often dictated within the separate disciplines that shape the 

approaches taken to collaboration. One clear message is the need for a shared set of beliefs or goals for 

the collaborative program. The challenge for practitioners often lies in being able to transcend their 

disciplinary beliefs to find common ground with other professionals so that together they can provide 

integrated primary based mental health care. Defining the consumer groups for CC is discussed i.e. 

utilizing a population-based approach to meet the mental health needs of the entire primary care 

population (horizontal integration) versus vertical integration which is designed specifically for high-use, 

high-cost groups needing primary mental health care.  

Chapter 3, Fundamentals of Collaborative Mental Health Care Infrastructure: highlights the broad system 

elements required if CC is to flourish, namely, policy, funding, research and community. For CC to 

http://www.ccmhi.ca/


Page 30 of 88 
Appendix A BSS Project: Rapid Literature Review 

advance beyond a new to a mainstream approach, policy makers and funders need to validate it. Policies 

dealing with CC and supporting changes in the delivery of care and management practices, care 

structures, funding, payment, training and education, standards of care, monitoring and quality assurance 

are needed. Policy alone is not sufficient to bring about more collaboration. Financial incentives and 

funding options can be extremely useful tools to leverage and reinforce change in the organization of the 

system and practitioner behaviour. A fundamental understanding of and an ability to work with the 

community is needed. The development of collaborative initiatives that are grounded in the needs, 

recourses and readiness of communities should also be the norm. 

Chapter 4, Consumer Centredness: Consumers are experts in their own care, have a responsibility for it, 

and need to be partners. Since some populations have special needs (i.e. people with serious mental 

illness; people with addictions; children and adolescents), primary mental health care approaches need to 

be adapted to these needs (i.e. those with severe mental illness or addictions abuse), integration of care 

within the specialty care setting (i.e., bringing the primary care providers into that location) is 

recommended. 

Chapter 5, Accessibility:  Numerous conceptual frameworks for CC are presented. Although these 

frameworks organize the elements differently, they share a common goal — to increase understanding 

about integrating discrete disciplinary approaches to care for consumers with mental health concerns 

treated in primary care and produce better health outcomes.  

Chapter 6, Richness of Collaboration: Effective teamwork is essential. Awareness of the differences 

between the disciplines, implementing team-building strategies, and creating positions that facilitate 

integration are required. Successful collaboration requires a blend of personal and professional attitudes 

and characteristics that balance autonomy, power and control, responsibility, respect and trust. Also 

relevant are styles of working and the elements that support teamwork, i.e. communication, listening, 

understanding the care pathway and clinical processes, awareness of one‘s own and others‘ knowledge 

base and skills, and decision-making processes. A range of professionals is involved in CC i.e. 

psychologists, physicians, nurses, and pharmacists. CC has generated additional positions, i.e. 

counsellor and care extender.  

Chapter 7, Collaborative Structures: A number of collaborative structures support effective CC. 

Supportive structural features occur at three levels: the practice, local system of care and broader health 

care system levels. 1) Practice: adjustments to practice elements are required to accommodate 

collaboration with mental health professionals. i.e. assignment of adequate physical space in the shared 

milieu, common administrative procedures, common waiting rooms, integrated appointment processing, 

one staff room, team protocols, job descriptions, joint understanding of participating professionals‘ 

expertise and skills, well-defined clinical processes and pathways, informal processes for consultation 

and sharing of care in an open-door style of working that tolerates interruptions and hallway chats. 2) 

Local system elements include a defined goal to improve interactions between the primary health care 

physician and mental health care, development of training strategies that involve mental health staff 

training primary care staff in mental health issues, involvement of experienced staff in CC and a 

commitment to evaluation. 3)Featured at the broadest level are elements of continuing education; 

changes in training, styles and skills; promotion of collaborative relationships; formation of health care 

policies that support CC; funding for CC; and strategic planning. 

35. Pauzé E., Gagné MA., Pautler K, (2005), Collaborative mental health care in primary health 
care: A review of Canadian Initiatives. Volume I: Analysis of Initiatives. Mississauga, ON: 
Canadian Collaborative Mental Health Initiative; December, Available at: www.ccmhi.ca 

 

http://www.ccmhi.ca/
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Background: A 2000 study by Jenkins and Strathdee and a 2004 report by Thornicroft and Tansella 

found that the greatest opportunity to address the needs of consumers with common mental illnesses 

resides within PHC. Collaborative mental health care is one way of improving mental health promotion 

and prevention, enhancing access to early detection, and making sure that treatment and recovery from 

mental illness is an integral part of primary health care. This document was commissioned by CCMHI to 

provide an analysis of current Canadian initiatives and is based on the analysis of 89 initiatives identified 

between July 2004 to July 2005. 

Key Findings 

1) Macro-level issues related to policy, legislation, funding regulations and funds are vital to the 

enhancement of collaborative mental health care practices. A concerted effort must be made to ensure 

that these macro-level influences continue to support collaborative activities. 

2) The most prominent barrier reported by the initiatives relates to funding and remuneration, followed by 

those related to collaborative structures and systems, and buy-in and human resources, respectively. 

3) The most prominent solution suggested as a way to overcome the challenges relates to collaborative 

structures, followed by suggestions for team and skill development, and advocacy, respectively. 

4) 79.8% of initiatives are conducting or have completed some form of service or program evaluation. 

Their evaluations often measure provider/consumer satisfaction, quality of life and various consumer 

outcomes. 

5) Most initiatives use a combination of direct and indirect approaches to providing their services (68.5%). 

Many are looking for strategies that increase consumer access to mental health care specialists. A 

number of initiatives aim to enhance the capacity of primary health care providers to confidently manage 

complex mental health. 

6) Most commonly, the providers who are part of the collaborative team include family physicians 

(94.4%), psychiatrists (84.3 %), nurses (62.9 % - an additional 27% were registered psychiatric nurses or 

mental health nurses) and/or social workers (62.9 %). Yet, there is a trend toward including a broader 

range of primary and mental health care providers, consumers, families and caregivers. 

7) Involving consumers in all aspects of their care is an important trend that is increasingly recognized 

and supported by collaborative initiatives. The knowledge and expertise of consumers should not be 

overlooked during the development, implementation or evaluation stages of collaborative activities. 

Conclusion: Evidence suggests that collaborative activities are gaining momentum, but these efforts must 

be supported through congruent policies, legislation and funding regulations, if collaborative mental health 

care initiatives are to continue to grow successfully in primary health care settings. In addition, research, 

service and program evaluations are the key to identifying and implementing better practices. 

Collaborative initiatives must consciously enhance the involvement of consumers, families and caregivers 

in the development, implementation and evaluation of programs. 

