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ABSTRACT
A large percentage of people with dementia in residential aged care (RAC) in
Australia and internationally suffer from the behavioural and psychological
symptoms of dementia (BPSD). These symptoms potentially have grievous
consequences, not only for the resident, but also for their families and staff.
Within RAC facilities, team problem-solving, using person-centred assessment,
was found in the literature to be the preferred approach to reducing BPSD,
however, this is not well implemented in Australia or internationally. The literature
also provided evidence of a number of variables that could impact on the uptake
and use of that approach. Some factors such as legislation, funding, staffing
availability and basic education or training are endemic to the industry and difficult
to counter. Other factors such as leadership, management, workplace
communication and staff knowledge and skills were identified as being within the
purview of individual facilities to change.
The framework of concept mapping was chosen as a sustainable approach to
person-centred team problem-solving and care planning that would make best use
of limited staff time, leadership and mentoring resources, in order to improve staff
competence, communication and learning about dementia care. Concept mapping
encompasses diagrammatic representation of a team discussion of the
assessment data and characteristics of the individual resident, strengths as well as
deficits. The visual representation is analysed by the team, and the verity of the
data and causal relationships between the concepts are confirmed. The mapping
is evidence-based and encourages learning from the data analysis. Resultant
maps reveal the probable underlying causes of the BPSD and the person’s
strengths that can be encouraged to counter their problems.
The research was a quasi-experimental, longitudinal study over nine months. A
representative sample of 11 Victorian residential aged care facilities that
demonstrated a reasonable quality of care by having achieved a three-year
accreditation from the Aged Care Standards and Accreditation Agency was
selected; two of these formed a control group. An existing model of team learning
was adapted and used to evaluate and control for staff perceptions of the quality of
leadership, organisational support, efficacy, psychological safety and ability to
learn in a workplace, within the sample facilities. Tools were developed to measure
care plan quality, staff knowledge and self-assessed competence, and an existing
tool was adapted to assess the quality of the concept mapping.
The outcome was a sustainable improvement in care planning and knowledge but
no improvement in self-assessed competence or efficacy. The model of team
learning was found to have a good fit with the RAC context, with implications for
future research.
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PREFACE
This study was motivated by my experience of working with and teaching staff from
residential aged care facilities (RACF) in Victoria for 15 years, and by my observations
of the difficulties that staff in those facilities have in planning and providing care for
residents with dementia and the behavioural and psychological symptoms of dementia
(BPSD) in spite of a willingness to do so.
It is clear to me that generally staff care greatly about the well-being of their residents
and want to provide them with a good quality of life. However, years of teaching what
is considered best practice has left me concerned that when a course ends, or when
staff members are left without guidance or leadership, they quickly can revert to the
assessment and care provision patterns that exist within their facilities, that is, to the
prevailing workplace culture. This happens even when these existing practices have
been acknowledged by staff collectively as sub-optimal and risking residents’ health
and well-being.
My intent in engaging in this study was to find a way to improve the assessment and
care of residents, not simply by improving the skills and knowledge of staff in the short
term with training, but by developing a workplace culture that challenges the status
quo; one which will ensure ongoing team learning, problem-solving for residents, and
subsequently continuously improving care practices.
The following dissertation is a record of my learning journey, of analysing the current
situation, of identifying what may be possible and of designing and testing an
intervention that I believe has the potential to fulfil my vision for improving care.
Two publications in refereed journals have resulted from the research and are
Appendices 1 and 2. The first is an outcome of my initial literature search; the second
is the record of the development and testing of a tool for the research that was
designed to evaluate staff knowledge of dementia care with respect to the national
dementia care competencies:
1. Aberdeen, S., Leggat, S., & Barraclough, S. (2010). Concept Mapping: A
process to promote staff learning and problem-solving in residential dementia
care. Dementia, 9(1), pp.1-25.
2. Aberdeen, S. M., Leggat, S. G., Byrne, G., & Barraclough, S. (2009). Validating
a marking rubric for evaluating staff knowledge of dementia for competency in
residential aged care. Journal of Vocational Education and Training, 61(4),
pp.535-552.
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CHAPTER ONE: INTRODUCTION
This chapter provides background for the research. The context of the
research within Victorian residential aged care facilities (RACF) is described,
and dementia and the behavioural and psychological symptoms of dementia
(BPSD) are defined.

Evolving research, government reports and discussions relating to aged care,
ageing, Alzheimer’s disease, dementia and BPSD within the English language
literature were used to explore the historical and current influences on the way
in which staff in residential aged care and the broader community have
traditionally understood dementia and BPSD. The manner in which these
understandings create beliefs or attitudes that influence current care practices
and direct care provision is considered in subsequent chapters. Finally, this
chapter identifies preferred practices in dementia care as recommended in the
contemporary literature.

Defining Dementia
In a report for Alzheimer’s Australia (AA) on the impact of dementia on
Australia, prepared by Access Economics (2003), dementia was described as:

“A progressive and disabling condition, primarily of older persons, that
can bring turmoil and anguish to those involved. Different people may
have different symptoms at various times, depending on the parts of
the brain affected and the characteristics of each individual” ( p.1).

Dementia is not an illness, although it is caused by numerous illnesses or
conditions such as strokes or Alzheimer’s disease. Dementia is a syndrome.
‘Syndrome’ is the collective term used in medicine for a group of significant
signs and symptoms. Dementia is the collective word used for the group of
signs and symptoms of cortical brain damage, observable as cognitive
deficits, which indicate a dementing illness. Numerous illness or other
conditions can destroy brain tissue and cause dementia. Signs and symptoms

of dementia include difficulty with short and long term memory in conjunction
with loss of organisational, communicating, learning, reasoning and
visuospatial abilities. The syndrome is progressive and incurable; it has
multiple causes that collectively and commonly are called dementing illnesses
(American Psychiatric Association, 2000). There are evidence-based
guidelines for the diagnosis of dementia which allow for the fact that the
presentation and progression of dementia varies, and is dependent upon, the
causative illness. In all cases dementia, inevitably, will end with death.

Low et al. (2008), in their review of dementia research for Alzheimer’s
Australia, the Australian peak body for dementia care, found that the two
major causative illnesses associated with dementia in Australia, and worldwide, are Alzheimer’s disease and vascular disease, with a median survival
time after diagnosis for an individual of four and a half years. However,
Alzheimer’s disease, gradually and progressively, attacks and destroys
cortical neurons, and people may live with it for 20 years or more. By contrast,
dementia caused by cerebral vascular disease and multiple strokes can
present with a sudden onset and rapid step-wise progression from diagnosis
to death in a matter of months.

The outcomes of dementing illnesses for residents frequently are described,
or assessed, in terms of difficulties or deficits in abilities to manage activities
of daily living which cause burdens not only to the person themselves but also
to their families, the health care system and the broader community. Research
reported by Access Economics (2003) indicates that in the early stages of
dementia, complex abilities such as planning, managing, organising,
registration and recall of information may be affected, resulting in difficulties
with shopping, driving or handling money. In the later stages, with parietal
lobe damage, more basic tasks requiring visuospatial skills are affected, such
as dressing, eating and bathing. The person with dementia will need
increasing supervision in order to remain as independent as possible. In the
end-stage, global cortical brain damage results in the person being totally
reliant on the care of others and unable to control their body. They will be
2

chair or bed fast, may develop incontinence, contractions, convulsions,
inability to swallow, and may appear to be unresponsive to most stimuli.

Dementia as a condition affecting health has been variously understood and
documented throughout history. The term dementia has its roots in the Latin
“demens”, meaning out of one’s mind, and over time it has become linked to
madness. Boller and Forbes (1998) noted that in 2000 BC the ancient
Egyptians documented a belief that normal ageing could be interrupted by a
memory disorder. By 500 BC, Roman (2003) found that age was considered
to be the cause of impaired memory, and the notion of senile dementia, or
dementia of old age, became entrenched. However, until the 19th century
there was surprisingly little reference to academic discussion or research into
age-related cerebral impairment. According to Boller and Forbes (1998),
dementia of old age was accepted simply as a fact of life, in spite of the
emergence of alternative theories of cause, some accurate, such as stroke
and syphilis, and others, such as an unhappy love life, that were not.

Low’s (2008) history of dementia indicated that by the 16th century in England
the word dementia was used descriptively in literary works such as
Shakespeare’s depiction of King Lear’s madness. Boller and Forbes (1998)
similarly mentioned negative descriptions of dementia in relation to ageing
populations in Gulliver’s Travels by Jonathon Swift in 1726. Those authors
indicated that a belief in dementia as part of ageing, with its suggestion of
madness, has existed for centuries.

Aloise Alzheimer reported in 1907 the pathology and symptoms of the disease
that was to bear his name, including a detailed description of the brain
damage found post-mortem, linking the condition for the first time to organic
brain damage rather than the ageing process (Maurer, Volket al., 1997).
However, by 1968 the condition was still reported in the Diagnostic and
Statistical Manual of Mental Disorders by the American Psychogeriatric
Association as either pre-senile, or senile, dementia. This text was used
world-wide by diagnosticians and reflects the general belief of the times. It is
3

apparent that dementia was considered then by the medical profession to be
a part of normal ageing and, as a result, untreatable. Those with dementia in
the 19th and early 20th century who were found to be unmanageable, or
considered to be a danger to themselves or others, often found themselves
confined in ‘institutions for the insane’ (Boller & Forbes, 1998).

A British nursing text book published in 1970, and used at that time in
Australia, defined dementia as a condition of ageing that leads to:

“progressive loss of intellectual power, memory and social instincts, the
general behaviour becoming simple and childish” (Gordon-Sears &
Winwood, 1970, p. 432).

According to Román (2003), this definition can be traced back to Pythagoras
in the 6th century BC who described the confusion of old age as the onset of
second childhood. The Gordon-Sears & Winwood (1970) textbook definition
indicated that the belief was current into the 1970’s. Nurses at the time viewed
persons with dementia as becoming child-like and needing paternalistic or
custodial care. People who resisted that care could be viewed as naughty
children in need of punishment or restraint for their own good. Some of these
nurses may still be practicing in RACF and consciously or unconsciously
retaining this attitude, especially if it has not been challenged by participation
in ongoing professional development.

Werner and Heinik’s (2008) more recent research into family carers of people
with dementia indicated that community prejudice persists and extends not
only to those with dementia but, by association, also to their carers.
Misconceptions and intolerance have the potential to complicate any research
into the care of people with dementia, as they can represent variables that are
difficult to control. Therefore, factors of misconception and intolerance have
been explored in some detail in the literature, and the implications for this
study are discussed in later chapters.
4

At the end of the 1970’s, dementia began to be discussed in Australia and
elsewhere as a world-wide social issue and also as a potential economic
problem related to the cost of care for ageing populations (Smith &
Kinsbourne, 1977). There remained a widespread belief that dementia was an
inevitable part of growing old, creating a potential fear of the ageing process
at a time when the average age of populations was increasing.

Boller and Forbes (1998), in their history of dementia, noted that by 1975
discussion and analysis of Alzheimer’s disease had re-entered the research
literature. It was described as a rare form of dementia affecting people under
the age of 65 with an unknown cause about which nothing could be done, as
distinct from the more widespread senile dementia, the dementia of old age.
That notion was, however, in the process of being challenged; observation of
symptoms and post-mortems showed similarities between senile dementia
and Alzheimer’s disease, and the term senile dementia of the Alzheimer’s
type was introduced (Jorm, 1987). Jorm, a researcher with the National Health
and Medical Research Council in Australia, wrote a book entitled
Understanding Senile Dementia in which he discussed the difficulty of
differentiating between senility and Alzheimer’s disease or vascular disease,
as causes of dementia. At that time there were many popular and scientific
misconceptions about dementia. One of these, for example, about which Jorm
(1987) urged scepticism, was a widespread belief that aluminium caused
Alzheimer’s disease.

Lack of a common understanding and language with which to discuss
dementia was exacerbated by sparse academic interest and research into
dementia. The following quote from an edited text book on dementia research
and treatment summarised a view of the situation in 1977:

“The definition and usage of the term ‘dementia’ has been very
confusing and inconsistent. This has contributed significantly to the lack
of progress in the past and to the ongoing pessimistic fatalistic attitude
5

prevailing among health care workers who provide care for elderly
patients with dementia” (Smith & Kinsbourne, 1977 p.19 ).

This belief compromised attempts at valid research into behavioural
management or residential care practices.

The1980’s saw a considerable emphasis on the need to support informal
community carers of people with dementia, and the beginnings of the
Alzheimer’s Disease and Related Disorders Association in the United States
in 1980 (Fox, 1989). That decade also heralded a growing interest in the
research and development of the newly-defined health care fields of gerontics
and geriatrics (Minichiello, Alexander et al., 1992). Towards the end of the
1980’s there was a growing body of anecdotal evidence and small evaluation
or research projects that indicated:

“The specific management of troubling behaviour; whether with drugs
or psychosocial methods, warrants more careful study; clinical
examples suggest these problems are more amenable to remediation
than generally is believed” (Zarit & Anthony, 1986, p.84).

It would seem from this source that cautious optimism, gained from
experience rather more than research, was emerging and being voiced by
those in the front line of care. This is turn was embraced and began to be
researched by the new professionals in gerontic and geriatric care.

By 1994 dementia was more clearly and accurately defined in the Diagnostic
and Statistical Manual of Mental Disorders IV (American Psychiatric
Association, 2000) as a syndrome with identifiable symptoms and multiple
irreversible causes that have in common the fact that they cause organic brain
damage. In RACF the symptoms and causes of dementia were able to be
defined and differentiated from behaviours which were not directly related to
dementia but, nevertheless, were observed in many residents with dementia.
Cohen-Mansfield (1999) developed specific scales or assessment tools to
6

measure the incidence and type of behavioural symptoms. Others, such as
Walker et al. (1998), were reviewing these measures and linking the incidence
of BPSD to an indication, or measurement of, the resident’s quality of life.
During the 20th century we came full circle back to the ancient Egyptians’
beliefs. Dementia is again seen as a condition, with multiple causes, that
interrupts normal ageing and brings distress to the person. Medicine has
intervened to delay the onset of dementing illness by managing vascular
disease or using cholinesterase inhibitors to delay the progression and initial
severity of the symptoms of Alzheimer’s disease. As yet there is no cure or
prevention for the major causative illness, Alzheimer’s disease, but the
economic imperative is to delay the disability and communal cost by slowing
the onset of symptoms. Deferring the admission of a single person to
residential care in Australia for one year by delaying progression of illness
saved the Australian health care budget up to $49,219 in 2003 (Access
Economics, 2003). Hence there is now emphasis on funding research into
cures for dementing illnesses and developing and testing medication to delay
or control symptoms. Dementia research in Australia is significantly underfunded relative to the burden it causes and compared to other conditions such
as heart disease (Low et al., 2008), and the Australian Government (2006)
has expressed a preference for using that limited funding for research into
dementia cure, prevention and risk reduction. In 2007 the Australasian
Consortium of Centres for Clinical Cognitive Research Website listed 16
clinical trials on dementia being conducted in Australia; only five of those were
related to psychosocial interventions (Low et al., 2008). There is a risk that
people already living with dementia may not be receiving equity in the
distribution of research funding because precedence is being given to
research aimed at cutting the costs of care through preventing the onset of
dementia or managing early symptoms. Those living with dementia are likely
to experience BPSD, and their care comes at a cost both financial and social.
More evidence-based research into the management of the causes of BPSD
is critical to maintain equity for people already diagnosed with dementia, for
7

those caring for them and for ongoing improvement and cost-effectiveness of
care.

Any intervention to assist people with dementia in residential care must take
into account what is currently understood about the impact and variety of
presentations of the dementing illness. Any intervention must also consider
the history of our understanding of dementia and the attitudes that it may have
engendered; also the intervention has to be cost-effective in order to be
acceptable, even attractive, to funding bodies and management. Research
priorities could be more balanced, with appropriate effort being devoted to
improving care practices for the benefit of those diagnosed with dementia and
suffering BPSD in RACF, as well as to cure and prevention.

The Behavioural and Psychological Symptoms of Dementia
(BPSD)
Prior to the 1980’s, so-called ‘challenging behaviours’ for carers, such as
aggression in the person with dementia, were assumed to be inevitable, and
symptomatic of dementia (Gilhooly, Zarit et al.,1986). These behaviours are,
however, not necessarily caused directly by the organic brain damage
resulting from a dementing illness, although the damage may be a
contributory factor (Hall & O’Connor, 2004). BPSD are now considered to be
more often caused by psychiatric co-morbidities, or through the person with
the brain damage of a dementing illness reacting to an unmet need, or a
situation, stressor or event made overwhelming and unmanageable by their
cognitive deficits. Whereas the signs and symptoms of dementia are
progressive and irreversible, ‘behaviours’ or BPSD are often treatable or
reversible with appropriate care strategies (Department of Health NSW,
2006).

8

Behavioural symptoms include:
•

activity disturbances – agitation, restlessness, hyperactivity, wandering,
and inappropriate activity;

•

aggression – verbal and physical;

•

appetite and eating disorders;

•

disturbed sleeping and waking cycle; and

•

socially unacceptable behaviours.

Psychological symptoms include:
•

affective disorders – anxiety, irritability, depression, and emotional
lability;

•

apathy;

•

delusions and misidentification syndromes - beliefs that people are
hiding or stealing things, that the spouse or caregivers are impostors,
unfaithful or abandoning him/her, and paranoia or suspicion; and

•

hallucinations - visual, auditory, olfactory and touch (International
Psychogeriatric Association, 2002).

These symptoms are not new; Alois Alzheimer described such symptoms in
his, now famous, case study of his patient August D, who was observed by
Alzheimer in the Hospital for the Mentally Ill and Epileptics in Frankfurt from
1901 to 1906 (Manuel & Graeber, 2006). The data on August, and other work
by Alzheimer, as well as relevant tissue samples, were lost, survived two
world wars, to be rediscovered in the 1990’s then translated and discussed
by a number of authors (Manuel & Graeber, 2006; Graeber et al., 1997).
Maurer (1997) published a discussion of Alzheimer’s translated German case
study in the Lancet and noted that behavioural symptoms were described by
Alzheimer as prominent manifestations in August’s case in association with
organic brain damage. This discussion of the symptoms as being primarily
biomedical may have contributed to a world view at the time that they were an
9

inevitably outcome of dementia, rather than having a psychosocial cause. The
symptoms described in Alzheimer’s translated case studies consistently
included:
•

paranoia;

•

delusions of sexual abuse;

•

hallucinations; and

•

screaming (Graeber et al., 1997; International Psychogeriatric
Association, 2002; Maurer et al., 1997).

Brodaty et al. (2001), in a study of 647 residents in NSW RACF, found that at
least 90% of residents in high care RACF and 54% of residents in low care
facilities have a cognitive impairment or dementia, and as the dementing
illness progresses, 90% of these residents experience a range of BPSD. This
is not only an Australian concern. In the USA, Christensen and White (2006)
established from a review of research in that country, that 70% of high care
and at least 25% of low care residents have a formal diagnosis of dementia,
and many others have symptoms of cognitive impairment but no formal
diagnosis of its cause. All of these residents have a high risk of developing
BPSD. Other research suggested a rate of so-called challenging behaviours
or BPSD in people in residential care at between 75% and 90% in parts of
China, Europe and the USA (Brodaty et al., 2001; Chi et al., 2006;
Engelborghs et al., 2005; Testad et al., 2007; Turner, 2005). A review of the
literature from developing countries by Shah, et al. (2005) claimed that BPSD
are a problem, but appear to have been poorly studied because of a lack of
data collection tools in appropriate languages and local differences in
definition of terms. The International Psychogeratric Association (2002)
reported incidences of up to a worst case of 87% of people in residential care
exhibiting BPSD in Argentina, Mexico, Jamaica, Nigeria, Taiwan and Hong
Kong, although detailed supporting evidence is lacking in this source. In
summary, the literature indicated that BPSD are a significant care issue in
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Australia, and, to an extent that is difficult to quantify with confidence, in the
remainder of the world as well.

In common with the early use of the term ‘senile dementia’, which inaccurately
linked dementia to an outcome of the ageing process, “senile psychosis”
frequently was used historically to describe the link between dementia, ageing
and BPSD (Hall & O’Connor, 2004; Low et al,. 2008). By 1980, BPSD were
variously termed ‘challenging behaviours’, ‘catastrophic reactions’, ‘difficult
behaviours’, ‘sundowning’ and ‘behavioural disturbances’. A textbook on
dementia care by Gilhooly et al. (1986) indicated that, at that time, these
behaviours were considered to be an unavoidable outcome of dementia by
many health care workers, and to some degree this attitude persists today. In
1996 those terms describing BPSD were still found in use in the teaching texts
(Doyle, 1996; Rosewarne et al., 1997). Such terms as ‘challenging’ or ‘difficult
behaviour’ could be considered as suggestive of a belief that the behaviours
could be deliberately intended to annoy staff and were a problem primarily for
staff rather than the person with dementia. Nay’s (2003) literature search
confirmed that the terms ‘sundowning’ and ‘catastrophic reaction’ were used
for clusters of BPSD linked to either the time of day or an unknown cause, and
assumed to be inevitable outcomes of dementing illness. Being able to label
BPSD with such descriptors, which prompt assumptions and limit thinking, did
not encourage staff to critically analyse or diagnose the symptoms’ causes or
antecedents; nor did it encourage a need to know more about BPSD.

AA prefers the term ‘behaviours of concern’ to describe BPSD, a term which
implies that the behaviours are of concern to the person with dementia,
families and to staff (National Dementia Advisory Services, 2002). The term
BPSD is seen by AA to reflect a medical model of care that values cure, rather
than a person-centred approach which asks how the behaviours are impacting
on the person. However, there is considerable evidence from Australian and
international research that staff become stressed by BPSD (Bonner, 2005;
Brodaty, et al., 2003; Edberg et al., 2008; Humphris & Turner, 1989; Morganet
et al., 2005; Norbergh et al., 2002; Todd & Watts, 2004). Such stress arguably
11

may result in staff becoming self-centred or unsympathetic in describing a
resident’s behaviours, viewing them as primarily a source of distress for
themselves and disregarding the concerns of the resident or their family. This
aspect of staff behaviour potentially is a sensitive issue, but not one that is
widely researched. Only one piece of relevant research was found in this
search. This was a qualitative study by Campbell (2005) who interviewed staff
in one USA nursing home and concluded that BPSD, as well as personal
suffering or the immediacy of death, made a resident less attractive to staff,
with the result that staff would distance themselves from that person and his
or her care. I suggest that if this situation is compounded by staff having a
poor understanding of the reasons for BPSD, and by ineffective team
leadership which fails to challenge beliefs about BPSD and dementia, staff
may consider those behaviours principally as a problem for themselves, rather
than as behaviours that may concern or bother the resident. For example, a
resident’s aggression, which may be an outcome of fear or anxiety, may be
reported and labelled by staff as resistance to care. Likewise, noisy behaviour
that attracts staff attention can be labelled as attention-seeking or dependent
behaviour. Also of concern to staff in the Australian context are BPSD such as
verbal outbursts and wandering (The Australian Institute of Health and
Welfare, 2007); however, these may be of interest to staff primarily because
they have been used as indicators of a need for a higher level of care and
increased Government funding. Colling (2004) found that withdrawal or
apathy, one of the most common BPSD (International Psychogeriatric
Association, 2002), may be overlooked by staff because that behaviour does
not demand their attention or concern. For example, a person with this
psychological symptom may demonstrate a preference to remain undisturbed
in their room, or in a common room, where they have been placed. They may
quietly become incontinent, debilitated from lack of exercise and develop
pressure-related soreness from immobility. Apathy can result in neglect of
self, malnutrition and other complications that may be life-threatening. The
behaviours which attract staff attention are more likely to be those that are
inconvenient or potentially harmful to staff or other residents.
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A valid criticism of the term BPSD is that it continues to link behavioural
symptoms that indicate an emotional distress to the term ‘dementia’, as in
behavioural and psychological ‘symptoms of dementia’. Using simply the
term ‘dementia’ in this context may for some people perpetuate the notion that
these symptoms have a biomedical origin and result in under-estimation of
possible psychosocial causes. However, the advantage of using the term
BPSD in RACF is that it has some familiarity, and if staff apply that term to
literature searches a lot of relevant material will appear. This said, the term
BPSD is still unusual enough to aid staff in avoiding ritualistic thinking about
‘behaviours’, to encourage them to stop and think about what the term means
and then to challenge them, potentially, to ask themselves: “what is causing
the symptom?” Therefore, for the purposes of this research, and in the
absence of a more appropriate and generally recognisable term, BPSD was
adopted to communicate the idea that some behaviours are symptomatic of a
person with dementia suffering from a causal set of circumstances which may
include dementia but will almost certainly include psychosocial and
environmental triggers.

Powers (2001) questioned the impact and ethics of RACF cultures in which
staff caring for people with BPSD are pressured to complete tasks with limited
resources, and where the use of restraint to keep residents safe is
unchallenged, in spite of residents’ rights to take controlled risk. That author
claimed that this will result in demeaning the moral significance of the person
with dementia, resulting in their personal concerns being treated as simply
clinical or logistical problems for staff rather than as human dilemmas. Such a
workplace culture has been noted in the literature as by no means
uncommon, not only in Australia but internationally (Berkhout, et al., 2004;
Skovdahl et al., 2003, 2004). Using and promoting the use of the term
‘behaviours of concern’ in a task-oriented workplace culture in RACF may
result in staff focusing on how much such behaviour prevents them from
getting their ‘work’ done and it may be doing a significant disservice to
residents. My experiences have been consistent with the findings of the
studies cited in this paragraph, namely that all residents, whatever their need,
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deserve equity, but it is arguably the most overtly demanding who get the
most attention in busy and task-focused RACF.

Like the signs and symptoms of dementia, BPSD will vary from person to
person depending on cause and effect. One reason for this is that differing
causative dementing illnesses can predispose people to differing BPSD; for
example, vascular dementia is linked to more emotional instability, and visual
hallucinations are more common in diffuse Lewy Body Dementia (International
Psychogeriatric Association, 2002). Other differences in the way BPSD may
manifest themselves are due to psychological, social, sexual (C. Bonner,
2005) and cultural differences (Shah et al., 2005) between individuals. As an
example, a person who has always been inclined to become irritable when
rushed, or ordered about, may feel particularly threatened when they are
hastily assisted with tasks which the brain damage of dementia may have
made too complex for them; agitation or aggression will result, more so when
the person is male.

In reviewing the research and discussion in the literature of the 1980’s and
1990’s, it became apparent that there were difficulties in establishing why
certain behaviours occur. Some were seen to be symptomatic of dementia
and others were related to other psychiatric or psychological causes.
Research was being done, but results often were contradictory. For example,
Eastley and Wilcock (1997) concluded that the behavioural symptom of
aggression was related to being male and having impaired speech was
symptomatic of dementia. This was contradicted by Hallberg, Norberg, and
Erikson (1990) who found aggression to be linked, in part, to intact speech
abilities. On the other hand Sloane et al. (1997) suggested that verbal
aggression is due to under- or over-stimulation, pain, depression or psychosis,
but urged individual assessment and further research. Frisoni et al. (1999)
said that this confusion over cause and effect may be due to the fact that
multiple factors can trigger a number of BPSD at the same time in any given
person with dementia. Put simply, there appear to be many differing, even
contradictory, potential causes that need to be assessed for the individual
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concerned. A further complicating factor for communication and research was
that a common understanding of the terms used to objectively describe
observed behaviours, such as aggression, was lacking, as were commonly
acceptable and valid behavioural scales or assessment tools (Patel & Hope,
1993; Ware et al., 1990). For some staff a raised voice could constitute verbal
aggression, whilst others may only use the term in describing swearing or
abusive language. It could be argued that interdisciplinary communication
about, and research into, cause and effect in RACF was hampered by this
lack of standard terminology.

Regardless of confusion and contradiction, care staff in Australia needed
solutions or care strategies. A variety of methods were borrowed from
behavioural psychology or mental heath disciplines and used in an effort to
improve the long term function, or modify the behaviour, of a person with
dementia. These included, Reality Orientation (RO) (Zarit & Anthony, 1986)
and Behavioural Interventions for Maladaptive Behaviours (Browning, 1992),
and Normalization (Jorm & Henderson, 1993). To succeed, however, these
approaches often relied on clients with dementia having the ability to use
specific cognitive skills such as memory, insight and judgement, faculties that,
as Mace (1990) pointed out, are progressively destroyed by dementing illness.
As a cognitive assessment of residents with dementia was not normally
required to be undertaken by RACF staff in the era in which these new
methods were being tested, it is unlikely that the therapeutic approach was
matched to the client’s skills and abilities. Discussion of such assessment was
not found in the literature. The practical issues associated with using such
interventions for residents are reflected in Hoffman’s (1998) internationally
used American text for health professionals. This text recommended a trialand-error approach to behaviour management using a number of strategies
that appeal to the senses or entailed modifying the environment, and then
observing which worked best for individual people. Thus, interventions were
implemented and tested with a ‘one size fits all’ approach; and Hoffman’s
(1998) text also implied that creativity in intervening was valued more than
assessment and planning to prevent BPSD. Inevitably, therefore, reviews of
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the research literature from 1960 to 1999 (Finnema et al., 2000) and 1967 to
1999 (Pusey & Richards, 2001) found that outcomes of interventions were
variable, with some of these so-called therapies showing no positive effects,
and that research methods were poor.

Jorm and Henderson (1993) wrote a report for the Commonwealth on the
problems of dementia care. They discussed psychosocial and environmental
interventions as being more useful in enhancing the attitude of staff to a
person in their care than in managing BPSD, suggesting not only that staff
attitudes should change, but that the act of intervening “is likely to provide a
setting for useful interaction between staff and patient” (Jorm & Henderson,
1993, p.32). In this culture of confusion about how to respond to BPSD, it is
conceivable that inappropriate interventions, those which demanded the
resident use damaged cognitive abilities, could have the potential to cause
harm. An example of this was the trend towards the use of RO, popular in the
1970’s and 1980’s, to prevent the progression of dementia and relieve stress
(Patton, 2006). Spector et al. (2000), in a systematic review of RO, found its
benefits were unclear. This may be because RO relies on the person with
dementia having a working memory with which to track a conversation, as well
as the insight and judgement to be able to analyse that information and use it
correctly to make sense of reality. Staff members using RO techniques on a
person who has lost these skills may cause emotional distress and trigger
aggression or withdrawal, for example by asking the person to accept and use
information that he or she had forgotten and was not able to accept, such as
their current place of residency or the death of a spouse,.

The currently-used theories or models of care emerged in the last 15 years.
Examples are assessing behaviours as being symptomatic of unmet needs
(Kaplan & Hoffman, 1998) or as being caused by physical and psychosocial
environmental vulnerability (Finnema et al., 2000; Garratt & Hamilton-Smith,
1995; D. Greenwood et al., 2001). These theories have in common the
principle that BPSD have an identifiable cause which is unique to the
individual, and they encouraged a more individualized approach to identifying
16

the cause and effect of BPSD. They paralleled the development of the
philosophy of person-centred care (PCC) by Tom Kitwood (1997), working in
the UK. Kitwood was inspired by psychologist Carl Rogers, who in the 1950’s,
developed an idea that a therapist could use his or her knowledge and skills
with understanding and empathy, working in an equal relationship with the
client to assist the client reflect on problems and make the best of their
potential. In 1985, when Kitwood began his work, dementia was considered
an incurable and hopeless condition. GP’s simply advised families to go home
and cope, and those that could not cope had little choice but to institutionalize
their family member (Kitwood, 1997). Kitwood developed his PCC model to
explain the impact of dementia on a person, and it is now recommended by
the peak bodies (Alzheimer's Australia, 2007a) as a conceptual framework, or
philosophy of care, for dementia care in Australia. It gives emphasis to staff
assessing and meeting unique psychosocial needs and working with the
person to achieve the best quality of life possible. In developing his
philosophy, Kitwood (1997) described the impact of dementia as equal to the
sum of the impact of personality (P), biography (B), health status (H), degree
of neurological impairment (NI) and the impact of the prevailing social
psychology or social environment (SP). (D) represents the resulting burden
that the person with dementia carries:

D = P + B + H + NI + SP

The philosophy of person-centeredness often is talked about in terms of what
it is not, rather than what it is. It is considered to be the antithesis of a taskfocused or ritualistic budget-driven, approach to the provision of RACF
services. Such approaches are considered to be responsible for what has
been described by Kitwood (1997) and others as a malignant social
psychology, devaluing the person and the personal (Brooker, 2003; Woods,
2001). Personhood, as described by Kitwood (1997) “is the standing or status
that is bestowed upon one human being, by others, in the context of
relationships and social being” (p.8). This definition puts the care of the
person firmly in a psychosocial context. It the antithesis of a person defined
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primarily in terms of their consciousness, merit or free-will (Nordenfelt &
Edgar, 2005), one more commonly used in the Western world. These are
attributes difficult for a person with dementia to demonstrate, and when they
are demonstrated, attributes such as free-will may be interpreted as
resistance, and labeled BPSD. PCC, using Kitwood’s (1997) definition,
becomes a communal activity inclusive of the person with dementia, and the
quality of care is not dependent upon the person’s value to a community; it is
a reflection of the empathy and understanding between the care giver and the
care receiver. This means that care should be planned whilst attempting to
understand the perspective, or look at the world through the eyes of, the care
receiver. Person-centred (PC) problem-solving for an individual resident will
require the coordinated collective involvement of all direct care staff, medical
staff, families and other staff or individuals who have had close contact with
the resident and who could assist with an understanding of his or her unique
perspective, preferences, health, neurological impairment and the potential
impact of the physical and social environment.

Excluded in Kitwood’s discussion of PCC, but recommended by the Clinical
Epidemiology and Health Services Evaluation Unit, Melbourne Health (2004),
as best practice for minimising functional decline in older people, is an
assessment of the impact of the physical environment on the person. Sloane
et al. (2004) suggested the environment and task structure may enable the
person with dementia to succeed with activities of daily living (ADL), or may
further disable them, leading to BPSD. This evaluation of the compatibility
between construct of tasks or ADL and the residual abilities of the person, as
well as the strategies staff choose to assist the person accomplish a task, are
missing from Kitwood’s equation, but are important to a complete assessment.
In summary, only in the 20th century have BPSD begun to be defined and
understood. There are emerging theories and models for care of the person
with BPSD, including PCC. How these may fit into the current context of
RACF, and how the attitudes and beliefs of staff about the cause and impact
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of BPSD may impact on the uptake and use of a model of care, will be
discussed in later chapters.

The Residential Aged Care Context
Residential care is considered when a person with dementia can no longer
care for himself or herself, or be cared for in the home, even with the
assistance of community care services and carer support. Residential care in
Australia is divided into two categories: low care, previously termed hostel;
and high care, previously termed nursing home. Dementia-specific facilities
are a small third category with mixed high and low care. These units were
designed to deliver special care for people with dementia and BPSD.
However, a systematic review of the research literature conducted for the
Cochrane Library found no randomised controlled trials comparing the
incidence of BPSD or the use of restraint in those dementia-specific units with
the incidence in standard high or low care units (Lai et al., 2009). These
authors concluded from the trials that there was insufficient evidence of any
advantage to residents with dementia being cared for in a dementia-specific
unit. All categories of care provide 24-hour care; nursing homes originally
were intended to provide more expert nursing care, whilst low care was
intended to provide predominantly personal care services. Entry to residential
care is via an assessment by Aged Care Assessment Services. Dementia with
BPSD has been the primary reason given for all admissions (Australian
Government Department of Health and Ageing, 2008).

Although approximately 50% of people with dementia are cared for in the
community, the respective annual community versus residential costs in 2007
were $135 million versus $993 million (The Australian Institute of Health and
Welfare, 2008). These already high residential care costs are expected to rise
60% by 2020 (O'Connell & Ostaszkiewicz, 2005). The average length of a
residential care stay in 2007 was 167.1 weeks for women and 109.9 weeks for
men (The Australian Institute of Health and Welfare, 2008). Between 1998
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and 2007, the proportion of residents classified as high care increased from
58% to 70%, whilst the proportion of those classified as low care fell from 42%
to 30% (The Australian Institute of Health and Welfare, 2008), signifying the
increasing level of frailty in RAC residents. Over the average two to three
year stay, a resident’s increasing frailty reasonably would seem to require
ongoing thorough assessment of their changing needs, and continual
evaluation of their comfort and care. This contrasts with the acute care sector
where a stay is measured in days, and medical treatment necessarily has
precedence over meeting psychosocial need. It also contrasts with the
community care sector where the client can be assumed to be more stable
and well enough to identify their own need for care and to contribute to their
own care plan.

The Australian Institute of Health and Welfare (2008) cited that, in June 2007,
70% of Australian aged care residents were classified as high care, 24% of
whom were so frail that they required complete care. Of those classed as low
care, only 0.3% were assessed as needing minimal care out of the total of
30%, indicating that even within the low care facility classification there are
few residents who have only basic care needs or who require minimal
assistance with personal care.

Low et al. (2008), in a report for the Australian Dementia Collaborative
Research Centre, found research into residential dementia care to be limited,
difficult, and lacking rigour; and that which had occurred produced evidence
that improved practice was taking an average of 17 years to be adopted by
the RAC industry. Low et al. (2008) were quoting work by Balas and others
that was conducted in the USA in the year 2000, but the statement seems to
me to also describe the current reality within the Australian RAC context. It
could be claimed that the information the industry requires for effective care
provision is available but that there are barriers to its use and to the
implementation of better practice generally. These obstacles need to be
understood and managed.
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Several discussions found in the literature agreed that Australian low care
facilities, which were never intended to deliver complex care, are
accommodating many frail elderly residents, but may not be meeting their
complicated care needs (Abbey, 2006; DeBellis, 2006; O'Connor & Pearson,
2004). This is because people who were admitted to low care with mild or
developing dementia often will remain there regardless of changing need
classification. A report to the Australian Federal Minister for Ageing on issues
relating to the management of people with dementia in RAC stated that 88%
of residents in need of more expert care will not be transferred to either
psychogeriatric or high care RACF (The Australian Institute of Health and
Welfare, 2008). Furthermore, the Commonwealth of Australia (2008) reported
that 45% of low care beds are occupied by people with a high care need. This
is a consequence of the introduction of the Australian Government policy of
ageing-in-place, which, it can be argued, has resulted in low care staff dealing
with increased severity of symptoms of dementia and frailty of residents.
O'Connor and Pearson (2004) claimed that ageing-in-place should be termed
dying-in-place with less than optimal care.

The NSW Department of Health (2006) reported that providing assessment
and care for persons with dementia and BPSD in Australia was at that time
beyond the capacity of funding, staffing and skills levels in residential care.
Since that time, the level of funding has not changed significantly. Once the
highest care classification level is reached, funding will not increase and is
inadequate in many cases for the level of care required. The needs of
residents with dementia are especially complex because of the progressive
nature of dementia. There is discussion in the literature about the equity of
funding for people with dementia in RACF (Abbey, 2006; DeBellis, 2006;
Hogan, 2004; The Australian Institute of Health and Welfare, 2007; The Myer
Foundation, 2002) that indicated the need for more funding and more costeffective use of existing funds.

Angus and Nay (2003) noted that the Australian Government would like to
lose the terms high and low care, just as they have previously discarded the
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notion of nursing home and hostel, shifting emphasis to residence, away from
the provision of nursing care. The Government’s current terminology
preference is stated in a glossary note in the Australian Institute of Health and
Welfare’s (2008) statistical overview of RACF in Australia as:

“Current practice in the Australian Government Department of Health
and Ageing is to refer to both former nursing homes and former hostels
as ‘residential aged care homes’, ‘residential aged care services’ or
‘residential aged care facilities’” (p.110).

Angus and Nay (2003) and De Bellis (2006) pointed out that the Australian
Government has also become increasingly vague about the meaning of the
expert nursing care traditionally provided in high care facilities. Those authors
stated that such care is being devalued and deconstructed into discrete
nursing tasks such as ‘complex wound management’. It has been argued that
people with dementia have very complex and interrelated care needs
requiring expert level of assessment and critical analysis of the assessment
data, along with care planning and care-evaluation that only a registered
division one nurse (RN) is licensed to provide. The industry currently is still
functioning at the two levels in spite of the Government favouring a single
classification for RACF. Low care facilities are still providing complex nursing
care, with all the risks that entails. Any research into care for people in RACF
services should, therefore, include and differentiate between high and low
care facilities in order to cover the scope of RACF in Victoria and in order to
aid the discussion of generalisation of results.

In Victoria, the most recent statistics state that 501 facilities of a total of 800
have between 40 and 60 beds, the average bed size overall is 60 (Richardson
& Martin, 2004), and 283 of those are classified as private. Access Economics
(2003), in their report on the economic impact of dementia in Australia,
suggested that viability is good at 90 beds and questionable at 30 beds or
fewer. Thirty-bed facilities make up more than 10% of the total and will
struggle to survive. A representative sample for research should include
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private facilities as well as facilities of fewer than 30 beds, in order to be
representative of RACF services.

The majority of residents are over 75 years of age. Five percent will have
been born overseas and speak a native language other than English, and
fewer than 1% are identified as being Aboriginal and Torres Strait Islander
(The Australian Institute of Health and Welfare, 2008). Some areas of Victoria,
however, will have a disproportionately high or low number of residents, or
staff, from culturally diverse backgrounds. For the purpose of full
representation of the population of staff and residents from linguistically and
culturally diverse backgrounds, a representative sample of them should be
included in any research involving the RACF setting.

Quality in Dementia Care
AA, the Australian peak body for dementia care, said of quality that:
“There is no single or standard approach to dementia care – no ‘one
size fits all’ set of practices. The quality of dementia care is, however,
likely to be high if it is driven by:
•

a philosophical approach that emphasises person-centred care;

•

a partnership approach between the care providers, person with
dementia and their family and carer;

•

a professionally based care environment characterised by strong
leadership; and

•

adoption of best care practices that reflect the integration of a
clear philosophy, current knowledge and applied skills”
(Alzheimer's Australia, 2003, p.1).

These statements support the concept that in order to improve the response
to BPSD in residential care, a well-led, educated and collaborative team using
current evidence-based practice underpinned by a person-centred philosophy
of care, is required.
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Quality in dementia care, and in the management of behavioural symptoms,
however, is difficult to define, measure and research (Braithwaite, 1995, 2001;
Conn et al., 2003; Rantz et al., 2002). There are also barriers to
implementation of better practice that need to be understood and managed.
The context of the working environment of care provision arguably contributes
to the 17-year gap reported by Low et al. (2008) that exists between
knowledge development and practical implementation.

Pearson et al. (2006) emphasised the need for knowledgeable leadership in
achieving quality care planning and interventions. They stated that the pursuit
of quality involves self-assessment by practitioners and organisations of all of
their activities, interventions and operations as a basis for improvement:

“Best outcomes for residents of aged care homes are achieved by:
•

nurses, carers, allied health professionals and general
practitioners engaging in a comprehensive, ongoing
assessment of a resident’s needs;

•

constructing, continually evaluating and updating
comprehensive plans or strategies based on the needs
identified in the assessment;

•

delivering care interventions that are justifiable in term of
international evidence of their feasibility, appropriateness,
meaningfulness, effectiveness and cost benefit;

•

embedding the concept of ‘best practice’ within the every
day culture; and

•

establishing systems that support these approaches and
are consistent with a commitment to leadership,
evaluation and continuous quality improvement” (Pearson
et al., 2006, p.43).
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Those recommendations are consistent with the AA principles of effective
organisational leadership and management, the knowledge and skills of staff,
communication/collaboration, comprehensive resident assessment and
evidence-based practice. What is added is the tenet that any process used by
staff to prevent BPSD should be evidence-based, that is, based on evidence
of effectiveness with outcomes that are measurable for the purpose of
ongoing evaluation of care. What is implicit, rather than explicit, is the use of a
challenging, critical and analytical approach to care planning and delivery.

Alzheimer's Australia (2003) also made specific recommendations regarding
effective leadership processes to ensure quality care:

“Prime examples of the responsibilities and initiatives of people in the
leadership roles would be to:
•

provide an appropriate physical environment with the equipment,
skills training and knowledge necessary;

•

manage and develop staff strategically, and understand that
rigid institutional care routines and practices are not appropriate
for people with dementia;

•

provide the systemic means to assist the organisation to achieve
best practice in quality dementia care; and

•

provide a formal framework for staff and management to meet
regularly for discussion of issues concerning client care –
focusing on problem-solving and promoting mutual support and
teamwork” (p.3).

Apparent from the AA report is the need for organisational systems in place to
support a flexible, collectively-creative, knowledgeable approach to care.
There is a recommendation for leadership that can support change
management and intelligently facilitate a team approach. Staff should be
supported with the time and other resources to enable meetings and
25

discussion to take place, in a psychologically safe way, in order to facilitate
common understanding and goal-setting. What is implicit is that staff need to
be able to communicate their ideas such that they are perceived as important,
valued contributions to the team’s pooled knowledge and problem-solving.

In a study funded jointly by the Department of Health and Ageing and AA,
three RACF services located in three states, each facility with a commendable
rating in areas relating to dementia care and perceived by peers in the aged
care industry as providing quality care, were evaluated by Ceccin and Jarrad
(2002). They found, in summary:
•

leadership, management systems and documentation that supported
rather than detracted from care;

•

good staffing levels and mix;

•

shared team values, trust and warm relationships;

•

a valuing of the uniqueness of the individual, maintaining their identity and
dignity;

•

a culture of communicating, enabling and learning; and

•

staff who viewed behaviour as indicative of need rather than a ‘problem’,
and who responded creatively.

It is evident that quality dementia care is possible. The emphasis above, as it
is in the Alzheimer’s Australia (2003) recommendations, is on leadership
facilitating a safe psychological environment in which staff and residents work
and communicate and are valued. Behavioural symptoms are considered as
symptomatic of need, and require assessment, while care planning and
evaluation of care are the means of meeting needs. Pearson (2006), in his
literature review of aged care leadership, also suggested that it is one of the
more evident factors impacting upon the provision of care.

Whilst effective leadership may be highly recommended as a means of
improving the quality of care, there are potential difficulties in implementing it.
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The research of Cheek et al. (2003), which used critical incidents, focus
groups and interviews of staff in 12 Australian aged care facilities, indicated
that effective leadership may not even be possible in today’s climate of
decreasing Government funding and industry cost-cutting where the
imperative is the continued financial viability of the facility. This sentiment was
echoed by Marshall (2001) about the UK context, and Scott-Cawiezell et al.
(2004) made a similar point about the USA context, in that organisational
resource management can undermine efforts towards excellence in
leadership.

The status of the RACF as a for-profit or a not-for-profit organisation also may
influence the performance of leaders. Braithwaite (2001) analysed the quality
of care based on Government standards in 410 Australian nursing homes.
The survey had good validity and reliability, and found that the quality of care
was significantly lower in profit-making nursing homes than in non-profit
nursing homes. A similar situation was reported in the USA by Castle and
Engberg, (2006b). Those authors linked their findings to the pressure on
leaders in profit-making residential care facilities to be profit, rather than
quality care, oriented.

Chenoweth and Kilstoff (2002) suggested that an historical and vehement
resistance to change has confounded the Australian aged care industry’s
ability to respond to the drive for improvement. They claim that improvement
has happened over time but that it has been Government-driven. Without this,
aged care staff and care consumers may have been powerless to change
systems in the face of management reluctance. Braithwaite (2001) confirmed
this with the warning that Australian Government deregulation and
privatisation of residential care could stall the gradual but consistent
improvement witnessed though quality control programs in the previous 10
years. More recently, the Victorian Healthcare Association (2010) expressed
concerns that deregulation has led to private business investment in RACF in
cities but also to neglect of less profitable country areas, leading to inequities
in care and access. I would argue that research into how to empower clinical
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leaders and staff to change systems and maintain or improve quality care is
needed more than ever. It is evident that there are challenges for leaders that
will need to be identified in researching the Victorian aged care context.

Conclusion
Dementia and BPSD are prevalent in residential care world-wide, but it is
apparent that residential care staff understanding of, and attitudes towards,
these syndromes may have been affected negatively over the years by
community attitudes, the language used to describe them and by erroneous
ideas about dementing illness and care. In part, the high incidence and
severity of BPSD may be attributed to their causes not being well understood
or assessed and consequently not well managed by staff. There will be
inevitable detrimental outcomes for residents from unidentified and
consequently unmanaged causes and also from possibly negative attitudes of
staff towards the resident with BPSD.

Although a number of theories and models of care exist to guide staff
responses to people with BPSD, staff have used them with mixed success
because of lack of understanding of the condition and inability to match the
intervention to the person’s needs. For similar reasons, evidence of
effectiveness of interventions such as RO and validation has not been
established.

Leadership, education, collaboration, PCC, a safe psychological environment
for both staff and residents, suitable physical environment and positive staff
attitudes can contribute significantly to quality of care. However, regulation,
funding and management pressure may inhibit clinical or professional
leadership and therefore care quality. Implicit in suggestions for the
improvement of the quality of care is having a context-specific process or
system in place that facilitates staff, as a team, to be critical and analytical in
their approach to assessment, care planning and, importantly, to the
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evaluation of care. These are issues that require further exploration before
methods of responding to BPSD in RACF can be researched and developed.
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CHAPTER TWO: INFLUENCES ON THE QUALITY OF
CARE OF RESIDENTS WITH DEMENTIA AND
BEHAVIOURAL AND PSYCHOLOGICAL SYMPTOMS
OF DEMENTIA IN RESIDENTIAL CARE
Introduction
The previous chapter raised issues of community attitudes, staffing and
funding as potential contributory factors to the divergence between
recommendations and actual care delivery. The intent of this chapter is to
further explore these issues, to identify other barriers, and to analyse the
reasons for these impediments to the achievement of quality care in the
current Victorian RAC context.

Defining the context of care is fundamental to the development of theory and
practice aimed at improving the care of people with dementia and BPSD.
Understanding context is also necessary for the transition from theory to
practice for the purpose of research. It is critical to the selection of an
appropriate research strategy, to the interpretation of the research data and to
ensuring the accuracy of conclusions drawn from the data.

There will be a number of major influences on the quality of care planning and
delivery in residential care. Some may be ‘external’, including legislation and
funding and the initial education and training of staff, and these factors are
difficult for individual facilities to control. Other influences are ‘internal’ and
therefore more controllable by facilities delivering care; both types need
definition and consideration in this research design. A web-based literature
search was conducted based on all the key words identified from the
discussion in the previous chapter concerned with the quality of care in the
context of RAC. The search encompassed aged care literature as well as
management and education. The terms legislation, quality, training, education,
competence as well as staffing, staff satisfaction, leadership, recruitment,
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retention and models and theories of dementia care, documentation and
management of causes of BPSD were pursued, and the implications for the
research identified.

Regulation and Funding
The Aged Care Standards and Accreditation Agency (ACSAA) was
established by the Australian Government in 1987 to drive the provision of
quality aged care services by measuring outcomes against set standards
within management systems, provision of health and personal care, resident’s
lifestyle and physical environments (Commonwealth Department of Health
and Ageing, 2005). In order to achieve Government accreditation by the
ACSAA, and subsequent funding, RACF are obliged to demonstrate that they
meet legislative requirements and have a continuous quality improvement
process in place that addresses some 44 different standards. The process
was independently and positively reviewed as improving the quality of RAC
services in 1991 (Braithwaite et al. 1992). According to Government reports
(Commonwealth of Australia, 2008), this accreditation process has succeeded
since 1987 in regulating and continuously improving the service. The aged
care industry, however, has qualified the Government’s claims by reporting
accreditation as punitive and burdensome for staff (Braithwaite, 2001;
DeBellis, 2006). An indication of this is that Glenn Rees, the National
Executive Director of AA, in his preface to that organisation’s dementia care
standards guide for RACF managers, said:

“…there was a genuine sense of concern that these guidelines to staff
would be used by the auditors of the Accreditation Agency in ways that
would further complicate and make more difficult what is already
regarded as an onerous accreditation process” (Alzheimer's Australia,
2007a, p.4).
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The Allen Consulting Group (2003), in its report to the Commonwealth on
regulation of RACF, cited RAC over-regulation in some instances but
recognized that this was indicative of an effort to ensure safety for the frail
consumers of care, if not quality care. RAC has become one of the most
regulated industries in Australia because of that concern for the vulnerability
of its clients. Some academic experts such as Healy and Braithwaite (2001)
suggested that self-regulation, wherein the market makes its own assessment
of quality and choice of provider, often is more successful than Governmentimposed regulation. Those same authors discussed the fact that selfregulation usually depends on market forces. The latter, however, in the case
of RACF, cannot be considered reliable, since, as discussed in Chapter One,
older people, once admitted, have little control and may have difficulty
exercising their preferences as consumers by leaving or complaining. Healy
and Braithwaite (2001) also claimed that staff do not necessarily have the
knowledge and skills, or will, to self-regulate. There was telling evidence from
Wagner et al. (2001) in their systematic review of quality measurement in
RAC, that staff knowledge and skills do need to improve, and so also do
available self-administered tools for RAC quality management purposes.

There are signs of consumer and staff dissatisfaction with quality because
between July 2007 and June 2008, 7,496 complaints were sent to the ACSAA
relating to approved providers’ responsibilities under the relevant Act. Whilst
residents may not be able to complain, staff and families do. These
complaints were investigated and breaches were identified in 930 or
approximately 8% of cases, with complaints about health and personal care,
consultation and communication, topping the list. In Australia, on average,
RACF received one routine unannounced visit by the ACSAA during the 20072008 year and a further visit relating to a complaint (Commonwealth of
Australia, 2008). Discussion in the literature also indicated some conflict
regarding the quality of care provision. Whilst there is evidence of general
agreement that there has been improvement in management systems,
resident’s personal care and lifestyle standards, as well as in the provision of
suitable physical environments, there is also agreement that clinical care
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provision has been under duress because of the shortage of qualified staff,
lack of funding and lack of relevant tools with which to evaluate quality
(Braithwaite, 2001; Chenoweth & Kilstoff, 2002; Courtney et al. 2007;
DeBellis, 2006; Hogan, 2004; O'Reilly et al. 2007; Porter, 2002; The Gerontic
Nursing Clinical School, 2004). The incidence of complaints and the
discussion in the literature indicate a general concern regarding quality of care
which I have also found in discussions since 1990 with staff and management
in Victorian RACF.

There are observable differences between RACF in the quality of care for
people with BPSD. Given that regulation, funding and resident care needs are
similar across all RACF, the differences in care quality may be due to factors
of workplace leadership and management (Aberdeen & Angus, 2005). In
2008, the Government commenced a review of its regulation and accreditation
with the intention of making industry leaders and managers responsible for
more self-regulation (Commonwealth of Australia, 2008). Whilst there has
been no indication of change to date in 2010, there may be future
opportunities for staff to take responsibility for the quality of dementia care,
and to bring it into line with recommended guidelines. As identified in the
previous chapter, team vision, team work and leadership are recommended
as positive approaches to challenging current dementia care practices.

Angus and Nay’s ( 2003) research concluded that nursing expertise was being
marginalised in RAC, and that of Chandler et al. (2005) found that the
deregulation of staffing was viewed as an opportunity for industry to reduce
costs by removing the more highly paid professional RN staff. Previously,
managers in low care facilities were reluctant to admit high care residents
because of the requirement, and cost, of having an RN on staff at all times.
With deregulation currently they can do so, thereby increasing funding.
Chandler et al. (2005) found that the views of management of RACF were that
this allowed more choice of accommodation to consumers and reduced the
cost of ageing-in-place of high care clients in low care facilities. Both Angus
and Nay (2003) and Chandler (2005) suggested that PCW are not a substitute
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for RN but increasingly are expected to take on that role. The only safeguard
for residents is that certain standards need to be achieved, however, as
already discussed, clinical care standards are not being met well. There is,
apparently, a need for RN in aged care but perhaps the issue is how best to
use staff with that level of qualification so that they are available to the team
as clinical mentors and directly involved with improving the standards of care
in a cost-effective way.

A facility may be accredited for one to three years by the ACSAA, depending
on level of compliance with the standards, which are based on legislative
requirements. The maximum of three years of accreditation is actually
achieved by 92.3% of facilities on average (Commonwealth of Australia,
2008). Accreditation, however, is simply the achievement of an acceptable
minimum standard, and should not be considered a confirmation of excellence
(DeBellis, 2006). Facilities that have not received an acceptable result for the
majority of standards will receive a one-year accreditation and a series of
follow-up support visits. As O'Reilly et al. (2007) stated in their quality review
of Australian RACF, a three-year accreditation can be considered as a
benchmark standard that can and should be improved upon, and one in which
practice may vary considerably during the course of the three years between
accreditations. Desirably, any intervention to improve care would need to be
tested in facilities with a three-year accreditation in order demonstrate
improvement on an acceptable standard of care rather than on a less than
optimal standard of care in a one-year accredited facility. Also, the
intervention should be one that enables the RACF to have a sustainable
process in place that will maintain a standard, rather than one involving a
pattern of feverish review of quality prior to accreditation followed by several
years of relaxing standards.

Evidence, for accreditation purposes, of the provision of appropriate health
care and a satisfactorily maintained lifestyle is expected to be found in
residents’ care plans (ACSAA Ltd., 2007). These plans should demonstrate
that interventions are based on assessment data, reviewed on a regular basis
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and updated to reflect current care needs (Commonwealth Department of
Health and Ageing, 2005). If a care plan looks credible, the ACSAA is less
likely to look further for evidence of care (DeBellis, 2006; ACSAA Ltd., 2007).
Any literate staff member may be asked to create a plan that meets the needs
of the ACSAA and government funding body, based on other staff’s
information in progress notes and behavioural assessments. The latter
situation was cited by De Bellis (2006), in her research of Australian nursing
homes, as being a major reason for resident care plans being inadequate and
inconsistent with the actual care provision. De Bellis reported that plans were
“dangerously out of date and contained fictions about the residents” (p.183).
This notwithstanding, as stated in the previous paragraph, 92% of facilities are
gaining a full three-year accreditation based on such care plans. Arguably, the
expectations of the ACSAA, and industry, for care plans are low.

Care planning just for the sake of accreditation or funding is the antithesis of
collaborative, person-centred care planning, but as De Bellis (2006) pointed
out, it is a common occurrence, and it may also be a cause of the problems
RAC are having with quality in clinical care. Care plans have, and are, used in
conjunction with an audit tool as a valid measure of the quality of care
provision, as several research reviews have demonstrated (Liyanage et al.,
2006; Müller-Staub et al., 2008; Saranto & Kinnunen, 2009). For the purposes
of my research, the use of care plans as a suitable basis for measuring
changes in the quality of planning and recording of care provision, in
conjunction with a suitable audit tool, will be explored further.

The issue of staff viewing the resident’s behaviour as the problem, rather than
seeing the cause of the behaviour as the problem, as discussed in the
previous chapter, has been aggravated by the use of the Resident
Classification Scale (RCS) from 1997 until 2008. The RCS used 20 questions
that quantified the amount of care individual residents require for Government
funding purposes (Commonwealth Department of Health and Family Services,
1999). From 2008 the new Aged Care Funding Instrument (ACFI) tool was
phased in for new admissions. Staff documented evidence of need, classified
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the resident, and designed care plans to meet the need. Six of the 20
questions, a significant weighting, pertain directly or indirectly to BPSD, and
asked staff to produce evidence of the frequency of occurrence of behavioural
symptoms, and evidence of time spent in care provision in the form of a care
plan (Commonwealth Department of Health and Ageing, 2005). I would argue
that the influence of this process on staff attitudes was to make the
quantification of the incidence of BPSD and time spent reacting to residents
with BPSD more important than problem-solving to prevent BPSD.

The RCS was never intended by the Government to be a framework, or
model, to guide assessment and problem-identification; in fact the intention of
the process was that an holistic, professional nursing assessment would be
done, and then the RCS questions would be answered with data gained from
the care plan (Commonwealth Department of Health and Family Services,
1999). The RCS, however, commonly has been adopted by the industry as a
tool to guide assessment and documentation as RACF managers attempt to
ensure that auditors have the information they need in care plans to validate
claims. This is because RCS claims are routinely audited, and 36% of those
audited are subject to a downgrade, resulting in RACF managers losing funds
and pleading confusion over what is required in their care plans and
disillusionment with the RCS process (Aged Care Evaluation and Management Advisors, 2003). As a result of the RCS, a plethora of care plans, one for
each of the 20 funding questions, some of which can be unnecessary, and
many of which overlap, has occurred. For example, there are three questions,
with somewhat prejudicial language, that focus on ‘behaviours’, to quantify
care for ‘verbal disruption’, ‘physical aggression’ and ‘other behaviours’. In
spite of the strong possibility that these behavioural symptoms often are
escalations of a resident’s response to a single cause, the outcome of an
RCS-based assessment can be three repetitive care plans reacting to the
BPSD rather than proactively managing the cause. My observation is that,
currently in Victoria, staff tend no longer to view a care plan as a means of
communicating care practices but more as a tool for funding, with little
relationship to their reality of purpose. Until staff can work together as a team,
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to place emphasis on first assessing the causes of BPSD, then improving their
documentation and planning, and only then using that information to support
their funding claim, this situation is not likely to change.

The ACFI, which in 2010 is compulsory for new admissions and voluntary for
existing residents, perpetuates the focus on problem wandering and physical
and verbal behaviour, as well as introducing depression and anxiety as
sources of behavioural symptoms (The Australian Institute of Health and
Welfare, 2007). Unlike the RCS, the ACFI is based primarily on evidence of
the resident’s dependency (need for care) rather than on care planning or
quantifying the care provided by an aged care home. Unlike the RCS, ACFI
does not rely primarily on care plans as evidence to support funding claims,
but rather the evidence of medical diagnosis or staff assessments that are
guided by the use of prescribed assessment tools on admission. Expert
assessment referral and diagnosis, however, is not easily obtainable from
GPs in Australia (O'Halloran et al., 2007) or the USA (Bartonet al., 2006) and
UK (Hancock et al., 2006; Iliffe et al., 2006). Difficulties with an ACFI
assessment are further compounded by the fact that EN and PCW currently
are not educated or qualified in the use of the prescribed assessment tools.
Nay stated, in her foreword to Koch and Garratt’s (2001) Australian nursing
text on assessing older people, that professionals traditionally have been
relatively uninterested and lack the knowledge and skills to assess elderly
clients. It seems that staff may not have had the experience or preparation to
use accurately the evidence-based tools recommended by ACFI to identify,
assess and report the possibility of residents’ decline.

However, it is possible to have an accurate nursing assessment and even to
use skilled nurses to screen for dementia. Page et al. (2008) found expert
nurses in the USA to achieve a 96% accuracy rate in diagnosing dementia,
which would indicate that with education and experience, better assessment
by nurses is possible in the Australian RAC context. Consistent with the
findings of Page et al. (2008), an evaluation of the use of the first independent
Aged Care Nurse Practitioners in Canberra noted that nurses in that role
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improved care outcomes and referrals across residential, community and
acute care contexts (ACT Government, 2005).

ACFI-prescribed assessment tools include a cognitive assessment tool, the
Psychogeriatric Assessment Scale (PAS) and the Cornell depression scale.
These scales are completed on admission and need not be repeated for
funding purposes if the results are positive. However, as residents age in
place, they may progressively and quietly develop a worsening dementia or
depression which, with familiarity and daily exposure to the resident, staff may
overlook. Voutilainen et al. (2004) found in their research into nursing care
plans across four RACF in Finland, the most frequent notes were related to
bladder and bowels or meeting other personal care needs rather than ongoing
assessment of cognitive or emotional well being. Whilst these findings were
from Finland, I have observed that a similar situation exists in Victoria. Staff
may become over-familiar with residents and attend to their care without
considering the gradual deterioration in their condition. A resident may be
admitted with mild cognitive impairment that may not be identified with
inexpert assessment. In their international review study, Allegri et al. (2008)
suggested that in the majority of cases, mild impairment is likely to progress to
dementia within months. Barton et al. (2006), on the other hand, in their study
of staff in a USA nursing home, found that the incidence of recognition of
cognitive impairment nearly doubled and the quality of care plans increased,
after training staff to perform accurate cognitive assessments, and using that
information as a team for care planning. Dementing illness is progressive, but
because the emphasis now is on the formal diagnosis or initial assessment for
funding using ACFI tools, the resident is possibly more at risk than previously
of unreported decline over time, with attendant complications, unless a critical
incident draws attention to their condition. What may correct or at least
challenge this situation is a team process that assists staff to be continually
mindful of monitoring and recording changes. Such vigilance may be
rewarded with a reduced incidence of BPSD.
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The PAS cognitive assessment tool and the depression scale were designed
to be used by health professionals but are to be used now for assessment for
funding by all levels of staff in RACF high and low care. De Bellis (2006)
pointed out that Certificate III and IV level workers have had no training in
their use and are unlikely to receive it in the future at their level of vocational
education and training (VET). This means that these staff lack the
underpinning education and knowledge to appreciate what they are
assessing, why and how to interpret results. On the other hand, if staff are
using these tools accurately, then the results contain much valuable
assessment information to help identify the causes and effects of BPSD (The
Australian Institute of Health and Welfare, 2007). If these data are interpreted
for the team by someone who understands what is being assessed, and why,
it may provide a valuable understanding to guide the team’s reflection,
problem-solving and planning, and help the team to learn about the impact of
a dementing illness on an individual. For example, a person with frontal lobe
damage may have difficulty registering new information; this is discrete from
recall of existing stored memories from the temporal lobe, and it is useful to
differentiate between the two. Most cognitive assessment tools are designed
to do this (Feldman et al., 2008). If a person can register new information,
they can learn new facts such as names and roles of staff, or layout of
environments; they can hold on to instructions long enough to respond to
direction, and may be able to remember an explanation. If registration of
information is no longer possible, then the passage of time, the residential
care environment, and all in it, will be a constant and sometimes unwelcome
surprise to the resident (National Institute on Aging and the National Institutes
of Health, 2008). A statement of reality such as ‘this is your home now’ or a
complicated explanation may trigger an irritable response. When a resident is
disorientated by difficulties with registration and concentration, long term
knowledge and habits become a source of comfort and individual coping;
adhering to hygiene rituals for example, will comfort and reassure because the
next step is known and familiar. With some intact long term memory of similar
situations and events, the current environment and people in it, if they are
enabling, can present clues, cues and meaningful choices that can guide the
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resident about what to do and how to behave Kitwood (1997). Theoretically,
an appropriately used cognitive assessment tool can highlight a resident’s
strengths as well as losses and provide useful information to an aged care
team engaged in making choices about appropriate helping strategies.

In conclusion, legislation and accreditation have driven improvement in RAC
but not necessarily in clinical care which includes the assessment and
problem-solving for the person with BPSD. However, the quality of care
evidenced by care plans will always be of interest to accreditation teams and
should be important to care teams. Current funding tools are able to increase
funding with evidence of ‘behaviours’ as well as to downgrade funding if it is
not well justified. This has resulted in uncertainty in the industry as to how
best to maximise funding, and has placed an emphasis on care plans as an
aid to increasing income rather than to communicating care. It may also be
that, with introduction of the ACFI, care plans will be neglected further as they
are no longer critical to funding. Assessment and care planning could be
improved, and in the interests of quality care, plans need to be person-centred
not funding-centred. The RAC team could be encouraged to use a more
professional and knowledgeable approach to the use of assessment tools in
the process of critical and analytical problem-solving for person-centred care
provision and ongoing care evaluation. An important argument to promote
acceptance of changing processes in RACF is that if care planning is
improved then documenting for funding claims and for accreditation purposes
is also likely to improve.

RAC Staffing
In the Residential Care Manual (Commonwealth Department of Health and
Ageing, 2005) it was asserted that skilled professional and other staff are
critical in maintaining the standard of care provision required for three-year
accreditation. The relevant standard states that there should be:
“appropriately skilled and qualified staff sufficient to ensure that services are
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delivered in accordance with these standards and the residential care
service’s philosophy and objectives” (p.23 of section 5). A problem is that the
words “appropriate” and “skilled” are not defined in the Aged Care Act 1997,
and there are no firm benchmarks or quality indicators in the industry for the
staffing skills mix or for optimum numbers of staff required for quality care
delivery (Angus & Nay, 2003). All of these choices are left to the RAC
manager’s discretion, and decisions depend, to a degree, on the availability of
staff for recruitment.

In 2002, Pearson et al. (2002) reported to the Australian Government that the
lack of organisational support and educated RN leaders, and pay
discrepancies relative to acute care, were the major factors causing discontent and staff shortages. Martin and King (2008) reported six years later that
there were increasing shortages of qualified professionals and other workers
in aged care, and that the turnover of staff and use of agency staff had both
increased. Their statistics indicated an increase of 20% since 2002. Those
authors reported that over 44% of all newly recruited RN, EN and PCW found
their jobs “more stressful than they had ever imagined” (p.34). Cheek et al.
(2003), working with focus groups of RN in Australia, found dissatisfaction
with pay, conditions, public perceptions and organisational communication. In
the years 1999 and 2000, 5% of eligible, registered, Australian aged care
nurses failed to re-register, and many more chose to work elsewhere
(Pearson et al., 2002). In 2007, 45% did not see themselves as having a
future working in aged care (Bill Martin & King, 2008). These statistics suggest
a poor prognosis for the future availability of professional expertise in RAC.

The attrition of Australian aged care nurses is not being matched by
recruitment; it is an unpopular option for new graduates and those returning to
nursing (Happell, 2002). Abbey (2006) examined Australian student nurses’
responses to their aged care placements and found that they were negative,
leaving students unsettled and reluctant to choose aged care on graduation.
Whilst the validity of Abbey’s research was weakened by the small sample of
volunteer participants, it presents some valid issues for those trying to
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improve the quality of aged care. Pearson et al. (2002), in their report to the
Commonwealth on the recruitment and retention of RAC nurses, on the
subject of clinical workplace training placements, found that RN in the
workplace were busy or unavailable, clinical teachers were unenthusiastic and
PCW in the placement provided poor role models for nurses who needed to
understand the role and responsibilities of the professional aged care nurse
rather than those of PCW. All of the above suggests little interest in
workplace mentoring and informal teaching from RN, the staff who should
provide most of the supervision to nurses or trainees in VET and mentoring or
guidance for the aged care team as a whole.

The Pearson et al. (2002) review of the available research suggested that
staff who had left aged care work would return or be retained if pay and
conditions improved. However, Martin (2007), using 2002 data, found that
female aged care staff do have parity in pay with females working at jobs
requiring similar education in the broader community. He suggested that the
research literature indicates that complaints about pay may mask a general
dissatisfaction with work. There is considerable research into staff satisfaction
and stress in aged care work world-wide. In the USA, Zimmerman et al.
(2005) found that self-assessed competence and organisational support were
correlated with lower stress levels for staff of 41 RACF. Gruss et al. (2004), in
a comparative study of two dementia care facilities, concluded that staff
empowered by management were less stressed. In Australia, Jeong and
Keatinge (2004) found that management provision of material, environmental,
psychosocial and psychological resources reduced staff stress and enhanced
the quality of care. A comparison of aged care staff in UK, Australia and
Scandinavia established that having the resources, and ability to influence
how work was done, as well as emotional support, enhanced job satisfaction
(Edberg et al., 2008). Job stress in the aged care context seems to be caused
principally by lack of organisational support, and inadequate resources,
education and workplace communication, and this is confirmed by the results
of other research (Castle & Engberg, 2006b; Hasson & Arnetz, 2008; ScottCawiezell et al., 2004; Sikma, 2006; Sikorska-Simmons, 2006). Not being
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supported to be able to do a ‘good job’ arguably is not only a stressor for staff
but also a possible predictor of poor quality of care. An implication for the
design of my experimental research is that whilst pay rates may not be within
the influence of most RACF managers, ensuring staff feel they have
organisational support, can communicate openly in the workplace and have
the appropriate knowledge and skills to do the job, are within their control. If
such organisational support for staff is not incorporated or controlled for in any
intervention or process for person-centred problem-solving developed for the
present research, success may be compromised.

There is a shortage of skilled staff and a need to make work attractive to those
who remain in order to retain them. It is timely to consider a process that will
support and reward staff for their interest in residential care work; one which
will provide mentoring in a way that is acceptable to all levels of staff, and
facilitate learning and development in an encouraging environment. Such a
process should have the potential to increase staff knowledge and skills as
well as confidence in their own, and their work team’s competence over time.
It also needs to be attractive to facilities wishing to achieve or maintain
accreditation and to avoid litigation.

Staff Education and Competence
Doyle (2009), in a comparative report on dementia care education for RAC
care staff in Australia and elsewhere, made the point that a minimum
educational standard of a Vocational Educational and Training (VET)
Certificate III (Cert III) is recommended in the recruitment of non-registered
workers who provide direct care, but that this cannot be enforced. In 2007,
The Australian Institute of Health and Welfare (2008) found that only 65% of
PCW had this formal qualification. The number of PCW is growing; in 2003
they constituted 58.5% of the direct care workforce, and by 2007 this had
increased to 63.6% (The Australian Institute of Health and Welfare, 2008).
PCW are the least expensive direct care worker to employ, but research
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indicates nationally and internationally that PCW are not necessarily costeffective when employed without the direction of good leadership, as staff
turnover and running costs may increase and productivity and quality of care
decrease (Aberdeen, 2004; Alzheimer's Australia, 2007a; Doran et al., 2002;
Edberg et al., 2008; Rantz et al., 2004; Swagerty et al., 2005). The increasing
proportion of PCW raises concern about how owners and managers of RACF
are defining “appropriately skilled”, and also whether they are using this
workforce aptly; that is, do managements’ expectations of staff performance
and responsibilities lie within the recommended scope of practice for PCW?
This question will not be asked directly during the RACF accreditation
process, which is outcome rather than input focused, but the answer may be
reflected in the increasing numbers of breaches of approved provider
responsibilities in delivering personal care, the highest proportion of these
breaches (36%), being in Victoria (Commonwealth of Australia, 2008), the
State in which this research was conducted.

Bueno (2001) evaluated the performances of 6,900 experienced and 3,650
inexperienced staff from 96 health care facilities between 1994 and 2002 for
the USA company Performance Management Services. The results
demonstrated that competent staff, or a staff performance-based development
system, are cost-effective. That author also reported that using agency staff,
premium pay or aggressive recruiting do not predict quality care and come at
a significant cost. In Australia also, cost-effectiveness is a concern, but
accreditation requirements and ethical concern for frail aged clients should
have made the employment of a sufficient number of highly skilled staff an
imperative. It is apparent, however, that financial constraints and shortages
make recruiting or retaining competent staff difficult. Bueno’s (2001) findings
that there is a significant cost saving in recruiting staff with the necessary
competence, or developing them within the organisation, offer a solution. That
author recommended a workplace culture of professional development and
mentoring, in order to develop critical thinking skills and staff motivation for
achieving and sustaining competence. Research also indicates that
education, recruitment and retention are closely linked (Coogle et al., 2006;
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Pearson et al., 2002). Staff who are less competent, and who are having
difficulties with work, are more likely to be stressed, resulting in difficulties with
retention and turnover, with the associated increases in staffing costs, and
ultimately in a shrinking pool from which to recruit.

At the conclusion of the National Action Plan for Dementia in 1996, an
ongoing and specific need for better dementia care education and training for
RACF staff was identified (Ageing and Aged Care Division, 1998). Increased
education and training as well as the cultivation of the correct PCC
philosophy, communication and documentation skills for all levels of staff
continue to be reiterated as an unmet need by Alzheimer's Australia (2007a)
and others (Cecchin & Jarrad, 2002; Pearson et al., 2006). A 2008 review of
research into education for RACF staff also restated the need to have a
culture of care that is person-centred and, importantly, to have organisational
learning embedded in that culture (Nolan et al., 2008). If there has been
improvement in the RAC culture, staffing conditions and education, it has
apparently been difficult to detect, and it seems, therefore, that calling for
improvements to initial training and ongoing education are not enough to
guarantee the quality of care. Aylward et al. (2003) reviewed 48 studies of the
effectiveness of continuing education in long-term care. Those authors found
little research into, and little evidence of, short in-service education sustaining
long term improvement in knowledge and competence, but they offered the
premise that organisational systems and culture may hinder the long term
impact of education.

Discussion of the need for dementia-specific education and training for all
levels of staff is well represented in the research literature, and content which
specifically includes care of the person with BPSD has been recommended as
an outcome of research in the USA (Kemeny et al., 2006; Kovach et al., 2006;
Williams et al., 2005), Sweden (Skovdahl et al., 2004), UK (Innes et al., 2006),
Holland (Savelkoul et al., 1998) and Australia (McCabe et al., 2007; NARI and
Mecwa, 2005). In Australia, The National Aged Care Alliance (The Alliance)
(2006), a representative body of 25 peak national organisations in aged care,
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including consumer groups, providers, unions and health professionals, also
called for people in residential care to have ongoing access to skilled and
multidisciplinary assessment and care.

In low care situations especially, workers with a Cert III in aged care may be
appointed as team leaders and function without the guidance of health
professionals such as RNs. In order to meet accreditation Standard 2.9, these
workers may be expected to support a resident with care that is:

“designed and carried out to prevent or manage a particular condition
or behaviour and enhance the quality of life and care for such residents
and ongoing support service” (Commonwealth Department of Health
and Ageing, 2005, Sec.12, p.22).