36. Sung, HC., Chang, AM., (2005), “Use of preferred music to decrease agitated behaviours in 
older people with dementia: a review of the literature”, Journal of Clinical Nursing, Vol. 14, p. 
1133–1140 

 

Aims and objectives. This paper reviews study findings of preferred music on agitated behaviours for 

older people with dementia and provides implications for future research and practice. Background. 
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Music has been suggested as a feasible and less costly intervention to manage agitated behaviours in 

older people with dementia. However, no review of the literature focusing on study findings of preferred 

music on agitated behaviours in older people with dementia had been reported. Methods. A review was 

undertaken using electronic databases with specified search terms for the period of 1993–2005. The 

references listed in the publications selected were also searched for additional studies. Results. Eight 

research-based articles met the inclusion criteria and were included in the review. The preferred music 

intervention demonstrated positive outcomes in reducing the occurrence of some types of agitated 

behaviours in older people with dementia. The findings from these studies were relatively consistent in 

finding improvement in agitated behaviours although the findings in one study did not reach statistical 

significance. The small sample sizes and some variations in the application of the preferred music 

intervention mean that caution is needed in drawing conclusions from these studies. Conclusions. This 

review highlights that preferred music has positive effects on decreasing agitated behaviours in older 

people with dementia; however, the methodological limitations indicate the need for further research. 

Relevance to clinical practice. Findings from the review highlight the beneficial outcomes of preferred 

music in reducing agitated behaviours for older people with dementia. The incorporation of preferred 

music has the potential to provide a therapeutic approach to the care of older people with dementia. 

 

37. Woods B, Spector AE, Jones CA, OrrellM, Davies SP., (2005), “Reminiscence therapy for 
dementia”, Cochrane Database of Systematic Reviews, Issue 2. Art. No.: CD001120. DOI: 
10.1002/14651858.CD001120.pub2. 

 

Background: Reminiscence Therapy (RT) involves the discussion of past activities, events and 

experiences with another person or group of people, usually with the aid of tangible prompts such as 

photographs, household and other familiar items from the past, music and archive sound recordings. 

Reminiscence groups typically involve group meetings in which participants are encouraged to talk about 

past events at least once a week. Life review typically involves individual sessions, in which the person is 

guided chronologically through life experiences, encouraged to evaluate them, and may produce a life 

story book. Family care-givers are increasingly involved in reminiscence therapy. Reminiscence therapy 

is one of the most popular psychosocial interventions in dementia care, and is highly rated by staff and 

participants. There is some evidence to suggest it is effective in improving mood in older people without 

dementia. Its effects on mood, cognition and well-being in dementia are less well understood. 

Objectives: The objective of the review is to assess the effects of reminiscence therapy for older people 

with dementia and their care-givers. Search strategy: The trials were identified from a search of the 

Specialised Register of the Cochrane Dementia and Cognitive Improvement Group on 4 May 2004 using 

the term ―reminiscence‖. The CDCIG Specialized Register contains records from all major health care 

databases (MEDLINE, EMBASE, PsycLIT, CINAHL) and many ongoing trials databases and is regularly 

updated. We contacted specialists in the field and also searched relevant Internet sites. We hand-

searched Aging and Mental Health, the Gerontologist, Journal of Gerontology, Current Opinion in 

Psychiatry, Current Research in Britain: Social Sciences, British Psychological Society conference 

proceedings and Reminiscence database. Methods: Randomised controlled trials and quasi-randomized 

trials of reminiscence therapy for dementia. Two reviewers independently extracted data and assessed 

trial quality. Main results: Five trials are included in the review, but only four trials with a total of 144 

participants had extractable data. The results were statistically significant for cognition (at follow-up), 

mood (at follow-up) and on a measure of general behavioural function (at the end of the intervention 

period). The improvement on cognition was evident in comparison with both no treatment and social 

contact control conditions. Care-giver strain showed a significant decrease for care-givers participating in 

groups with their relative with dementia, and staff knowledge of group members‘ backgrounds improved 
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significantly. No harmful effects were identified on the outcome measures reported. Authors’ 

conclusions: Whilst four suitable randomized controlled trials looking at reminiscence therapy for 

dementia were found, several were very small studies, or were of relatively low quality, and each 

examined different types of reminiscence work. Although there are a number of promising indications, in 

view of the limited number and quality of studies, the variation in types of reminiscence work reported and 

the variation in results between studies, the review highlights the urgent need for more and better 

designed trials so that more robust conclusions may be drawn. Overall, there is inconclusive evidence of 

the efficacy of reminiscence therapy for dementia. 

38. Draper B, Low L (2004). What is the effectiveness of old-age mental health services? 
Copenhagen, WHO Regional Office for Europe (Health Evidence Network report; 
http://www.euro.who.int/document/E83685.pdf, accessed [22/04/2010]). 

 

This is a Health Evidence Network (HEN) synthesis report on the effectiveness of old-age mental health 

services. The European Region had 15% of its population 65 years old or older and nearly 7% 75 or over 

in 2000, the world‘s highest percentages. By 2030 these figures will increase to 24% and 12% 

respectively. The effect on health care will be amplified by a disproportionate increase in dementia, and 

depression, anxiety, schizophrenia, substance abuse disorders and delirium are also of major concern. 

Therefore effective services to treat mental illness in older people will become an ever-increasing 

imperative. The report states that overall, the strongest evidence supports the development of community 

multidisciplinary teams as a major service-delivery component, and this should be encouraged in all 

European countries, as should partnerships with consumers, non-governmental organizations, primary 

care providers, social services, long-term residential care providers and other medical services. Provision 

of effective care to older people with mental health problems is multidimensional, featuring specific 

interventions for different disorders, and a complex array of possibilities for service delivery in community, 

hospital and long-term care settings in an integrated model of care. This synthesis presents the evidence 

of effectiveness available for these, recognizing that high-quality care requires partnership among all 

stake-holders (primary and acute care, social services, government departments, NGO‘s, patients and 

carers). Models of care have only been evaluated for the general care of older people, not mental health 

per se. For this general model, features of an effective system include a single entry point system, case 

management, geriatric assessment, a multidisciplinary team and financial incentives to encourage less 

expensive community-based care. Some pharmacological and psychosocial treatments have been 

demonstrated to have modest effectiveness for the treatment of depression in old-age and dementia. 

There is little evidence of effective treatments for other mental illnesses in older people. In terms of 

service delivery of old-age mental health services: 

 there is good evidence (level I/II) 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 III or II/IV) to support consultation/liaison mental health services to 

medical wards and long-term psychogeriatric wards for less dependent patients;  

 there is weak evidence (level IV) 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.  