The wording of the standard implies that the resident’s needs are to be
assessed by staff, but this requires knowledge and abilities that are not within
the scope of a Cert III worker’s training curriculum or competence
(Department of Education Science and Training (DEST), 2007). De Bellis
(2006) made the point that accreditation measures “‘minimum’ standards of
care”, and this is “provided by persons with minimal or no qualifications”
(p.58). In the current RAC context, and especially in low care, where the
majority of staff have minimal education, it seems that excellence is not
encouraged and may not be possible.

The Australian Government’s National Training Authority (ANTA) regulates
the VET competency-based education and training (CBET) in the workplace
for the greater part of the workforce, those people who are EN and PCW. In
Australia, competence currently is defined by ANTA as:

“the specification of knowledge and skill and the application of that
knowledge and skill to the standards of performance required in the
workplace” (Rumsey, 2003, p.5).
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Richardson and Martin (2004) stated, rather optimistically, that as there is only
a 12-month preparation time for PCW, who can be easily recruited and
trained, shortages of these workers should not occur. This assertion does not
reflect the actuality of the paucity of workers and training places for both EN
and PCW (Hogan, 2004). Nor does it take into account that the VET workforce
is one that displays highly variable skills on graduation, and which requires a
significant period of on-the-job experience, further education and ongoing
mentoring by supervisory staff, in order to be fully effective (Booth et al., 2005;
Clayton et al., 2003; Foreman et al., 2003; Mulcahy, 2000). However, as
discussed previously, supervisory staff are not always able or willing to
provide mentoring. Pearson (2004) said that there are:
“minimal selection criteria for personal care assistants, inadequate
training prior to employment, minimal orientation and little time set for
professional training” (p.48).

Registered training organisations (RTO), such as technical and further
educational institutions (TAFE), deliver the recommended training for PCW,
the Cert III Aged Care Package. It is composed of nine core competencies
including orientation to aged care work, workplace communication, legislation,
occupational health and safety issues, providing personal care and providing
care that is responsive to the specific nature of dementia. The compulsory
dementia care competency is: CHCAC15A: Develop and implement strategies
which minimize the impact of challenging behaviours. It contains the element
to be able to “observe and document to determine triggers”, which is
particularly relevant to the present research. Much also depends, however, on
where the trainee gained experience, as there is an acknowledged shortage
of facilities that provide high quality care and suitable role models (Pearson et
al., 2006). RACF with mediocre standards are likely to provide poor learning
and mentoring experiences for the student which can, in turn, perpetuate poor
care practices.
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The roles of aged care staff workers trained in the VET system is in flux;
management staff in RACF and Government are demanding more and “better
interpersonal and highly context-bound skills” (Booth et al., 2005, p.6). Since
2007, there has been compulsory dementia care skills training for Cert III level
workers. In 2007 a new diploma level of training for EN was introduced that
includes a medication administration module (DEST, 2007). Expensive RN,
with degree-level education that aims to inculcate critical thinking, are being
overlooked or rationed in favour of ‘training up’ PCW and EN to a diploma
standard. VET curricula, however, do not include problem-solving or critical
analysis as key competencies; such skills are considered difficult to measure
and have generally been bypassed in VET syllabi (Aberdeen et al., 2009;
Curtis & Denton, 2003). PCW may now also elect to take a non-clinical
pathway through to a VET diploma level (Booth et al., 2005). This entails a
focus on management and leadership skills rather than on clinical skills.

From 1995 to 2005 there was a Certificate IV in Health, Nursing Post-Basic
Module in dementia care available for EN, which gave the nurse 40 hours of
classroom education plus 40 hours of on-the-job experience. That dementia
specific post-basic nursing module is no longer current or funded, and there is
very little reference to dementia care in either the EN Certificate IV (Cert IV),
or diploma level courses. The competency CHCAC15A is now a compulsory
part of the Cert III course for PCW. In 2009, dementia care curricula for both
PCW and EN at a higher Cert IV level in residential care were defined in the
HLT07 Health Training Package, as that same Cert III level CHCAC15A.
Whilst the competency is considered suitable and sufficient for both levels of
staff, it is compulsory only for Cert III and may not fully meet the needs of a
Cert IV graduate. Only one competency specific to Cert IV, HLTEN410A:
Deliver nursing care to consumers with mental health issues includes
elements on understanding dementia and minimising impact of challenging
behaviours (p.980). It is not dissimilar to elements of CHCAC15A but has a
very broad focus and gives only limited exposure to the issues of dementia in
competition with other mental health disorders. There is an industry
expectation of staff competence in dementia care, though a significant number
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of PCW were educated before CHCAC15A became compulsory in 2007, and
those without a Cert III may not have been trained or assessed for
competence. For EN, initial education in this subject is more likely to have
been left to the interest and abilities of their workplace trainers and mentors.

Competence, in any case, can only be considered as a beginning standard,
and the question remains for research and industry as to how to ensure that
competence is continuously improved, assessed and mentored in the
workplace. Staff development is a requirement for quality care provision, and
it is also a requirement for accreditation. How this is facilitated and measured
is left up to the organisation concerned (Commonwealth Department of Health
and Ageing, 2005). However, my search of the English language literature
found no validated tool for evidencing the levels of dementia care knowledge
or competence required by the various levels of RAC staff. If it cannot be
measured, then it cannot be evaluated for the purposes of either improvement
or protecting vulnerable residents from incompetent staff.

In Australia, care is provided mostly in small, average 60-bed, facilities which
at this scale will be only just financially viable. Many of those are isolated
geographically in remote and rural areas (Richardson & Martin, 2004). The
size makes it difficult to afford costly, ongoing education and training for staff
or to bear the cost of staff replacement for those in training. In remote areas
there are the particular difficulties of finding expertise locally, or paying for
time spent travelling. There are alternatives to formal courses or in-service
training programs. The AA library will send audiovisual resources and
information within Australia for the cost of a $50 annual organisational
membership fee, and national and international web-based tutorials are
available at all levels. Recommended by ACSAA is the on-line Demystifying
Dementia Care (Anglican Retirement Villages, 2004). Innes (2006) cautioned
that though convenient, on-line learning is expensive to develop and keep up
to date, and that there are hidden costs to users who prefer to print out
material. It could also be argued that the computer resources, time and
motivation may be hard for staff to find.
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Kaasalainen (2002) reviewed the literature on RAC workplace education
programs and concluded that specific education for dementia care is
necessary and should include team-based learning. Pearson et al. (2002)
made the point that whilst it may be difficult to recruit staff, those who are
there, in the main, do care and need to know they are doing the right thing.
Workplace education could capitalize on aged care staff motivation and
questions, facilitating adult learning that is self-directed and experiential. One
of the strengths of RACF in Australia is the desire of existing staff to make a
positive difference in the life of their residents. Creating a learning
organisation in which challenge, discussion and shared information encourage
staff to seek out resources to inform and educate themselves and others, as
well as to be critical and analytical of the available information, could be a
cost-effective way of keeping staff up to date with current research and
practices in dementia care, and may impact positively on staff satisfaction and
retention.

Current Workplace Practices in Managing BPSD
Theories and Models
In analyzing and evaluating models of practice, the relevant criteria are that
they are representative of practice reality, are useful, have sufficient scope to
be used in a variety of circumstances, and be simple but sensitive to the
complexity of care (Pearson et al., 1996). Over the last 20 years, ideas, or
theories and models, for caring for a person with dementia and managing socalled problem behaviours that reflected the thinking of the times, have
emerged in aged care nursing. These theories were intended to guide
contemporary assessment and practice (Pearson et al., 1996). A theory, or
idea, about why behavioural symptoms are occurring creates a common
understanding and language with which to discuss care; it then provides a
framework for choosing and analysing assessment data as well as predicating
outcomes of care. However, as Turner (2005) found in a systematic review of
models of care, few models with their roots in the social sciences provide an
adequate theoretical foundation for their use in dementia care. Conversely, it
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could be argued, as Kitwood (1997) did, that a model with its roots in medical
care and cure is not going to adequately meet psychosocial needs. As with
any theory or model of care, dementia care models represent an individual or
group’s idea of how dementia care should be provided, and each has its own
emphasis or bias. Theories or models of dementia care have included:
•

behaviour assessed as a problem relating to the direct impact of the
cognitive deficits caused by dementing illness (Warchol, 2004);

•

behaviour assessed as indicating unidentified and unmet needs
(Dettmore et al., 2009; Kaplan & Hoffman, 1998; A. M. Kolanowski &
Whall, 2000);

•

behaviouralist concepts, borrowed from psychology, which define
people in terms of their behaviour, and uses the ABC approach, that
is, assessment of antecedents or triggers, management of behaviour
and evaluation of consequences. In discussion in the behaviouralist
literature, the resident often is presented as not having the ability to
interpret, judge or feel about a situation, so this model does not
encourage staff to see behaviour as a reasonable response to stimuli.
RO is from this discipline. (Adams & Manthorpe, 2003; Finnema et al.,
2000; Greenwood et al., 2001);

•

behaviour assessed as an outcome of physical and psychosocial
environmental vulnerability (Finnema et al., 2000; Garratt & HamiltonSmith, 1995; Greenwood et al., 2001); and

•

more recent theories or models based on a philosophy of personcentredness (Brooker, 2007; Dewing, 2004; Finnema et al., 2000;
Nolan et al., 2004; Ryan et al., 2008; Stephenson, 2004; Surr, 2006).

With the exception of the first item above, which is more a biological or
medical model of care, those theories or models primarily are psychosocial in
context and can be complementary rather than mutually exclusive.
Psychosocial models are those which make the effort to assess the whole
person and his or her needs in their own unique context. Such an
51

assessment should result in supportive psychological and social responses
rather than a purely medical intervention or curative response.

Finnema et al. (2000) concluded in a review of psychosocial dementia care
models that they rarely are empirically tested and have questionable validity.
Because they are individually biased and not necessarily validated, each
theory or model may have the potential to neglect important aspects of care.
For example, the notion that behaviour is solely an outcome of a dementing
illness may lead to staff ignoring behavioural symptoms because they believe
them to be inevitable, or to overlook psychosocial causes such as boredom. If
using an ‘unmet needs’ theory as the basis for assessment, staff may
emphasise the obvious physical, psychosocial or environmental needs and
overlook complex health care problems.

Pearson et al. (1996) made the point that models or theories of care are
acknowledged as useful in guiding novice practitioners and for training and
education purposes. Currently, however, Australian undergraduate nursing
courses have little or no dementia content, and models and theories of
dementia care commonly are not taught (Aberdeen & Angus, 2005). Therefore, an RN is unlikely to use one in teaching or mentoring in the workplace.

Nevertheless, a knowledgeable RN or expert practitioner may create an
effective personal model or theory of care by combining existing theories or
personal knowledge with experience. Hysong et al. (2005), in a grounded
theory study of 15 aged care facilities, found that there was considerable
variation between the mental models used by staff, but a strong correlation
between the practice of sharing of mental models with staff and quality of
care. In effect, if a leader’s personal and effective theories or models of care
are shared with and guide the team, then these may positively guide care
provision. However, if a leader’s personal mental model is not understood by
the team, or is not adequate, it can inhibit team communication and
collaboration about care, prejudicing the quality of that care. It is also possible
that staff may become confused about what is expected of them if their work
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is directed by different supervisory staff using different personal models and
differing emphases. Wimpenny (2002) interviewed nurses undertaking postgraduate education and found that personal models may not necessarily be
comprehensive or correct. He deduced that there is a risk in having
leadership staff use unchallenged personal models; such models may restrict
team thinking and communication. The charge nurse or manager can
become resistive or unreceptive when their model is challenged by alternative
ways of thinking that contradict their beliefs or attitudes, and this may
constrain their own, or their team’s, questioning or challenging of care
provision. This in turn is likely to inhibit collaborative care or create the
perception in the minds of staff of a poor supportive culture for learning or
change.

In the 1980’s and early 1990’s, the prevailing theory and models were those
focusing on an observable unmet need and environmental vulnerability
(Garratt & Hamilton-Smith, 1995; Kaplan & Hoffman, 1998) and the ABC
model (Finnema et al., 2000). This may well have contributed to the current
assessment and documentation practices which encourage staff to view a
behavioural symptom such as ‘wandering with intrusiveness’ and link it to an
observable cause or antecedent, for example an unmet need or the impact of
the environment. Focusing on current unmet need and environmental
vulnerability may cause staff to overlook hidden triggers for BPSD. For
example, the antecedents of BPSD may be discovered in a resident’s
personal history if it is known. A resident who resists assistance with
disrobing for a shower may be recalling a long term memory of an incident of
abuse. Sometimes the behavioural symptom escalates over time and the
unmet need becomes invisible to staff; a resident restlessly prowling the
corridors in the afternoon and verbally abusing other residents may be
overtired from a sleepless night. Tiredness in the morning can gradually
cause increased disorientation and restlessness that will escalate to
exhaustion and aggression by the evening.
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Sometimes, no existing model will help assessment of cause because the
symptoms may be aggravated by problems with management processes,
organisation, environment or staffing. For example, nursing homes would
normally schedule staff to run activity programs between 10am and 4pm but
many people with vascular dementia and damaged circadian rhythms will not
have a normal sleeping/waking cycle and may need entertainment at 2am.
Most nursing homes still try to shower everyone in the morning, but for some
people with dementia a noisy communal bathroom environment or brisk, busy
distracted morning staff are distressing. In these examples, management
would need to be responsive with rostering so that staff with the appropriate
skills-mix are available at times of need, rather than staffing ritualistically with
more staff on in the morning, fewer in the afternoon, and fewer still at night, on
the broad assumption that personal care is needed in the morning, and sleep
at night.

A model of care which incorporates person-centeredness and which is
accepted as relevant and usable by staff may help staff to respond better to
BPSD, but currently there appear to be none that is universally acceptable.
The majority of staff in Australia and elsewhere seem to react to behavioural
symptoms with little assessment or planning. Examples of research in this
area include a controlled study by Kovach et al. (2006) of staff responses to
112 residents with BPSD across 14 RACF. This study found staff responding
to BPSD primarily with reactive or static care, little assessment and repeated
use of interventions that frequently failed. In Australia, Nay et al (2003), in
their report for La Trobe University on responses to behaviours of concern,
concluded that care “is compromised by the subjective nature of assessment
and the inconsistent methods used to address behavioural problems” (p.109).

Responding to exceptions or problems is seen by nurses as an inevitable and
routine part of their care, equally so when caring for persons with dementia
and BPSD. Tucker & Edmondson (2002) found that failing to identify and
manage the causes of these exceptions because of a culture of incurious
acceptance of the status quo and feelings of helplessness within the
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organisation inevitably will result in a working environment that is uncontrolled,
more chaotic, risk-laden and stressful. On the other hand, where RACF
leadership is sound, and communication with, and support of, staff is effective,
responding to problems is possible, and care delivery has been found to be
more effective (Rantz et al., 2003; Scott-Cawiezell et al., 2004). Any
introduced process for improving responses to BPSD and care generally,
therefore, needs not only to facilitate improved clinical competence but also
needs to promote within workplace teams a culture of critical curiosity and
willingness to challenge the status quo.

It is debatable whether the cause of poor assessment of BPSD is lack of a
universal model of care, lack of staff education, an unsupportive workplace
culture or a combination of these factors. What is likely, however, is that if any
of these factors is present in a working environment, the outcome will be substandard care. For the purposes of this research, each of those factors will
need to be incorporated into, or controlled for, in the planning of any process
for improving the care of persons with dementia and BPSD.

Problem-Solving BPSD

Figure 1 depicts the problem-solving and documentation framework
suggested by the Australian Commonwealth Department of Health and Family
Services (1997) to support the assessment and care provision for residents. It
recommends a systematic approach to data collection, deducing the problem
from the data, setting goals and planning, and implementing care to achieve
the goals. Thus the documentation framework uses a hypotheticodeductive
model of problem-solving, which entails linear reasoning prevalent in nursing
and medicine and commonly is termed, in the nursing context, the nursing
process. Taylor (2000) in a meta-analysis of the use of the nursing process
pointed out that it is no longer considered adequate to describe or guide
clinical problem-solving and that a large number of nurses and educators are
unaware of this and so persist with using the model. The model is used in
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RACF even though there is now a considerable body of evidence that it does
not adequate reflect human problem-solving.

Discussion of the benefits and risks of the nursing problem-solving model has
existed in the literature since its inception in the 1960’s, while at the same
time research into thinking, particularly into teaching clinical thinking, has
moved forward (Walsh & Seldomridge, 2006). Australian (McAllister, 2003)
and international authors (Hutchinson et al., 2002; Tanner, 2006) conducted
literature reviews of research into clinical decision-making and those authors
agreed that it is a complex process which does not necessarily reflect the
widely used nursing process problem-solving model. Taylor (2000) reviewed
and critiqued models of clinical thinking and concluded that there is no
generally agreed model of diagnostic reasoning, but the mindset that all
nurses possess in common involves the early creation of an hypothesis, or
problem statement, which subsequently is tested with questioning, or data
collection and reflection. In essence, nurse’s problem-solving is more
inductive than deductive. Gathered facts do not lead to a deduced conclusion
and the creation of a problem statement; rather an hypothesis is supported or
disproved by assessment and reflection.

Australian nursing texts (Greenwood, 1996; Koch & Garratt, 2001)
recommended that the nursing process be used in conjunction with a care
model or conceptual framework that will contextualise the process and guide
the intent of the practitioner, the nature of the collected data and the way in
which data is analysed. In the RACF setting, an existing dementia care model,
underpinned by a person-centred philosophy, would be recommended for use
with the nursing process. For most staff, however, PCC is a popular but broad
and difficult concept to apply to practice (Dewing, 2004), and even more so to
relate to the nursing process. In general, to understand dementia care models
and their relationship to the nursing process requires a level of critical and
analytical thinking that may be available to staff with a degree in nursing but
not necessarily to staff with little formal education or exposure to theories and
models of care who are working as carers in RAC.
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Figure 1: The recommended RAC problem-solving model

Nay et al. (2003), in analysing staff responses to BPSD in Victoria, found that
within problem-solving, the presenting problem was the actual behaviour of
concern to staff rather than the cause of that behaviour. Analysis of the
assessment data to determine the real problem, the cause of the BPSD, is a
step that is not well accomplished. Staff are warned by The Documentation
and Accountability Manual practice guidelines not to substitute their own goals
and problems for the resident’s when planning care, but this does happen. An
example of this is that staff may record the behavioural symptom that is of
concern to them, for example aggression, intrusiveness into other resident
rooms or disrobing in public, as the problem. If residents could be consulted
they are likely to define their problems differently, and more likely as the
cause of the BPSD. For example their aggression may be caused by a noisy
and inescapable environment, their intrusion related to boredom, and
disrobing because the room is hot or they are tired and ready for bed. Staff
goals are linked to a reduction in the incidence of the symptom that is a bother
to them, and the resultant plan is often reactive, using words such as ‘distract’,
‘redirect’ and ‘reassure’. Residents’ goals, if they could be expressed, would
be more likely to specify such things as having a calm environment and
meaningful occupation.
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The final recommended step in the problem-solving process is evaluating care
outcomes, not one which is well represented in aged care documentation.
DeBellis’ (2006) study of Australian RAC staff found no evaluation criteria for
care plans, and that evaluation sheets are:
“ritually signed every month by RNs as having been ‘reviewed and
found to be effective’ for each resident, despite being extremely out of
date and not indicative of practices” (p.192).
The New South Wales Department of Health also developed a model for the
management of causes of BPSD in a residential care facility that uses the
process of data gathering and problem identification, but that also attempts to
incorporate PCC into the process. The difference is that the process of
determining the triggers for BPSD, depicted in Figure 2, is acknowledged as
being influenced by care practices, organisational culture, staff skills and
environment, and central to the problem-solving is an individualised
assessment (Department of Health NSW, 2006). The individual being
described is central, and the individualised assessment of psychosocial,
cultural, biographical and health issues, as well as neurological impairment
within the context of the RAC culture and environment, is suggestive of
Kitwood’s (1997) model.

Figure 2: The New South Wales Department of Health problem-solving model
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Analysis of assessment data to identify the causes of problems is the link
between the data collection and the care plan; but it is often a missing link, or
it is not well done (Freshwater & Avis, 2004). It is described in Figure 2 as
“determining triggers”. A very rigid, formulaic, step-by-step, or a rule-based
approach to problems represented by the nursing process and deductive
reasoning can inhibit analysis and limit interpretation of assessment data,
restricting the construction of an hypothesis or problem statement. Freshwater
and Avis made the point that analysis can only take place in the context of a
theory or an hypothesis. Deductive reasoning is traditionally understood to
lead to a statement of a fact that can be tested, but it leaves little room for
theorising. Formulating theories is valuable in testing the validity of a variety of
possible causes for BPSD in order to select the most probable, and in
discussing and interpreting what the person’s own potential choices for care
may be, as well as in challenging or testing the assumptions of the care team.

There is an argument that in reality the problem-solving models referred to
above rely for success on expert knowledge and an ability to analyse,
synthesize and evaluate situations rather than on the process itself (Elstein &
Schwarz, 2002; Simpson & Courtney, 2002). Deductive reasoning is based on
the assumption that the premises used are true (Bandman & Bandman, 1988)
and that the person using this form of reasoning has the required knowledge
and understanding of contexts and limitations. Deduction is useful when valid
and tested data is available on which to base the hypothesis; for example, the
normal range for blood sugar is about 3.5 to 8 mmol/l, but the resident has a
blood sugar of 12 mmol/l, therefore it can be stated that he/she has an
abnormally high blood sugar level. Glaser (2005), however, made the point
that problem-solving is an “heuristic, not an algorithm, or that which is learned
through discovery, rather than a logical sequence of steps” (p.21) as in the
steps of the nursing process. Resolving BPSD requires the team to deal with
the relationships between the alternative causes, of which there may be
many, as well as with the facts (Fuller & Aldag, 2001). Freshwater (2004)
stated that:
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“Interpretation is the inductive process of relationship-making, trying to
create an explanatory story that sheds new light on the meaning of the
evidence” (p.5).

Deductive reasoning is not helpful in the RACF context when used, for
example, to explore the notion that something in the person’s past, or their
current health status or the current physical environment and/or the task
complexity, may be contributing to a fear of showering and an aggressive
reaction.

Clinical reasoning then needs to be more inductive, reflective and interpretive.
Inductive reasoning is not an all-encompassing way of arriving at knowledge
but it is a good method, along with critical thinking, of challenging assumptions
and exploring alternatives (Bandman & Bandman, 1988). Inductive reasoning
may also encourage and enable staff to learn from the reflection and
discussion that occur during the process of identifying the problem and finding
the solution. Conversely, making use of deductive reasoning only, collecting
and using only proven facts or that which is observable and measurable, in
attempting to problem-solve, may lead to ritualistic thinking and may hinder
inquiry, vision and new learning.

Tanner (2006) compiled evidence in a literature review that it was the nurses’
previous experience and knowledge of the resident that aided inductive
decision-making. She also found that critical analysis of assessment data was
not usual but rather was prompted by the failure of an intervention or difficulty
with understanding what the nurse was seeing. A less experienced or less
educated practitioner will have trouble moving beyond data collection to the
formulation of hypotheses or goals, whilst the expert will recognize previouslyencountered problems and their frequent causes, quickly forming an
hypothesis about the most likely current cause, then act accordingly to test the
hypothesis. This critical analysis, when it occurs, is an important tool for
learning (Tanner, 2006). If this is the case, it indicates not only that the
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currently advocated deductive approach is not a reflection of the reality of
resident assessment and decision-making for care planning, and that there is
a need for expert practitioners involved in the process, but also that we
possibly have overlooked the importance of making time for reflection on
failures of care planning for learning about, and improving, care.

Caring for people with dementia and BPSD should become more personcentred rather than problem-centred if a modification of the purely deductive
approach is made. Using a problem as the focus of the deductive process
prevents staff from viewing behaviours as indicative of a person’s strengths.
For example, intrusiveness is a ‘behaviour’ for which extra funding can be
claimed. In the current culture of care, when one resident frequently enters
another resident’s room to rummage through their belongings, it is a
behaviour of concern to staff. However, that same behaviour is evidence of
personal strengths in that there is interaction in a positive way with the
physical environment, evidencing good visuospatial skills, an ability to
ambulate which positively impacts on general health, the potential for
concentration and curiosity in spite of a dementing illness, as well as an
indication that the person feels that these skills need to be exercised.

Using a person-centred approach requires staff to understand the resident’s
unique view of their world, a view that is often difficult for staff to capture and
document when a purely objective approach to assessment and
documentation is demanded. Critical thinking that challenges assumptions
and explores alternatives can marry the benefits of both inductive and
deductive reasoning; neither alone is an all-inclusive way of arriving at valid
problem statements (Bandman & Bandman, 1988) for people with dementia
and BPSD. Inductive reasoning, however, can be impaired by prejudice,
limited knowledge or self-confidence, distorted past experience and intrinsic or
extrinsic motivational factors such as stress and fatigue or lack of time (AlfaroLeFevre, 1999). It is also likely to be difficult for staff to document their
theorising or thinking in a system in which documentation of care is based
predominantly on objectivity and achieving funding or accreditation.
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If inductive reasoning is to be used, it requires some method of ensuring the
objectivity and quality of the process, and recording the development of care
decisions based upon it. Whilst deductive reasoning and an empirical
evidence-based approach to choosing care plan strategies remain the
recommended method, it is not going to be easy for staff to promote a
qualitative approach to assessment that allows for some subjective
hypothesising unless there is some supportive evidence. I would propose that
problem-solving of BPSD should embrace a more diverse and collective way
of thinking, in particular, allowing the team to share insights and reflect on
failures as well as successes, and measure outcomes.

Documentation and Communication of Problem-Solving and Care Plans
for the Person with Dementia and BPSD

Text books on critical thinking indicate that there is a considerable increase in
the risk of subjective or incorrect analysis of the data when one person has
sole responsibility for decision-making (Alfaro-LeFevre, 1999; Bandman &
Bandman, 1988; West et al., 2005), including, I suggest, decision-making for
care planning. Freshwater and Avis (2004) in their treatise on nursing logic
pointed out that individuals may find themselves in conflict between their own
beliefs and contradictory information, accepted fact or scientific findings. As
staff may have preconceived beliefs about dementia and an individual with
BPSD, as discussed in Chapter One, it is conceivable that these will interfere
with accurate problem identification and care planning. For example, if there is
a belief that nothing can be done to prevent a BPSD then it is likely that there
will be little attempt to do so, and the care plan will reflect a reactive rather
than proactive approach. Staff may respond to the behaviour as and when it
concerns them or other residents, but will not attempt to prevent it. This
failure to identify and address the causes of BPSD is likely to be a greater risk
within a RACF if only one person with that belief is constructing the plan.
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A care planner’s decision-making and problem-solving is reliant not only on
beliefs and attitudes but also on his or her clinical knowledge and ability to
communicate with all the stakeholders, including the resident, family, staff and
GP. The USA-based research of Lopez (2009) on aged care nurses’ decisionmaking concluded that care planning is a complex process requiring “skill in
clinical judgement, communication and collaboration” (p.1001). Ideally the
most appropriate person to assess the resident, delegate care and supervise
the care team in meeting the complex PCC needs of residents should be a
well-educated professional, accountable for care and care outcomes, one who
understands their own and other workers’ scope of practice. The Nurses
Board of Victoria (2007), in their practice guidelines, ascribed this leadership
role to the RN. However, in low care facilities the care planner often is a PCW,
and the only available nurse is an EN in the manager’s role, who, by default,
is responsible for the plans. The Nurses Board of Victoria (2007) declared that
it is contrary to professional practice for an RN to delegate tasks to a carer
who has not the prerequisite education or training. It is therefore contrary to
professional practice to pass the tasks of assessment and complex care
planning to PCW who lack the necessary professional knowledge and skills.
However, according to several researchers, RNs claim workplace pressure
and lack of qualified staff forces delegation of documentation which
sometimes seems to be viewed erroneously not as care planning, but as
administrative documentation to ensure income, and therefore as a business
responsibility (Braithwaite, 2001; Cheek et al., 2003; Pearson et al., 2002).

Evidence that hypotheticodeductive reasoning and its attendant assessment
and care plan documentation is not practised successfully is found in the
Voutilainen et al. (2004) international review of research and systematic
reviews about the content of, and nurses’ attitudes towards, aged care
documentation. That review was an antecedent of the authors developing
their own “Senior Monitor” care plan audit instrument and testing 332
Scandinavian nursing records, which reinforced their literature review findings,
namely that documented assessment, problem identification, goals and
evaluation criteria for people with BPSD rarely were seen to be satisfactory.
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These findings were supported in Australian research by De Bellis (2006) into
RACF practices. She and other authors found care plans frequently are
ambiguous or contain contradictory data (Adams et al., 2006; Hansebo et al.,
1999). This is not a new phenomenon; research into behavioural care plans
by Neilson et al. (1996) concluded that nursing care plans were poorly
constructed and did not reflect care needs. De Bellis (2006) also found that
behavioural assessment tools were used ritualistically by staff, information
typically did not get documented accurately, and behavioural descriptions
were “demeaning and judgemental” (p.195); and if the actions taken by staff
had a negative outcome for the resident, they were not documented at all.
This is in spite of the fact that the Documentation and Accountability Manual
guidelines state that recording negative care outcomes is critical to the care
review process (Commonwealth Department of Health and Family Services,
1999).

There are, however, a number of qualitative or mixed method research
projects that indicated that documentation will improve with education and
mentoring. Barton et al. (2006) established that not only did documentation
improve but there was also increased staff consultation about, and response
to, behavioural symptoms. Gilster et al. (2002) found good documentation to
be representative of good quality responsive care over time for persons with
dementia. One study of care planning in a residential care setting for people
with intellectual disabilities concluded that whilst there was little correlation
between the quality of the plan and quality of life there were indications that
the process of PCC planning led to more staff interest and involvement in the
care of residents (Adams et al., 2006).

Whilst the evidence of the poor quality of nursing documentation and the
correlation between the quality of plans and the quality of care seems to be
inconclusive, some of these findings add strength to a theory that care
planning may be used to evaluate staff responsiveness to care needs.
However, a suitable measurement tool for assessing the quality of care plans
was not found in the literature. A systematic review of documentation-related
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research conducted between 2000 and 2007 aimed at identifying methods of
evaluating the quality or efficacy of care plans produced little of value, and the
result may be summed up thus: “mainly local audit instruments are used in
data collection, the validity of these instruments rarely being tested” (Saranto
& Kinnunen, 2009, p.474).

An alternative to assessing care plans to evaluate problem-solving
effectiveness is to measure the quality of life that care provision is facilitating
for residents, quality of life (QOL) being one reasonable description of the
‘output’ of the whole aged care system. It is difficult, however, to assess the
QOL of people with dementia in residential care when they cannot be
consulted. Twenty-two measurement tools relating to QOL were identified in a
review by Moniz-Cook et al. (2008) aimed at establishing consensus on
outcome measures for psychosocial intervention research in dementia care in
Europe. The tool recommended by those authors was the Quality of Life in
Alzheimer’s Disease (QOL-AD). However, their criticism of this tool and others
was that if they indicate an improvement in QOL, the reasons or rationale are
not identified; for example, a reason such as improved staff responses to
BPSD. Other criticisms made by Moniz-Cook et al. (2008) were that no directinterview tools are suitable for use with residents who have severe dementia
and no tools were found to be culturally sensitive. Another review of what the
authors determined were the seven most popular methods for measuring
QOL, including Dementia Care Mapping, found that each approach was
significantly flawed (Sloane et al., 2005). There are scales that are used with
families for measuring residents’ QOL, but using families or staff opinions to
score residents’ QOL results at best in a subjective assessment that is flawed.
There are too many variables affecting family opinions of the QOL of
residents, including their own sense of inclusion and support, the quality of
their relationship with the resident and the quality of their communication with
staff (Dobbs & Montgomery, 2005; Voutilainen et al., 2006; Weeks, 2008).

Another approach to care evaluation is the use of clinical indicators, and there
has been research and discussion in Australia on this topic over the last few
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years. RAC clinical indicators have been developed for Australia by
Queensland University and trialled on 107 residents from four RACF in
Queensland (Courtney et al., 2007; Courtney et al., 2010). The intent of these,
however, was not for individual care plan evaluation but for organisational
performance indication and benchmarking. One indicator is the ‘incidence of
behavioural symptoms affecting others’. However, the authors made the point
that those residents with significant cognitive deficits, and therefore those
most likely to suffer from BPSD, were excluded from their trial because they
wanted residents to be able to respond to the questions in the QOL scale. It
was established in Chapter One that the majority of residents in RAC have
cognitive impairments. If all these residents have to be excluded from any
evaluation that uses the indicator ‘incidence of behavioural symptoms
affecting others’, then this indicator (evaluated using the QOL scale) is
inappropriate for use in research into BPSD.

RAC staff and the accrediting body will continue to have to rely on care plans
to some extent to establish at least the quality of assessments, the
appropriateness of the prescribed care and the evaluation of care, for
residents with dementia and BPSD. Effort therefore can be invested, with
some confidence, towards improving the efficacy, relevance and evaluation of
the care planning process, in the expectation of improving the quality of care.

For optimal practice, direct care staff are expected to communicate with each
other, to discuss and formally document care, and read residents’ notes
containing their story and their care plans (Alzheimer's Australia, 2007b).
However, staff are allowed only limited time for this, and often this time is
interrupted to attend to residents’ needs (Kovach et al., 2006; Pelletier et al.,
2005). Time for verbal communication of care needs has been gradually
eroded in many facilities in an attempt to cut the costs of staffing hours
(Meissner et al., 2007). Peroune (2007) suggested that it takes time in any
organisation for peer or mentoring relationships to develop to the point where
workers feel safe in sharing really meaningful information as opposed to
simple communication of workplace tasks. Nursing handovers have allowed
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the development of those relationships, and there are indications in the
literature that this type of communication is especially attractive to PCW and
EN (Clemow, 2006; Pelletier et al., 2005). Peroune’s (2007) research project,
using a case study approach in a printing company, found that oral
communication is critical to reflection and sense-making, and as much as 90%
of the communal knowledge in an organisation may not be communicated in
its documentation. A European study found that, although there is little
common agreement on what handovers are meant to achieve, there is
increasing dissatisfaction amongst hospital staff with nursing handovers that
do not allow enough time and are constantly interrupted. This dissatisfaction
impacted negatively on staff retention (Meissner et al., 2007). If this is
extrapolated to the RAC context, it would suggest that by reducing oral
communication in the workplace and relying on inadequate care plans, there
is a risk of not only increasing staff perceptions of lack of support and stress,
but also of overlooking care needs that previously may have been reported
orally.

On the other hand, there are risks inherent in informal oral communication of
what is known. Good ideas may not be adequately articulated or widely
communicated across shifts and therefore not tested or implemented.
Furthermore, if staff oral communication results in knowledge that is implicit,
rather than explicit in documentation, its accuracy cannot easily be contested
and misinformation may result. There is also the possibility that where staff
rely primarily on oral communication, their care provision may no longer reflect
the formal care plan and be inadequate (Clemow, 2006). Spontaneous,
hurried group discussion during a handover about a resident can also lead to
restriction of idea generation. There is no time for group discussion or analysis
and consensus. Staff can neglect an exploration of BPSD causes and effects
and jump too quickly to action. Valuable questioning and discussion during
handover can be constrained if multiple ideas are put forward quickly by an
opinionated staff member, or if the most recent or most forcefully-presented
issue dominates the limited time available (Smith, 2003).
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A workplace team, using a group brainstorming, problem-solving approach,
could efficiently review all of the available assessment data and construct a
collectively-approved and committed plan of care that will manage BPSD.
Such an approach also would encourage and facilitate dialogue between all
staff, allowing for the creation and testing of hypotheses and validating the
accuracy of beliefs and attitudes both about care and about the person with
BPSD. This in turn can encourage collective authorship and subsequent use
of the care plan as means of communicating care. However, the process must
be demonstrably time- and cost-effective to be acceptable to the industry, and
it has to be supportive of staff, rather than being seen as creating a fresh
burden or a threat to their jobs and well-being.

Conclusion
The quality of care of people with dementia in residential care is being
influenced adversely by a multiplicity of external and internal factors.

The main external negative influences, over which RACF have little or no
control, are:
•

Government regulation and funding, which has contributed to
establishing higher standards of care, but also has had unintended
negative influences on the focus of documentation and care planning;

•

the RAC industry’s minimal funding and staff shortages which limit the
availability of qualified staff; and

•

the dearth of curricula focusing on dementia care in both
undergraduate RN courses and TAFE courses.

The chief internal negative influences on the quality of care provision over
which owners and managers of RACF do have control are:
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•

the tendency for staff to give precedence to working towards, and
documenting for, the accreditation and funding processes above personcentred problem-solving and care planning;

•

staff and skills shortages caused by staff turnover, and lack of guidelines
for optimal staffing numbers and the skills mix;

•

the inadequacy of the current preparation and ongoing workplace training
of RAC staff combined with the growing body of knowledge of dementia
care and the changing of staff roles and responsibilities;

•

the non-adoption of evidence-based practice in dementia care as well as
lack of use, and understanding, of methods of reasoning or models of
dementia care that could guide team communication, assessment,
problem-solving and care planning;

•

the non-allocation of time for reflection on causes of BPSD or errors in
care to prevent reactive rather than practices or approaches to care; and

•

poor verbal and written communication between staff about residents.

The present research focussed chiefly on these internal factors.

The rate of change and reform to RACF since the 1980’s has created an
environment in which aged care personnel and services appear to have
suffered from an almost paralysing uncertainty about what is expected of
them, and from the consequent loss of morale. At the same time they have
been obliged to be more accountable for the quality of the services they
provide and the funding received, without necessarily having the education
and skills and other resources to do this effectively. There is some evidence
that nurses, in particular, who have management as well as clinical
responsibilities are experiencing a sense of powerlessness and lack of control
(Cheek et al., 2003). The increasing frailty of residents in aged care, the
potential difficulty of caring for them with a low care team, and the complexity
of person-centred assessment all have contributed to this, and may continue
to do so. It is probable that there will be a further period of confusion and
stress for staff until ACFI is understood and refinements are incorporated. Any
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new strategy or process introduced during this period of change ideally should
be consistent with existing documentation, be seen to improve prospects for
maximising facility funding, be supportive of staff and be practical to
implement if is it is to be adopted willingly and widely.