Some aspects of old-age mental health services have been demonstrated to be effective, especially in 

community settings, but there are significant gaps in knowledge in acute hospital, day hospital and long-

term residential care. To help address this, the routine collection of cost and outcome data should be 

http://www.euro.who.int/document/E83685.pdf
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encouraged and governments should consider funding sufficiently sized multicentre studies to address 

questions involving models of care and best practice. 

39. Lester, H., Glasby, J., Tylee, A.,  (2004), “Integrated primary mental health care: threat or 
opportunity in the new NHS?”, British Journal of General Practice, 2004, 54, 285-291 

 

Background: The move towards a primary care-led National Health Service in England has created a 

climate where primary care can move beyond providing a gatekeeper function for secondary care 

specialist services. Primary care is sufficiently mature as a discipline to commission, develop, and deliver 

integrated patient-focused mental health services grounded in the culture and built on the strengths of 

primary care. Objective: Authors discuss examples of integrated approaches to mental health care, and 

the potential tensions created by new ways of working. They suggest that any changes need to be 

accompanied by carefully negotiated adjustments to the way primary and secondary healthcare 

professionals conceptualize roles and responsibilities, and must be underpinned by new ways of learning 

together. Models of Mental Health care: 1. Community mental health teams that provide increased 

liaison and crisis intervention. 2. Shifted outpatient clinics where psychiatrists operate clinics within health 

centres. 3. Attached mental health workers, usually community psychiatric nurses, designated to work 

with those with mental health problems in a primary care setting. 4. The consultation–liaison model where 

primary care teams are provided with advice and skills from specialist mental health services. Benefits of 

Integrated Primary Health Care: 1. It reflects the way that the majority of patients present their distress 

in primary care. Their problems are not entirely physical or psychological, but often both. 2. Can improve 

adherence to medication and satisfaction with care. Can also improved satisfaction with care and result in 

more favourable symptom resolution. 3. It is the best way of improving the skills of primary care providers 

in dealing with the psychosocial aspects of care, with training through teamwork and a transfer of 

expertise between team members. 4. Primary care providers are happier with their work; demonstrated by 

enhanced job satisfaction in integrated settings. 5. Integrated approaches appear to break even or be 

cost saving in the longer term. 

40. Van Citters, AD., Bartels, SJ., (2004), “A Systematic Review of the Effectiveness of 
Community-Based Mental Health Outreach Services for Older Adults”, Psychiatric Services 
Vol. 55, p.1237–1249 

 

Objectives: Psychiatric outreach services that provide mental health assessment and treatment to older 

adults in their homes or communities are widely promoted as improving access and outcomes for older 

adults. However, a systematic review of the efficacy of these services has not been done. This review 

evaluates the evidence base for the effectiveness of outreach services for older adults with mental illness 

in noninstitutional community settings. End points of interest include the ability of the outreach program to 

increase access to mental health services and improve psychiatric outcomes. Methods: MEDLINE, 

CINAHL, PsycINFO, and Web-of-Science databases were searched for articles in English that were 

indexed through May 2004. Studies were included if they evaluated face-to-face psychiatric services 

provided to adults aged 65 and older with mental illness and if they were randomized controlled trials, 

quasi-experimental outcome studies, uncontrolled cohort studies, or comparisons of two or more 

interventions. Articles were excluded that evaluated interventions that were provided in institutional 

settings or that focused on persons with dementia or their caregivers. Results: Fourteen studies matched 

all the inclusion criteria. Two studies (one controlled prospective study and one study that used a 

comparison group) found support for the use of gatekeepers—nontraditional referral sources—in 

identifying socially isolated older adults with mental illness. Twelve studies (five randomized controlled 

trials, one quasi-experimental study, and six uncontrolled cohort studies) found that home and 
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community-based treatment of psychiatric symptoms were associated with improved or maintained 

psychiatric status. All RCTs reported improved depressive symptoms, and one reported improved overall 

psychiatric symptoms. Conclusions: Limited data supported the effectiveness of outreach services in 

identifying isolated older adults with mental illness. A more substantial evidence base indicated that 

home-based mental health treatment is effective in improving psychiatric symptoms. Studies are needed 

that apply more rigorous methods evaluating the efficacy of case identification models and subsequent 

treatment for older persons with a variety of psychiatric diagnoses. 

41. Holt FE, Birks TPH, Thorgrimsen LM, Spector AE, Wiles A, Orrell M., (2003), “Aroma therapy 
for dementia”, Cochrane Database of Systematic Reviews, Issue 3. Art. No.: CD003150. DOI: 
10.1002/14651858.CD003150. 

 

Background 

In the realm of dementia treatment aroma therapy has received great interest. In a population of patients 

not served by many mainstream drugs with great efficacy, complementary therapies are among few other 

options. The perceived low side effect profile of aromatherapy is also attractive to practitioners and family 

of patients with reduced verbal communication. As such it has been tried for many symptoms of 

dementia; to reduce disturbed behaviour (e.g. Brooker 1997), promote sleep (e.g.Wolfe 1996), and 

stimulatemotivational behaviour (e.g.MacMahon 1998). Amongst themost distressing facets of dementia 

are the ‘Behavioural and psychological symptoms in dementia‘ (BPSD). This manifestation of dementia 

often stresses the relationships between the patient, carers and family. This area has received particular 

interest in the larger aroma therapy trials. Objectives To assess the efficacy of aroma therapy as an 

intervention for people with dementia. Search strategy The Cochrane Dementia and Cognitive 

Improvement Group‘s Specialized Register was searched on 23March 2008 to find all relevant trials using 

the terms: aroma therap*, complementary therap*, alternative therap* and essential oil*. The CDCIG 

Register contains records from major health care databases, grey literature sources and is updated 

regularly. Additionally, relevant journals were hand searched, and ‘experts‘ in the field of complementary 

therapies and dementia contacted. Selection criteria: All relevant randomized controlled trials (RCTs) 

were considered. A minimum length of trial and requirements for a follow-up were not included, and 

participants in included studies had a diagnosis of dementia of any type and severity. The review 

considered all trials using fragrance from plants defined as aroma therapy as an intervention with people 

with dementia. Several outcomes were considered in this review, including cognitive function, quality of 

life, and relaxation.Data collection and analysis: Titles and abstracts extracted by the searches were 

screened for their eligibility for potential inclusion in the review, which revealed four RCTs of aroma 

therapy for dementia that have been included in this review. None of these had published results in a 

form that we could use. However, individual patient data from one trial were obtained (Ballard 2002) and 

additional analyses performed. Analysis of co-variance was used for all outcomes, using a random effects 

model. Main results: Four studies have been included in this review; but none had data in a form that 

could be used. The additional analyses conducted using individual patient data from Ballard 2002 

revealed a statistically significant treatment effect in favour of the aroma therapy intervention on 

measures of agitation and neuropsychiatric symptoms. Authors’ conclusions: Aroma therapy showed 

benefit for people with dementia in the only trial that contributed data to this review, but it is important to 

note there were several methodological difficulties with this study.  More well designed large-scale RCTs 

are needed before clear conclusions can be drawn on the effectiveness of aroma therapy. Additionally, 

several issues need to be addressed, such as whether different aroma therapy interventions are 

comparable and the possibility that outcomes may vary for different types of dementia. 
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42. Kim, S., Song, HH., Yoo, SJ., (2003), “The Effect of Bright Light on Sleep and Behavior in 
Dementia: An Analytic Review”, Geriatric Nurs., Vol.24, p.239-43 

 

The purpose of this study was to examine bright light as a means of intervention in sleep-wakefulness 

and behaviour disorder among patients with dementia through a review of the relevant literature. 