Facilitating the recommended person-centred assessment for care planning is
also difficult in the current culture of RACF, affected as it is by the externally
imposed factors of education, training, Government funding and legislation.
Human nature dictates that individuals and groups of people will use what
they know, combined with critical thinking to a greater or lesser degree. This
willingness should be exploited; those who have limited skills in critical
thinking, solving problems, or limited knowledge of BPSD, and who have
difficulty identifying potential causes using current approaches and
documentation, can still respond well as part of a group or team problemsolving process and will have a considerable amount of knowledge of
residents to contribute (Kenny, 2003). Much that is known by staff and families
about an individual resident is not recorded, and the challenge is to find a
process which complements current care processes but ultimately will
empower staff and families to feel safe in sharing what they know and in
speaking up about problems in care. The team needs to critically analyse
data, enabling the current missing step of data analysis to identify the true
cause, or reason for, the BPSD in order to achieve improved care planning;
and the ongoing care provision needs to reflect realistically the directives
provided in the care plan.
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CHAPTER THREE: DEVELOPING A THEORY AND
MODEL FOR CHANGING PRACTICES IN DEMENTIA
CARE
Introduction
The last two chapters recorded evidence that there is scope for improvement
in the care of people with dementia and BPSD, but that in seeking to achieve
this, staff and management face a number of internal and external barriers.

About dementia care, Mary Marshall (2001) asserted:

“It is not helpful to pillory staff who are barely coping now, or to say it is
‘society's’ fault for not providing resources. The responsibility lies with
managers, doctors and senior nurses, commissioners of care, and
those responsible for standards. Good practice does exist and can
show us all what can be achieved with existing resources. The fact that
it is not commonplace should concern us greatly” (p.411).

The focus of this chapter is on what can be done within the control of RACF
and their staff materially to improve care. In particular it pursues the
formulation of an organisational theory and a model for the PCC of residents
with BPSD that reflect a collective staff approach to identifying and managing
causes. Ideally this theory and model would allow the involvement of all levels
of direct care staff as well as supervisory staff and other health professionals,
and should have the potential to enable staff collectively to overcome
discrepancies and barriers between recommended practice and current
practice. Nieswiadomy’s (1987) text indicated that research underpinned by a
theoretical framework is considered more valuable in providing understanding
and knowledge that can be generalised to other contexts than is research that
compiles data without analytical theory. Theory, in this context, will facilitate
the formulation of hypotheses that establish a logical basis for testing in
RACF, aiding transition from theory to practice.
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The Premises of the Study
Chapter Two established that leadership often is ineffectual or distracted,
team communication and care planning for residents currently are flawed, and
that all of this may hinder workplace learning and perpetuate poor practices.
The scope and depth of the assessment of the person with dementia are
weakened further by the exclusive use of deductive reasoning, or the deemphasis of the inductive reasoning approach that is necessary for holistic
appraisal of care needs and care planning. All these elements impede personcentred problem-solving for the resident with BPSD. Further, quality care
relies on facilitating the judicious use of existing tested knowledge in choosing
relevant interventions that may be used to improve care; in other words,
quality care rests on improving staff knowledge and closing the gap between
research and practice.

The guiding premises for this chapter are to:
•

discover a process that will improve collaboration, communication and
reasoning amongst staff who are planning care for residents with
BPSD, one that better promotes PCC and is workable in the current
culture of RAC;

•

ensure the process can be sustained;

•

establish that staff may learn continually from that process so that they
can remain up-to-date with research; and

•

control for the impact of workplace conditions that obstruct thinking,
learning and care planning in testing such a process in the present
research.

It is logical that a well-led system or process that encourages and improves
questioning and reasoning about the resident and the causes and effects of
his or her BPSD may improve team knowledge and care planning. If this is
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accomplished effectively it will also meet the demands of funding and
legislative compliance.

The Literature Search
In order to create a theory that marries the key issues for quality care,
established in Chapter One, of leadership, communication, critical thinking,
learning and a person-centred philosophy of care, a search of the research
literature, written in English between 1990 and 2009, was conducted. Where
an historical context, or a search for the source was required, no date range
limitation was applied. Cinhal, ERIC, Emerald, Sage, Ovid, ProQuest and
Medline search engines were used across data bases that included health,
management, organisational psychology and education. Key words were used
singly, and in combination, to search the broader category headings of:
•

quality of aged, long term and/or dementia care, nationally and
internationally;

•

dementia in conjunction with behaviour or behaviours of concern,
BPSD, management and problem-solving;

•

dementia or Alzheimer’s disease, psychosocial interventions, medical
management and medication;

•

staff and safe working environment or psychosocial environment,
satisfaction and stress;

•

person-centred, person-focused, client-led care;

•

staffing attitudes and culture; and

•

team or group: communication, psychology, learning, creativity work,
problem-solving, leadership, management.

Since 1980, there has been extensive research and knowledge development
in dementia care. However, as discussed in Chapter One, the decade of the
1980’s produced research that was flawed by a lack of understanding of
dementia and a common language with which to define and discuss BPSD.
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The decade of the 1990’s produced a plethora of research; a search of
ProQuest, using the single key word “dementia”, found 29,303 hits, and in
Cinhal there were 14,425 hits.

An evidence-based approach is promoted by the Australian Nursing and
Midwifery Council (2006) for nurses as an aid to evaluating research,
improving knowledge and implementing evidence-based practice (EBP). EBP
has its origins in a work by Cochrane (1972), a UK doctor of medicine who
wrote a treatise about how to improve the cost-effectiveness and efficiency of
the British National Health Service by basing practice on evidence-based
medical research. In Australia, Nay (2003) argued that although EBP has the
potential to improve RAC, it is dominated by medicine and undervalues
psychosocial research. She found it to be underpinned by a preference for a
scientific or quantitative methodology using randomised controlled trials
which, she argued, cannot accurately reflect the combination of art and
science inherent in nursing. EBP was, however, an idea that was attractive to
governments in countries that struggle with budgeting their social welfare
expenditure and see cost-effectiveness as an imperative. The Cochrane
Centre and Library of Systematic Reviews has Government support in
Australia, and The Joanna Briggs Institute, established in 2005, is funded by
the Australian Government Department of Health and Ageing to promote costeffective EBP in nursing, and specifically in aged care. Both of these library
resources were searched.

Systematic reviews of scientific research or meta-analysis of systematic
reviews are a tool of EBP and are valuable in analysing the volume of
research currently available on dementia care. However, comparisons and
replications of research in systematic reviews of dementia care often are
compromised by changes in language and definitions over time, by subjective
or colloquial interpretation of terms such as aggression or withdrawal, and by
poor or confused methods (Livingston et al., 2005). Since many reviews
conclude with recommendations for further research, professionals within
RACF may feel discouraged from applying such research conclusions to
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practice. Systematic reviews can also be difficult to compare because they are
unclear about logistical issues for individual research projects and differing
outcome measures (Mittelman, 2008; Moniz-Cook et al., 2008). Evans and
Pearson (2001) suggested that systematic reviews were replacing innovative
research, that they excluded qualitative research projects and that they were
flawed representations of bodies of nursing knowledge. The outcomes of
controlled randomised trials and systematic reviews may provide evidence of
best practice, but according to Walshe and Rundall (2001), this evidence can
just as easily be overused, underused or misused as used appropriately in
health care. My conclusion is that evidence needs intelligent interpretation for
use, especially when it is being generalised across differing contexts.

Systematic reviews, therefore, are used with discretion in this discussion.
According to the Joanna Briggs Institute (2008), the outcome of scientific
research contains the strongest evidence, but all research that has been
reviewed by experts has a degree of validity and, therefore, the potential to
add to the body of knowledge of dementia care. It can be argued that what
has been published for discussion in refereed literature should not be ignored
simply because it is not based on a randomized, controlled trial. Some of that
published discussion is referred to in this current exploration of the literature.

Search for Better Responses to Managing BPSD Nationally
and Internationally
Systematic reviews of pharmacological management of BPSD agreed that
there is evidence that medication has very little positive effect and many
negative effects, including worsening BPSD, strokes and death (Ballard &
Waite, 2006; Carson et al., 2006; Lee et al., 2004; Lersel et al., 2005). Despite
this, a report to the Australian Commonwealth Department of Health and
Ageing on management of BPSD found that there has been significant
overuse of psychotropic medication to control BPSD, even though these are
associated with a higher risk of mortality (Bird et al., 2002). Medication to
control BPSD is recommended by physicians only for a limited range of
symptoms, with careful titration of the medication.
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Decisions about medications generally are made by medical staff, and
psychosocial interventions generally are initiated by care staff. Research
designed to explore the combined effects of medical and psychosocial
interventions would be difficult since any population under study may equally
be affected by either medication or psychosocial interventions and a number
of other interrelated dependent variables (Snowden et al., 2003). CohenMansfield et al. (2006) also found significant disagreement between the
perspectives of nurses and doctors in RACF on care decisions. The difficulties
in agreement may be the reason for the lack of comparative research on
medication versus behavioural or psychosocial interventions. Turner’s (2005)
review concluded that what is more important than the debate about the
benefits and risks of medical management versus psychosocial responses is
the development of a structured decision-making process for selection of
interventions to meet identified need. My conclusion is that medicine and
psychosocial interventions are not mutually exclusive, and that each approach
can be, and is, used conjointly, provided that the potential positive and
negative effects are considered.

A systematic review by AA of the study of psychosocial and environmental
interventions for BPSD identified 101 papers from 1994 to 2003 that met the
inclusion criteria of focusing on long-term care residents with dementia, a
sample size of 10 or more residents, use of an experimental or quasiexperimental design with a control group, and the reporting of statistical
significance of findings (Tilly & Reed, 2004). Overall, the evidence for
successful interventions was inconclusive. Equally inconclusive findings
applied to a number of other systematic reviews of psychosocial or
behavioural management techniques, as displayed in Table 1, principally
because research methods were not randomized control trials. The lack of
acknowledged, valid research and a general acceptance of poor research
techniques in the management of causes of BPSD, are factors in the
development of any new research project since it is risky to build on what is
not regarded as sound evidence.
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As Table 1 indicates, in the majority of research studies of BPSD it was an
intervention that was the independent variable. Interventions such as sensory
stimulation or snoezelen, validation, RO and showers versus baths, were
used, and the effect on the person with dementia measured. The resident’s
behavioural response was the dependent variable. Generalisability of the
results of such psychosocial research would be difficult to demonstrate
because a resident’s behavioural response may be triggered by a number of
other, uncontrolled, variables such as liking or disliking the therapist and/or
the nature of the environment in which the therapy is carried out. Turner
(2005), for example, reported increased distress in residents as an outcome of
using behaviour management interventions. This may be an unexpected
result of the intervention, but it may also be the impact of other unreported or
unidentified causes. With larger group studies it is questionable whether a
common intervention would suit the individual needs of participants with
different personal preferences and co-morbidities as well as varying degrees
of brain damage caused by diverse progressive disorders.
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Citation for Review

Technique

Finding of Review

Camp, CohenMansfield, & Capezuti
(2002)
Gitlin, Liebman, &
Winter (2003)
Sung and Chang
(2005)

Social support, activities
and pain management

More research required.

Environmental
interventions
Music therapy

Livingston et al.(2005)

Any therapy derived
from a psychological
approach
Reality Orientation as a
therapy for people with
dementia
Provision of therapeutic
activities
Aromatherapy

Some positive outcomes; most studies
were methodologically flawed.
Because of the small sample sizes and
variations in the application of the
intervention, caution is needed in
drawing conclusions from these studies.
Conclusions were limited because of the
paucity of high-quality research.

Spector et al.(2000)

Pulsford (1997)
Holt et al.(2003)
Hansen, Jørgensen, &
Ørtenblad (2006)

Massage and touch

Vink, Birks, Bruinsma,
& Scholten (2003)

Music therapy

Forbes et al. (2009)

Light therapy

Woods, Spector,
AJones, Orrell, &
Davies (2005)
Douglas, James, &
Ballard (2004)

Reminiscence therapy

Non-pharmacological
treatments

Significant effects in favour of treatment
but unclear how far these extend after
treatment.
Little in the literature to convince of their
benefits.
Of the four randomized controlled trials,
only one had useable data.
A small amount of evidence in favour of
massage, but further, high-quality
randomized controlled trials are
required.
The methodological quality of these
small, short-term studies was generally
poor.
Most of the available studies are not of
high methodological quality and further
research is required.
The review highlighted the urgent need
for more systematic research in the
area.
There is a need for further reliable and
valid data before the efficacy of these
approaches is more widely recognised.

Table 1: Systematic reviews of psychosocial interventions for dementia care, 19902009

Testing an intervention without establishing its relevance to the resident it is
being used on, or without a clear idea of what outcome is expected, is not
good research practice, yet it appears to be what often has been presented in
journals and systematic reviews of research. Woods (2002) suggested that a
further challenge to the validity of research, where an intervention is the
independent variable, is that in sterile environments with task-centred care,
any psychosocial intervention is likely to produce a positive result because it
will increase staff contact with the residents and induce Hawthorne effects.
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A complete person-centred assessment of the causes of BPSD, as discussed
previously, should include the impact of the physical and social environments
and the complexity and structure of activities in which the person with
dementia is engaged, in relation to that person’s physical and cognitive
strengths and losses. Swagerty et al. (2005), in researching contextual factors
affecting care in three RACF, found that competing demands for staff time and
the need to ‘get the job done’ on time were the norm. RACF staff generally felt
rushed in assisting residents with activities of daily living (ADL) or leisure
activities. During that pressured interpersonal process, staff are unlikely to be
evaluating or assessing the environmental impact or their own methods of
assistance, and residents may be humiliated or ignored in the interests of
speed and efficiency. This neglect of the person is suggestive of Kitwood’s
(1997) “malignant social psychology” (p.4), and can result in reactive BPSD.
Assessment of the disabling impact of the physical environment and the
complexity of a necessary activity or task on a person who has dementia are
not well researched; little was found in the literature. In Australia, this dearth of
research may be because assessment of task complexity is considered a job
for occupational therapists and part of the process of rehabilitation, rare in
RACF. Neither task complexity nor the impact of the physical environment on
an individual are included as factors in determination of Government accreditation or funding, and therefore provoke little professional discussion. It may
also be that discussion and research are limited by a general belief that being
task-focused -- getting the showers or the toileting round done on time -- is the
antithesis of the preferred philosophy of PCC, and therefore discussion is not
encouraged.

Several studies were found that correlated assistance with ADL or care and
incidence of BPSD. These concluded that staff can trigger BPSD through the
way in which they provide assistance (Greenwood et al., 2001; Skovdahl et
al., 2004; Todd & Watts, 2004). One controlled study from the USA activity
therapy field found that assessing a person’s ability and preference before
undertaking assistance with an activity had better outcomes in reducing BPSD
(Kolanowski et al., 2005). However, with a population of only 30, the
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generalisability of that study was suspect. A Dutch longitudinal controlled
study of 217 EN from three RACF found that implementing a person-centred
approach to assessment did not necessarily overcome task-focused attitudes
to care provision on the part of staff (Berkhout et al., 2004). The study
concluded that lower levels of education and pre-existing task-focused
working cultures were contributory factors to task-oriented care and barriers to
PCC. Assessment of residents’ abilities or disabilities may not change
practices unless staff use the information to direct their assistance with care
and change their attitudes.

The physical environment has also been implicated in the occurrence of
BPSD, but again there is little valid research into the impact of environment.
This is in spite of the development during the 1990’s of ‘environmental
vulnerability’ models of care that emphasised the physical and psychosocial
environs as triggers for BPSD (Kaplan and Hoffman, 1998). A longitudinal
USA study by Aud et al. (2005) compared residents with BPSD in four
specially designed dementia care facilities with those in other RACF for the
incidence of BPSD. The two-year study produced mixed results and
highlighted the difficulties in isolating environment as a factor in minimising
BPSD. Price et al. (2000) did a systematic review of English language
research on environmental modifications for wandering residents and found
that poor research methods made results inconclusive. A review by Cohen
Mansfield (2004) of psychosocial and environmental research in nursing
homes cited research wherein, as with more general research, the impact of a
specific environmental intervention on a group was studied, for example the
use of light or bird sounds, rather than broader assessments of the overall
environment and its impact on an individual. Problems with measuring the
impact of the environment, and with controlling for other variables that may be
impacting upon residents at the same time, make it difficult for RAC staff to
evaluate the effectiveness of interventions involving environmental
modifications to reduce the incidence of BPSD. Without some evidence and
prospect of success, it would be difficult to encourage staff to persist with
time-consuming interventions that are not required of them by accreditation or
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funding bodies. However, some form of assessment of environment should be
included with other aspects of person-centred assessment.

Whilst the evidence of cause and effect is inconclusive in reviews relating to
activities and physical environment, there is anecdotal evidence and evidence
from qualitative studies to indicate the potential for the environment to cause
BPSD. Passini et al. (2000) in a qualitative observational study of six residents
found that, even though the six people were exhibiting the symptoms of
severe dementia, they could still respond to clear environmental cues and
clues to find their way. An inference from that study is that the absence of
such clues would be likely to cause increased confusion. A larger Australian
study of over 600 residents across 11 RACF found that resident risk-taking
and self-harm was more likely in secure, noisy environments and shared
rooms (Low et al., 2004).

The organisational climate or the actions of leaders and management have
been mentioned in previous chapters as contributors to the culture of care,
affecting the resourcing, education, support and attitudes of staff. Research
indicates that organisational climate may also have a more direct influence on
the incidence of BPSD and should not be overlooked. Cohen-Mansfield and
Bester (2006) found, in analysing a case study of a Tasmanian dementiaspecific RACF, that management, collaborating with staff and residents, and
using flexibility in routines and staffing, improved the quality of care. Those
authors noted that staff, when treated with respect by management, will
respect residents. A study by Norbergh, (2002) of four RACF, two with
creative, supportive organisational climates and two with less ‘creative’
climates, found that residents living in the creative units spent 45.2% of the
time with nursing staff, while those in the less creative climate spent 25.6%.
Residents in less creative climates displayed more BPSD. One reason put
forward for this was that the less creative work-climate or culture caused staff,
caught in a cycle of increasing BPSD, to become tired and consequently more
task-orientated and less responsive to residents’ needs (Norbergh et al.,
2002). Castle and Engberg (2006) studied staff from 864 RACF in six USA
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States. Those authors concluded that organisational characteristics such as
low staff ratios, for-profit ownership and larger scale facilities were a key factor
for staff burnout and poor quality care which can trigger BPSD in residents. It
would seem that an organisational response to improving the assessment and
care planning for BPSD is required, and not only a staff response.

Multi-Dimensional Models

There needs to be more curiosity about how we may prevent the onset of
symptoms by using, and combining, what is established from research
regarding both the provision of organisational support for staff and the use of
interventions or prevention strategies tailored to the needs of the individual
person with dementia. There is no ‘one size fits all’ prevention or intervention,
and as Beck et al. (2002) found, a non-targeted intervention may work, but it
may also cause harm, as the source of the BPSD remains uncontrolled. The
aged care team, therefore, must assess each case individually and carefully.
Choosing an intervention for BPSD is also made more problematic for staff by
the persistent calls for further research and better methods to verify the
effectiveness of researched interventions. The lack of scientific evidence for
the usefulness of psychosocial interventions may have devalued them as valid
tools of care.

Research into managing the causes of BPSD rather than into the impact of
interventions on people with BPSD is now emerging, but is still scarce. Barton
et al. (2005), in a systematic review of ‘calling out’ or ‘screaming’ behaviours,
found nine possible factors as causes, which together underpinned their
recommended framework for assessment. That framework reflects that of
Kitwood’s (1997) PCC in that it covers the severity of dementia, health,
psychosocial and personality issues. Unlike Kitwood’s (1997) formula, the
physical environment was also considered as an issue for assessment but
methods of assisting with tasks were not. Gilster et al. (2002) described the
process of setting up a person-centred dementia-specific RACF where
assessment required “matching an individual’s history, preferences, needs,
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and disease process stage with the individual’s social and physical
environment” (p.106). This, they found, reduced BPSD and the use of
psychotropic medications as well as improving residents’ mood and social
interactions. Other input included that of Hall and O’Connor (2004) who
reviewed research literature dating from 1995 to 2001 and attempted to
summarise the correlations between a variety of triggers and the development
of BPSD. Their findings were inconclusive and they reported that there are
significant gaps in knowledge of cause and effect.

Finnema et al. (2000) conducted a review of research of BPSD, looking for
models with a multidimensional approach to behaviour assessment and
management that had been tested empirically. The authors identified nine
possible models, including Kitwood’s, that had been widely used in
psychogeriatric care, but only one of which had been tested in dementia care
for people with BPSD; and this was not Kitwood’s person-centred approach,
but an attachment model. The attachment model theorises that “the elderly
person with dementia experiences the deterioration that accompanies
dementia as a strange and stressful situation which also evokes attachment
behaviour” (p.72) which in turn induces caring behaviour in staff and families
(Finnema et al., 2000). This model of care has, however, been found to
disadvantage workers, particularly lower- paid female workers, by taking
advantage of their desire to help without providing the organisational support
for their emotional needs (Dodson & Zincavage, 2007; Gattuso & Bevan,
2000). Lack of support for staff and adverse working conditions generally are
cited in Chapters One and Two to be issues for quality of care. A theory of
care which neglects the needs of staff or fails to support them in their efforts to
care is unlikely to succeed in the long term.

Turner (2006, p.102) developed a flow chart for clinical decision-making to
encourage a multidimensional approach to the management of causes of
BPSD. An initial person-centred and medical assessment is supported by a
broader investigation of the organisational context. What constitutes a personcentred assessment is, however, not specifically defined. Shown in Figure
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Three, the model is based on the combined evidence from systematic reviews
of environmental and psychosocial research in RACF, including organisational
responses to BPSD such as staff education. The review data were separated
into two groups, and the process was founded on the best outcomes evidence
from each group. In one group were studies where the same intervention was
used ubiquitously, for example aromatherapy, environmental change or staff
education, and group outcomes were measured. Turner (2005) found that few
of the group studies “make any attempt to relate the intervention to a
theoretical understanding either of BPSD or of individual symptoms” (p.99). In
the other group were smaller, individually designed studies using single-case
methodology and an individualised approach to care. The single-case studies
generally were found to be more successful at controlling symptoms that were
complex and which staff previously had found to be intractable. Turner’s
review was particularly valuable in that it included small quantitative studies
which she found, collectively, had good face validity. In general, such studies
are excluded from systematic reviews because the choice of method and
smaller populations make them unattractive to systematic analysis; such
studies are at risk of being overlooked and the knowledge lost. Further, a
distinction was made between research that was aimed at the person with
dementia and that aimed at indirectly managing PBSD through education and
workplace cultural change (Turner, 2005).
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Figure 3: Turner's BPSD assessment process

Turner’s process is important in that it combines an assessment of the
medical, organisational and psychosocial environments, all potential triggers
for BPSD found in the literature, with a process of resolution. The triggers
identified are somewhat reflective of Kitwood’s (1997) PCC, and are
supportive of such an approach.

What is not discussed is the need for suitable leadership and clinical
competence in applying this process in RACF. It would require that the team
has opportunities to meet and confer, as well as management support and
access to experts to support team learning. The process offers no clear goals
or frameworks for collaboration, thinking or problem-solving for the ‘liaison
team approach’; neither does it include the possibility that a final failed
intervention will require a reassessment or referral.

Turner’s (2005) process purported to be person-centred and recommended
and relied on a collaborative team approach and education. However, she
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qualified her view of education by making the point that education programs
have a limited long term effect in improving organisational knowledge, a view
that is supported by Aylward’s (2003) systematic review of in-service training
in long term care. Turner (2005) also made the point that too little attention is
being paid to research into the elements of training that develop appropriate
staff attitudes, behaviours and perceptions of self-assessed competence for
long term change.

My research leads to the adoption of a clinical decision-making process
approach similar to that of Turner (2005) underpinned by Kitwood’s (1997)
beliefs about the personal experience of dementia. It incorporates, therefore,
an assessment of personal, medical, organisational and psychosocial triggers
for BPSD, but I have added an evaluation of the physical environment and
activities or tasks as potential triggers. These broad assessment headings
represent a synthesis of the recommendations, reported above from the
research literature, that are directed at person-centred care planning to
prevent BPSD. The emphasis of my approach also reflects the more
successful individual assessment reported by Turner (2005), and to
preventing, rather than simply responding to, BPSD. If multiple individual
residents are found to need an intervention, for example aromatherapy, this
can be provided and evaluated as a group therapy, but potential membership
of the group should be needs-based and considered individually. My model in
Figure 4 demonstrates how each key concept may impact directly on the
person with dementia, but it also reflects how each concept may combine with
others, compounding the severity of the impact, or, conversely, magnifying the
strengths the person has that may combat or offset the causes of their BPSD.
The shape of the person-centred assessment model reflects the fact that the
person is the central concept surrounded by the other key assessment
concepts.
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Figure 4: Representation of a person-centred assessment model for assessing cause
of BPSD

Turner’s process also suggests that resident assessment and care planning
that happens in the context of an RACF requires an organised, team
approach. Australian RAC teams may need to include a member with expertlevel dementia care knowledge in order to ensure that any recommendations
from current research, which is so often inconclusive, are applied critically and
carefully; also to ensure that ongoing team awareness of research and
learning are fostered. Team learning and attitudes will be influential in the
ongoing successful use of the model in Figure 4 and will be further explored.
The team construct, leadership, culture and the problem-solving processes of
teams also need to be considered further in order to create a theory of team
problem-solving for the person with dementia that is compatible with this
assessment model. Where interventions, as suggested by Turner (2005),
require a ‘system wide’ intervention, organisational support becomes critical,
so this also must be investigated and incorporated into the institution of the
model in the RAC workplace.
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The RACF Team
Construct

Teams are defined by Langan-Fox (2003) as entities within an organisation
that perform tasks that contribute to achieving organisational goals. Team
members have shared objectives, are interdependent, but each member has
a well-defined role. Teams usually are composed of fewer than 20 people.
There is some confusion over the use of the terms group and team, and the
words frequently are used interchangeably. For my purposes, a group is
defined as being composed of people who have something in common, for
example sex or height. West et al. (2005) suggested a like-minded group may
occur within a team and may even dominate team thinking. The RACF team
represents the whole of the staff of any small facility or a unit of a larger facility
and comprises those staff members who may be on duty at any given time. All
staff, including for example, garden, housekeeping and kitchen personnel, will
have some knowledge of the person with dementia and possible causes of
their symptoms of distress (Winzelberg et al., 2005; Zimmerman et al., 2005).
The team may include others, who are not part of the permanent staff, but
whose expertise is required, for example, GPs, social workers,
physiotherapists and members of the clergy.

The team should also collaborate with the family and/or the person with
dementia when possible (Alzheimer's Australia, 2003). Family can, in fact,
become an active part of the RACF team, and this is encouraged by
Government accreditation standards which require evidence that:

“providers, employed and contracted staff, attending professionals,
volunteers, and residents (and their families/representatives), work
together to provide optimal aged care services for residents”
(Commonwealth Department of Health and Aged Care, 2003, p.91).
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Bauer and Nay (2003) reviewed the literature on family involvement in
residential care and reported that the majority of research was from very small
qualitative studies that are inconclusive as to the best methods of offering
support and encouraging involvement. Some literature indicates that families
should be considered an important source of information regarding the person
(Alzheimer's Australia, 2007b; Dijkstra, 2007; Maas et al., 2004; Specht et al.,
2000; Zuluaga, 2000). Excluding families from care planning was found to be
a barrier to establishing appropriate goals for care in one 210-bed USA facility
(Phillips, 2005). However, numerous moral and ethical issues have been cited
by some researchers in connection with ensuring that families have choices in
the manner and degree of their involvement, as well as sufficient support from
staff in making care choices (Bauer & Nay, 2003; Specht et al., 2000).
Facilities involved in the present research will have tried and tested methods
of including families in the care planning process, including alternatives to
direct involvement in case conferences which may be confronting or
overwhelming, because family involvement is mandatory in Australia. My
research adopts the stance of Alzheimer’s Australia (2007), wherein
collaboration and communication with families is critical to knowing the person
with BPSD and the provision of PCC. However, the RAC team will be left to
judge, in each case, how best families should be consulted in order to avoid
unethical practices such as coercion. Alternatives to involvement in case
conferences may include, for example, the family being shown completed
care plans for comment and adjustment, or being asked for input prior to a
care planning session.

According to an Australian text on organisational psychology, effective teams
must accomplish three outcomes (Langan-Fox, 2003): first, to achieve
successfully the purpose of the team, in this case assess, problem-solve and
plan for residents with BPSD; second, to enhance the team’s cohesiveness,
that is, the ability of its members to understand and work with eachother; and
finally, to give team members individual satisfaction, thereby enhancing
motivation and commitment. In health care teams, usually there are
differences between the workings of interdisciplinary and multidisciplinary
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health care teams. The focus of a multidisciplinary team is primarily the task at
hand; leadership is fixed, members contribute their own expertise, and one
person will make the final decision (Rubenfeld & Scheffer, 2006). Far from
encouraging collaboration within RAC, this approach may inhibit the
contribution of information by individuals such as PCW who may feel
subordinated and nervous about speaking up. Fear of being seen to disagree
with the team leader may promote unconditional acceptance within the group,
or other team dysfunctions such as weakened collective thinking and the
withdrawal of individuals from participation. The Australian Divisions of
General Practice (2003) recommendations for GP-led RAC case conferences
reflect a multidisciplinary model and suggest a format that requires staff
‘report’ to the GP, as it is the GP who takes responsibility for the final decision.
Decisions may, however, be based on questionable quality of information from
staff when team discussion is discouraged or when members feel intimidated.

In contrast, interdisciplinary teams usually have a degree of member equality;
leadership will vary depending on the expertise or information needed by the
team (Rubenfeld & Scheffer, 2006). All members collaborate to understand
the bigger picture, and participate to derive consensus-based solutions. The
characteristics of interdisciplinary collaboration are strong collective thinking,
with a focus on analysing then doing, or ‘reflection in action’. It is this latter
approach which seems to more closely reflect Langan-Fox’s (2003)
recommendations for optimum team outcomes, and which, I would suggest, is
the better option for a person-centred approach in the RAC context. It will
encourage all staff to contribute, and gather as many diverse views of the
person and the context as possible, including the views of family. The greater
equality of an interdisciplinary approach is also more likely to reward the RAC
team with a sense of purpose and satisfaction.

The Role of the GP in the RAC Team

Turner’s (2006) model in Figure 3 indicates the role of the medical practitioner
in health assessment to be part of the elimination of controllable, health
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related triggers. However, the process of seeking a medical referral
traditionally has been problematical for RACF, especially when the concern is
a difficult-to-manage BPSD rather than a more clearly identified health
problem. In Australia, in spite of Government financial incentives and the
establishment of the Aged Care GP Panel’s initiative, a literature review by
Gadzhanova and Reed (2007), established that GPs find RAC unappealing.
GPs have shown reluctance to service RACF, ostensibly because of the low
level of their remuneration and difficulties with insufficient numbers of trained
staff to deliver or monitor care (Gadzhanova & Reed, 2007; O'Halloran et al.,
2007; Tonti-filipini & Bray, 2003). Similar problems emerge from research in
the USA (Gunderson et al., 2005), and UK (Iliffe et al., 2006; Woods, 2002).
Australian guidelines were produced to help GPs manage their RACF clients
(Australian Divisions of General Practice, 2005). However, working with
residents, for whom dementia is the most common cause for consultation in
Australia, is a specialist discipline for which O'Halloran et al. (2007) found
some GPs were not prepared, and as recently as 2008 an Australian report to
the Federal Minister for Ageing concluded that further training for GPs in
relation to the management of causes of BPSD in RACF was required
(Australian General Practice Network, 2008).

The problem does not rest entirely with GPs. RAC staff bear some
responsibility for making a reasonable effort to investigate and manage the
controllable causes of BPSD, and for clarifying the evidence of a potential
unmet health need in order to improve communication and collaboration with
unenthusiastic GPs. Interviews with GPs revealed that staff often will demand,
in their ignorance, that the GP prescribe pharmacological solutions to BPSD in
spite of the risks and medical practitioner’s reluctance (Cohen-Mansfield et al.,
2005). Psychosocial, environmental and task-related interventions may not
eradicate the need for GP referrals and medicinal interventions, but they have
been shown, in one controlled Australian study, to reduce the incidence of
BPSD by 43% over a primarily medicinal approach to management. The
number of GP visits, medication changes, drug side effects and hospital
admissions were also reduced significantly (Bird et al., 2002).
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As with family involvement, GPs’ assessments are necessary for complete
care but it will be difficult to be prescriptive about how the process should
occur in the context of Australian RAC teamwork. Again it will need to be left
to individual facilities and management staff who no doubt have developed a
working relationship with their GPs, even though this relationship may not be
ideal. It is possible that by improving staff assessment, by identifying and
managing all non-medical causes, and by accurate documentation of that
process, communication with GPs may be enhanced.

Team Work

Little is known about the effects of team work and team construct in aged
care. In Australia the use of a team approach in RAC has been rare
(Department of Health NSW, 2006; Nay et al., 2003). One USA study of 317
staff from 61 different facilities, using self-administered questionnaires on
aspects of organisational culture, found that close team work had a positive
influence on feelings of job satisfaction (Sikorska-Simmons, 2006). There is,
however, a growing body of research for acute care facilities that points to
positive outcomes in organisational learning, quality management and
problem-solving from team work (Bohmer & Edmondson, 2001; Edmondson,
2004; Edmondson et al., 2001; Gosling et al., 2003; Perra, 2001; Stordeur &
Hoore, 2007; Tucker et al., 2007). Acute care facilities generally are much
larger than aged care ones, having several hundred patients and staff, and a
workplace team will have a clearly defined membership within the larger
organisation (Edmondson, 1999). RACF, on the other hand, have an average
size of 60 beds with a ratio of one direct care staff member to eight beds
(Martin, 2005). The acute care research on team work may, therefore, not be
generalisable to RACF, but in the absence of any evidence to the contrary, it
can be incorporated into thinking about, and planning for, improvement in that
context. One potential problem is that with only six or seven staff on a shift,
and where at least one or two will need to be available to residents at any
given time, conferring as a team will be difficult. The expenditure on staff time
for thinking and collaborative planning is difficult for an industry that is not
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convinced of the benefits and, as Chandler et al. (2005) pointed out, cannot
afford to pay for either extra staff time or the expertise required to mentor the
process. However, if a RAC team approach to care for residents with BPSD
can show positive organisational outcomes it may change the view of the
industry about the cost-effectiveness of team work and communication.

In any RACF, there will be staff turnover and also, since the aged care
workforce is largely part-time, the skills mix on a particular day may be
consistent but the individual personnel may change. In Australia, a report from
the National Institute of Labour Studies gave the annual turnover of RAC staff
as 23% of RN, 19% of EN and 24% of PCW (Martin, 2005). In the USA, a
study of 864 RACF across six states found that turnover rates were relatively
higher for less educated staff, PCW 56.4%, EN, 39.7% RN 35.8% (Castle &
Engberg, 2006a), hence it would seem sensible to factor turnover into any
RAC team approach. Edmondson (1999) and others found that changes and
depletions in the ranks of a team were not necessarily a barrier to team work
or learning in industry, and newcomers into a team can also have a positive
influence on innovation provided the leadership is adequate (Levine et al.,
2003). This is a critical consideration for RACF, and it is hypothesised that, in
spite of staff turnover and the presence of part-time workers, a collaborative
aged care team or group that is appropriately led and resourced can facilitate
better resident outcomes, including improved care planning for the resident
with BPSD and learning from the process.

For the purpose of my developing model, the aged care team is defined as the
whole of the staff of the facility on any shift. There should be dedicated time
for team work and a clear process, but the logistics of the team construct and
the decisions as to where and when they meet will be left to individual facilities
to decide. Although some facilities may be large enough to have a dedicated
team, others will not. The RACF team’s composition on different days and
shifts will be opportunistic and may, or may not, contain invited others such as
the GP, but collectively the team should know enough to be able to facilitate
person-centred assessment and care.
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Team Attitudes and Beliefs
Individual staff and team attitudes in RACF may affect the way in which
residents are assessed and care is provided to minimise incidence of BPSD.
One pervasive attitude referred to Chapter One is that BPSD are inevitable
and unmanageable; others include prejudices about age, culture and sex.
According to a textbook on social psychology (Brown, 2006), attitudes have
an ego-defensive function in protecting the self-esteem of the individual and
for this reason can be difficult to change. Attitudes in general, and work
attitudes in particular, are described as having three components:
•

belief based on prior knowledge or experience and thinking
about, or valuing, that knowledge and experience;

•

an affective component of emotion or feeling; and

•

consequential actions (Paton et al., 2003).

The attitudes of RAC staff could be said to reflect beliefs and feelings that are
attributable to staff knowledge and experiences of dementia, and these
feelings can influence their actions in care provision. However, knowledge,
experiences, feelings and subsequent attitudes accumulate not just from the
workplace, the team and experiences with individual residents, but also from
life experience. Thompson (2004), in a report for a peak body on ageing, the
Council of Ageing (Victoria), stated that “ageism manifests itself both covertly
and overtly, at all levels of government and the community” (p.2). It is possible
that aged care staff may have adopted prejudices that were not countered
adequately by their training or workplace experience. A community attitude of
ageism, in conflict with aged care teachings that ageism is not appropriate,
may result in staff adopting covert ageism, an attitude even more difficult to
challenge and change since it is hidden.

Scholl and Sabat (2008) suggested that the “adverse effects of negative selfstereotyping and stereotype threat with regard to ageing in physically healthy
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people have been well documented” (p.104). The impact of such stereotyping
has not been researched extensively either in the community or in RAC but
Scholl and Sabat (2008) have suggested that staff stereotyping of people with
dementia as worthless can affect the way in which they respond to an older
person’s needs, effectively further disabling the resident. Wells et al. (2004),
after interviewing 720 Victorian aged care staff, concluded that RACF nurses,
who are also members of the broader Australian community with its attendant
attitudes and prejudices, signalled higher levels of anxiety about ageing and
associated physical and mental frailty and more pessimistic beliefs about
ageing than nurses working in other settings. It is possible that staff may
become alienated from residents, objectifying them collectively by terms such
as ‘the dementias’, and their subsequent actions may become task-oriented or
custodial in their approach to the care of the person with dementia. This
attitude may be exacerbated by having small dementia-specific units in larger
facilities; these effectively isolate and restrain residents from involvement in
the communal activities of the home.