Fourteen articles were reviewed in depth for study design, intervention protocols, concurrent control 

groups, subject characteristics, and outcome measures of behavior and sleep. Previous studies found 

that behavior disorders improved, although not all the studies reviewed reported a quantitative measure 

of improvement. The effects on sleep disorders were controversial. As a result of limitations in past 

studies, the effect of bright light on dementia patients is inconclusive. The current review has revealed 

areas of weakness in previous research that might profitably be explored in the future. 

43. Neal, M., BartonWright, P., (2003), “Validation therapy for dementia”, Cochrane Database of 
Systematic Reviews 2003, Issue 3. Art. No.: CD001394. DOI: 10.1002/14651858.CD001394. 

 

Background: Validation therapy was developed by Naomi Feil between 1963 and 1980 for older people 

with cognitive impairments. Initially, this did not include those with organically-based dementia, but the 

approach has subsequently been applied in work with people who have a dementia diagnosis. Feil‘s own 

approach classifies individuals with cognitive impairment as having one of four stages in a continuum of 

dementia: these stages are Mal orientation, Time Confusion, Repetitive Motion and Vegetation. 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 the validation approach bring together behavioural and psychotherapeutic 

methods to meet the needs of individuals with different stages of dementia. Validation therapy has 

attracted a good deal of criticism from researchers who dispute the evidence for some of the beliefs and 

values of validation therapy, and the appropriateness of the techniques. Feil, however, argues strongly for 

the effectiveness of validation therapy. Objectives: To evaluate the effectiveness of validation therapy for 

people diagnosed as having dementia of any type, or cognitive impairment Search strategy: The trials 

were identified from the Specialized Register of the Cochrane Dementia and Cognitive Improvement 

Group (CDCIG) on 5 August 2005 using the terms validation therapy, VTD and emotion-oriented care. 

The Specialized Register at that time contained records from the following databases: MEDLINE, 

EMBASE, CINAHL, PSYCLIT, and SIGLE plus many ongoing trials databases. Selection criteria:All 

randomised controlled trials (RCTs) examining validation therapy as an intervention for dementia were 

considered for inclusion in the review. The criteria for inclusion comprised systematic assessment of the 

quality of study design and the risk of bias. Data collection and analysis: Data were extracted 

independently by both reviewers. Authors were contacted for data not provided in the papers. 

Psychological scales measuring cognition, behaviour, emotional state and activities of daily living were 

examined. Main results: Three studies were identified that met the inclusion criteria (Peoples 1982; Robb 

1986; Toseland 1997) incorporating data on a total of 116 patients (42 in experimental groups, and 74 in 

the control groups (usual care 43 and social contact 21, 10 in reality orientation). It was not possible to 

pool the data from the 3 included studies, either because of the different lengths of treatment or choice of 

different control treatments, or because the outcome measures were not comparable. Two significant 

results were found: Peoples 1982 - Validation versus usual care. Behaviour at 6 weeks [MD --5.97, 95% 

CI (-9.43 to -2.51) P=0.0007, completers analysis] favours validation therapy. Toseland 1997 - Validation 

versus social contact. Depression at 12 months (MOSES) [MD -4.01, 95% CI (-7.74 to - 0.28) P=0.04, 

completers analysis] favours validation. There were no statistically significant differences between 

validation and social contact or between validation and usual therapy. There were no assessments of 

carers. Authors’ conclusions: There is insufficient evidence from randomised trials to allow any 
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conclusion about the efficacy of validation therapy for people with dementia or cognitive impairment. Two 

significant results were found but there were no statistically significant differences between validation and 

social contact or between validation and usual therapy.  

44. Vink AC, Birks J, Bruinsma MS, Scholten RJPM., (2003), “Music therapy for people with 
dementia”, Cochrane Database of Systematic Reviews 2003, Issue 4. Art. No.: CD003477 

 

Background: Dementia is a clinical syndrome with a number of different causes which is characterised 

by deterioration in cognitive functions. Research is pursuing a variety of promising findings for the 

treatment of dementia. Pharmacological interventions are available but have limited ability to treat many 

of the syndrome‘s features. Little research has been directed towards non-pharmacological treatments. In 

this review the evidence for music therapy as a treatment is examined. Objectives: To assess the effects 

of music therapy in the treatment of behavioural, social, cognitive and emotional problems of older people 

with dementia. Search strategy: The Cochrane Dementia and Cognitive Improvement Group (CDCIG) 

Specialised Register was searched on 5 December 2005 using the term ―music*‖. This Register contains 

records from all major health care databases and many ongoing trial databases and is updated regularly. 

The principal reviewer conducted additional searches in January 2006 to retrieve randomised controlled 

trials (RCTs) concerning the effect of music therapy on older people with dementia. Selection criteria: 

Randomised controlled trials that reported clinically relevant outcomes associated with music therapy in 

treatment of behavioural, social, cognitive and emotional problems of older people with dementia. Data 

collection and analysis: Two reviewers screened retrieved studies independently for methodological 

quality using a checklist. Data from accepted studies were independently extracted by the reviewers. 

Main results: Five studies were included. The methodological quality of the studies was generally poor 

and the study results could not be validated or pooled for further analyses. Authors’ conclusions: There 

is no substantial evidence to support nor discourage the use of music therapy in the care of older people 

with dementia. the methodological quality of these small, short-term studies was generally poor, as was 

the presentation of results. No useful conclusions can be drawn. 

45. Chung, JCC., Lai, CKY., (2002), “Snoezelen for dementia”, Cochrane Database of Systematic 
Reviews, Issue 4. Art. No.: CD003152 

 

Background: Snoezelen, 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. The rationale for this lies in the proposition that 

the provision of a sensory environment for people with dementia places fewer demands on their 

intellectual abilities but capitalizes on their residual sensorimotor abilities. The clinical application of 

snoezelen often varies in form, nature, principles and procedures. Such variations not only make the 

examination of the therapeutic values of snoezelen difficult, but also impede the clinical development of 

snoezelen in dementia care. A systematic review of evidence for the efficacy of snoezelen in the care of 

people with dementia is therefore needed to inform future clinical applications and research directions. 

Objectives: To examine the clinical efficacy of snoezelen (or multisensory stimulation) for older people 

with dementia and their caregivers. 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 23 March 2008 using the terms: snoezelen OR ―multi-

sensory*‖. 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. The reviewers hand-searched PubMed and the ISI Web of 

Science. Methods: Randomized controlled trials and quasi-randomized controlled trials in which 
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snoezelen or multi-sensory programmes was used as an intervention for older people suffering from any 

forms of dementia. The two reviewers independently reviewed and assessed the quality of the trials. Main 

results: Two new trials were included in this update. Baker 2003 was an expanded study of Baker 2001 

reported in the previous version. Both Baker 2003 and vanWeert 2005 examined the short-term and 

longer-term effects of snoezelen on behaviour, mood, and communication of people with moderate to 

severe dementia. The format of implementation was different in the two trials: one was session-based 

snoezelen programme (Baker 2003),whilst the other was a 24-hour integrated snoezelen care (vanWeert 

2005).Owing to the differences in study methodology, the results of the two trials were not pooled for 

analysis. The session-based snoezelen programme (Baker 2003) did not show any effects on behaviour, 

mood, cognition and communication / interaction in the short term (during or immediately after sessions) 

or longer term (at post-intervention or 1-month post-intervention follow-up). Likewise, the 24-hour 

integrated snoezelen care (van Weert 2005) failed to demonstrate any significant short-term and longer 

term effects on behaviour, mood and interaction. Authors’ conclusions: A more vigorous review 

methodology was adopted in this update. The study of Kragt 1997, reported in the previous version, was 

excluded because the snoezelen programme only consisted of three sessions, which was considered too 

brief for a therapeutic intervention. Two new trials were reviewed. Meta-analyses could not be performed 

because of the limited number of trials and different study methods of the available trials. Overall, there is 

no evidence showing the efficacy of snoezelen for dementia. There is a need for more reliable and sound 

research-based evidence to inform and justify the use of snoezelen in dementia care. 

 

46. Stuck, AE., Egger, M., Hammer, A., Minder CE., Beck JC., (2002), “Home Visits to Prevent 
Nursing Home Admission and Functional Decline in Elderly People Systematic Review and 
Meta-regression Analysis”, JAMA, Vol. 287(8), p.1022-1028 

 

Context The effects of home visitation programs to prevent functional decline in elderly persons have 

been inconsistent, and the value of these programs is controversial. Objective To evaluate the effect of 

preventive home visits on functional status, nursing home admission, and mortality. Data Sources 

Studies published in English, French, German, Italian, or Spanish reporting randomized trials of the 

effects of preventive in-home visits in older people (mean age _70 years) living in the community were 

identified through searches of MEDLINE, PSYCHINFO, and EMBASE (January 1985–November 

2001).Wealso searched the Cochrane Controlled Trials Register, checked reference lists of earlier 

reviews and book chapters, searched conference proceedings and specialty journals, and contacted 

experts. Study Selection We screened 1349 abstracts and excluded those that did not test in-home 

interventions or in which the mean age of the study population was younger than 70 years. After further 

exclusions, 17 articles describing 18 trials were analyzed. Data Extraction Two reviewers independently 

screened abstracts. Discrepancies were resolved by consensus with a third reviewer. For each included 

trial, we extracted data on the study population and the characteristics of the intervention. Two of us 

extracted information on 3 end points: nursing home admissions, mortality, and functional status. One of 

us assessed trial quality, including an examination of the method of randomization, blinding of caregivers 

and research staff ascertaining outcomes, and proportion of patients included in analyses of the 3 end 

points. Data Synthesis The 18 trials included 13447 individuals aged 65 years and older. The effect on 

nursing home admissions depended on the number of visits performed during follow-up. The pooled 

relative risk (RR) was 0.66 (95% confidence interval [CI], 0.48-0.92) for trials in the upper tertile (_9 visits) 

but was 1.05 (95% CI, 0.85-1.30) in the lower tertile (0-4 visits). Functional decline was reduced in trials 

that used multidimensional assessment with follow-up (RR, 0.76; 95% CI, 0.64-0.91) but not in other trials 

(RR, 1.01; 95% CI, 0.92-1.11). Functional decline was reduced (RR, 0.78; 95% CI, 0.64-0.95) in trials 

with a control group mortality rate in the lower tertile (3.4%- 5.8%) but not (RR, 0.98; 95% CI, 0.84-1.13) 
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in those with a control-group mortality rate in the upper tertile (8.3%-10.7%). A beneficial effect on 

mortality was evident in younger study populations (RR, 0.76; 95% CI, 0.65-0.88 for ages 72.7-77.5 

years) but not in older study populations (RR, 1.09; 95% CI, 0.92-1.28 for ages 80.2-81.6 years). 

Conclusion Preventive home visitation programs appear to be effective, provided the interventions are 

based on multidimensional geriatric assessment and include multiple follow-up home visits and target 

persons at lower risk for death. Benefits on survival were seen in young-old rather than old-old 

populations. 

47. Cohen-Mansfield, J., (2001), “Nonpharmacologic Interventions for Inappropriate Behaviors in 
Dementia A Review, Summary, and Critique”, Am J Geriatr Psychiatry, Vol. 9(4), p. 361-381 

 

Inappropriate behaviors are very common in dementia and impose an enormous toll both emotionally and 

financially. Three main psychosocial theoretical models have generally been utilized to explain 

inappropriate behaviors in dementia: the ―unmet needs‖ model, a behavioral/learning model, and an 

environmental vulnerability/ reduced stress-threshold model. Eighty-three articles were identified that met 

the inclusion criteria. The following categories of interventions were identified (number of articles for each 

type is listed in parentheses): • Sensory intervention (for stimulation or relaxation), including: music (11), 

massage/touch (6), white noise (2), and sensory stimulation (4) • Social contact (real or simulated), 

including one-on-one interaction (2), pet visits (3), and simulated presence therapy and videos (4) • 

Behavior therapy, including differential reinforcement (7), cognitive (1), and stimulus control (8) • Staff 

training (6) • Activities, including structured activities (3), outdoor walks (2), and physical activities (2) • 

Environmental interventions, including wandering areas (2), natural or enhanced environments (2), and 

reduced-stimulation environments (2) • Medical/nursing care interventions, including light or sleep therapy 

(8), pain management (1), hearing aids (1), and removal of restraints (2) • Combination therapies, 

including individualized (3) and group treatments (2); In summary the following categories of interventions 

were discussed: sensory, social contact (real or simulated), behavior therapy, staff training, structured 

activities, environmental interventions, medical/nursing care interventions, and combination therapies. 