There is a code of ethics for aged care service providers which should prevent
overt prejudicial practices (Commonwealth Department of Health and Aged
Care, 2003). Research indicates that ageism, however, has persisted in subtle
ways in RAC in Australia (Nay & Garratt, 1999; Thompson, 2004; Wells et al.,
2004) and in other countries (Gunderson et al., 2005; Palmore, 2001, 2005;
Scholl & Sabat, 2008). Nay and Garratt (1999) also claimed that sexism exists
in the Australian RAC context. Although it is a difficult topic to research,
Palmore (2005) cited three years of work in the USA that concluded that
prejudice related to age or behaviour frequently can be observed in humour
directed against the elderly and in stereotyping older people as lacking in
intellect and sexuality. That author also observed that ageism combined with
racism and sexism can cause double or triple jeopardy. Given that the ageing
population in residential care is multinational and predominantly female, this
suggests a fertile field for prejudice. This is the culture in which staff must try
to function as advocates and problem-solvers for clients, especially difficult if
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the BPSD is of a racial or sexual nature. There is a risk that residents may
simply be labelled as ‘dirty old man’, or ‘bitchy woman’.

Shinan-Altman and Cohen (2009) found that RACF staff with lower income
levels, role ambiguity and role conflict were more likely to have negative
attitudes that result in condoning, or contributing to, abusive behaviour. On the
other hand, a study of student nurses found that those with a higher level of
education showed more motivation to find out about, and value, an older
person (Medvene et al., 2006). It is conceivable that this motivation is
attributable to those nurses with higher education being able to be reflective
and critical about their personal life experiences and community prejudices.
Askham (2005), however, disputed the idea that education can combat
prejudices, and suggested that the frameworks and processes upon which
nurse education in the Western world is based are not conducive to
challenging attitudes of prejudice. Whether prejudice may be ameliorated
through higher education is debatable, but it is possible that staff with higher
education, usually RN in supervisory or mentoring roles, are more likely to
model appropriate attitudes for the team and to encourage the team to
discuss, reflect and learn. Positive role models, given an opportunity for
interaction and reflection with the team, may combat negative perceptions of
residents or prejudicial attitudes amongst staff who are less-educated or less
critically aware.

Todd and Watts (2004) suggested that a lack of optimism that care will
succeed can create an attitude that it is a waste of time to try to reduce staff
inclination to adhere to old practices by problem-solving resident’s care. Staff
may become discouraged and begin to expect and accept failure, reinforcing
an attitude of defeat. Typical statements that I have heard, as a trainer, from
staff in this situation of trying to break the cycle of failed strategies and
worsening BPSD have included “it’s pointless”, “it does not matter what you
do”, and “we have not got the time and it’s not going to work”. Levin et al.
(2003) conducted a literature review of recorded responses to aggression by
staff, and found the most common response to negative feelings is to
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withdraw from the resident. Whilst this may be a legitimate tactic, which in
certain circumstances may allow a resident with poor registration and recall of
the original contact, the time and opportunity to forget their distress and its
causes, it may also be used by staff as a form of punishment, and result in
neglect.

A more recent USA study of 400 staff (Ayalon et al., 2009) explored issues
around the rejection of EBP by residential aged care staff in the management
of causes of BPSD. That study compared the influence and relationships
between a number of variables, including staff education, sex, length of
service and residency in the USA, as well as perceptions of personal power,
using ANOVA. The findings were that staff from ethnic minorities and those
with a minimal standard of education were more likely to have a sense of
helplessness and a belief that BPSD were inevitable as well as a greater
belief in the effectiveness of physical and chemical restraint to manage BPSD.
Attitudes such as those can make the concepts of better practice and PCC
unworkable, an unattainable vision rather than an achievable goal. In line with
Brown’s (2006) statement that attitudes have an ego-defensive function, I
would conclude that staff subconsciously could protect themselves from
feeling they have failed in their care with a belief in the inevitability of BPSD
and an attitude of carelessness. An opportunity for staff to talk about failures,
to learn from them and turn them into opportunities for care review and
alternatives in care, may change such defeatist attitudes.

Staff attitudes to violence from residents with BPSD was an issue for research
and discussion in the literature. Some research indicated that negative staff
attitudes towards helping may inadvertently provoke behavioural symptoms
(Kovach et al., 2006; Todd & Watts, 2004). If so, the scene would be set for a
cycle of de-valuing and de-personalising the resident, leading to the possibility
of restraint and other abuses which, as Palmore (2005) pointed out, may
reflect staff feelings of helplessness to change BPSD in RACF. Scandinavian
research involving 848 staff from eight nursing homes found most violent
incidents related to situations of assistance with personal care, with 82% of
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staff believing that residents had acted deliberately (Astrom et al., 2004). This
belief could result in an attitude of blaming the resident when the staff are
prevented from delivering care or are afraid of trying. If this attitude is
combined with ageism, then subtle retaliation against, or punishment of, the
residents is a possibility. It has to be remembered that deliberation requires
the use of short-term memory and logic as well as the ability to initiate a plan,
all of which the brain damage of dementing illnesses will make difficult if not
impossible. In most cases in residential care, where residents are showing
symptoms of severe dementia, a deliberate response by them is not possible.
However, social abilities, instinctive responses to threat and an adult attitude
of independence can remain intact for a long time (Wells & Dawson, 2000).
Residents with dementia may, therefore, instinctively react to the threat if, for
example, someone tries to remove their clothes for a shower, but will find
deliberately planning retaliation difficult. This latter fact, apparently the staff
surveyed in the research by Astrom et al. (2004) had difficulty understanding
or believing. In other research, a series of staff focus groups in RACF
established that staff will accept violence from residents as part of their job but
also believed that being educated as to the specific triggers and needs of
individual cognitively impaired residents would help them to prevent or reduce
that violence (Levin et al., 2003). It could be argued that what is happening is
that education and knowledge of dementia care may reduce fear and
challenge and change negative perceptions and attitudes of staff to BPSD.
Consequently, ensuring staff members as a team know the resident and
agree upon a plan of care to help the resident, should improve staff
knowledge and attitudes, and may also relieve staff stress.

Other research identified that staff do not always blame the resident; they do
in fact suffer a range of complex feelings about incidents of violence and
about the residents involved, including guilt and self-blame (Astrom et al.,
2004; Brodaty et al., 2003; Pearson et al., 2002; Zimmerman et al., 2005).
Manderson and Schofield (2005), in a study of 25 New Zealand staff, found
that staff develop an ‘immunity to violence’ and if they do not, or if they lose
tolerance, they can blame themselves or become fearful, angry or frustrated
98

and respond with abuse of the resident. The notion of immunity to violence is
not defined clearly but the intimation is that staff cease to see the violence as
a personal attack but rather as having an assessable cause. In other
research, nurses from 15 nursing homes were questioned and a link was
found between anticipated risks of resident aggression and nurse distress
(Rodney, 2000). Fear of being attacked for some unknown or unidentifiable
reason would be hard to cope with and may lead to self doubt or self blame,
and must be stressful; being able to identify the reason and avoid the cause of
an attack could give staff comfort and reassurance.

The Astrom et al. (2004) Scandinavian study of 848 staff found that in 85% of
cases, staff feelings of distress were ameliorated, after the fact, by the
affected staff talking informally to peers rather than via a support group with
supervisors. Manderson and Schofield (2005) reported similar findings. It
could be argued, however, that talking to other staff possibly may perpetuate
attitudes of negativity about certain residents who are seen as problematic or
dangerous, generating a culture of prejudice, withdrawal and neglect. Staff, it
seems, may benefit from feeling safe and supported in their work team where
they are given the opportunity to speak out about their anxieties and
collectively explore and challenge negative feelings and attitudes. This
process may help to develop a positive team belief and attitude that BPSD
have potentially controllable causes that are not necessarily the fault of either
the resident or the staff involved, thereby encouraging staff to be proactive in
discovering those causes.

There is little research into how RAC staff feel about failures of care that result
in reportable incidents, such as falls; but there is some indication from
interviews with 1003 UK staff that 40% of staff do not know how to improve
the safety of residents without resorting to restraint, and the same percentage
feel punished when they report incidents (Carmel & Kate, 2006). A similar
situation has been reported in the USA (Kapp, 2003) and in Sweden (Karlsson
et al., 2000) where staff were found to make decisions about restraint in their
own best interest. In Australia, a centralized response to the issue of ensuring
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resident safety through the accreditation process resulted from changes to
legislation in the form of the Aged Care Act of 1997. The current
recommendation is non-restraint and promotion of independence, but there
are conflicting accreditation standards dealing with resident safety
(Thompson, 2004). This conflict can create further anxiety for staff and,
combined with possible prejudice or self-doubt, can inhibit attempts to
promote reasonable risk-taking, especially where there is the possibility of
blame associated with errors. Frequently, BPSD manifest as risky behaviour,
and prevention by analysing and managing causes would be a good fit with
specific risk-reduction measures. Further, a team approach to the process
could reduce staff stress by helping decisions about care and risks to become
shared decisions.

The notion of family as a model of care has been suggested as a counter to
the ageist attitudes of staff and GP’s in RAC, and the term ‘home-like
environment’ can be interpreted as synonymous with a home-like culture of
care. Four studies of this model of care were found, all being small qualitative
studies using case studies or interviews (Dodson & Zincavage, 2007; Gattuso
& Bevan, 2000; Haggstrom & Norberg, 1996; Ryvicker, 2009). The family
model of care may have grown out of the view that RACF are not the
providers of health care but of social care and physical assistance. The
outcome is expected to be an ambience of warmth, dignity, worth and security
for both staff and residents (Haggstrom & Norberg, 1996) not unlike Nolan’s
(2004) version of PCC. What the four studies concluded is that, whilst
encouraging an attitude in staff that residents are family in need of assistance
is in itself not a poor approach, it can foster cultures that can put staff at risk of
self-sacrifice. Using this model, there is also the risk as described by Angus
and Nay (2003), of marginalising the importance of nursing care and
assuming that staff need only minimal education as they are expected to
adopt the traditionally female role of family carer. Gattuso and Bevan (2000)
found staff to be stressed by emotional conflicts between the needs of the
resident and management pressure to be time and cost-efficient. Dodson and
Zincavage (2007) went so far as to suggest that staff, especially when drawn
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from minority, culturally and linguistically diverse (CALD) or low socioeconomic groups, can be exploited by managements who expect staff to be
self-sacrificing in their care of residents. Those same managements, however,
tend not to help staff to recognise and deal with their emotions about such
attachments to residents and their grief when a resident dies or when they
themselves are abused by aggressive residents.

Staff may not necessarily be person-centred in applying this family model of
care; they are equally likely, depending on their own experience, beliefs,
cultures and attitudes, to take a paternalistic attitude to residents in an effort to
control them, keep them safe and make them accept that staff know what is
best for them. Ryvicker (2009) used participant observation and staff
interviews when comparing care in two nursing homes, one using a medical
model of care and the other a home-like person-centred approach. She found
that in spite of organisational vision, staff were inclined to infantilise residents
in the home-like facility. Debellis’ (2006) study of Australian aged care found a
long standing inclination towards custodial care, ‘keeping the resident safe at
all cost’. Restraint could be considered as symptomatic of custodial care
which may owe much historically to the paternalistic, medical model of care.
Custodial care may be reinforced by the family model if staff view the resident
as child-like. Duxbury (2002) suggested that custodial care causes harm from
restraint and can trigger or exacerbate BPSD.

Pearson (2006) postulated that the current dominant attitude of staff in aged
care is one of perpetuating those traditional patterns of care, and compliance
with management directives, rather than those of challenge and innovation.
This being the case, it is left to professional leaders to work with the team to
challenge prejudices or attitudes that infantilise residents and encourage
restraint.

In the RACF context, staff may not only be susceptible to community
prejudices and attitudes about the residents they are caring for, but they may
also feel under threat of physical harm and suffer from self-doubt and stress.
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The workplace is ill-prepared or supported to cope with the emotional and
educational needs of staff in this situation and they rely on informal debriefing
with colleagues. The threats to aged care staff from these stressors fits the
description in Edmondson (1999) of organisations in which threat has the
effect of reducing cognitive and behavioural flexibility and responsiveness,
despite the need for flexible thinking to address the source of the threat. Staff
prejudices can hinder thinking about, and caring for, people with BPSD.

In summary, team problem-solving in a safe psychological environment could
challenge attitudes and aid the reflection required to change and develop
more appropriate attitudes. Paton et al. (2003) suggested that attitudes are
notoriously difficult to measure for research purposes. If this is the case then
the behavioural outcomes of attitudes, the feelings and actions of staff
represented by self-assessed efficacy and improved performance, may be
measurable.

Team and Organisational Learning
Team Workplace Learning

Staff knowledge about dementia care has been rated as inadequate in
Chapters One and Two, and as an important component in challenging the
attitudes discussed above. The available body of knowledge continues to
grow, and continuous learning by staff will become critical to the quality of
care provision. Many peak bodies and governments have called for more
dementia care education and training for staff in RACF:
•

in Australia (Aged Care Branch Rural and Regional Health and Aged
Care Division Victorian Government Department of Human Services,
2004; Aged Community and Mental Health Division Victorian
Department of Human Services, 2000; Alzheimer's Australia, 2003;
Australian Government Department of Health and Ageing, 2008);

•

in the USA (Alzheimer's Association, 2005; American Geriatrics
Society and American Association for Geriatric Psychiatry, 2003); and
102

•

in Europe (Department of Health, 2001; Expert Group on Healthcare of
Older People Members, 2002).

Aberdeen and Angus (2006), in a review of the literature on the education and
training of professional leaders for RAC, found little preparation for dementia
care in RN under- or post-graduate courses. They also established that postgraduate leadership courses were focused on leadership in management, that
is, achieving organisational goals, rather than on clinical leadership. Where
staff who lack adequate initial formal education and training content in
dementia care are employed, it is reasonable to suppose that workplace
training will fill the gap. However, Lintern et al. (2000, a & b) and Nolan et al.
(2008) have made the point that ‘stand alone’ in-service education or short
courses have a limited long-term impact on staff performance. Without
mentoring, as a number of research findings indicated, change in practice
cannot be initiated or sustained (Boettcheret al., 2004; Kaasalainen, 2002;
Lintern et al., 2000; Moore, 2004; Zimmerman et al., 2005). Ongoing
mentoring is required to ensure lessons learned are able to be implemented
and performances evaluated, and it is the RN group that should provide this
ongoing mentoring that will sustain learning for EN and PCW in RACF.

Mentoring dementia care requires knowledge and skills that are not
necessarily taught in undergraduate courses. There is little research on RN
learning for the RAC context. A Swedish study of 213 RN in RACF tested
knowledge and competency in dementia care (Josefsson et al., 2008). It
concluded that RN lacked the knowledge required to meet expectations for
better practice and staff supervision. This was confirmed in testing the
knowledge and problem-solving of various levels of staff on completion of an
AA Victoria competency-based education course. RN were found to be
underperforming, not thinking or using their knowledge to problem-solve at an
appropriate higher education level; whereas EN and PCW performed as
expected (Aberdeen et al. 2009). These findings notwithstanding, one small
descriptive study of team education indicated that RN benefited more in the
long term from being given information or education than EN or PCW
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(Kemeny et al., 2006). The research seems to indicate that a better base level
of knowledge can facilitate more effective use, or application, of acquired
knowledge or experience. A quasi-experimental Canadian study by
Landreville (2005) delivered education on behavioural management to all
levels of staff in a RAC team, then found that all staff, including RN, had
increased their sense of efficacy. Evidence that self-efficacy is related to
better performance has its roots in the work of Bandura (1982, 1989, 1993)
and others (Bandura &Adams, 1977; Bandura & Cervone, 1983). Those
authors found that a person with a strong sense of efficacy will draw on
knowledge and experience with confidence to problem-solve. That person is
also likely to choose appropriate solutions and actions and engage in further
learning from the process and outcomes; this in turn increases their
perceptions of efficacy. On the other hand, those people who doubt
themselves are likely to be, and remain, erratic in their thinking. In other
words, a strong sense of efficacy is likely to continue to improve learning and
future performances. This indicates that education of an RAC team, entailing
delivery of the same content to differing levels of motivated staff at the same
time, can provide meaningful information for all levels of practice that may
translate to efficacious staff and improved team performance.

Josefsson et al. (2008) observed that RN in dementia-specific facilities were
more knowledgeable than those who worked in general RACF. A possible
interpretation of this is that RN are more motivated and accountable for their
ongoing professional development, and may utilise opportunities to learn
when their practice requires it. Benner (1984) described that process in her
historic and notable treatise on the transition of nurses from novices to
experts. Whilst those findings may not be generalisable to the Australian
context, it does seem to indicate that RN in the dementia-specific environment
respond to a need-to-know by learning what was necessary for their practice.
The issue for the Australian context, it could be suggested, is that here RN are
used primarily in management positions and are challenged by, and probably
willing to learn about, those roles. Having marginalised their clinical roles, RN
are not challenging themselves to learn more about dementia care.
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The major focus of education research evident in the literature was on the
education or training of EN and PCW. Arguably it would be very difficult for
the majority of individual workers in aged care to master all of the necessary
psychological, physiological, social, psychosocial, environmental and
neurological assessment skills and knowledge required for PCC assessment.
The majority of workers in RACF are minimally-educated, unlicensed PCW
who have not been taught the skills to conduct complex assessments
(Richardson & Martin, 2004). Poor assessment, however, can increase the
incidence of BPSD, and the study by Kovach et al. (2006) found increasing
BPSD can lead to feelings of inadequacy, decreased motivation, and burnout
for staff. As part of a successful assessment or problem-solving team
facilitated by the appropriately tertiary-educated RN, PCW would be able to
contribute what they do know about the person in their care and are likely to
learn and take job satisfaction from the experience.

A number of systematic reviews concerning PCW and EN education and
associated issues were identified, and the findings are summarised in Table 2.
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Citation

Scope of Review

Aylward et al. (2003)

48 studies on the evaluation
of RAC staff in-service
education

Beck, Ortigara, Mercer, &
Shue (1999)
Corazzini, McConnell, Rapp,
& Anderson (2004)

Review of PCW dementia
education in the USA
Literature review and
development of a model for
decision-making in dementia
care by PCW.

McCabe et al. (2007)

Systematic review of RAC inservice education shows a
wide range of delivery
methods and content.

M. Nolan et al. (2008)

Review of RAC education
and training outcomes.

Findings
Gains post-education, no
evidence of sustained gains
or of organisational changes,
methods flawed, more
research required.
Evidence of effectiveness is
anecdotal.
PCW will make decisions
based on either intuitive or
rational thinking guided by a
personal hierarchy of needs,
including the need to stay out
of trouble. Concludes with the
need for mentoring to guide
and reward decision-making.
Problem generally with
design, in particular no
controls. Elements for
success of education not
identifiable from the review. A
need for constant mentoring
or refreshers indentified.
Education does increase job
satisfaction for PCW.
Education is necessary but
not sufficient alone for
change in practice. Staff
need ongoing care and
mentoring.

Table 2: Summary of reviews of literature on RAC in-service training

The evidence from the literature reviews in Table 2 on the benefits of training
is inconclusive but there is some corroboration of the long term benefit of
education when it is combined with ongoing mentoring. Much of the research
depends on anecdotal or observational and subjective data and it is,
therefore, very difficult to assess accurately the impact of training. My
observation of the Victoria, Australia, RACF context is that mentoring, if it
happens at all, occurs informally.

One study did establish a long term improvement in residential care staff
knowledge one year after in-service education on palliative care, but the study
also acknowledged that the population was small and was drawn from a
facility in which there was a pre-existing commitment to improving knowledge
and practice through all levels including management (Parks et al., 2005).
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Ongoing mentoring may have been in place and effective there, although it
was not discussed. Where staff are not mentored, the result is not so positive.
A longitudinal Victorian research project used three RACF, one control, one
with training on behaviour management only, and one with both training and
mentoring. That project reviewed staff self-assessed efficacy and
managements’ staff performance evaluations six months after an eight-week
training program (Davison et al., 2007). It was found that whilst staff
knowledge and skills had increased, more so in the mentored group, so too
had their perception that there were barriers to using these skills created by
organisational factors including low levels of management support for staff
initiatives. Whilst this small study had a number of limitations, it reinforced the
general result from the literature search that a combination of training,
mentoring and leadership are required if practice is to change.

This literature search found a lot of discussion of mentoring in relation to
education of nurses and nursing in community, acute and palliative care
settings, but little that was specific to RAC, and no recommendations about
how it could be accomplished. In the fields of mental health nursing, social
work and psychology, mentoring or clinical supervision is considered
important for developing knowledge and also for protecting the emotional
health and well being of practitioners (Gardner et al., 2010; Lombardo et al.,
2009; Sherring & Knight, 2009). One literature review of nurse mentoring
found international evidence that it improves retention of nursing staff,
knowledge development and the establishment of organisational vision in
general nursing contexts (Block et al., 2005). A systematic review of aged and
dementia care similarly concluded that nurturing nursing staff is critical to
ensure their retention in dementia and aged care (Chenoweth et al., 2010). A
longitudinal Scandinavian study concerning the mentoring specifically of PCW
and EN concluded that mentoring helped staff to move from passivity to
action, complaining to understanding, and from being silent to speaking out
(Häggström et al., 2009). The available research would suggest that, whilst
there is very little evidence specific to the RAC context, ongoing learning and
emotional well-being could be improved by provision of mentoring. It would be
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sensible to combine formal mentoring with the care planning process since
this most likely is when questions about care will be asked and when the
opportunity for informal teaching, learning and support will occur.
Measurement of staff knowledge and sense of efficacy could be used as an
evaluation of the mentoring process and consequential staff learning.

Organisational Learning

Individual learning underpins organisational learning which is defined by
changes in practices, beliefs, standard operating procedures, organisational
structures and cultures that improve the quality of outputs (Lipshitzet al.,
2002). Edmondson, in an edited text book by West et al. (2005), stated that
two prerequisites are necessary for organisational learning: the first is
psychological safety for staff, the second is a structured, collective learning
process at team or group level. Organisational learning has been, and still is,
a debatable concept, but its principles are supported by a growing and
significant body of international research (Bohmer & Edmondson, 2001;
Edmondson, 1999; Rao & Argote, 2006; Styhre et al., 2006; Tucker et al.,
2007; Vassalou, 2001). Janz and Prasarnphanich (2003), in analysing data
from 203 professional staff, were able to show a positive correlation between
an encouraging organisational climate and cooperative learning, and also
between those variables and work satisfaction and work performance. They
asserted:

“Knowledge-centred cultures will be rewarded with high levels of
knowledge-related activities like co-operation and learning. This in turn
yields improvements in how workers feel about themselves and their
jobs” (p.371).

Organisational learning then should result in staff knowledge development
and perceptions of self-efficacy, which in the RAC context could ultimately
result in proactive staff committed to improving residents’ care.
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The concept of creating a safe psychological environment for teams was first
described, although not so-titled, by Edmondson (1996) whilst she was
undertaking qualitative and quantitative studies of drug-related complications
in health care. Edmondson (1996) found an unexpected, and unusually high,
error rate in better-directed hospital teams compared to less well-led teams
and put forward the hypothesis that actual error rates were the product of both
the number of errors made, and staff willingness to report them. According to
Parker et al. (2003), the beginnings of the concept of psychological safety can
be traced back to Kurt Lewin in 1936. Those authors cite Lewin’s use of the
term of ‘life space’ as explaining individuals’ perceptions of psychological
safety and reactions to change. Psychological safety enables an individual to
interpret events, predict possible outcomes, and gauge the appropriateness
and consequences of their subsequent actions. In line with the Parker et al.
(2003) definition of safety, it is likely that the staff in Edmondson’s (1996)
teams had interpreted ‘reporting the errors’ as a carrying the threat or risk of
punishment.

Australian research by Young et al. (2010) found that middle management
support of staff can improve team performance and quality of care, but middle
managers, in their turn, require organisational support in order to feel safe to
accomplish this. One of the biggest impediments to management’s ability to
put systems in place to ensure patient safety, however, is not only the failure
of staff to speak up because they feel threatened, but also their failure to
speak because organisational silence is the cultural norm or collective attitude
(Brown, 2006). Henrickson (2006) defined this as a “phenomenon of doing or
saying very little in response to significant problems or issues facing an
organisation or industry” (p.1540). Writing about the Australian acute care
context, Leggat and Dwyer (2004) and Leggat et al. (2008) concluded that
patient safety could be improved by managing human resources
appropriately, providing psychological safety for staff and having systems in
place to encourage staff to identify, respond to and learn from threats to
patient safety. The same could be true of the RAC context.
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Parker et al. (2003) conducted a meta-analysis of 94 studies found in the
research literature between 1964 and 1999. Structural Equation Modelling
(SEM) was used to analyse the relationships between individuals’ perceptions
of their work environment. Meta-analytic results indicated that perceptions of
psychological support do have reliable relationships with employees’ work
attitudes, psychological well-being, motivation, and performance.

A study of the phenomenon of organisational learning by Rao and Argote
(2006) examined how individuals’ knowledge interacts with knowledge
embedded in workplace roles and routines. It was a laboratory study using
240 university students grouped in teams, and turnover was generated by the
researchers. Team work and problems, as well as knowledge gain, were
examined by interview and video recording. The results were that when teams
experienced high turnover, knowledge survived better where there were
specific tasks to perform and strong routines. Knowledge embedded in those
structures enabled the groups to maintain high levels of performance in the
face of turnover. Whilst this finding supports Edmondson’s opinion, it also
supports the possibility that the learning that occurs in a high turnover aged
care context is confined to that which is about routine and ritual, and which is
task-oriented. Routine can protect the team from the potential threat of a poor
performance due to high turnover, because each individual has a routine.

Edmondson (1999) subsequently developed a model of team learning that
was based on the theory of detecting and correcting errors. She built on the
work of Dewey, and conceptualized learning as:

“….. an ongoing process of reflection and action, characterized by
asking questions, seeking feedback, experimenting, reflecting on
results, and discussing errors or unexpected outcomes of actions. For
a team to discover gaps in its plans and make changes accordingly,
team members must test assumptions and discuss differences of
opinion openly rather than privately or outside the group” (Edmondson,
1999, p.353).
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It is not unreasonable to compare staff reporting of drug errors to the situation
in RACF where, as has been discussed, staff are trying to resolve BPSD but
sometimes make errors of judgment that can result in potential harm to either
the resident or themselves; minor incidents may not be reported and therefore
are not available to be learnt from. For this reason, Edmondson’s theories
were attractive to me and seemed to be applicable to the RACF context.
Learning behaviours would be evidenced by the team members freely sharing
information about their observations, experiences and experiments with care.
Such interaction should include information which may not have been
documented because of time constraints, poor writing skills or previous
misunderstanding of the importance of the data in relation to the behaviour.
Learning will come from reflecting on the situation, solving the problem and
constructing a care plan. On the other hand, Zietsma et al. (2002) suggested
that strong negative emotions, particularly moral indignation, may restrict
learning. Accordingly, how the RACF validates and implements successful
solutions found by teams, or failures to find a solution, can encourage or
discourage learning. In essence the solution decided on by the team must be
seen to become part of the team care plan.

This type of experiential learning is similar to problem-based learning (PBL)
which logically commences as a problem, query or question that the learner
seeks to solve. PBL has gained prominence in university-based medical
practitioner education and nursing since the 60’s, and has its roots in the
same behavioural sciences as team functioning (Jones, 2006). Problems that
are solved in the workplace can stimulate interest in a topic and motivate
learning; questions or issues that cannot be addressed or solved will form the
basis for further enquiry by the individual or the group. Knowledge acquired in
this way provides an understanding of the how and why of a situation, and it
can be applied to solving similar problems (Jones, 2006). It is an effective way
of developing depth of knowledge on a topic, but is more time-consuming than
traditional passing on, or sharing, of knowledge. Jones (2006) expressed the
view that PBL is not appropriate for time-poor organisations, and RACF can
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be considered such. Moore (2007) suggested that PBL is difficult when
organisational and personal beliefs conflict, which again reinforces the need
for a safe team environment for the exploration of such conflicts. There may
be a synergy between this process of workplace learning from problemsolving and the current VET competency-based approach to workplace
learning.

A major issue with PBL is that it focuses attention on residents’ BPSD as
problems, when they may also be symptomatic of strengths. For example
rummaging amongst other residents’ belongings requires good visuospatial
skills and active curiosity which equally can be employed as a positive
attribute by giving the resident more acceptable items to rummage through. It
can also be argued that this process of staff learning from experience relies
on the correct inferences being drawn from the experience, and this in turn is
reliant on staff knowledge, attitudes and ability to reflect. It is easier to learn
from PBL when experience of feedback or, in this case the result of an
intervention, is consistent, and difficult when feedback is not immediate or
clearly associated with an intervention (Argote & Kane, 2003). However, in
RAC, individuals’ responses to care often are inconsistent. Responses are
dependent from day to day on a number of variables that can alter, such as
the resident’s health status or degree of environmental stimulation. Learning
from experience for staff is also difficult when individual residents may
respond differently to an intervention at different times of day or with different
staff. This can make evaluation of success, and therefore learning from the
event, difficult.

In spite of these potential difficulties, it is considered worth encouraging staff
to use a modified approach to PBL, prompting staff to question and learn, but
it needs to incorporate a discussion of the resident’s strengths as potential
solutions. Edmondson’s (1999) approach to team learning should permit such
a person-centred discussion of BPSD in a team context, in the anticipation
that collective learning as well as problem-solving will occur. Broader
discussion with other staff and team members may then support learning even
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amongst those staff who have not attended problem-solving meetings. This
spread of learning can be termed organisational, in that it will challenge and
change practices and culture.
Antecedent
Conditions

Team Beliefs

TEAM LEARNING
BEHAVIOUR

TEAM
STRUCTURES
Context
support.
Team leader
coaching

Team
Behaviours

TEAM SAFETY
TEAM EFFICACY

Outcomes

TEAM
PERFOMANCE

Seeking feedback,
discussing errors,
seeking information
and feedback from
customers and
others

Satisfies
customer
needs and
expectations

Figure 5: Edmondson’s 1999 model of team learning (p. 357)

Edmondson’s (1999) model (Figure 5) may be adapted effectively to the
RACF context if leaders can provide psychological safety within a process that
encourages team discussion and reflection about the assessment of the
resident with BPSD. Detert and Edmondson (2007) found in their study that
when staff feel threatened they not only do not speak up about problems in
the workplace, they also fail to contribute creative ideas for improving
outcomes, processes, or performance. It is postulated that, with safety, staff
would be encouraged to speak up about their knowledge and experiences,
which would encourage learning within the team about residents and
dementia care, experimenting with care, and improving responses to resident
needs, all of which could, in turn, be evidenced by improved care planning.

Team Leadership and Psychological Safety

Rantz et al. (2001) studied 113 aged care facilities in the USA using a
randomized, experimental design. They were able to demonstrate that
adherence to the sound management skills of informing, directing and
educating staff on how to improve client outcomes was not enough to
accomplish a significant improvement in the quality of care provision;
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leadership also was required. In a further USA comparative study of 92
nursing homes that evidenced variable care quality (rated low, average or
high), Rantz et al. (2004) found that high quality care costs no more, and often
costs less, than low quality care; also, the staff skills mix did not vary between
facilities, but the key predictor of quality was the presence of a proactive
clinical leader. Leadership, as well as management, is required.

Leadership is context-specific, and Sinclair (2007) defined it as a way of
thinking and acting that awakens and mobilises people to the best of their
abilities. Leadership in RAC, therefore, should be inspiring rather than
managing, controlling or directing. It is still possible, however, that a
convincing leader with poor knowledge may develop a personal vision that
could mislead a team. Aberdeen and Angus (2005) suggested that when
those who should be leading, by virtue of their professional education and
ethics, do not take on that responsibility, de facto leaders may emerge from
personal care staff whose limited education and training may constrain their
vision of what is possible.

Text books on leadership give many models from which to choose (Dubrin et
al., 2006; Sinclair, 2007). Sinclair’s (2007) Australian text on leadership for the
‘disillusioned’ commented that discussions around this topic are myriad and
seductive but are confused by the differing terminology used by different
disciplines, and by “impoverished theories and oversimplified templates”
(p.xiii). In general, explanations of leadership revolve around the models of
‘transactional’ and ‘transformational’ leadership (Dubrin et al., 2006).
Transactional leadership is a model that relies on the power to punish or
reward team members rather than power invested in leaders by deferential
and self-motivated followers. Transactional leadership has its place in aged
care when critical situations, which may result in harm to staff or residents,
require obedience by the team rather than discussion. Transformational
leadership, on the other hand, is an approach that will negotiate and facilitate
changes for improvement, the leader ideally being charismatic, inspiring,
knowledgeable, stimulating and supportive (Dubrin et al., 2006). In the case of
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this present research, the context is problem-solving in RACF which requires
a more liberal transformational approach. Glaser (2005) summarised
leadership traits and abilities for group collaboration as an open attitude
composed of respect for individuals, collaboration, communication and
commitment to excellence. That author also suggested that in finding
solutions to problems, a leader’s role should be to generate a final acceptance
and agreement amongst the team on any given issue.

Edmondson’s (1999) definition of a team leader in industry as coach and
direction- or goal-setter reflects Glaser’s (2005) attributes. Edmondson (2003),
after research in an acute hospital setting with multidisciplinary teams, later
added to her list of leader attributes the ability to minimize concerns about
power and status differences in order to better facilitate a safe psychological
environment for team work. Glaser (2005) and Sinclair (2007A) both
suggested that a considerable degree of self-appraisal and skill is required to
fill such a leadership/facilitator role effectively. Leadership may be contextual,
but it should always be informed. Leadership abilities may have been
assumed inherent in any professional but it is a debatable point; a literature
review indicated that such skills rarely are taught formally or through
mentoring of RN (Aberdeen and Angus, 2005). They are not included as
qualifications in VET until advanced diploma level (Foreman et al., 2003),
which would indicate that it would be unethical to expect VET-trained staff at
Cert III and Cert IV levels, the majority of RAC workers, to be accountable for
leadership. The resulting lack of leadership consciousness and attributes has
been identified by Alzheimer’s Australia (2007a) as a significant barrier to
quality care.

As previously discussed, there is some evidence that leadership may improve
resident outcomes, and that education and mentoring can improve staff
performance. The reason for this improvement generally is suggested as
leaders’ abilities to collaboratively create organisational vision and set goals
(Furman et al., 2006; Phillips, 2005). Edmondson (1999 & 2003) also
advocated that effective leaders should be goal-setters. Supporting research
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included that from Jurgen and Haslam (2005) who found that in a comparative
study of 30 teams, those with clear goals were the best motivated. An
Australian qualitative study of staff in RACF also found shared goals, good
communication between leaders and staff, and appropriate resources,
facilitated teamwork as well as good standards of nursing practice and
resident care (Jeong & Keatinge, 2004). Chan and Scott-Ladd (2004) from the
Australian National University, writing about human resource practices, also
supported the premises that management leaders need to be collaborative,
and that this can be achieved only if roles and responsibilities are clearly
understood and communicated. Added to this, employees must have the skills
and abilities to sustain learning and adequate mentoring by example. Goalsetting theory is described by Brewer and Skinner (2003) in an Australian text
on organisational psychology as one of the most researched and valid
motivational theories. Two research projects relating this theory to problemsolving found that individuals with clear goals performed better. Their findings
also agreed that the more challenging the goal the better the team
performance, but incentives and feedback need to be linked to the
achievement of goals in order to enhance staff performance (Brown &
Latham, 2002; Edmondson, 2005). However, the relative effectiveness of
group-set goals, goals set by leaders or managers, and simple instructions to
the group to do the best it can, is unclear (Jurgen & Haslam, 2005).

In the RAC context, it is usual for management to set goals that achieve
organisational objectives, and for the work group or the team leaders to set
resident or clinical goals in care plans. In theory there should be congruence
between the two sets of goals, and in achieving them the result should be
better care. However, if the team is setting poor resident goals, or is
hampered in their achievement by conflicting management goals, for example
a goal to reduce cost by reducing staffing hours, then achievement of better
care through goal-setting may not be possible. A text by Sinclair (2007)
described a leadership model within the Australian context which may fit what
is known about the prevailing RAC culture, one in which dependency and
obedience in followers are rewarded and valued. Leaders may create a
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dependency in their followers and generate their obedience or compliance out
of loyalty, sometimes to the point of supporting the achievement of such
‘catastrophic’ goals set by management as minimising cost by reducing
staffing hours or the numbers of expert staff.

There are a number of challenges in creating and leading a team for problemsolving and planning, and also in establishing a safe psychological
environment. These, if unrecognised or unmanaged, can have adverse effects
on outcomes. One of these challenges is time management. For example,
Tucker et al. (2008) studied 1,500 hours of staff work in UK and found that
nurses, social workers and other professionals in aged care spent up to 40%
of their time on management, to the detriment of professional leadership tasks
such as mentoring staff and assessing and goal-setting for clients, which in
turn caused deficiencies in care.

Another challenge is the formation of an interdisciplinary, rather than
multidisciplinary, team. A study of human service teams, including health
professionals, concluded that multidisciplinary team members struggled for
team control, with tensions over client needs versus team member needs and
cost-efficiency versus quality (Perkins et al., 1990). A number of research
findings concurred that individual practitioners can bring to team problemsolving a strong, preconceived idea of what the solution may be and how it
may be achieved, and the natural inclination is to strive to impose that view on
others by limiting discussion (Charlan et al., 2004; Edmondson & Smith, 2006;
Garman et al., 2006; Swann et al., 2000). Whilst disagreement can be a
positive element in problem-solving, the desire by individuals to maintain
control can create a polarity around conflicting views rather than consensus
(Glaser, 2005). For staff in RACF, this is a critical consideration when disputes
or misunderstandings arise between RN and GP or between RN and PCW.
My experience has been that when the disagreement is between a PCW or
EN and an RN or GP, the difference in status is such that the PCW or EN may
remain silent but may later create dissention amongst their peers about care
approaches.
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Team leadership may rotate in the RACF team but it still needs to be informed
and collaborative at all times in setting and achieving person-centred resident
goals (Brown & Latham, 2002; Zimmerman et al., 2005). In the current climate
of Australian and international aged care, it has been established that,
particularly in low care facilities and in the absence of GP participation, the
team may have to be led by either a staff member or a facility manager who
may be an EN or a PCW. One researcher in the UK goes so far as to say that
only a professional level of education and thinking can truly protect the dignity
of older persons (Askham, 2005). Other research found that of aged care
nurses in five European countries, RN were more likely to be person-centred,
informing and consulting with clients, than unregistered staff (Scott et al.,
2003). Those authors hypothesised that a university education level with,
importantly, ethics content, was the decisive factor in leading for PCC. A
Scandinavian study using a case study and questions for 281 staff across 40
aged care facilities also found that RN were more person-focused in their
assessment and choice of interventions for people with dementia and BPSD
(Normann, Asplund, & Norberg, 1999). Two USA studies established that
education and race were the most important variables in predicting staff
approaches to the resident and their autonomy; professionally educated staff
being more likely to respect autonomy (Mullins & Hartley, 2002; Zimmerman
et al., 2005). A further controlled study in the USA of 323 residents across
two care facilities demonstrated that using nurse practitioners could
significantly reduce the degree of aggression in cognitively impaired residents
over a six-month period (Ryden et al., 2000). Little valid research could be
found that links team leadership directly to PCC and the reduction of BPSD in
RACF. However, as discussed, having tertiary educated staff in supervisory
positions, acting as role models, is more likely to succeed in encouraging a
PCC approach. Any research methodology should therefore take into account
the skills mix in teams that have to problem-solve as it may be a variable
impacting upon the team’s success in planning care and affect what the team
is learning from the process.
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An Australian text on leadership by Sinclair (2007) also suggested that selfmotivated, non-collaborative and under-informed leadership may adversely
influence and polarise the attitudes of other direct care workers, and
resistance or non-cooperation with professional leaders or managers may
result. Aberdeen and Angus (2005) asserted that an outcome of poor
leadership and polarisation not uncommon in aged care is a working culture of
‘them and us’, or staff versus management, day staff versus night staff, and
even staff versus the families of residents.