The majority are reported to have a positive, albeit not always significant, impact. Better matching of the 

available interventions to patients‘ needs and capabilities may result in greater benefits to patients and 

their caregivers. For every major category of intervention type, most of the studies (91% of all studies) 

report a benefit concerning inappropriate behaviors, and some (53% of all studies) report a significant 

improvement from baseline to the treatment condition. For each category, there are also studies that 

either find no statistically significant difference, or do not use statistical analysis to examine the change 

from baseline to treatment, or show mixed results. The differences in intervention procedures and in 

methods among the studies do not allow direct comparison between their findings. 

48. Marshall, M., Crowther, R., Almaraz-Serrano, A., Creed, F., Sledge, W., Kluiter, H., Roberts, C., 
Hill, E., Wiersma, D., Bond, GR., Huxley, P., Tyrer, P., (2001), “Systematic reviews of the 
effectiveness of day care for people with severe mental disorders: (1) Acute day hospital 
versus admission; (2) Vocational rehabilitation; (3) Day hospital versus outpatient care”, 
Health Technology Assessment, Vol. 5(21) 

 

Overall summary: This report contains systematic reviews of acute day hospital care versus admission 

to hospital; vocational rehabilitation (VR) versus standard care (without VR); and day hospital care versus 

outpatient care. Acute day hospital versus admission: This review assessed the effectiveness of day 

hospital care versus inpatient care for people with acute psychiatric disorders. Nine randomised 

controlled trials (RCTs) were identified (1568 patients) and individual patient data were obtained for four 

(594 patients). Day hospital treatment was feasible for between 23.2% and 37.5% of those admitted to 
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inpatient care. There was no difference in the number of days in hospital (combining day hospital and 

inpatient days) between day hospital patients and control patients (weighted mean difference (WMD) = –

0.38 days/month; 95% confidence interval (CI), –1.32 to 0.55). However, day hospital patients spent more 

days in day hospital care (WMD = 2.34 days/month; 95% CI, 1.97 to 2.70) and fewer days in inpatient 

care (WMD = –2.75 days/month; 95% CI, –3.63 to –1.87). Readmission rates were similar for day 

patients and control groups (relative risk (RR) 0.91; 95% CI, 0.72 to 1.15). Day patients showed a 

significantly faster improvement in mental state (n = 407; χ2 = 9.66; p = 0.002), but not in social 

functioning (n = 295; χ2 = 0.006; p = 0.941). Day hospital care was reported to be cheaper than inpatient 

care (cost reductions ranging from 20.9% to 36.9%). It was concluded that acute day hospitals can be an 

attractive alternative when demand for inpatient care is high. Day hospital versus outpatient care: Two 

types of day hospital were covered: ―day treatment programmes‖ and ―day care centres‖. Day treatment 

programmes are used to enhance the treatment of patients with anxiety/depressive disorders who have 

failed to respond to outpatient care. Day care centres offer structured support to patients with long-term 

severe mental disorders. 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). There was no evidence that day care centres were 

better or worse than outpatient care on any outcome variable; some data suggested that they could be 

more expensive. It was concluded that future research should address the cost-effectiveness of day 

treatment programmes against other alternatives for patients with disorders that are refractory to 

treatment. 

 

49. Finnema, E., Dro¨es, RM., Ribbe, M., van Tilburg, W., (2000), “A Review of Psychosocial 
Models in Psychogeriatrics: Implications for Care and Research” Alzheimer Disease and 
Associated Disorders, Vol. 14(2), p. 68–80 

 

Based on an examination of the relevant literature, this article presents a survey of psychosocial models 

used in the psychogeriatric field. Models with a multidimensional approach to behavior problems in 

dementia and a focus on the individual were selected. The utility of these psychosocial models as a 

theoretical framework for emotion-oriented care for people with dementia, especially Alzheimer disease, 

is examined. In addition to describing the models, this article also reports on the target group for which 

these models were developed, the degree to which they have been operationalized for psychogeriatrics, 

and the degree to which they have been subjected to empirical testing. The authors traced eight models 

that fit the established criteria, ranging from development-oriented to system-theory– oriented models. 

We describe these models in chronological order. They are the Erikson developmental stage model 

(1963), the progressively lowered stress threshold (PLST) model (Hall and Buckwalter, 1987), dialectical 

framework (Kitwood, 1989), attachment theory (Bowlby, 1983; Miesen, 1990), the adaptation-coping 

model (Dro¨es, 1991), dynamic system analysis (DSA) (Bakker, 1992), the view of Souren and Franssen 

(1993), and the Hagberg psychodynamic perspective (1997). This study shows that all psychosocial 

models described may be called emotion-oriented, although they also contain, in varying degrees, 

elements from the consequences model. It was found that the models are used not only as a theoretical 

framework for research, but also in the provision of care. Despite the fact that most models have been 

used in the psychogeriatric field, therefore proving their practicability for psychogeriatric practice, only one 

of the models described has been tested empirically so far. The theoretical validity of the models in 

question is, therefore, not yet clear. 
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50. Kasl-Goldey, J., Gatz, M., (2000), “Psychosocial Interventions for Individuals with Dementia: 
An Integration of Theory, Therapy, and a Clinical Understanding Of Dementia”, Clinical 
Psychology Review, Vol. 20(6), p. 755–782 

 

We reviewed six psychosocial interventions for individuals with dementia. Interventions are described in 

terms of theoretical basis, how knowledge about dementia is incorporated, techniques, and empirical 

support. Psychodynamic approaches appear helpful for understanding intrapsychic concerns of 

demented individuals. 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. Behavioral approaches and memory training target specific 

cognitive and behavioural impairments and help to optimize remaining abilities. Reality orientation reflects 

a similar goal, yet is probably more useful for its interpersonal functions 

51. Allen-Burge, R., Stevens, AB., Burgio, LD., (1999), “Effective Behavioral Interventions For 
Decreasing Dementia-Related Challenging Behavior In Nursing Homes”, International Journal 
Of Geriatric Psychiatry, Vol. 14, p. 213-232 

 

This paper provides a selective review of behavioral intervention research aimed at successfully 

decreasing dementia- related challenging behaviors in nursing homes. The authors include separate 

discussions of behavioral excesses (disruptive vocalization, wandering, physical and verbal aggression) 

and deficits (excess dependency, therapeutic activities, social interaction/communication). Descriptions of 

interventions used to address each behavior problem are followed by methodological evaluations of the 

research. Discussions are augmented by inclusion of the authors' ongoing intervention research. The 

paper concludes with a description of a comprehensive program for teaching behavior management skills 

to nurse aides and a motivational system for maintaining the performance of these skills over the long 

term. 

52. Opie, J., Rosewarne, R., OÕConnor, DW., (1999), “The efficacy of psychosocial approaches to 
behaviour disorders in dementia: a systematic literature review”, Australian and New Zealand 
Journal of Psychiatry, Vol. 33, p.789–799 

 

Objective: This paper provides a systematic review of research findings published between 1989 and 

1998 concerning non-pharmacological strategies to alleviate behavioural disturbances in elderly persons 

with dementia. Method: Data collection strategies included computer literature searches, manual 

searches of selected journals and checks of references listed in previous reviews. To warrant inclusion, 

studies were required to include some measure of behaviour before and after the introduction of an 

intervention. Papers were appraised in the following domains: design, sampling technique, setting, 

behaviours studied, measurement tools, data collection methods, type of interventions and feasibility. An 

overall validity rating was assigned to each article using predetermined rules. Results: Forty-three 

studies met criteria for inclusion including five randomised controlled trials. Validity ratings were as 

follows: one strong, 15 moderate, and 27 weak. Areas of scientific weakness included small numbers of 

subjects, inadequate descriptions of study participants, imprecise data collection methods, high attrition 

rates and insufficient statistical analysis. Despite this, there is evidence to support the efficacy of activity 

programs, music, behaviour therapy, light therapy, carer education and changes to the physical 

environment. The evidence in favour of multidisciplinary teams, massage and aromatherapy is 

inconclusive. Conclusions: It was easier to interpret the results of rigorously designed studies that 

focused on a single behaviour or single intervention tailored to the needs of individuals and carers. Future 

studies should seek to replicate the findings outlined here, improving methodologies where necessary 
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and including outcome measures that encompass the interests of people with dementia, family caregivers 

and health professionals. 

Primary Research Articles 

53. Gitlin  LN., Winter, L., 2 Earland, TV., Herge, EA., Chernett, NL., Piersol, CV., Burke, JP., (2009), 
“The Tailored Activity Program to Reduce Behavioral Symptoms in Individuals With Dementia: 
Feasibility, Acceptability, and Replication Potential”, The Gerontologist, Vol. 49(3), p. 428–439 

 

Purpose: The Tailored Activity Program (TAP) is a home-based occupational therapy intervention shown 

to reduce behavioral symptoms and caregiver burden in a randomized trial. This article describes TAP, its 

assessments, acceptability, and replication potential. Design and Methods: TAP involves 8 sessions for 

a period of 4 months. Interventionists identify preserved capabilities, previous roles, habits, and interests 

of individuals with dementia; develop activities customized to individual profiles; and train families in 

activity use. Interventionists documented time spent and ease conducting assessments, and observed 

receptivity of TAP. For each implemented prescribed activity, caregivers reported the amount of time their 

relative spent in activity and perceived benefits. Results: The TAP assessment, a combination of 

neuropsychological tests, standardized performance-based observations, and clinical interviewing, 

yielded information on capabilities from which to identify and tailor activities. Assessments were easy to 

administer, taking an average of two 1-hr sessions. Of 170 prescribed activities, 81.5% were used, for an 

average of 4 times for 23 min by families between treatment sessions for a period of months. Caregivers 

reported high confidence in using activities, being less upset with behavioral symptoms (86%), and 

enhanced skills (93%) and personal control (95%). Interventionists observed enhanced engagement 

(100%) and pleasure (98%) in individuals with dementia during sessions. Implications: TAP offers families 

knowledge of their relative‘s capabilities and easy-to-use activities. The program was well received by 

caregivers. Prescribed activities appeared to be pleasurable and engaging to individuals with dementia. 

TAP merits further evaluation to establish efficacy with larger more diverse populations and consideration 

as a nonpharmacological approach to manage behavioral symptoms. 

54. Verbeek, H., van Rossum, E., Zwakhalen, SMG., Ambergen, T., Kempen, GIJM., Hamers, JPH., 
(2009), “The effects of small-scale, homelike facilities for older people with dementia on 
residents, family caregivers and staff: design of a longitudinal, quasi-experimental study”, 
BMC Geriatrics, Vol 9(3) 

 

Background: Small-scale and homelike facilities for older people with dementia are rising in current 

dementia care. 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. However, effects of these small-scale and homelike facilities have 

hardly been investigated. Since the number of people with dementia increases, and institutional long-term 

care is more and more organized in small-scale and homelike facilities, more research into effects is 

necessary. This paper presents the design of a study investigating effects of small-scale living facilities in 

the Netherlands on residents, family caregivers and nursing staff. Methods and design: A longitudinal, 

quasi-experimental study is carried out, in which 2 dementia care settings are compared: small-scale 

living facilities and regular psychogeriatric wards in traditional nursing homes. Data is collected from 

residents, their family caregivers and nursing staff at baseline and after 6 and 12 months of followup. 

Approximately 2 weeks prior to baseline measurement, residents are screened on cognition and activities 

of daily living (ADL). Based on this screening profile, residents in psychogeriatric wards are matched to 

residents living in small-scale living facilities. The primary outcome measure for residents is quality of life. 
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In addition, neuropsychiatric symptoms, depressive symptoms and social engagement are assessed. 

Involvement with care, perceived burden and satisfaction with care provision are primary outcome 

variables for family caregivers. The primary outcomes for nursing staff are job satisfaction and motivation. 

Furthermore, job characteristics social support, autonomy and workload are measured. A process 

evaluation is performed to investigate to what extent small-scale living facilities and psychogeriatric wards 

are designed as they were intended. In addition, participants' satisfaction and experiences with small-

scale living facilities are investigated. Discussion: A longitudinal, quasi-experimental study is presented 

to investigate effects of small-scale living facilities. Although some challenges concerning this design 

exist, it is currently the most feasible method to assess effects of this relatively new dementia care setting. 

55. van Orden, M., Hoffman, T., Haffmans, J., Spinhoven, P., Hoencamp, E., (2009), “Collaborative 
Mental Health Care Versus Care as Usual in a Primary Care Setting: A Randomized Controlled 
Trial” , Psychiatric Services 60:74–79 

 

Objective: To compare the effectiveness of treating common mental disorders in a collaborative care 

(CC) program in a primary care setting and the effectiveness of treating such disorders through traditional 

referral. Methods: In a cluster RCT, 27 general practitioner practices in the Netherlands were designated 

to provide either CC or usual care. In the CC condition, a mental health care professional worked on site 

at the primary care practice and was available to provide patients a maximum of five appointments if they 

were referred by the GP. If indicated, referral to specialized mental health services followed. In the usual 

care, if indicated, general practitioners would refer patients to off-site specialized mental health services. 