Summing up the preceding discussion, it is apparent that the role of the leader
in team problem-solving is critical, and there is strong evidence that the quality
of leadership is a variable that will impact on a person-centred approach to
care, the promotion of collaborative team work, mentoring and facilitation of a
safe environment for team learning. This reflects Edmondson’s (2005) findings
and her model in Figure 5. It is therefore proposed that the present research,
in adopting the findings of Edmondson and others, should include evaluation
of staff perceptions of the quality of leadership and its impact on the team
problem-solving and care planning conducted in this research.

Finding a Process for Team Thinking: Concept Mapping
The prerequisites identified for quality care in this Chapter – staff education, a
safe supportive environment, team leadership and mentoring – are likely to fail
to improve thinking about cause and effect of BPSD if the process of
understanding the significance of, and analysing, assessment data is not
understood and conducted properly. In the previous Chapter, the differences
between inductive and deductive reasoning were discussed and the
importance of using both ways of thinking in assessment and care planning
was suggested. In that Chapter, thinking about, and analysing, the
assessment data in RAC was also presented as a potential missing link
between person-centred assessment and care planning. Nay et al. (2003), in
a study that included a systematic literature review as well as the
development and testing of a method of responding to behaviours of concern
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for Australian RACF, recommended group brainstorming as a process for
problem identification. The broad headings suggested by those authors and
others in order to promote analysis of the assessment data were: what
happened, where, why and how, who was involved, what was done in
response and what was the outcome (Gilster et al., 2002; Kaplan & Hoffman,
1998; National Dementia Advisory Services, 2002). The model of Nay et al.
(2003) is the only one that could be found that was tested in Australian RACF
and could be claimed to represent a recommendation for data analysis that is
supported by nursing academe and industry.

Brainstorming is the creative process of generating ideas (Van der Lugt,
2002), and whilst it may be part of problem and solution identification it cannot
completely embrace collective clinical reasoning or critical thinking. As
discussed in previous Chapters, understanding the ‘why’ of BPSD requires
more effort than is normally allocated to it in RACF. Brainstormed notions of
why or how a BPSD has occurred have been suggested in previous chapters
as possibly being subjective, reflecting lack of knowledge and negative
attitudes on the part of staff. Brainstorming could result in inaccurate problem
identification and inadequate or harmful responses to the BPSD. The
research of Grawitch, Munz, and Kramer (2003) went further by suggesting
that a negative mood in the work group will limit idea generation, a risk that is
of significance for the stressed RAC workplace. At worst the outcomes of
brainstorming may aggravate BPSD, and at best brainstormed ideas may
generate creative interventions that may or may not succeed because those
ideas are staff reactions to the BPSD and not necessarily an outcome of
critical analysis.

A nursing text defined critical thinking for clinical decision-making as an
“examination of ideas, inferences, assumptions, principles, arguments,
conclusions, issues, statements, beliefs and actions”, and issues are analysed
using both inductive and deductive reasoning (Bandman & Bandman, 1988,
p.5). Critical analysis requires reflection as questions are asked and the status
quo is challenged (Alfaro-LeFevre, 1999). Reflection will allow staff, in
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revisiting an experience, to attend to their feelings and question the source
and purpose of those feelings. Reflection can challenge attitudes and
encourage inductive reasoning. Without reflection, there is a possibility that
care may become ritualistic and that poor practices are perpetuated.

A systematic review by Simpson and Courtney (2002) of nursing research into
critical thinking from 1989 and 2000 concluded that it was vital for the quality
of care that critical thinking is taught and used in clinical practice. Burton
(2000) reviewed nursing literature using the term “critical reflection” and found
that there was little empirical evidence to support its benefits for improving
practice. This, he felt, was because the research processes were flawed
rather than because the value of critical reflection is not well-founded. On the
other hand, Brunt (2005) conducted a review of nurses’ use of critical thinking
to solve complex problems and found six tools that claim to encourage critical
reflection for nurses, but established insufficient evidence of their
effectiveness in aiding thinking, and no support for their use in problemsolving. Despite this lack of hard evidence of the worth of critical thinking,
much of the literature, particularly texts used in health care education and
training, generally have been supportive of the use of critical thinking. There
appears to be anecdotal evidence that critical thinking helps improve care but
no agreement on a model that can harness that abstract resource.

Critical thinking is a step and process that can help to link cause and effect
(Van der Lugt, 2002). Using a simple problem-solving approach such as that
encouraged by the nursing process was discussed in Chapter Two; but that
approach tends to focus the attention of the team on the BPSD as a problem.
The outcome of this is that staff become problem-focused rather than personfocused. As Simpson and Courtney (2002) suggested, nursing has used
terms such as problem-solving to describe clinical thinking but there is a big
difference between problem-solving and critical thinking. Those authors stated
that “critical thinking aims to raise questions on all aspects of the situation and
critique the solutions” (p.91). Assessment, using any of the available dementia
care models, can uncover the incidence of BPSD and possible causes, but
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critical thinking is needed to analyse data, to check the veracity of it and to
critically link cause and effect to establish the most likely cause when there
are many (Freshwater & Avis, 2004). In identifying and debating solutions, a
critical appraisal of options may encourage an evidence-based approach. As
has been discussed, strategies can have varying degrees of credibility or
validity ranging from the evidence of the opinion of experts and content of text
books to that of published research (Joanna Briggs Institute, 2008). Critical
conclusions and care choices can be based on the strength of the available
evidence and can, therefore, be evidence-based (Ellermann et al., 2006). It is
this aspect of critical thinking which may encourage the uptake of current
evidenced knowledge from research literature by the RAC team. Both the
process of a critique and the available evidence for strategies may well
contradict some team members’ personal theories, and this conflict of ideas
with established truth should motivate further reflection on the team’s
knowledge and values, thus encouraging learning.

A search of the literature revealed a great deal of discussion about the value
of individual versus group or team creativity for problem-solving; however,
much of the relevant research took place in laboratory conditions, often using
university students as the group or team. Individuals have been found to be
more creative than groups when no guidelines or problems are defined.
Teams, however, are better at problem-solving and generate more ideas
collectively when they are given a predefined problem or goal (Brown &
Paulus, 2002; Paulus & Nijstad, 2003; Smith, 2003). Fleming (2000) found
that teams or groups were not only better at problem-solving than individuals
but they also had more satisfaction with, and a collective sense of ownership
of, the team’s decisions:

“They reported having a more clear and common understanding of the
ideas presented and chosen for implementation. They reported that
they felt more involved, responsible, and committed” (p.2).
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In essence, a team rather than an individual approach to problem-solving by
critical analysis is recommended, providing the goal is made clear. The RAC
goal in the context of this research is to improve the quality of life of a
particular person with dementia by managing the causes of his or her BPSD.
A sense of collective ownership of outcomes is very important, since the team
decisions become a care plan that will guide the actions of the team.

The literature search of team thinking found little specific to RAC but some
relating to acute care. Leppa (2004) compared RN roles in RACF and critical
care units and found similarities; in both settings, work is complex, interesting
and demanding with exceptions in care being the norm. Research from acute
care on team thinking may, therefore, be generalisable to RAC. The team
composition will be different as there are fewer professionals in RAC, but
acute care research findings could be tested in that context. Tucker and
Edmondson (2002) used ethnographic research in an acute care context and
collected data from 26 nurses from nine different hospitals. From this data
was developed a model of thinking for problem-solving which designated the
nurse’s response to problems as first or second order. First-order was a
reactive process by an individual to an immediate problem that is exhibited by
staff who do not feel safe speaking up about errors. Second-order problemsolving occurred in hospitals with safe psychological environments and was
described as a collaborative organisational response to the cause of the
problem. Vassalou (2001) similarly suggested that learning from errors
becomes possible when they are identified, and three resulting types of
organisational learning from team responses to problems are single-loop,
double-loop and triple-loop. In single-loop learning, decisions are based on
an immediate reaction to errors and an attempt to correct them as suggested
by Tucker and Edmondson (2002) in first-order problem-solving. Double-loop
learning encourages critical rethinking of the approach that had proven
inadequate, but importantly, triple-loop learning forces the individual to
challenge deep-rooted assumptions, rituals and attitudes that have previously
been inaccessible because they were either unknown or known but not
discussed (Vassalou, 2001). Tucker and Edmondson’s (2002) second-order
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approach or similarly Vassalou’s (2001) triple-loop learning in the RACF
environment would enable a critical and analytical organisational approach to
preventing BPSD as well as facilitating staff learning and attitudinal changes.
Teams and team leaders, however, need a process to guide critical thinking
and appropriate problem-solving, one that enhances the use of a composite
inductive and deductive approach for reviewing BPSD, as discussed in
Chapter Two.

There are significant barriers to effective reflection and thinking. These include
poor knowledge and analytical skills, lack of time, poor memory, anxiety and
other emotions, poor receptiveness and presenting only what the leader wants
to hear (Burton, 2000). Of these, intrapersonal traits such as memory and
analytical skills can be compensated for in a group situation. A good facilitator
can overcome poor receptiveness and inclinations to conform to leader
expectations, and anxiety should be mediated in a safe environment. Nemeth
and Nemeth-Brown (2003), in a text on group creativity, made the point that
exposing a team to an idea that is contrary to that held by the majority can
encourage innovation in problem-solving. Troyer and Youngreen’s (2009)
research confirmed this point, and a number of other authors also claimed that
a degree of dissention and discussion need not be a blocker to team thinking
and can be symptomatic of organisational health, provided that consensus is
possible (Charlan et al., 2004; Fleming, 2000; Matthew et al., 2003; James &
Deborah, 2005).

In groups or teams with very high cohesion, ‘group think’ or concurrence
seeking means that the team may sacrifice morality and sensibility, and even
reject available evidence that is contrary to their attitudes or decisions
(Nemeth and Nemeth-Brown, 2003). The dominant point of view will be
adopted even when that outcome risks damage to the group or other
individuals and organisations (Whyte, 1989). ‘Group think’ can also have the
effect of polarising thinking and magnifying beliefs and attitudes within the
team. An example for RAC teams would be where there is a covert belief that
BPSD are inevitable. The outcome of discussion and ‘group think’ may not
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only confirm the team opinion but may also polarise the team into stronger
antipathetic feelings, or prejudices, about the residents involved.

Other dysfunctions for group/team participation in problem-solving are social
loafing, social impact and social compensation (Rutte, 2005). Loafing refers to
an inclination to decrease individual effort when part of a team. Social impact
refers to the fact that the team’s collective values will impact on behaviour and
attitudes, diminishing a sense of individual responsibility, and social
compensation is a belief that others will loaf therefore one must work harder.
These are more likely to occur when the group or team’s outcomes are not
valued or rewarded and/or the group is large. The group in RACF is not likely
to be large but a supportive psychological working environment is, as
Edmondson (2005) suggested, critical to success.

Given the number of identifiable blockers to effective team work, it would be
reasonable to suppose that leading a team in problem-solving is a specialist
task requiring considerable training. However, Troyer and Youngreen (2009)
claimed that the research literature provided no evidence of the benefits of
facilitator training to team performance and decision-making over time. This
suggests that in the case of my research, although information about group
dynamics and blockers to team problem-solving should be given to team
leaders, the process within RACF may not be disadvantaged severely if team
sessions were facilitated by relative beginners.

Rutte (2005) discussed the importance of reward for effort. Reward is put
forward as either internal to the group or team, for example collective pride in
success, or it may be an external recognition of the group’s, or an individual
within the group’s, success. Bonner (2004) proposed, as an outcome of a
laboratory study, that individuals in a team usually are very good at identifying
the expertise of their team members and, provided they understand the roles
and competencies of their colleagues, will all attempt to work up to the highest
level of competence rather than down to the lowest. A leader or mentor could
highlight and reward this phenomenon when it occurs. Leaders in RACF may
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have limited resources but appreciation and praise have no financial cost and
usually improve the morale of staff and their willingness to participate.

Much of the broader literature on group problem-solving includes reference to
the benefits of using visual methods such as mind or concept mapping to
encourage reflection (Arthur, 2006; Dorough & Rye, 1997; Ellermann et al.,
2006; Giddens, 2006; Irvine, 1995; Y. Lee & Nelson, 2005; Hsu, 2004;
Ortegano-Layne, 2004; Van der Lugt, 2002; Feather, 1999; Williams, 2004).
There are a number of visual models available to help staff to think
conceptually about health care problems with multiple causes, and to choose
between multiple potential solutions that could be used for resolving BPSD.
These include mind mapping, concept mapping, conceptual linking, and
substruction (Ellermann et al., 2006). They have in common a non-linear
approach to analysing client data, “to identify relationships, contemplate client
issues, evaluate the links, and stimulate nursing action” (Ellermann et
al.,2006, p.221). In essence, they are aids to critical thinking.

Concept mapping, it is claimed, incorporates both brainstorming and critical
analysis of the brainstormed data and may improve thinking individually and
collectively for problem-solving and care planning (Irvine, 1995; Y. Lee &
Nelson, 2005; Hsu, 2004; Taylor & Wros, 2007; Williams, 2004). In my
research, concept mapping was hypothesised as the superior means of
promoting and directing team discussion and problem-solving. Completed
concept maps are drawings or visual representations of ideas or knowledge
and the links between them (All & Huycke, 2007), although much of the value
derives from the process of actually creating the map. Mapping can take place
with the five to seven people who may be all that are available in small aged
care facilities, at any given time, without seriously compromising care.
Concept maps can communicate the structure of knowledge, gaps in
knowledge, and link knowledge to action in visual patterns in a way which is
psychologically compatible with human thinking. Concept maps come in a
variety of forms, for example those illustrated in Figure 6.
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Figure 6: Forms of concept maps (All and Huycke 2007, p.313)

There is no research into the effectiveness of the process of concept mapping
for team problem-solving and planning for the care of the person with BPSD,
and very little into its impact on the general efficacy and documentation of
care planning. One paper looked at using concept mapping for students with
disabilities and behaviours of concern. In that study, the author emphasised
the need to look at the students’ strengths as well as problems, and found that
mapping allowed a lot of that data to be presented for discussion (Fesmire et
al., 2003). A review by Taylor and Wros (2007) cited several small studies that
indicate mapping to be an effective and time-efficient tool for care planning.
Mapping has also been widely discussed in the literature as an effective way
of teaching critical thinking skills and planning, not only in nursing but also in
education and business. A systematic review selecting 55 controlled primary
school studies involving 5,818 participants found that students learned more
and had a better grasp of key issues from using concept maps, as opposed to
being told, or having to read information (Nesbit & Adesope, 2006).
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Spider maps were selected as the format for concept mapping residents with
dementia and BPSD for this research. Figure 7 (p.135) illustrates how a such
a concept map will allow the whole resident to become the central concept
and focus of discussion rather than just the BPSD being the focus (Taylor &
Wros, 2007). The resident person is depicted surrounded by the personcentred sub-concepts identified in Chapter One, and substantiated by the
literature search in this Chapter, namely the resident’s story, health, dementia,
physical and psychosocial environmental contexts as well as the tasks he or
she is attempting to accomplish. BPSD, when they emerge in team
discussion, will be related to a relevant sub-concept. Whilst this may
occasionally be the sub-concept of dementia, it is more likely to be, for
example, wandering as a BPSD placed under the sub-heading of physical
environment. This will reinforce visually the idea that not all BPSD are the
direct and inevitable result of dementia.

A spider map allows various sub-concepts to be related or cross-linked in
systematic and logical ways to represent thinking (Hsu, 2004). A spider map
can facilitate an understanding of the relationships between cause and effect.
Thus it can highlight for the team the multiplicity of potential causes of a BPSD
and the relationships between the causes. A map will also show where the
cause and effect chain may be broken by using an identified personal strength
of the resident. For example, in Figure 8 (p.138), Mr Henderson is shown to
be a strong healthy man who has enjoyed walks but is now lacking exercise in
the home, which may be contributing to his wakefulness. Other contributing
factors may be discomfort, for example a full bladder, that he misses his wife
and needs her because he is feeling distressed, as well as an innate
suspicion of his strange environment generated by disorientation and his
professional history of police and security work. His strengths include his
remaining ability to communicate, his physical fitness and appetite. Any of
these can be included in the care plan as strategies to prevent his waking or
his emotional distress at his predicament and to distract and comfort him
when he is wakeful in a strange place. As examples, more exercise can be
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offered during the day and his fluid intake could be monitored to aid rest at
night. The possibility of delirium from an infection or pain can be investigated.
If he wakes, a voice recording of his wife reassuring him that all is well may
sooth him, and, making most of his history he could be invited to patrol the
home with a staff member and introduced to the toilet. Staff can tailor their
communication approach to his abilities, and either validation or reality
orientation could be used to reassure him. Food can be a useful distraction.
What may have been viewed as a problem can become a strength and form
the basis of care plan strategies.

Acquiring knowledge should be an active process; knowledge is not just
something people hold in their heads, it needs to be used to be fully
understood and reinforced. In this case of concept mapping BPSD, new and
existing knowledge is used by problem-solving, in the team’s united sensemaking through critical reflection. Concept mapping depends on the cognitive
psychological theory that understanding, or learning about things, involves
making links in the mind between what is known and what is new, or ‘making
sense of’ information (Harlen & James, 1997). Making or drawing physical
links between data in the map allows for the construction and reconstruction
of ideas and can encourage the inductive and deductive processes leading
not only to problem-solving but also to learning. When something is finally
learned with understanding, it is usable and embedded knowledge,
underpinning, and increasing, competence. Both knowledge and competence
can be assessed, thus concept mapping can provide not only a sustainable
system to aid problem-solving and care planning but also a measurable
process for improving knowledge and skills over time. The way in which
information is summarised or fed back to participants is, however, critically
important (Harlen & James, 1997). If the process is poorly managed or
incomplete, people can learn incomplete or wrong things. The quality and
accuracy of what is learnt, therefore, will depend on the leader who must be a
knowledgeable and skilled communicator.
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Figure 8 depicts a completed concept map, and demonstrates that making the
links in mapping is a visual process, which can become busy and messy.
Harpaz et al. (2004) made a general comment that concept maps may not
appeal to people who are not primarily visual in their learning or who tend to
be very linear in their thinking. There are, however, auditory and kinaesthetic
opportunities to learn through participating in mapping and discussing the
construction and outcomes (Dorough & Rye, 1997; Kern et al., 2006;
Passmore, 2004). One study found no relationship between learning style
preferences and effective concept mapping, and cited evidence suggesting
that encouraging participants to contribute to mapping, even if it is outside of
their normal learning style, may broaden their problem-solving skills
(Kostovich et al., 2007). Learning opportunities should appeal to all the
senses and build on existing knowledge, and this is also a potential strength
of concept mapping.

A précis of the potential benefits and limitations of concept maps in the
literature is as follows, in Tables 3 and 4:
Benefits Of Concept Mapping
A tested tool in universities for assessment of a resident
and for evaluating existing care.

Encourages the use of both inductive and deductive
reasoning in critical thinking.

The central concept is the person, and not his or her

Abel (2006).
All et al., (2003).
Castellino& Schuster (2002).
Clayton (2006).
Conceicao & Taylor (2007),
Hsu (2004).
Irvine (1995).
Kostovich et al., (2007).
Lee & Nelson (2005).
Ortegano-Layne (2004).
Stephenson (2004).
Taylor & Wros (2007).
Williams (2004)
All et al., (2003).
Castellino & Schuster (2002).
Giddens (2006).
Hsu (2004).
Lee& Nelson (2005).
Luckowski (2003).
Ortegano-Layne (2004).
Schuster (2000).
Stephenson (2004).
Van der Lugt (2002).
Williams (2004)
Zanting et al., (2003).
All et al., (2003).
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problem.

Allows for reflection on what is known.

Organises information visually and aids understanding of,
and identifies gaps in, data about the resident.

Depicts both resident’s strengths and problems.

The data displayed will be comprehensive and display
relationships to potential causes and possible
interventions to resolve a problem.

Everyone who participates can agree on, and commit to,
the outcome.

Helps participants to self-assess knowledge, skills and
attitudes.

Links new and old knowledge and allows learning from
problem-solving.

Castellino & Schuster (2002).
Fesmire et al., (2003).
Harpaz et al., (2004).
Luckowski (2003).
Stephenson (2004).
Taylor & Wros (2007).
All et al., (2003).
Castellino & Schuster (2002).
Fesmire et al., (2003).
Lee & Nelson (2005).
Luckowski (2003).
Stephenson (2004).
Zanting et al., (2003).
All et al., (2003).
Fesmire et al., (2003).
Harpaz et al., (2004).
Hsu (2004).
Lee & Nelson (2005).
Ortegano-Layne (2004).
Taylor & Wros (2007).
Taylor et al., (2006)
Van der Lugt (2002).
Williams (2004)
Fesmire et al., (2003).).
Hsu (2004).
Lee & Nelson (2005).
Williams (2004)
Abel & Freeze (2006).
Fesmire et al., (2003).
Hsu (2004).
Lee & Nelson (2005).
St Williams (2004)
Stephenson (2004).
Taylor & Wros (2007).
Castellino & Schuster (2002).
Fesmire et al., (2003).
Hsu (2004).
Luckowski (2003).
Ortegano-Layne (2004).
Taylor & Wros (2007).
Van der Lugt (2002).
Williams (2004)
All & Huycke (2007).
All et al., (2003).
Castellino & Schuster (2002).
Conceicao & Taylor (2007).
Hsu (2004).
Lee & Nelson (2005).
Van der Lugt (2002).
Williams (2004)
Zanting et al., (2003).
Abel & Freeze (2006).
All et al., (2003).
Conceicao & Taylor (2007).
Hsu (2004).
Layne (2004).
Luckowski (2003).
Taylor & Wros (2007).
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Learning from the process may result in interactive,
pervasive learning which becomes embedded in the
workplace community and is transferred within peer
groups, potentially leading to organisational learning.

Can create confidence in individual staff, and team’s,
existing knowledge and skills.

Maps can be assessed for educational or research
purposes.

Can be used in an electronic format and linked to
electronic record keeping or care planning

Van der Lugt (2002).
Williams (2004)
All & Huycke (2007).
Conceicao & Taylor (2007).
Harpaz et al., (2004).
Luckowski (2003).
Stephenson (2004).
Taylor & Wros (2007).
Williams (2004)
Zanting et al., (2003).
Abel & Freeze (2006).
Conceicao & Taylor (2007).
Harpaz et al., (2004).
Hsu (2004).
Taylor & Wros (2007).
Van der Lugt (2002).
Williams (2004)
Zanting et al., (2003).
Abel & Freeze (2006).
All et al., (2003).
All & Huycke (2007).
Besterfield-Sacre et al.,
(2004).
Castellino & Schuster (2002).
Conceicao & Taylor (2007).
Harpaz et al., (2004).
Hsu (2004).
Kostovich et al., (2007).
Ortegano-Layne (2004).
Passmore (2004).
Taylor & Wros (2007).
Van der Lugt (2002).
Williams (2004)
All & Huycke (2007).
Conceicao & Taylor (2007).
Fesmire et al., (2003).
Ortegano-Layne (2004).
Taylo & Wros (2007).

Table 3: Benefits of concept mapping

Limitations of Concept Mapping
It takes time to become accustomed to it; staffing time and
commitment to do it.

It requires good facilitation and goal-setting, or discussion
will get off the point and waste time.
It requires a reasonable beginning knowledge of the
subject being mapped.

It requires knowledge of mapping and the skill to analyse
data; is more effective when engaging in the process
rather than only viewing a completed map.

All et al., (2003).
Lee & Nelson (2005).
Taylor & Wros (2007).
Van der Lugt (2002).
Lee & Nelson (2005).
Van der Lugt (2002).
Abel & Freeze (2006).
All et al., (2003).
Lee & Nelson (2005).
Van der Lugt (2002).
Williams (2004)
Irvine (1995).
Lee & Nelson (2005).
Van der Lugt (2002).
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Can be hampered by:
• differing understanding amongst participants of
the importance or priority of various concepts and
their links;
• Differing perceptions of the problem or goal; and
• Differing terminology within professional groups
used in discussion of issues.
The concept map can be too busy and complex for the
space.
Appeals more to visual learners.

Van der Lugt (2002).
Williams (2004)
Hsu (2004).
Lee, & Nelson (2005).
Stephenson (2004).

Lee & Nelson (2005).
Van der Lugt (2002).
Williams (2004)
Kostovich et al., (2007).
Taylor & Wros (2007).
Williams (2004)

Table 4: Limitations of concept mapping

The steps entailed in concept mapping and care planning are presented
below and incorporate the themes that have been identified, in the literature
search and in this dissertation up to this point, as facilitative of team problemsolving for a resident with dementia and BPSD as well as for team learning. In
implementing concept mapping, it is envisaged that the team leader will
proceed as follows:
•

Select the resident who needs:
•

a new care plan;

•

a review or evaluation of care; or

•

to have new symptoms, or a change in health status,
assessed.

•

Arrange a time and place for concept mapping and build up team
interest.

•

Select participants; fewer than five participants is difficult for idea
generation, as is more than 12.

•

Notify staff and others (GPs, family etc.) who may need to:
•

be present;

•

contribute completed assessments; or

•

have communicated with families prior to mapping.

•

Mapping will take from 30 to 60 minutes.

•

Obtain resources required:
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•

All necessary resident documentation, in particular outcomes
of assessments, progress notes and existing care plans;

•

•

Photographic whiteboard or butcher’s paper;

•

Identification sticker for completed map; and

•

Pens or whiteboard markers.

Ensure that the major concept, and goal of the mapping, is
understood as promoting the person-centred care of a resident with
dementia and BPSD.

•

Introduce other concepts as in Figure 7, namely:
•

the person’s health and general well being;

•

the impact of the physical environment; does it enable or
disable?

•

tasks or activities; are they tailored to their abilities, or
predestining failure?

•

the effectiveness of interpersonal communications and the
psychosocial environment;

•

the person themselves - their history, preferences, skills,
social, cultural, sexual and spiritual identity; and

•

the impact of the dementing illness on cognitive function; what
is assumed lost and what is still intact?

•

Position the central topics on the board or butcher’s paper.

•

Brainstorm data with staff and refer to, and cross reference with,
existing documentation.

•

During discussion, the team leader actions will:
•

maintain the psychological safety of the team for discussion
by being non-judgemental of what is said and of reported
actions, and by minimising power and status differences;

•

ensure that everyone has a chance to be heard and
understood;

•

identify, and assist the team to analyse opinions, assumptions
and contradictions in the data presented and ascertain the
evidence or attitude on which they are based;
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•

use opportunities to inform about current research, educate or
challenge the appropriateness of organisational processes or
norms where they may contribute to BPSD; and

•
•

facilitate rotating leadership of discussion when appropriate.

Facilitate links as in the example in Figure 8, in particular:
•

inductive and deductive reasoning to link cause and effect;

•

the identification of likely triggers and alternative triggers;

•

reflection within the team on the accuracy of the data,
relevance to the resident and the current care strategies; and

•

agreement on the most likely trigger/s and the framing of a
problem statement linking cause and effect.

•

Identify and highlight resident’s strengths within the map that may be
used in the care plan to prevent or combat triggers.

•

Identify the need for referrals or further assessment or data, and
document and allocate those tasks.

•

Allow team discussion and selection of the desired resident outcome
or goal, the best management strategies for the care plan and the
evaluation criteria against which success will be measured.

•

Document the care plan in the usual format of the facility.

•

Date, label and file the concept map as a record of the data analysis
underpinning care-planning from the assessment data, or for review at
a future date.

•

Promote the care plan and encourage feedback from all staff on the
success or limitations of the chosen actions.
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These headings are suggestions
for concept mapping; they are
not exhaustive. Each resident will
require an individual
approach.
•
Short and long term
memory.
Insight.
Judgement.
New learning or
concentration.
Orientation to time place
and person (confusion).
Choice of behaviours.
Visuospatial skills.
Recognising things for
what they are.
Calculation skills.
Reading, writing and
speaking.

Once all available information
and assessment data are on the
board, look for links and patterns
that indicate cause and effect.

Family details and
relationships.
Job and leisure
interests.
Education.
Values and beliefs.
Culture.
Life history.
How has resident
coped with problems
in the past?
What have they done
traditionally to give
themselves time out?
What are their
favourite things?
What have they always
feared or worried
about?

Figure 7: Example of generic concept map

Impact of the dementia
Personal history and
preferences

Tasks and activities

PersonCentred
Care of the
Resident

Interpersonal
communications
and social
environment

Health and wellbeing

Environment
Resident’s degree of
interest.
Complexity.
Necessity.
Habits.
Skills match to activities.
Time allowed and timing
of.
What works in assisting
resident with?
use of aids and their
impact on resident.

Familiar.
Noise.
Comfort.
Is there a clear indication of
purpose?
Heat and cold.
Lighting, shadows and glare
Smells.
Potential for misinterpretation.
Enabling.
Disabling.
Time of day.

Who is acceptable to the
resident and who is not.
Why?
Long term communication
skills of resident.
Time needed and allowed to
respond.
Communication skills of
staff.
Workplace culture and
attitudes of staff to resident
e.g. fearful, custodial, use of
humour etc.
Does the person feel ‘at
home’ and safe here.

Current health status.
Any recent change in status
•
exacerbation of
chronic illness
•
change in
medications
•
new illness.
Pain.
Sleep/rest.
Elimination.
Diet.
Hydration.
Effects, side effects and drug
interactions.
Mobility/ gait and balance
Mental health.

136

Verbal
communication will
be hard when he is
upset, will need to
use mirroring and
more body language

Enjoys walks, bowls, gardening, music /singing and food
is losing ability to read, play cards, or watch TV

Able to respond to touch and
physical prompts

Use for distraction

Probably sociable man?
Communication limited to short
sentences when he is well.
grandchildren

Social outlets in NH other than wife?

Some working memory and
understanding of words

Religion? Can it be facilitated in
NH

Appropriate staff
communication?

knows children
joy, hope?

Some LTM remains
Damaged STM

Some insight.
Judgement.

Dementia
moderate, caused by
cerebro-vascular
disease

Some disorientation
to time place and
person (confusion)

Spiritual

82 years old

Security man
10 years

assertive?

Mr Henderson
Waking at
night

May not recognise
things for what they
are at night.
Functional
incontinence
at night

protective?

Health
Strong healthy man

Task
Activities or ADLs

Enjoys food
enjoys
walks

Needs assistance
with ADL’s

Good
hearing;
Poor
vision

Not familiar
with NH

Aggressive
at night in
corridor

Can interact
with his
environs

orientation cues?

lack of
exercise
Recent change
in behaviour at
night

Physical environment
Nursing Home

osteoarthritis
Pain

Limits
movement

Light, dark, noise
Worse on
waking

Figure 8: Concept map example

sense of justice

Policeman
30 years

Story

Choice of
behaviours difficult
when upset.
Good visuospatial
skills.

knows wife &
misses her

Psychosocial
environment

Church?

? delirium

Causes?

More strokes?
New illness or
exacerbation137
of
existing illness

hunger
hydration?
bowels?

Model and Hypotheses
Summarising the discussion so far, it is postulated that in order to improve the response
of RACF teams to the BPSD of the person with dementia, emphasis needs to be placed
on effective leadership, mentoring, team psychological safety and team learning. Team
communication and positive attitudes that allow learning from errors and experience are
likely to improve knowledge and skills, enhance critical analysis of the assessment data
and encourage the use of current research to underpin care decisions for residents with
BPSD.

Currently a person-centred approach or philosophy of care is recommended to guide
assessment and care planning. However, PCC is not always used, and staff are often
problem-centric, or funding tool-focused, in their assessment. Thinking is also limited by
the purely deductive approach to assessment embedded in the currently recommended
nursing process. There are many other models or theories of care available to guide or
direct assessment and allow the cause of the BPSD to be found. Whilst some of these
models may appear to be less than holistic, the major issue is not the model used, but
the way in which it is used. Critical appraisal of the quality, accuracy and relative
importance of the assessment data, testing hypotheses, setting relevant goals and
choosing from available interventions to meet residents’ needs and manage the causes
of the BPSD are not well performed by staff. Assessment and critical analysis are
affected by staff knowledge and skills, attitudes and communication. These staff
attributes in turn are influenced by the actions of workplace leaders and whether there
exists a supportive organisational culture that affords a sense of safety, enabling open
communication and speaking up about, and learning from, errors in care.

The critical analysis of assessment data to discover cause and effect is better achieved
with a mentored team or group of staff who, collectively, have enough knowledge of
both the resident and health care to be person-centred and evidence-based in their
thinking. A visual representation, a concept map, of the process of critical analysis to
which each staff member equally can contribute both subjective and objective data for
discussion without fear of punishment or rejection by peers or management, is proposed
as a potentially powerful tool to enhance team and organisational understanding and
learning. There is a natural fit between such a group process and the development or
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evaluation of a care plan. Critical discussion by the team should be an animating
experience, provide direction, encourage updating and be respectful of, and perceived
as safe by, staff; and such a team could be a vehicle for organisational learning as well
as problem-solving for care planning.

Edmondson (2006) demonstrated that a psychologically-safe team environment has
been found to mediate team problem-solving and learning behaviour, and her model will
be adapted in the present research to include the use of concept mapping to guide
thinking and improve learning, in the team context within RAC. Figure 9 shows the
adaptation of Edmondson’s model of team learning which incorporates some of the
major variables impacting on RACF responses to BPSD, and which will allow these
variables to be controlled for. The process of concept mapping is incorporated as a
workable structure for enhancing staff person-centred analysis of the causes of BPSD
and one which may facilitate a more evidence-based response to care and care
planning. Edmondson (2006) has developed and tested tools for evaluating team safety,
organisational support and the learning culture of organisations. In Chapter One, care
plans were discussed as assessable indicators of the quality of problem-solving for
BPSD in RACF. Staff learning behaviour and self-assessed competence or efficacy, and
knowledge the outcome of learning, can also be measured. The quality of concept maps
is also measurable for the purpose of evaluating the correctness of the process of
problem-solving and the accuracy of the data used. It is, therefore, possible to test
whether concept mapping, used as a vehicle for thinking and problem-solving in a
psychologically safe environment with appropriate leadership, will enhance care
planning and impact on the aged care team’s learning behaviour and self-assessed
competency.

Supportive
organizational
context

Effective PC concept
mapping

Team efficacy
Learning
behaviour

Team Leader
Actions

Act

o
o

Reflect
o

Psychological
safety
Learning from concept
mapping

Staff knowledge;
Staff satisfaction
with competence;
and
Organizational
management and
problem-solving of
BPSD, evidenced
by care plans.

Figure 9: Adaptation of Edmondson’s (2005) model of team learning (p.237)
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It is, therefore, hypothesised that in residential care facilities in Victoria where staff are
problem-solving the BPSD for people with dementia:

Hypothesis 1 (H1): Staff perceptions of psychological safety in residential aged care are
positively associated with learning behaviour.
Hypothesis 2 (H2): Staff learning behaviour in residential aged care is positively
associated with knowledge of dementia and care planning for BPSD.
Hypothesis 3 (H3): Staff learning behaviour in residential aged care mediates between
team psychological safety and knowledge of dementia and care planning in residential
aged care.
Hypothesis 4 (H4): Aged care staff perception of efficacy is positively associated with
learning behaviour, controlling for the effects of psychological safety.
Hypothesis 5 (H5): Leadership and context support are positively associated within
residential aged care staff perceptions of psychological safety.
Hypothesis 6 (H6): Staff psychological safety in residential aged care mediates between
the antecedents of leadership and context support and the outcome of learning
behaviour.
Hypothesis 7 (H7): Staff efficacy mediates between the antecedents of leadership and
context support and the outcome of staff learning behaviour in residential aged care.
Hypothesis 8 (H8): The process of team concept mapping mediates between the
antecedents of staff learning behaviour, perceptions of psychological support, efficacy
and the outcomes of staff knowledge of dementia, self-assessed competence and
behavioural care planning.

Conclusion
A multi-focal model has been developed, taking into account the complexity of personcentred problem-solving within today’s culture of RAC. The model is the outcome of a
wide literature search and my experience of the industry. In suggesting this model,
based on Amy Edmondson’s work and the use of concept mapping, a number of
pertinent influences on care have been considered. These influences are: staff
knowledge of dementia care, skills mix, staff attitudes, the skills of the leader, time and
cost constraints, staff turnover and the existing workplace norms of problem-solving and
communicating. It is not possible to control, or account for, all of the variables affecting
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staff working in the RAC industry, but this is a more rigorous attempt than has been
found in the research literature.
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CHAPTER FOUR: METHOD
Introduction

Concept mapping was introduced as an intervention into a sample of Victorian
residential aged care workplaces for a nine-month period as a quasi-experimental
longitudinal study, with pre-test and post-test data collections. This chapter presents the
research method, issues and relevant operational definitions.

The experimental and control workplaces were a convenience sample, but they were
also chosen purposefully to representative the high/low, not-for-profit and for-profit,
regional and metropolitan mix of RACF in Victoria. Data collection tools included
measures of staff perceptions of support and competence, measures of staff knowledge
of dementia care and audits of the quality of concept maps and care plans. The
population for study, the selection of the representative samples, the criteria used to
compare the sample with the population of RACF in Victoria, and the data collection
tools chosen to support the research method, will be discussed.

The Faculty Human Ethics Committee, Health Sciences, La Trobe University (FHEC)
approved the research design in February 2008. The ethical issues of informed consent
and minimisation of harm to participants, that were addressed in order to gain ethics
approval, will be discussed.

Research Plan
As argued in the previous chapters, factors that have the potential to determine or
influence the knowledge and skills of staff, and ultimately affect care planning, include
the abilities of the team leader, staff perceptions of the quality of their psychological
support, attitudes to work and the availability of time and other resources such as
mentoring. The intent of the research was to measure the effect, over time, of the
intervention or independent variable (IV) of concept mapping on the dependent
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variables (DV) of care planning, staff knowledge and self-assessed competence, whilst
controlling for team organisational context (support), psychological safety, aspects of
team leadership, efficacy and learning behaviour. The associated hypotheses are
detailed on page 138 in Chapter Three.

From a population of 800 RACF in Victoria, a representative sample of 15 RACF was
recruited. Four of these facilities were then selected as a small control group that was
also representative of the total population in Victoria. The remaining eleven became the
experimental group. These numbers were the minimum required to ensure the
representation of types of RACF in Victoria in both experimental and control groups. The
representative sample was also selected to be as large as possible whilst still being
manageable for PhD research purposes. In the experimental group, concept mapping
was initiated through volunteer staff and implemented over a nine-month period. Staff
who had volunteered to lead the concept mapping in the experimental facilities were
offered and attended a one-day workshop on the process. The four remaining RACF
acted as a control group for whom no concept mapping was introduced and no training
was offered. Data were collected pre- and post-test using interval or ratio scales in a
staff questionnaire (Appendix 3), as well as through audits of concept maps (Appendix
6) and care plans (Appendix 7). Audit of concept maps was not applicable to the control
RACF. A longitudinal design with pre-test measures and post-tests at nine months was
chosen to obtain evidence of long-term sustainability of the intervention and workplace
learning from the process. The time frame of nine months was the maximum interval
available to the researcher. An overview of the research plan and processes is
contained in Figure 10.
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Hypotheses
development and research design

Choice of, or
development of,
data collection
tools

Selection of RACF from those
having a three-year
accreditation and a history of
offering dementia care
education. RACF agree in
writing to participate.
FHEC approval

CONTROL

EXPERIMENTAL

Allocation of
control
facilities

Allocation of
experimental
facilities

-Staff recruitment
-One day education program on concept
mapping for team leaders/ facilitators

Staff recruitment

Pre-test data collection:
-staff questionnaires
-care plan audits

Pre-test data collection:
-staff questionnaires
-care plan audits

Introduction and use
of team concept
mapping over a ninemonth period

Nine month period of no
dementia specific in-service
training offered and no
intervention

Post-test data collection:
-staff questionnaires
-care plan audits

Post-test data collection:
-staff questionnaires
-care plan audits
-concept mapping audits

Data
analysis

Figure 10: Research Plan
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Operational Definitions
The following concepts have been discussed previously. The definitions were adopted from
Edmondson’s (1999) integrative model of team learning in which antecedents such as
organisational support and leadership influence team beliefs and shape team outcomes:
•

A supportive organisational context typically requires “adequate resources, information,
rewards for staff…..and is likely to reduce insecurity and defensiveness in a team”
(p.356).

•

Team psychological safety is “a shared belief by team members that the team is safe for
interpersonal risk-taking …. this confidence stems from mutual respect and trust among
team members” (p.354).

•

Learning behaviour “consists of activities carried out by team members through which a
team obtains and processes data that allow it to adapt and improve. Examples of learning
behaviour include seeking feedback, sharing information, asking for help, talking about
errors and experimenting” (p.351).

•

Team-efficacy is the belief that the team has the “potential to perform”, and plan care
(p.356).

•

The team leadership role has many definitions in the research literature. Edmondson
limits her role definitions to those of:
o

team leader coaching, meaning a leader is “supportive… non-defensive ….
responds to questions and challenges” by members.

o

Giving clear direction, which is setting a “clear compelling team goal” (p.356).

The term ‘staff’ encompasses those workers who are employed by the RACF and have a direct
care role. They include PCW, EN and RN, activity workers or providers of leisure activities, as well
as other health professionals such as physiotherapists and occupational therapists.
Knowledge of, and competence in, the care of the person with BPSD, is defined in the three
elements of the national competency Providing Care and Support which is Responsive to the
Specific Nature of Dementia (CHCAC15A) and the 13 performance criteria for those elements.
The construct and content of effective nursing care plans is generally, and internationally, based
on the nursing process or problem-solving model discussed in the previous chapter. For the
purposes of this research, the definitions of aspects of nursing documentation given in “The
Documentation and Accountability Manual” (1999) for residential aged care staff have been used.
The latter manual was consulted on-line in November 2009 at:
www.health.gov.au/internet/main/Publishing.nsf/Content/ageing-manuals-dam-index.htm. It states:
•

“the plan of care comprises the statement of problems determined during
assessment, with the addition of resident-centred goals (sometimes called outcome
statements) and strategies, interventions or actions intended to help the residents
achieve and/or maintain those goals” (section 2.3.1); and

•

“evaluation determines the extent to which the desired goals or outcomes of care
have been met or achieved. The process of evaluation should constantly review both
the negative and positive results of all actions, strategies or interventions directed
towards each resident” (section 3.5).

Figure 11: Operational definitions for the method
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The intervention: Concept Mapping
Concept mapping was discussed in Chapter Three, where the benefits, limitations and
suggested method for conducting a concept mapping session were addressed. In the
present research, the intervention of concept mapping was introduced into the
experimental RACF with the aid of a training program, then it was left to the facilities
themselves to sustain the process.
Staff Training for Concept Mapping in the Experimental RACF
Prior to the pre-tests, attendance at a free one-day workshop was offered to those staff
who would be facilitating the concept mapping in the experimental facilities. The
management of each facility was given the opportunity to send any volunteer permanent
staff members who they considered had demonstrated leadership attributes and who
had knowledge of dementia care at least at Certificate III level. I conducted the
workshops, which were offered twice in two central Victorian rural venues and three
times at a Melbourne metropolitan venue, the education centre of Alzheimer’s Australia
Victoria. There was no limit to the number of staff that facilities could nominate to attend,
but no financial support was given to facilities for staffing replacement. The average
attendance from each facility was four people. The formal qualifications of attendees
ranged from Certificate III level to managers and directors of nursing with degree level
qualifications or higher. The content of the workshops was based on the concept
mapping process described in the previous chapter. The program included an overview
of concept mapping, the process of facilitating team discussion and practical experience
of constructing maps from case studies. No concept mapping or education about
concept mapping was offered to the control facilities.

Knowledge of dementia care gained by the staff who attended these sessions was
measured via the pre-test staff questionnaire after their attendance, ensuring that posttest knowledge primarily reflected the impact of the intervention of concept mapping
over time and not the impact of the introductory training. Staff were told they could
telephone me during the course of the research if they needed to clarify their
understanding.
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The Conduct of Concept Mapping

The process of concept mapping was voluntary on the part of staff, and it was
anticipated that the process would be adopted and used continuously by staff only if it
was perceived as viable and advantageous for both staff and residents. In the
experimental aged care facilities, concept mapping was put into practice by the facility
team. The participating RAC team members could withdraw at any time. The mapping
groups were able to invite any other staff, family members or experts to participate on
an ad hoc basis, and each facility also had normal care planning consultation processes
with family members and health professionals that they would continue.

A number of options for including mapping in the daily routines of the facilities were
presented to, and discussed by, participants during the one-day workshops, then it was
left to the group leaders and team members in each facility to decide when and how
often to map, and the residents on whom to focus. The choices made by the facilities
will be discussed as results.

Theoretically, learning would occur from the experience of concept mapping, from
consequent challenges to existing care plans and care strategies, and from workplace
discussion of ongoing assessments of BPSD. Further, it was anticipated that mapping
might encourage discussions amongst staff within the experimental facility generally,
including staff who were not attending concept mapping sessions. This discussion could
progressively facilitate broader workplace involvement and learning. Knowledge
acquired in this way may become embedded in processes such as assessment of
residents for care planning, resulting in a learning organisation (Edmondson, 2005). The
staff of all the facilities, both experimental and control, were invited to complete pre- and
post-test questionnaires. Those questionnaires used the more familiar term of
‘brainstorming’, rather than the unfamiliar ‘concept mapping’, to identify attendance at
formal collective discussions of resident care in both the experimental and control
facilities. No collective discussion took place in the control facilities. In the experimental
facilities, data about how many ‘formal brainstorming’ sessions staff members had
attended was collected. In both experimental and control RACF, staff were questioned
about their perceptions of their own competence, their workplace culture and their
knowledge of dementia care (Appendix 3).
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In testing her model, Edmondson (1999) found that team tenure and team type had
insignificant influence on learning behaviour and perceptions of psychological safety.
One of her most successful learning teams reported high psychological safety and
leadership but had “persistent depletion of members, who were frequently pulled off to
work on other jobs” (p.370). In RACF, customarily there is a high turnover in the groups
and teams, and membership of the concept mapping team most likely would change
quite a lot over time depending on staff turnover, staffing levels and staff availability on
the day. My research investigated inter alia whether, in spite of potential turnover, and
provided there is psychological safety, teams will learn and collectively improve
performance in care planning.

The Quasi-Experimental Research Design
Nieswiadomy (1987) suggested that experimental design is the preferred method for
demonstrating causal links between intervention and outcome, cause and effect, by
exposing a blind, controlled, random sample of any population under study to the
manipulated condition, in this case, concept mapping. However, in my research, a
comprehensive optimal experimental design was not possible because a large random
sample was not practical within the time and resources limitations of a PhD, and
because of the difficulties in controlling for internal and external variables in RACF. In
this case, the sample was selected purposively to be representative, and therefore
selection bias was a possibility. Whilst the use of Edmondson’s (1999) tools was
intended to control for some specific threats to internal validity, such as organisational
support, psychological safety, leadership, efficacy and learning behaviour, other threats
were more difficult to control. The new ACFI Government funding tool was to be
introduced during the course of the experiment and was likely to heighten interest in the
assessment and documentation of BPSD. The use of the pre- and post-test design was
also a threat to internal validity, as Polgar and Thomas (1991) pointed out, in that
participants might remember, or learn, from the pre-tests, with consequent effects on
post-test results. Furthermore, improvements in the experimental facilities or their staff,
over time, could be attributed to a Hawthorne effect, or staff learning and improved care
planning, as a result of those aspects of their work being measured rather than of the
mapping itself. However, according to Nieswiadomy (1987), any Hawthorne effect as
well as the impact of the pre-test learning and the changing funding processes, could be

148

expected to diminish over time. In this case, there were nine-months between pre- and
post-tests. Nevertheless, to control for these effects and the impact of the introduction of
ACFI, a small control group of facilities was included. Threats to external validity include
the fact that facilities were selected to be representative, but also partly on the basis of
maximising the probability that they were providing an acceptable baseline standard of
care, evidenced by accreditation, and that staff viewed them as safe psychological
environments in which to work. Hence, the results in this case may not be generalisable
to other facilities in which staff do not feel safe or to those 7% of Victorian RACF that do
not meet accreditation standards.

It is acknowledged, therefore, that this study should be deemed a quasi-experimental
design; that is, it is a structured research design, but one which does not involve the full
characteristics of a randomised control trial.

Populations
The target populations were the approximately 800 RACF in Victoria, their staff and their
residents’ care plans. The Australian Institute of Health and Welfare (2008) statistics
were used to define the RACF population as they were the most recent that could be
found.
Population of RACF
In 2007, Victoria had approximately 800 RACF, with an average capacity of 54
residents. Of those RACF, 36.6% were classified as private, which means that they can
charge extra fees for specified extra services. Recent statistics for staff numbers and the
skills mix could not be found, but my observation is that most facilities, in the morning
and afternoon, operate with a staff to resident ratio between 1:8 and 1:10 per shift, with
a lower ratio of staff to resident in low-care. These numbers suggest that little has
changed since a report on RAC staffing by Martin (2005). Metropolitan facilities make up
63.1%, and 36.4% are regional (The Australian Institute of Health and Welfare, 2008).
Low-care facilities constitute 53% and high-care 47% of RACF, although, as discussed
in Chapter One, the majority of RACF have both high- and low-care classified residents
(Aged Care Branch Rural and Regional Health and Aged Care Division Victorian
Government Department of Human Services, 2004). Both regional and metropolitan
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facilities, and high- and low-care facilities, had to be included in my experimental
research if the sample was to be representative. All RACF in Australia are subject to a
common regulatory framework and common standards. Of the Australian States and
Territories, however, Victoria has the smallest percentage (0.5%) of RACF located in
remote settings. Because of the small population size of remote facilities, and the
distances involved for staff training and data collection, recruiting remote facilities was
beyond the scope of this project; but this was deemed to have minimal potential impact
on external validity for the Victorian context.

Financial viability was considered optimal at 90 beds or more, and Hogan (2004) found
viability to be questionable at 30 beds or fewer, although 30-bed facilities made up more
than 10% of the Victorian total in 2004. The financial stability of RACF has the potential
to impact on the viability of the intervention of concept mapping which requires an
investment of staff time. The number of 30-bed or fewer facilities may have decreased
since those statistics were collected in 2003, however, a representative sample requires
a range of bed sizes, including those of 30 beds or fewer.

Eleven percent of residents in Australian RACF are culturally and linguistically diverse
(The Australian Institute of Health and Welfare, 2008). Some Victorian RACF are selfproclaimed multicultural or culturally-specific facilities, and the representative sample,
therefore, needed to take account of such facilities and their staff who are likely also to
be from the same diverse cultures.

Figures for dementia-specific RACF in Victoria are not current, but in 2003 it was
reported by AA that 6% of Australian RAC beds were designated dementia-specific. No
dementia-specific facilities volunteered for the research, and dementia-specific units
within general RACF were deemed to be unsuitable for inclusion. Those units usually
have eight to ten beds and are connected to a larger nursing home or hostel. In
dementia-specific units, staff and residents are isolated behind locked doors from centre
management and clinical leadership, and a team problem-solving process becomes
difficult when only one or two staff are on duty in those units at any time. Also, staff may
not have the requisite skills or knowledge, and the environment may be restrictive rather
than facilitative for residents with dementia (Access Economics, 2003). Therefore, as no
larger dementia-specific facilities were available for the research, the decision was
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made to focus on ‘mainstream’ facilities. As discussed in Chapter One, the large
majority of residents (90% of those with high-care needs) have cognitive impairment and
BPSD, and team work in mainstream facilities will be more viable and the research more
representative of the bulk of the RACF population.

Of the total Australian population of RACF, 92% have three-year accreditation. In
Victoria, 93% of RACF hold that three-year accreditation indicating that they are meeting
standards endorsed by the Aged Care Standards and Accreditation Agency (ACSAA)
(ACSAA, 2008). A three-year accreditation status can be argued as representative of
the majority of RACF and indicative of a certain quality standard in care and
documentation, therefore the research sample facilities were required to meet that level
of accreditation.
Selection of Sample Facilities

Because the RACF had to agree to support the intervention, with a cost in time and
human resources, a blind random sample was not feasible. A large random sample of
RACF was also beyond the scope and resources of this PhD research. Recruitment of
the facilities was by word-of-mouth, and the representative sample containing the
elements of the Victorian population discussed above was chosen from those RACF
that were available. The advantage of a representative sample is that it should be
possible to generalise from it to the larger population; the disadvantage is that any
sampling bias may lead to errors in the conclusions or inferences drawn from the
research (Polgar & Thomas, 1991). The sample needed to contain private facilities,
facilities of 30 beds or fewer, and to represent the care of the 11% of residents who are
culturally and linguistically diverse in Australian RACF (The Australian Institute of Health
and Welfare, 2008). At least one multicultural facility had to be included. In this case,
facility number six is a self-designated multicultural RACF which has residents who are
primarily from Mediterranean and Eastern European countries. Facility number nine is
situated in a metropolitan area that is home to a large number of immigrants from Asia
and Africa, and both staff and residents reflected those backgrounds. The sample
population should also represent the spread of one-third rural and two-thirds
metropolitan facilities, as well as the approximate 50% split between those designated
high- and low-care.
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Additionally, the facilities selected were ones that, in the previous six months, had
offered staff the opportunity to complete the national competency-based Dementia
Essentials course, for which Alzheimer’s Australia Victoria was the accredited provider.
For logistical reasons, the sample facilities also needed to be accessible, that is, within a
reasonable travel distance for the researcher. One threat to external validity was that no
RACF was more that two hours drive from Melbourne; no remote facilities were
included. The distribution of the sample of RACF employed in my research is
summarised in Table 5.

RACF
Identifier

No. of Beds

1

For- Profit

Not-forProfit

High care

60

X

X

2

18

X

X

3

49

4

35

5

60

6

High 40

X
X

Low care

Regional

Control

X

X

X

X

X

X

X

X

X
X

Metro

X

X

X

X

X

X

X

X

X

X

X

X

X

Low 30
7

High 64

X

Low 26
8

75

9

High 38

X

X

X

X

Low 12
10

50

X

11

60

X

X

12

30

X

X

13

30

X

14

51

15

High 30

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Low 50

Table 5: Residential aged care facilities participating in the research
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Population of Staff
The most recent statistics on the Australian aged care workforce were collected for the
Commonwealth Department of Health and Ageing in 2007, and published in 2008
(Martin & King, 2008). Although these are not definitive statistics, they are the most
accurate currently available. In Australian RACF there are approximately 79,000 directcare staff, 90% of whom are female with an average age of 45. The average working
hours are 16 to 34 hours per week, and 80% of workers were born in Australia. Other
statistics are presented in Table 6. Ideally, a representative sample should reflect these
distributions.
Percentage

RN%

EN%

PCW%

Allied

Total%

Health%
Workforce

16.8

12.5

64.1

6.6

100

Full time

16.6

10.5

6.7

10.3

9.1

Part time

59.9

72.9

69.8

70.1

68.6

Casual

23.6

16.6

23.4

19.6

22.3

Table 6: Australian RACF workforce statistics

Sample of Staff
The research design relied on staff being recruited within the facilities through
management asking them to volunteer to be involved, an incidental sampling technique.
It was not possible, therefore, to predict how representative the sample might be, as it
would only be known after data analysis; but it was assumed that if the facilities were
representative, then the staff mix recruited from the facilities would also be reasonably
representative. Staff could also choose their degree of involvement in the experimental
facilities: they could be directly involved in concept mapping or simply assist by filling out
the questionnaires without having participated in the intervention. It was made clear to
staff at the time of recruitment that they could withdraw at any time. This provision of
choice could lead to selection bias, as those who volunteer may not be fully
representative; a threat to external validity. This, as well as the usually high staff
turnover in RACF creating sample mortality, also risks internal validity (Polgar &
Thomas, 1991).
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Population of Care Plans
The third population is that of the RACF residents’ data, specifically the behavioural care
plans. In Chapter One, it was established that 75% to 90% of residents in RAC will be
displaying behaviours of concern to staff, or BPSD, at any given time. The incidence
and severity of BPSD are inputs to both the RCS and ACFI funding tools for RACF, and
staff responses to BPSD are also evidenced in care plans for accreditation purposes.
Whilst data on the numbers of care plans per resident could not be found in the
literature relating to Victorian RACF, very few residents do not have at least one
behavioural care plan to establish a funding claim; many will have three or more
individually addressing the RCS funding-related questions about behaviours such as
wandering and physical and verbal aggression.
Sample Care Plan Data
For my research, from the representative sample of 15 pre- and 11 post-test RACF, a
sample of 25% of care plans was chosen by randomly allocating to the sample one in
every four of those plans that were available. This procedure was repeated pre- and
post-intervention.

Ethical Issues
Human research is defined as that which is conducted with or about people, or their
data (National Health and Medical Research Council, Australian Research Council, &
Australian Vice-Chancellors’ Committee, 2007). In my research, RACF staff would be
involved in the intervention of concept mapping and in providing data about their
responses to the intervention and their workplace. Data in the form of residents’ care
plans would also be collected and analysed. Ethical human research is that in which the
researcher, designs and conducts the research whilst ensuring as far as possible that
there is respect for, and no harm to, the participants. The expected outcomes should
also be expected to demonstrate some merit or benefit for humanity (National Health
and Medical Research Council et al., 2007). Participants must be informed about the
purpose of the study, give their consent to participation and be able to withdraw from the
research at any time without consequences.
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The FHEC accepted that this research meets the definition of low-risk research, in which
the only foreseeable risk is one of discomfort to participants (National Health and
Medical Research Council et al., 2007). The risks for the facilities, staff and residents
that were identified, and required addressing, are discussed in this section.

This research method was scrutinised by the FHEC for compliance with the National
Health and Medical Research Council (NHMRC) guidelines (National Health and
Medical Research Council et al., 2007) and was granted ethics approval.
Ethical Issues for RACF
Each RACF contacted was informed verbally about the research design, time frame,
processes and risks prior to being asked to participate. RACF management have a duty
of care to ensure that research conducted on-site, with participation by their residents
and/or employees, meets NHMRC guidelines (National Health and Medical Research
Council et al., 2007). The risks to participants in this case resulted mainly from the
cognitive impairment of residents and their consequent inability to give consent to their
data being accessed, and from the inequality in the relationships between RACF
management and the staff who rely on management for continuing employment and
who therefore may feel obliged to volunteer. The main forms of data collection in the
facilities were audits of care plans and concept maps, by the researcher. There were
also questions about staff perceptions of leadership, organisational support and
psychological safety on the staff questionnaire. After each of the facility’s management
gave verbal consent, conditional upon the eventual approval of the FHEC, it was asked
to confirm in writing to the FHEC the facility’s willingness to support the research. The
letter indicated:
•

their intent to obtain informed consent from the next-of-kin of residents for the
researcher to access data;

•

expectations that the researcher would maintain the privacy of resident
information;

•

their understanding of, and agreement to, the commitment of staff time;

•

an acknowledgment of the possibility of having to withdraw because of staff nonparticipation related to feelings of stress or lack of support; and
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•

the ethical requirement not to coerce staff into participating.

Ethical research requires that processes are in place to minimise the impact of
dependent relationships, and facility managers indicated in their letters that there would
be no coercion of staff to volunteer. They also stated that if staff signalled any
dissatisfaction with organisational support or psychological safety in the responses to
their questionnaires, it was to be regarded as an opportunity to address such
perceptions of lack of support as part of their processes of continuous improvement. A
de-identified example of one of the letters is in Appendix 4.
A further ethical requirement was that if concept mapping was found to be successful in
improving care planning and staff knowledge, the control facilities should be given the
option of introducing it to their staff on completion of the research.
Each facility was allocated a code number, thus the identity of each was protected and
known only to the researcher. This also acted to further protect the residents’ data as
they were identified only by the facility code.
Ethical Issues for Staff
Staff participation was voluntary. Participants were recruited by the RACF managers
using information sheets about the research provided by La Trobe University with
contact numbers for further information or complaints. This information was given to
staff again on commencing the post-test, as in the nine-month time period staff may
have forgotten their option to not participate or to withdraw, and newly employed or
recruited staff may not have received the original written material. A consent form was
attached to the pre- and post-test questionnaires for staff. A copy is part of Appendix 3.
Ethical Issues for Care Plans
The RACF were responsible for consulting with individuals and families or guardians
about care and changes to care plans. During this consultation process, in line with their
normal practices, and with the assistance of written information prepared by myself and
approved by FHEC (Appendix 5), consents were obtained for the researcher to have
access to all the residents’ plans in order to select a 25% random sample. To protect the
privacy of the residents, the audit results taken from the RACF were in the form of
numerical scores, with no identification other than the code number of the facility from
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which they had been obtained. Residents or families were also given the researcher’s
and the University’s contact details in case they required more information or wished to
discuss the conduct of the research.

Where there were no family members and the ability for the resident to consent was
questionable, the facility decided whether it was appropriate for the researcher to
access the data in question. RACF are able to use their discretion when deciding what
data to release for research purposes, in line with the statutory guidelines for the Health
and Privacy Principles 1.1 (e) (iii) and 2.2 (g) (iii) of the Health Records Act 2001 (Vic),
by referring to the potential benefits of the research to dementia care, low risk to
residents, my qualifications to conduct the research and the involvement of the FHEC.

Data Collection Tools
A number of quantitative measures were required for the variables in this research, in
the form of interval or ratio scales in the staff questionnaire. Polgar and Thomas (1991)
suggested that a potential problem with the use of questionnaires and scales is that
traditionally such forms of data collection, although cost-effective for researchers, have
a poor response rate by participants. Other data were collected using scored audits of
resident’s care plans and concept maps carried out by the researcher.
The same tools were used for pre- and post-test data collection, with the addition of a
three-point question inserted into the post-test questionnaire asking for staff in the
experimental facilities to rate the concept mapping process using a Likert scale.
Questionnaires
Incorporated in the questionnaire (Appendix 3), and used pre- and post-intervention
were:
•

Edmondson’s (1999) scale, measuring the:
o supportiveness of the organisational context;
o team psychological safety;
o team learning behaviour;
o team-efficacy; and
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o team leadership in goal-setting and coaching;
•

a ten-point scale developed to measure self-assessed competence;

•

a five-point scale developed to measure attitudes to concept mapping;

•

epidemiological data; and

•

a test of knowledge of dementia care that I developed for the questionnaire, since
my search found no such validated test to exist in Australia, nor mention of any in
the international English language literature.

Other Measures Used
These included:
•

a post-test concept mapping rubric measuring the comprehensiveness, accuracy
and organisation of the data of all the experimental facilities available concept
maps (see Appendix 6); and

•

care plan audits used both pre- and post-test for all facilities (see Appendix 7) on
a random sample of 25% of resident’s behavioural care plans.

I also kept a journal of my experiences in introducing the concept mapping, including
issues arising and informal feedback from the experimental facilities during the course of
the research. The journal entries were intended to aid me in the discussion and
interpretation of the results of the experiment.

The Validity, Construct and Use of the Data Collection Tools
Edmondson’s Scales
Edmondson’s (1999) model of team learning, and her scales, with her consent by e-mail
(Appendix 8), were adapted for use in this project for testing the impact of concept
mapping on learning and team work, controlling for the interrelated complexities of
variables within the RACF working environment. Edmondson’s (1999) model of team
learning grew out of an investigation into whether “beliefs about the interpersonal
context vary between teams in the same organisation” (p.352) and what effect this has
on team outcomes. The definitions, the model and the scales which represent it, were
developed by Edmondson out of a preliminary literature review, interviews and
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observations of members of a cross-section sample of eight of 53 teams in the USA
manufacturing industry. Her objective in this process was to verify and operationalise
the theoretical constructs of team psychological safety and team learning behaviour.
The result was a five-section survey evaluating participants’ views of:
•

team psychological safety;

•

team learning behaviour;

•

team performance;

•

internal motivation; and

•

team performance.

Edmondson’s survey was completed by 51 teams, with a significant 90% response rate,
involving 427 personnel; this significant sample size adding to the validity of the results.
At the same time, Edmondson developed a separate observer survey that assessed
teams’ learning behaviour and performance. This was used by 150 team observers, with
a 91% response rate. The results were cross-referenced against the team surveys. As a
further independent measure, a researcher, blind to the original survey results,
conducted interviews with 31 managers familiar with the work of the teams, and scales
measuring team goal-setting, interdependence and context support were developed.
Analysis, using ANOVA, of the psychometric properties of all of the scales indicated
their collective and individual, internal and external consistency, reliability and
discriminate validity at p<.0001. Discriminate validity was further established by the use
of a multi-trait, multi-method matrix for each group of variables.

In my research, the outcomes of team work are defined as team learning, self-assessed
competence or efficacy and team performance in problem-solving and care planning. As
in Edmondson’s original research, the antecedent conditions are considered to be
organisational supportiveness, goal-setting, team-efficacy, team leader coaching and
team learning behaviour, and Edmondson’s scales were used to measure these.
Edmondson (1999) used participant and observer scales to measure the outcomes of
team learning and team performance, including Hackman’s team performance scales,
but these showed poor discriminate validity. I instead developed and tested tools to
measure team outputs for the current research; these were scales for self-assessed
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competence, a test of knowledge development, and audits of care planning quality and
concept mapping quality.

Edmondson (1999) acknowledged that there are some limitations to her model. These
include the possibility that unknown minor variables or events impact on beliefs about
team psychological safety, with a cumulative effect over time. The ongoing nature of
such effects and also of implicit team learning may not be well captured in a single study
such as hers; time series designs may present a more accurate picture of the process
and progress of learning. Furthermore, though her study involved 51 teams, it was set in
only one (manufacturing) organisation, hence the results may not necessarily be
generalisable. There was a possibility that the model may not precisely fit the multi-site
RACF context or be sensitive enough to demonstrate changes within the pre- and posttest methodology.

Edmondson’s (1999) scales were used in this research with some language modification
to allow for usage by staff in Australian residential care. Those changes were piloted for
clarity, simplicity and readability as part of the complete questionnaire in a multicultural
nursing home (not one included in the research project), which drew staff primarily from
linguistically diverse Northern European backgrounds as well as some staff who were
Australia-born. 15 volunteer staff from this RACF filled in the questionnaire in the
presence of the researcher and then were asked for oral feedback. Staff found it took
them from 15 to 20 minutes to complete the questionnaire. A one-word amendment to
language was commonly suggested and was implemented. The concept of self-efficacy
was not understood as a belief in one’s ability to do the correct job effectively.
Therefore, the words ‘team effectiveness’ were substituted for ‘team efficacy’. The
original version of the survey scales is found in the Appendix, p. 382, of Edmondson
(1999). Appendix 3 to this thesis contains the questionnaire used in my research, which
includes a modified version of Edmondson’s survey scales.

Test of Knowledge
It was hypothesised that knowledge would improve as an outcome of staff using the
intervention of concept mapping in a safe supported environment. A validated test of
knowledge was not found in the literature, therefore one was developed for this
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research. Development and validation of the knowledge measurement tool has formed
the basis of a paper that was published by the Journal of Vocational Education and
Training in 2009. The full paper is Appendix 2, and is paraphrased below.

As discussed in previous chapters, staff working as PCW and EN in Australia, who
constitute the majority of staff in RACF, are educated in the VET system. The
Community Services and Health Industry Training Board has approved a dedicated
dementia care competency for those levels of staff, namely: Providing Care and Support
which is Responsive to the Specific Nature of Dementia (CHCAC15A). On the other
hand, RN and other health professionals generally are university-educated, although
some staff in their mid-50’s or older may be RN who have not upgraded their hospitalbased diploma education. As established previously, undergraduate courses have little
dementia-specific content to evaluate, but even if validated tests were available, they
may not be suitable to use for linguistically and culturally diverse staff trained in the VET
system. Knowledge testing and grading has been a controversial issue in competencybased training, as knowledge is seen as an underpinning requirement for competence,
but not an end in itself. Grading of students is, therefore, not encouraged, one outcome
of which is a paucity of discussion and research about the testing of knowledge in VET
(Williams & Bateman, 2003). Furthermore, tools designed to test competence often
have been assumed by VET providers to be self-validating over time or to have face
validity based on repeated use, and, although this is gradually changing, it has resulted
in little research into the validity of competency-based assessment tools (Thomson et
al., 2001).

Logistically it was better to develop a single test for all staff in this research so that the
same questionnaire could be used for all grades of staff. As discussed previously,
implicit learning in the workplace can blur the boundaries between the different explicit
bodies of knowledge required by PCA, EN and RN in relation to certain aspects of their
dementia care practice. Therefore, any applied test had to accurately measure changes
in the knowledge of care staff across and beyond their different levels of pre-existing
qualifications or knowledge. Such a test was more likely to be found in the VET system,
where the majority of staff have been educated and where a prescribed dementia care
competency already exists, rather than in the university system. Nevertheless, such a
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test needed to allow for demonstration of knowledge and understanding at the tertiary
level as well.

A number of VET providers of CHCAC15A-related training were contacted. Ultimately a
test of knowledge of dementia care involving questions about a case study of a resident
with dementia and BPSD, developed by AA to assess the national competency, was
selected. It had face validity as a test used to assess all levels of residential care staff,
but officially only allowed for participant evaluation at a Cert III level and then only at
“satisfactory” or “unsatisfactory” grades. The questions accompanying the case study
were a reflection of the problem-solving model currently used for care planning in RAC,
mimicking the cycle of assessment, problem identification, interventions and care
evaluation. However, staff answers to these questions could, in theory, be graded using
the standards of the Australian Qualifications Framework (AQF) levels from AQF III
(PCW), AQF IV (EN) to AQF VI (RN). AQF VI is considered as an associate degree
level, and whilst it does not exactly equate to a university degree, it represents
adequately the necessary beginning level of thinking required by the mix of universityeducated and hospital-trained RN working in RAC.

Developing a marking schematic based on the AQF in order to grade answers and
successfully validate the scores resulting from the schematic was a minor research
project in its own right and required separate ethics approval for testing on a population
of AA Victoria course participants. The American Educational Research Association,
American Psychological Association, and National Council on Measurement in
Education (1999) criteria for demonstrating evidence of the validity of the scores from
the case study and marking schematic were used. Whilst it is not possible to establish
unequivocally that an assessment score is valid, it should be possible to present
evidence of the:
•

content, or the adequacy with which the test represents the construct it is testing;
in this case the body of knowledge underpinning the dementia competency;

•

response processes, or the appropriateness of the way in which participants have
responded to the test; in the present case it is expected that there is some
evidence that participants responded by demonstrating different applications of
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knowledge at varying levels of thinking, in line with the AQF levels, for problemsolving;
•

relationships, and the consistency of relationships, to other relevant external
variables, for example the fact that all course participants had successfully
completed other assessment tasks measuring competence in dementia care; and

•

internal structure, or the relationship between the test items and the construct on
which the proposed test score interpretations is based; in this case the AQF
levels (The American Educational Research Association, American Psychological
Association, & National Council on Measurement in Education, 1999).

The content, relationship and response processes were found to be sound, and the final
evidence of internal structure was evaluated using discriminant analysis on the results of
132 course participants. The rubric score was found to have correctly predicted the AQF
level of the participant in at least 70% of cases, as demonstrated in Table 7.

Table 7 shows the results of applying the classification procedures. Numbers in the
main diagonal represent correctly classified cases while the off-diagonal entries are
misclassified cases. The procedure does reasonably well overall, with 75.8% of cases
correctly classified.

A more detailed analysis shows that 78.7% of Cert III cases were correctly classified
with 19.6% incorrectly classified as Cert IV and none incorrectly classified as degree.
For the Cert IV cases, 69.6% were correctly classified, 19.1% were incorrectly classified
as Cert III and 20.5% incorrectly classified as degree. For the degree cases, 79.5%
were correctly classified, 10.9% were incorrectly classified as Cert IV and 2.1%
incorrectly classified as Cert III.
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Predicted Group Membership
Education
level

Cert III

Cert IV

Degree

Total

37

9

1

47

Cert IV

9

32

5

46

Degree

0

8

31

39

Cert III

78.7

19.1

2.1

100.0

Cert IV

19.6

69.6

10.9

100.0

Degree

.0

20.5

79.5

100.0

Original Count Cert III

%

Table 7: RAC staff educational level discriminant analysis classification table

Staff in RACF learn on the job and it was expected that there would be some overlap in
scores, particularly between PCW and EN. The tool overall shows enough
discrimination to be used to accurately map knowledge development in RAC.
Self-Assessed Competency Scale
How to measure competence was an issue for the research. The logistics of doing
competency-based assessments of all staff in the workplace would have made that very
difficult. Instead, staff were invited to self-assess their competence against the 13
performance criteria established by the national Community Services and Health
Industry Training Board for competence in CHCAC15A (Australian National Training
Authority, 2003), using a simple10-point rating scale. The scale converted the
performance criteria for the three elements of interpersonal communication, assisting
with activities and minimising the impact of ‘challenging behaviours’ for a person with
dementia to simple behaviourally-specific statements exploring efficacy, beginning with
“when I am at work I can…..”. One extra question regarding their confidence in
providing person-centred care was included as question 14 since this aspect of
competence is not reflected specifically in the national dementia care competency. An
issue in relation to relying on self-assessment is that individuals can be very lenient on
themselves, viewing themselves as very competent and blaming difficulties with
performance on situational factors rather than on their own personality, effort or ability
(Taylor, 2003). The use of behaviourally-specific questions, however, relating

164

competence to workplace behaviour can control the participant’s responses to scales so
that they are more likely to be in line with peer and subordinate appraisal and arguably,
therefore, more representative of a detached or impartial view. Staff could respond on
the 10-point scale from (1) no skill to (10) expert and able to teach others. Given that it
would be unlikely for staff to grade themselves as having no skill or poor skill in their job,
and few would feel able to teach others, it was more likely that they would choose the
scale from (3) limited but developing skills to (9) excellent. It was judged that this would
be sufficiently sensitive to detect changes over time in self-assessed competence.
Concept Mapping Marking Rubric
The use of concept maps in education has been attributed to Joseph Novak and Bob
Gowin (1984) who introduced a theory of teaching and learning in the 1970’s which they
modelled as Gowin’s Vee heuristic. The Vee diagram shows the elements that interact
in the process of knowledge development. The process begins with the “concepts we
possess, which in turn will influence what events, objects and facts we choose to
observe and what records we choose to make” (p.3) in order to create understanding or
new knowledge. In other words, the learner will combine facts, or what is known, with
the process of conceptualisation to facilitate understanding. Novak demonstrated that
concept maps could be used as a visual representation of this process and that it was
possible for a map to demonstrate and evaluate the student’s understanding of the
central concept and their creation of new knowledge (Novak & Gowin, 1984). Based on
their work with science students, those authors used their own experience as a case
study to demonstrate that they could appraise maps, quickly and easily, scoring the
accuracy of facts and the frequencies of both hierarchical linking of concepts and crosslinks made between concepts. Novak and Gowin (1984) scored the presence of crosslinks with a significant triple weighting as this was considered to be evidence of abstract
thinking. There was, however, no attempt at the time to validate the scores from their
marking schematic.

The use of maps as a learning and teaching tool has since been evaluated in a number
of educational settings, citing Novak and Gowins’s (1984) original work on evaluation of
maps for content depicting knowledge and hierarchical links and cross-links that
demonstrate critical thinking. A number of those works are included in the previous
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chapter in Table 3, under the advantages of concept mapping, adjacent to “Maps can be
assessed for educational or research purposes”. Literature searches by BesterfieldSacre et al. (2004) and others (All & Huycke, 2007; Harpaz et al., 2004; Turns et al.,
2000) established and agreed that concept maps had a degree of face validity, having
been used successfully to differentiate between participant’s levels of knowledge and
skill by demonstrating the quality of conceptual understanding. Passmore (2004) refined
the scoring of cross-links and Hsu (2004), Kostoviitch et al. (2007) and others evaluated
mapping in nursing education contexts. There is, however, no apparent evidence in the
research literature of any attempt to validate statistically the results of the use of Novak
and Gowin’s (1984) marking schematic.

By 2004, Besterfield-Sacre et al. were claiming that there was insufficient emphasis on
evaluating the quality of the data in mapping and too much on quantifying the numbers
of concepts and cross-links in maps. They cite work by Turns and Attman (2000) as an
example of this bias. However, it would be reasonable to suggest that in all cases where
mapping could be used to evaluate a course, a student, or a teaching method, a degree
of subjectivity by the assessor is inevitable, as is a degree of ambiguity created by the
brevity of verbiage in the maps, when assessing the quality of the information within the
map. Besterfield-Sacre et al. (2004) decided to develop a marking schematic which,
they claimed, better captured Novak and Gowins’s (1984) original measures of the
quality of a map’s content or “holistic scoring”, as opposed to what they termed
“traditional scoring” with emphasis simply on numbers of links in the map. They used a
simple three-point scale in three categories to assess their engineering students’ maps,
rating the accuracy of the data and the quality of the links. In order to eliminate user bias
in using the scale, Besterfield-Sacre et al. (2004) used two independent staff as
markers.

In developing and validating their marking schematic, Besterfield-Sacre et al. (2004)
assessed engineering student’s knowledge integration in concept maps as they
progressed through their courses from 2000 to 2002. Those authors compared the
“traditional” counting of concepts and links, and their newly-developing “holistic” method
of assessment with the same two expert markers applying both methods. The two
markers were not blind to each other’s results and were directed to arrive at a
consensus score for each method, identifying both the strengths and weaknesses of the
166

maps. T-tests, analysis of variance and regression analysis were applied to scores
derived from the marking methods, and the “holistic” method was found to be more
sensitive in predicting the level of education the student had received. The maps that
had been holistically scored from 1 to 9 were then categorised and scrutinised further,
and common themes in the quality of the maps were identified as elaborated below.

Map Quality Criterion

Summary Comments

Comprehensiveness

Broadness of knowledge; completeness of subject definitions

Structure

Sophistication of the branch structure; contains feedback loops (cross-links)

Correctness

Accuracy of information; spelling and/or grammar mistakes

Naïveté

Naïveté of information; use of misconceptions

Focus

Wrong focus; emphasis in wrong areas

Approach

Narrowness/breadth of approach to subject definition

Organisation

Branches well defined and properly placed

Sophistication

Correct integration of concepts in an organized complete structure

Table 8: Quality of maps marked using an holistic approach by Besterfield-Sacre et al. (2004)
(p.111)

These themes were condensed to three categories and formed the basis of a marking
rubric that scored maps from one to nine, with a structure designed to be clear enough
to be used by other teaching staff (Table 9)
1

2

3

Comprehensivenesscovering
completely/broadly.

The map lacks subject
definition; the
knowledge is very
simple and/or limited.
Limited breadth of
concepts The map
barely covers some of
the qualities of the
subject area.

The map has adequate
subject definition but
knowledge is limited in
some areas. Map
suggests a somewhat
narrow understanding
of the subject matter.

The map completely
defines the subject
area. The content
lacks no more than
one extension area.

Organisation – to
arrange by
systematic planning
and unites effort.

The map is arranged
with concepts only
linearly-connected.
There are few (or no)
connections
within/between the
branches. Concepts
are not well integrated.

The map has adequate
organisation with some
within or between
branch connections.
Some, but not
complete, integration of
branches is apparent.
A few feedback loops
may exist.

The map is well
organized with
concept integration
and use of feedback
loops. Sophisticated
branch structure and
connectivity.
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Correctness –
conforming to or
agreeing with fact,
logic or known truth.

The map is naïve and
contains
misconceptions about
the subject area;
inappropriate words or
terms are used. The
map documents an
inaccurate
understanding of
certain subject matter.

The map has few
subject matter
inaccuracies; most
links are correct. There
may be a few spelling
or grammatical errors.

The map integrates
concepts properly
and reflects an
accurate
understanding of the
subject matter,
meaning little or no
misconceptions.
spelling/grammatical
errors.

Table 9: Concept mapping scoring rubric, Besterfield-Sacre et al. (2004) p.113

Together, two other professors from Besterfield-Sacre’s university marked a random
sample of 30 of the available maps, and inter-rater consistency was established with a
paired t-test showing correlation in all categories except organisation (Table 10). The
latter’s lack of consistency was deemed an outcome of the subjective importance of
cross-links to the markers and it was suggested a five-point as opposed to a three-point
scale may be more sensitive in this context.

Confidence Intervals

Comprehensiveness
Organisation

Correctness

Experts

Mean

Std. Deviation

Lower

Upper

Initial

1.67

0.88

1.35

1.99

Validation

1.63

0.67

1.32

1.95

Initial

1.90

0.66

1.58

2.22

Validation

1.60

0.62

1.28

1.92

Initial

1.90

0.66

1.58

2.22

Validation

1.83

0.75

1.52

2.15

Table 10: Confidence intervals for each category, Besterfield-Sacre et al. (2004) p. 113

The research of Besterfield-Sacre et al. (2004) indicated that concept maps can
demonstrate conceptual understanding and the level of that understanding. Maps can
also be assessed quickly and efficiently using a marking rubric that is sensitive, in an
holistic way, to the complexity of thinking demonstrated in the map. Clearly, inter-rater
reliability had not been established for their rubric, and subjective assessment will
remain an issue. Both the overall convenience samples of 73 students and the interrater sample of 30 were small and discrete, so generalisability of the results is an issue.
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However, in the face of the potential usefulness of mapping and the apparent absence
of any other validated way of measuring the quality of maps, this marking schematic
was adapted to reflect the context of problem-solving for dementia care and used posttest to measure potential differences between concept mapping in the experimental
facilities. The resultant marking schematic is shown below in Table 11.

Level
Comprehensiveness
Subject covered
completely,
/broadly

Organisation
Arranged by
systematic
planning and
united effort

Correctness
Conforming to,
or agreeing
with, the fact,
logic or known
truth.

1

2

3

The map lacks subject
definition; the knowledge
is very simple and/or
limited. Limited breadth of
concepts (i.e. minimal
coverage of potential
assessment data, little or
no mention of the impact
of dementing illness, task,
environment,
psychosocial
environment, health; and
personal history) the map
barely covers some of the
aspects needed for
problem-solving.

The map has adequate
subject definition but
knowledge is limited in
some areas (i.e. much
of the existing
assessment data is
mentioned but
exploration of one or
two of the main areas
of impact on the person
with dementia are
missing). Map suggests
a somewhat narrow
understanding of
problem-solving.

The map is arranged with
concepts only linearly
connected. There are few
(or no) connections
within/between the
branches. Concepts are
not well integrated.

The map has adequate
organisation, with some
within/between branch
connections. Some, but
not complete,
integration of branches
is apparent. A few
feedback loops may
exist.

The map completely
defines the
assessment data for
problem-solving. The
content lacks no
more than one
extension area (i.e.
most of the relevant
areas for discussion
for problem-solving
are mentioned,
including impact of
dementing illness,
task, environment,
psychosocial
environment, health;
and personal history).
The map is well
organized with
concept integration
and the use of
feedback loops.
Sophisticated branch
structure and
connectivity.

The map is naïve and
contains misconceptions
about the subject areas;
inappropriate words or
terms are used. The map
documents an inaccurate
understanding of
dementia and problemsolving.

The map has few
subject matter
inaccuracies; most links
are correct.

The map integrates
concepts properly
and reflects an
accurate
understanding of
dementing illnesses,
health and
psychosocial needs
as well as problemsolving.

Table 11: Concept mapping rubric for dementia care planning, adapted from Besterfield-Sacre et
al. (2004) p.113

169

Care Plan Audit
A recent review of nursing documentation found the methodology and content to be
usually interpreted for individual contexts by the nurses who are documenting that care,
with no universally acclaimed or tested method or audit processes recommended for the
evaluation of such documentation (Saranto & Kinnunen, 2009). In the absence of a
validated tool, I used the recommendations of the Commonwealth Government’s
recommendations for RACF care plans in the Documentation and Accountability Manual
(1999) as an audit framework. The audit employed a forced, four-point, Likert type scale
to evaluate the presence, and quality, of the recommended elements of, or criteria for,
RAC documentation. These elements were problem statements, goals, interventions
and evaluations. Five questions were asked on each element, with a potential score of
15 in each element, and an overall maximum score of 60 for the four elements. The
audit is in Appendix 7. The scale used for each question was:
•

0 = not attained;

•

1 = partly attained;

•

2 = attained; and

•

3 = comprehensively attained.

There are sometimes instances of inaccuracies or inconsistencies in a care plan, and
concerns that it does not accurately represent the problems or care of the resident
(Ehrenberg & Ehnfors, 2001). The care plans reviewed in my research were, therefore,
cross-referenced against other documentation such as progress notes or behavioural
assessments to verify the correctness of content and appropriateness of choice of
problem statements or interventions and evaluation criteria.

Inter-rater reliability was not critical, as in this case a single researcher would rate all the
care plans, but the accuracy of interpretation of the plans and the possibility of bias by
the researcher about the quality of the care plans was a concern. For this reason, in the
first two facilities during the pre-test audits, an RN from a different RACF was asked to
use the audit tool to review a random sample of 10 of the care plans audited by the
researcher, each auditor being blind to the other’s results. A comparison of audit results
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showed a significant correlation between the researcher’s scores and those of the staff
members’, at the 0.83 level for plans from Facility 1 and 0.79 for Facility 2.

Methods for Statistical Analysis
Testing hypotheses requires a detailed statistical analysis. Multiple regression analysis
is a frequently used technique for testing relationships between one dependent variable
(DV) and several independent variables (IV), as in this case. For example, the DV of
knowledge of dementia care may be impacted upon by more than one IV, including
context support, psychological safety and use of concept mapping. Multiple linear
regression allows the relative importance of the correlations between these multiple IV,
separately and together, and a DV, to be identified. In complex real-world situations it
allows the researcher to confirm hypotheses and predict outcomes, for example that a
safe psychological environment is more likely than a supportive context to predict
knowledgeable staff. Multiple regression analysis requires that the data to be analysed
be collected and measured using an interval or ratio scale (Schwartz & Polgar, 2003)
and therefore these scales were used throughout this design.

A more powerful alternative to multiple regression, when testing hypotheses with
multiple DV and IV, is structural equation modelling (SEM). This process is used
primarily to confirm hypotheses about relationships between multiple IV and DV, and
requires a confirmatory multiple regression analysis of factors in the data and
construction of a model in which the data is compared in terms of ‘model fit’, or the
extent to which the covariances predicted by the model correspond to the observed
covariances in the data. If there is not a ‘model fit’ then an alternative model may be
proposed based on an alternative hypothesis (Ullman, 2007). SEM, however, relies for
accuracy on a large sample size relative to the number of variables involved (Ullman,
2007), which would not always be possible in the present research. With small sample
sizes, multiple regression analysis will be used.

Conclusion
The hypotheses postulated in Chapter Three will be tested using data collected by the
tools described and discussed in this Chapter. Definition of terms and some limitations
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of the research design and the validation of data collection tools have been discussed.
The data will be analysed to establish the relationships and strength of the relationships
between the variables cited in the model and hypotheses, where possible using SEM.
When this is not possible other methods of data analysis will be used, depending on the
size of the sample populations.
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CHAPTER FIVE: DATA ANALYSIS
Introduction
This Chapter presents the outcomes of the testing of the hypotheses stated in Chapter
Three, the testing having been based on the tools and methods described in Chapter
Four. The analysis of pre- and post-test data collected from the RACF, in which the
intervention of concept mapping was introduced and sustained over a nine-month
period, is recorded and discussed in relation to the hypotheses. The data consist of staff
perceptions about their workplace culture, competence or efficacy and the impact of the
concept mapping. They also include care plan and concept mapping audits, as well as
measures of staff knowledge. The adequacy of the scales used to collect data in relation
to the RAC context is discussed.

Choosing appropriate statistical procedures for data analysis is of particular importance
when there are complex relationships between a number of variables (Schwartz &
Polgar, 2003). In this project, the Statistical Package for the Social Sciences (SPSS)
Versions 12-14 was used initially to organise and analyse the raw data into frequencies,
distributions and means. These descriptive statistics allowed inferences to be made
about the population samples and in particular about the implications for the external
validity of the sample of RAC staff. The pre-test data were used to explore the relevance
and application of Edmondson’s (1999) theory to the RAC context, and a model for the
RACF was specified from the data. Structural Equation Modelling (SEM) was used to
assess the model fit. The post-test sample was too small for the use of SEM, therefore
the comparison of the model incorporating the impact of concept mapping pre- and posttest was not possible. An analysis of variance and multiple regression analysis were,
therefore, used post-test to assess the impact of concept mapping on knowledge, care
planning and self-assessed competence.

Descriptive Statistics for Samples
The population and sample of RACF were described in the previous chapter. Facilities
number five, eight and 10 of the15 were unable to return any questionnaires from staff
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at the time of the pre-test and subsequently withdrew from the study. Facility 13
provided only two post-test questionnaires and so also was excluded from the data
analysis. The post-test sample of staff was reduced from 148 to 102 staff, and 49 of
these (20%) were represented in both pre- and post-test samples. Table 12 below
profiles the facilities remaining after the withdrawal of facilities 5, 8, and 10 pre-test and
the withdrawal post-test of facility 13. All of the facilities that withdrew were dedicated
low-care facilities and included two of the control facilities. The ramifications of, and
possible reasons for, the withdrawals are discussed in Chapter Six.
RACF

No. of
Beds

1

ForProfit

Not-forProfit

High
Care

60

X

X

2

18

X

X

3

49

4

35

6

High 40

X

Low
Care

Metro Regional Control
X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Low 30
7

High 64

X

Low 26
9

High 38
Low 12

11

60

X

X

12

30

X

X

14

51

15

High 30

X

X
X

X
X

X

X

X

X

X

X

Low 50
RACF that
Withdrew
5

60

X

X

X

8

75

X

X

X

X

10

50

X

X

X

X

13

30

X

X

X

Table 12: Characteristics of participating and withdrawn facilities.

A statistical analysis of the sample workforce, and its comparison with the Australian
population of RAC staff in Martin and King’s (2008) report on the Australian RAC
workforce population in 2007, was not possible until the data collection was complete.
Martin and King’s (2008) figures were based on a 66% response rate from Australian
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RACF but did not differentiate between state and territory, rural and remote or
metropolitan, and neither did they reflect differences between high and low care RACF.
Whilst they are the most recent workforce statistics available, they can only be
considered as a general representation of RACF, and not specific to different types or
locations of RACF. The staff sample from the remaining facilities in this study, however,
closely represents the total population of RACF staff (see Table 6).

Two discrepancies occurred, which may result in sampling error. The first is that the
percentage of staff with a first language other than English is higher in the sample than
in the population under study. Since all of the measures and the intervention required
some element of either written or oral communication, it is possible that this could
negatively skew results, and is discussed in Chapter Six. The second is that the sample
contained a higher percentage of full time staff and of RN or EN, and a lower
representation of PCW and part time workers, than those reported by Martin and King
(2008) to be in the population. This may reflect the fact that full time staff and nurses,
whether EN or RN, may have been more engaged by the concept mapping process and
more motivated to respond to the lengthy questionnaire. One other explanation for the
sample distribution is that those RACF that remained in the study were either high care
or mixed high/low care. Whilst current statistics could not be found, in 2004 high care
facilities were more likely to have full time staff and have a higher percentage of RN and
EN than low care facilities (Martin, 2005).
English as first
language %

Female sex
%

Full time
%

Part time
and casual
%

Hours worked
per week

Age

Population

81.2

93

10

90

16-34

45-54

Pre-test sample

71.6

92

17

73

26.5

47

Post-test sample

76.5

93

16

74

28

45

Table 13: pre- and post-test profile of staff
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Grade

Control

Experimental

Population %

Sample Pretest %

Sample
Post-test %

RN or Div 1

16.8

20.8

16.6

EN or Div 2
and activities

19.1

25

16.7

PCW

64.1

54.2

66.7

RN or Div 1

16.8

23.4

34.9

EN or Div 2
and activities

19.1

29.8

30.1

PCW

64.1

46.8

34.9

Table 14: Pre- and post-test distribution of staff by grade

Adequacy of Scales
Data analysis depends on the type of measurement scale used for data collection.
Schwartz and Polgar (2003) suggested that the choice of measurement scale should be
guided by the desire to collect the maximum amount of information possible about what
is being measured. Nominal or ordinal scales are used to categorise data, and are the
least preferred for research. They are not based on mathematical values, and therefore
produce only a limited amount of information suitable for data analysis, but they are
useful for obtaining descriptive statistics for categorical variables such as sex. Nominal
scales have been used in this research to differentiate between categories or grades of
staff, type of shifts worked, use of English as a first or second language and frequency
of attendance at concept mapping sessions. Ratio or continuous scales are scales that
are the easiest to manipulate mathematically and are preferred for scientific research.
However, the most commonly used scale in this research, and in other health science
research, is the continuous or interval scale (Tabachnick & Fidell, 2007) which allows for
the collection of data about subjective experience, as in this case where staff opinions
about their workplace culture are required. Those scales are disadvantaged by an
arbitrary zero value, but they do represent real numbers expressing a difference in
value, if not the ratios, between differences in value (Schwartz & Polgar, 2003).
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The majority of the interval scales used in this case were those designed by Amy
Edmondson (1999), for which discriminate validity and reliability were established by
that author and discussed in the previous chapter. The reliability of scales is defined as
internal consistency in measuring the same underlying construct (Pallant, 2005). For the
purposes of this research, reliability was established for the scales in the questionnaires
(Appendix 3) by analysing the pre-test data from the sample of 148 staff using
Cronbach’s alpha coefficient. Pallant (2005) stated that a Cronbach alpha of .7 or above
can demonstrate that the scales are reliable for a particular sample, that is, free from
random error. De Bourdeaudhuij et al. (2005), however, claimed that for scales where
there are fewer than 10 items, a lower Cronbach alpha of .5 is acceptable.

Edmondson’s (1999) scales were five to seven-point scales, having between three and
seven items. In the present analysis they were found to have good internal consistency,
with a Cronbach alpha coefficient of between .71 and .86. One exception was a result of
.69, lower than .7 but greater than .5, for a five-item scale measuring staff perception of
psychological safety. Pallant (2005) recommended inter-item correlation as an
adjunctive measure of reliability when the Cronbach alpha is less than .7. Inter-item
correlation indicates the degree to which each item in the scale correlates with the total
score, and the optimal range for correlations is .2 to .4. In this instance, the scale had a
good result, with values ranging from .27 to .43.

Two other scales were developed for this research. The first was an interval scale to
measure self-assessed dementia care competence, and it was included in the staff
questionnaire. This used the national VET Certificate III level dementia care competency
as the basis for a 14-item, 10-point scale, as discussed in the previous chapter. In my
research, the scale achieved a Cronbach alpha coefficient of .96. The second scale
developed was a four-item four-point care plan audit interval scale using the
Documentation and Accountability Manual recommendations for documenting care
planning (Appendix 7). This latter scale achieved a Cronbach alpha coefficient of .79.
Both developed scales have good internal consistency.
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Knowledge Test
As differing grades of staff have differing levels of responsibility, they were expected to
produce differing pre-test mean scores for knowledge, in line with the knowledge
required for them to fulfil their roles and responsibilities in RAC. I confirmed this differing
distribution of scores between grades of staff during the process of developing and
testing the tool used in this research to measure knowledge (Aberdeen et al., 2009).
Staff attitude to learning and the exposure to the intervention of concept mapping were
expected to influence the extent to which different grades of staff in the experimental
facilities would learn about dementia care over the period that they were involved in the
intervention. Some variation in the mix of grades of staff in pre- and post- test samples,
as well as between the control and experimental samples, was also anticipated,
because of the industry staff turnover and the voluntary nature of participation. Because
of this variation in staff grade distribution, and consequently of expected scores, within
and between grades of staff, it was important to be able to differentiate between, and
compare the scores, for the different grades or AQF levels. If scores were compared
pre- and post-test for the entire samples without differentiating between staff grades, a
sampling error would have occurred. For example, if a RACF sample of staff contained
a higher than average number of RN or PCW pre-test than post-test, then their higher or
lower scores as groups would have skewed the facility scores in tests of knowledge. In
this case, the increase in the numbers of RN in the post-test experimental group,
combined with a drop in those numbers in the control group, may have given a false
positive for the knowledge score of the control group. Figure 12 below show the relative
gains and losses in knowledge of the sample populations of staff pre- and post-test,
defined by grade.
group: control

group: experimental
pre or post test
100.00

pretest
post test

pretest
post test

90.00

Mean total knowledge score

90.00

Mean total knowledge score

pre or post test

100.00

80.00

70.00

60.00

50.00

80.00

70.00

60.00

50.00

40.00

40.00

30.00

30.00
RN and above

EN and Actiivities staff

work level

PCA and kitchen etc

RN and above

EN and Actiivities staff

PCA and kitchen etc

work level

Figure 12: Comparison of pre- and post-test knowledge scores, by staff grades
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What was notable was the relative gains in knowledge scores by EN and PCW
compared to those of RN which were slightly less. A Kolmogorov-Smirnov test for the
normality of distribution of the knowledge scores pre- and post-test is in Table 15 below.
This indicates normality of distribution with a Sig value greater than .05.

Pre- or
Post-test

Work Grade

Kolmogorov-Smirnov
Tests
of Normalitydf
Statistic

Pre-test

Post-test

Knowledge score

Knowledge score

Sig.

RN and above

.109

34

.200

EN and activities

.109

43

.200

PCW

.055

68

.200

RN and above

.139

30

.142

EN and activities

.107

28

.200

PCW

.108

39

.200

Table 15: Normality of distribution of knowledge scores pre- and post-test

Tabachnick (2007) stated that outliers can be hazards for the outcomes of multiple
regression analysis. Pallant (2005) suggested that in the case of outliers, a comparison
of the mean with the 5% trimmed mean can establish how much of a problem these
outliers may be in future data analysis. Outliers were found in my experimental pre-test
RN group and in the PCW post-test control group. In this case, the trimmed mean and
mean values were close enough to indicate that there was no need to change the
values or remove the cases, as they were expected to have little impact on data
analysis. The pre-test RN cohort had a mean of 53.93 and a trimmed mean of 53.59,
and the post-test control PCW sample had a mean of 32.90 and a trimmed mean of
32.22.

Staff Perception Scales

The facilities in the sample were chosen to represent the majority of RACF that are
striving to meet accreditation standards and improve on a good or average standard of
care, facilities in which staff were deemed likely to feel safe to speak up and learn from
experience. Edmondson’s (1999) scales were used pre-test to measure staff opinions
and post-test to identify any change relating to the intervention. A seven-point scale
evaluated staff learning behaviour, five-point scales measured opinions of organisational
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support and the safety of their psychological environment, whilst three-point scales
evaluated opinions of leadership assistance, direction and staff self-efficacy.

The pre-test results, in general, indicate that the staff from all the facilities were of the
opinion that their working culture was reasonably safe, supported and well-led, that they
were efficacious, and could learn on the job. However, Pallant (2005) pointed out that
individuals may choose not to complete part of questionnaires, or respond to questions,
and that in human research, missing values from cases are common and may be
problematic. Two short scales measuring opinions about receiving assistance and clear
direction from leaders were not completed in 20.9% of cases, and staff opinions on team
efficacy were incomplete in 23.6% of cases pre-test. In the post-test scales, missing
values made up only 1% of cases, except for the control group’s opinions on selfassessed competence, in which 5% of values were missing.

Pallant (2005) suggested that for the purposes of data analysis, as opposed to
examining data using summary descriptive statistics, cases with missing data should be
deleted list-wise, that is, the whole case deleted when this would lead to elimination of
less than 5% of the sample. The alternative, when there is a large number of missing
values, is excluding cases pair-wise, that is, cases are excluded only when the missing
data are required for analysis. For the purposes of subsequent data analysis in this
research, the cases with a large percentage of missing values were analysed by
excluding cases pair-wise.

Low-scoring outliers were identified post-test for team efficacy, and pre-test for
team safety and self-assessed competence. The trimmed means indicated that
they would have little impact on data analysis, so the scores were retained.
Scale

Mean

5% Trimmed Mean

Pre-test safety

26.08

26.30

Pre-test self-assessed competence

102.79

103.17

Post-test efficacy

10.34

10.39

Table 16: Comparison of mean and trimmed mean where there were outliers in data
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A Kolmogorov-Smirnov test for the normality of distribution of the scores was conducted.
Pallant (2005) suggested that a Sig of more than .05 indicates normality; in this case
there was positive skew with scores of less than .05 reflecting the general positive
response of staff to the scales. Pallant (2002) made the point that many scales and
measures used in social sciences have scores that are skewed either positively or
negatively, which simply reflects the nature of the construct being measured; in this
case that staff are apparently reasonably content with their level of support. A positive
response had been anticipated because facilities included in the research had achieved
accreditation standards that included Standard 1, which requires evidence that
management systems are responsive to the needs of residents, their representatives
and staff, including providing staff education (Commonwealth of Australia, 2009). As
discussed in the previous Chapter under ethics, management of the RACF understood
before consenting to become involved, that staff would be asked about their perception
of the psychological safety of their working environments, including their perception of
leadership. It is likely therefore that management felt that their working environments
would be perceived as supportive by their staff.

Standard deviation appeared to be reasonable for the scales used, with the exception of
self-assessed competence. A possible reason for the spread was the difference in selfassessed competency between RN, EN and PCW. However, when that was explored,
the results were 17.9 for RN, 18.9 for EN and 22.5 for PCW. The spread is consistent
across all groups; nor did the intervention influence this statistic. This phenomenon will
be explored further in Chapter Six.
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Pre- or Posttest
Pre-test

Group
control

N

Post-test

control

experimental

Maximum

Mean

Standard
Deviation

total safety

24

16.00

31.00

23.7917

3.93401

total learning

24

14.00

49.00

27.7083

10.60139

total leader assist

21

3.00

15.00

9.5238

3.77649

total clear direct

24

3.00

15.00

8.7917

3.16199

total team efficacy

24

3.00

15.00

9.6250

2.97544

total competence
experimental

Minimum

24

32.00

135.00

97.0833

26.02326

total safety

124

5.00

35.00

26.5323

5.62433

total learning

123

13.00

49.00

30.9919

8.21184

total leader assist

96

3.00

15.00

10.0104

3.49283

total clear direct

93

3.00

15.00

10.3118

3.53239

total team efficacy

89

3.00

15.00

9.9438

3.39572

total competence

124

14.00

132.00

97.5403

19.71356

total safety

19

12.00

33.00

26.0000

5.39547

total learning

19

11.00

42.00

30.7895

7.89922

total leader assist

19

7.00

15.00

11.5789

2.16835

total clear direct

19

5.00

15.00

11.2632

2.18180

total team efficacy

19

3.00

14.00

9.8947

2.42429

total competence

18

68.00

136.00

102.6111

19.96214

total safety

82

11.00

35.00

26.7927

4.83745

total learning

82

16.00

46.00

31.5244

7.39574

total leader assist

82

4.00

15.00

10.8902

2.80214

total clear direct

82

5.00

15.00

10.8293

3.09442

total team efficacy

82

4.00

15.00

10.4390

2.74918

total competence

83

62.00

140.00

102.8313

19.52411

Table 17: Distribution of results from staff questionnaire

Concept Mapping

It was suggested during the preparatory information and education sessions for
participating staff that, optimally, concept mapping should be conducted fortnightly.
However, only 5% of staff attended an average of two mapping sessions per month. A
total of 73.5% of those staff in the experimental facilities who filled in the post-test
questionnaire attended the concept mapping sessions. No night staff attended a
mapping session. Although night staff made up 10% of the total sample, they accounted
for approximately 40% of those not attending. It is likely that this statistic reflects the fact
that all facilities chose to do their mapping during the day and that part-time night staff
felt no personal incentive to attend.
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Cumulative

Valid

Frequency

Percent

Valid Percent

Percent

no

22

26.5

26.5

26.5

yes

61

73.5

73.5

100.0

Total

83

100.0

100.0

Table 18: Staff in experimental facilities who had taken part in concept mapping

A three-item, five-point Likert type scale with a maximum score of 15 was included posttest to evaluate staff opinions of concept mapping in the experimental facilities. The
three items referred to opinions about whether concept mapping was an appropriate use
of time and if they believed it could improve their knowledge and care planning (see
Appendix 3). In spite of difficulties in finding the time for mapping in the experimental
facilities, staff, collectively, including those who did not attend sessions or who attended
a minimal number of sessions, reported strong approval of the concept mapping
process, and deemed it a good use of time, helpful to care planning, and an aid to
learning. It seems that the influence of concept mapping on staff collectively was
positive and pervasive in the experimental RACF; see Fig 13.
number of CM
attended

Mean total opinion of concept mapping

15.00

none
1 a month
2 a month
less than 1
less than 1 in 3 months

10.00

5.00

0.00
Div 1 and above

Div 2 and activities

PCA and kitchen etc

work level

Figure 13: Staff mean opinion of concept mapping efficiency, ability to improve care
planning and aid learning post-test.
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In all facilities, I assessed every concept map that was constructed during the period of
the intervention, and graded them using the adapted Besterfield-Sacre et al. (2004)
concept mapping marking schematic or scale discussed in the previous chapter. The
intent was to evaluate whether the quality of the maps was consistent across the
facilities and whether a mean result greater than 4.5 out of nine was achieved. The
marks for maps in individual facilities varied little; the average mark consistently was six
to eight out of nine. The exception was facility nine where the quality deteriorated a little
over time from seven to four with an average result of five. The relationship between
concept mapping and care planning was investigated using a Pearson product-moment
correlation coefficient, establishing a strong positive correlation between the two
variables r=0.72.

Structural Approach to Edmondson’s Team Learning Behaviour
Model
SEM was selected as a statistical methodology because of its several advantages over
regression analysis, including its more flexible assumptions, use of confirmatory factor
analysis to reduce measurement error by having multiple indicators per latent variable,
and better model visualisation through its graphical presentation (Tabachnick & Fidell,
2007). In this case, the desirability of testing models overall rather than coefficients
individually, and the ability to test models with multiple dependents reflecting the
complexity of the relationships between variables in the reality of the real world
workplace, were strong incentives to use SEM.

The analysis of the model fit is based on the pre-test data only. A model was specified
based on Edmondson’s (1999) research findings. It was intended to establish the fit of a
preliminary structural model of team learning behaviour for RACF on the relationships
between Edmondson’s constructs shown in Figure 14 below and including, for the
purposes of this research, the impact of the intervention of concept mapping. One
disadvantage of this method is that covariances, on which SEM is based, are less stable
when estimated from smaller samples, and whilst it was just possible to analyse the pretest data, it was not viable to use SEM on the post-test data with the smaller sample; nor
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can SEM resolve causal ambiguities. For this, the researcher’s knowledge, insight and
judgement are required (Ullman, 2007).

Team leader actions

Organizational
support

Antecedent conditions

Team efficacy

Psychological
support

Team learning
behaviour

Team beliefs

Team behaviour
Concept mapping
intervention

Staff knowledge and
care planning

Team performance

Figure 14: A representation of the residential aged care facility model based on Edmondson (1999)

Assessing Overall Model Fit
The structure of the model was guided by Edmondson’s (1999) hypotheses which were
adapted for use in this research, and the pattern of variances and covariances in the
data is consistent with her research findings. There are many measures of fit that can be
used to assess a structural model. Tabachnick and Fidell (2007) suggested using the
following:
•

The ratio of the chi-squared statistic (CMIN) to its degrees of freedom (df)
provides a rough guide to the adequacy of fit of the model. Byrne (2010, p. 55)
concluded that most researchers would find a model with a value of CMIN/df
above 2 to be an inadequate fit which should not be used to test hypotheses
about construct relationships.

•

The next two measures, the comparative fit index (CFI) and the normed fit index
(NFI) range between 0 and 1 with values above 0.9, indicating good fit for the
model.
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•

The final measure, ‘root mean squared error of approximation’ (RMSEA), is a
measure of ‘badness of fit’. Here, the RMSEA values are below 0.08, indicating
adequate fit for the model.
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e5

workpays

e4

access training

exp help

e1

staff info

mistakes

e9

problems

e8
e7
e6
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Team Efficacy

Psych. Safety

rejection
stick neck out
ask help

e13

assist1

e14

.343

.1 0

.444

dark

e10

Team leadership

Supportiveness

e3
e2

e12

assist3
assist2

efficiency1

e26

efficiency2

e27

efficiency3

e28

e52

e11

1

. 27
3

7
1. 3

e21

invite outsiders

e20

speak up
reflect

e18

look for change

e17
e16

get info
difference of opinion

e15

time to think

Learning behaviour

e22

.1 16

e19

knowledge1

e43

knowledge2

e44
e45
e46

knowledge3
Knowledge

e51

CMIN = 636.127 on 397 df giving CMIN/df = 1.602
The comparative fit index CFI = .847
The Bentler-Bonett normed fit index NFI =.686
root mean square error of approximation RMSEA = .064

knowledge4
knowledge5

e47

knowledge6

e48

knowledge7

e49

Figure 15: Structural model of team learning behaviour based on Edmondson (1999) using pre-test
data to calibrate model

The path parameter estimates and associated p-values are shown in Table 19 below.
The p-values are used for testing that the parameter concerned is zero, so small pvalues support the research hypothesis (Tabachnick & Fidell, 2007). Here the p-values
indicate that while the model could be improved, the overall fit is acceptable and the
hypotheses can be tested against components of the model.
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Direct Relationships Between Constructs

Estimate

S.E.

C.R.

P

Psych. Safety

<---

Supportiveness

.444

.096

4.629

.000

Team Efficacy

<---

Team Leadership

.343

.100

3.415

.000

Team Efficacy

<---

Supportiveness

.285

.107

2.672

.008

Psych. Safety

<---

Team Leadership

.107

.068

1.571

.116

Learning Behaviour <---

Team Efficacy

.273

.116

2.351

.019

Learning Behaviour <---

Psych. Safety

1.371

.269

5.091

.000

Knowledge

Learning Behaviour .116

.135

.865

.387

<---

Table 19: Team learning model path parameters and associated statistics

At the top of the diagram in Figure 15 is the measurement model for the two antecedent
constructs, Supportiveness and Team Leadership, which are significantly correlated
(double headed arrow) r = 0.541 1 (p = .000). These constructs are assumed to directly
affect the two team belief constructs, Psychological Safety and Team Efficacy, and
indirectly affect the team behaviour construct Team Learning Behaviour. Team Beliefs
are assumed to mediate the effect of the antecedent conditions on Team Learning
Behaviour which in turn is assumed to directly affect the outcome construct Knowledge
as assessed through the Mr Henderson case study. It could also be said that
Knowledge is assumed to be indirectly affected by the antecedent constructs via the
mediating influences of Team Behaviour and Team Beliefs. Therefore, it would appear
that the model generally confirms the structure proposed by Edmondson (1999). A
notable exception, crucial in the context of this study, is that the outcome of Knowledge
(of dementia) appears to be unrelated to Team Learning Behaviour and all its
antecedents. It would appear that in the pre-test workplaces, the model of team learning
has applicability, but that it alone is not enough to ensure staff have knowledge of
dementia care.

Assessing the Hypotheses Against the Model Components

Hypothesis 1: Staff perceptions of psychological safety in RAC are positively
associated with learning behaviour.

1

Note that the number on the diagram 0.78 is a covariance which when standardised becomes the correlation
coefficient r = 0.541.
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This hypothesis refers to the direct path between the Learning Behaviour and
Psychological Safety constructs. The p-value for this hypothesis is 0.000
indicating that the path coefficient is non-zero and so there is strong evidence
to support this hypothesis.
Hypothesis 2: Staff learning behaviour in RAC is positively associated with knowledge
of dementia and behavioural care planning.
This hypothesis refers to the direct path between the Knowledge and Learning
Behaviour constructs. The p-value for this hypothesis is 0.387 indicating that
the path coefficient is zero and so there is no evidence to support this
hypothesis.
Hypothesis 3: Staff learning behaviour in RAC mediates between team psychological
safety and knowledge of dementia and care planning in residential aged care.
This hypothesis refers to two paths: the direct path between Learning
Behaviour and Psychological Safety (p=0.000) and the direct path between
Knowledge and Learning Behaviour (p = 0.387). Both p-values would need to
be below 0.05 for this hypothesis to be supported, so there is insufficient
evidence to support this hypothesis.
Hypothesis 4: RAC staff perception of efficacy is positively associated with learning
behaviour, controlling for the effects of psychological safety.
This hypothesis refers to the direct path between Learning Behaviour and
Team Efficacy (p = 0.019) and the direct path between Learning Behaviour
and Psychological Safety (p = 0.000). The positivity of both paths coefficients
and the p-values jointly provide fairly strong evidence in support of this
hypothesis.
Hypothesis 5: Leadership and context support are positively associated with RAC staff
perceptions of psychological safety.
This hypothesis refers the paths between Psychological Safety and Team
Leadership (p = 0.116) and between Psychological Safety and
Supportiveness (p = 0.000). Both paths have positive estimates but the pvalues provide only partial support for H5 since the path between
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Psychological Safety and Team Leadership is not significant (i.e. path
coefficient is statistically zero).
Hypothesis 6: Staff psychological safety in RAC mediates between the antecedents of
leadership and context support and the outcome of learning behaviour.
This hypothesis refers to the paths between Learning Behaviour and
Psychological Safety (p = 0.000), between Psychological Safety and
Supportiveness (p = 0.000) and between Psychological Safety and Team
Leadership (p = 0.116). The p-values offer only partial support for this
hypothesis since the path between Psychological Safety and Team
Leadership is not significant. That is, Psychological Safety mediates between
Learning Behaviour and Supportiveness but not between Learning Behaviour
and Team Leadership, or, in other words, this hypothesis is partially
supported.
Hypothesis 7: Staff efficacy mediates between the antecedents of leadership and
context support and the outcome of staff learning behaviour in RAC.
This hypothesis refers to the paths between Learning Behaviour and Team
Efficacy (p = 0.019), between Team Efficacy and Supportiveness (p = 0.008)
and between Team Efficacy and Team Leadership (p = 0.000). The three pvalues jointly provide strong support for this hypothesis.

The Impact of the Intervention of Concept Mapping
Hypothesis 8: The process of team concept mapping mediates between the
antecedents of staff learning behaviour, perceptions of psychological support, efficacy
and the outcomes of staff knowledge of dementia, self-assessed competence and
behavioural care planning.

As discussed, SEM relies on large sample size for accuracy. In the present case it was
found that a valid analysis of the pre-test data was possible but only 49 staff were in
both pre- and post-test data, so use of SEM was not possible to analyse the impact of
concept mapping. It was not possible to evidence any mediation effect of concept
mapping on psychological support and efficacy. Other methods were used to test the
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other relationships between learning behaviour and the outcomes of learning, selfassessed competence and care planning in Hypothesis 8.

Assessing the Effect of Concept