The study included 165 patients. At baseline and at three, six, and 12 months, the study assessed 

patients‘ psychopathology, patients‘ quality of life, and patients‘ and general practitioners‘ satisfaction with 

the treatment provided. Delay in seeing a mental health provider, duration of treatment, number of 

appointments, and related costs were assessed at 12 months. Results: Level of patients‘ 

psychopathology and quality of life significantly improved over time, and there were no significant 

differences between models of care. There was no significant difference in patients‘ satisfaction with care 

in either condition. The CC condition resulted in significantly higher satisfaction with services among 

general practitioners, shorter referral delay, reduced time in treatment, fewer appointments, and 

consequently lower treatment costs. According to a t test for independent samples, the total mean 

number of appointments in the 12-month period was significantly lower in the collaborative care condition 

(12.4±17.1) than in the usual care condition (18.9±18.9). The mean cost for a patient in the CC condition 

was €1,199 ± 1,621, and it was €1,762 ±1,683 in the usual care condition. Conclusions: CC for a 

heterogeneous group of persons with common mental disorders seems to be as effective as the usual 

practice of referral to mental health services for reducing psychopathology, but it is significantly more 

efficient regarding referral delay, duration of treatment, number of appointments, and related treatment 

costs. 

56. Beck, CK., Vogelpohl, TS., Rasin, JH.,  Topps Uriri, J., O’Sullivan, P., Walls, R., Phillips, R., 
Baldwin, B., (2002), “Effects of Behavioral Interventions on Disruptive Behavior and Affect in 
Demented Nursing Home Residents”, Nursing Research, Vol 51(4), p. 219-228 

 

Background: Disruptive behaviors are prevalent in nursing home residents with dementia and often have 

negative consequences for the resident, caregiver, and others in the environment. Behavioral 

interventions might ameliorate them and have a positive effect on residents‘ mood (affect). Objectives: 

This study tested two interventions—an activities of daily living and a psychosocial activity intervention—

and a combination of the two to determine their efficacy in reducing disruptive behaviors and improving 

affect in nursing home residents with dementia. Methods: The study had three treatment groups 
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(activities of daily living, psychosocial activity, and a combination) and two control groups (placebo and no 

intervention). Nursing assistants hired specifically for this study enacted the interventions under the 

direction of a master‘s prepared gerontological clinical nurse specialist. Nursing assistants employed at 

the nursing homes recorded the occurrence of disruptive behaviors. Raters analyzed videotapes filmed 

during the study to determine the interventions‘ influence on affect. Results: Findings indicated 

significantly more positive affect but not reduced disruptive behaviors in treatment groups compared to 

control groups. Conclusions: The treatments did not specifically address the factors that may have been 

triggering disruptive behaviors. Interventions much more precisely designed than those employed in this 

study require development to quell disruptive behaviors. Nontargeted interventions might increase 

positive affect. Treatments that produce even a brief improvement in affect indicate improved quality of 

mental health as mandated by federal law. 

AD: Alzheimer‘s disease 

BPSD: Behavioural and psychological symptoms in dementia 

CC: Collaborative Care 

RCT: Randomized Control Trial 
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The Ontario Behavioural Support System project (BSS) is led by the North Simcoe 
Muskoka Local Health Integration Network (NSM LHIN) in partnership with the 
Alzheimer Society of Ontario (ASO) and the Alzheimer Knowledge Exchange (AKE) as 
well as divisions of the Ministry of Health and Long-Term Care (MOHLTC).   
 
More information can be obtained by visiting: www.bssproject.ca  
 
The Conversations about Care initiative was created to understand more about the lived 
experience of caregivers of individuals with responsive behaviours. In spring 2010 over 
100 caregivers took part in providing their advice on how the system in Ontario should 
work best to support individuals with responsive behaviours and their caregivers.  
 
 
 
 
 
 
 
 

 
 

 

 

 

http://www.bssproject.ca/
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Introduction 
 

Over the past several years, Ontario‘s health care leaders have identified the need to 
understand more about the needs of Ontarians with behaviours associated with 
complex and challenging mental health dementia or other neurological conditions. 
These behaviours are often referred to as ―challenging‖ or ―responsive‖ to reflect both 
their impact and the potential to mitigate their effect with early and appropriate 
intervention and management.  
 
In January 2010, the Ontario Ministry of Health and Long-Term Care provided funding 
for the first phase of an Ontario Behavioural Support System Project (BSS). The project 
team‘s first task was to propose a behavioural support system based on the best and 
most current knowledge in Ontario and other jurisdictions. The project‘s long-range 
vision is an integrated cross-sectoral system of supports and treatments designed to 
meet the needs of patients as well as caregivers and based on high quality and 
evidence-based care and practice. Central to the success of the system is ensuring that 
people are treated with dignity and respect in an environment that supports safety for 
all. 
 
To obtain the advice of caregivers with experience with these behaviours, the BSS 
project team embarked on a process called ―Conversations about Care.‖ Caregivers 
were asked to share their perspectives on the health care system and to contribute their 
ideas of what the system should do differently to address the needs of both people with 
behavioural challenges and those who care for them. The messages from the 
participants in the conversations fall into eight themes: 

 

 Teach health care workers about responsive behaviours associated with 
dementia 

 Improve respite services 

 Streamline referrals 

 Fix staffing issues 

 Address caregiver finances 

 Provide 24/7 hotline for issues 

 Educate the public 

 Share what works! 

 

We will use these conversations to help us to develop a proposal for a new system 
model. In this report, we are sharing these conversations with you so that we can all 
work toward a collective vision of a truly inspired health care system. 
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Results 
 

Total responses 
A total of 107 individuals participated in the conversations. 72 written responses were 
received, some identified as from individuals and some identified as a ―group response‖ 
summarizing the ideas of the entire caregiver support group.  

Location of participants – by LHIN 
Responses were received from five LHINs and 10 caregiver support groups. Nine 
groups were from Alzheimer Societies in Ontario and one was from an Ontario 
Dementia Network. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Type of respondent 
  
The majority (89%) of respondents described themselves as unpaid caregivers. The 
remainder defined themselves as paid caregivers and educators. 
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Sector of experience with the target population 
 
Participants were asked where their experience with individuals with responsive 
behaviours occurred. The majority (67%) stated their experience was in the community 
(home); 28% had experience with the long-term care sector. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  


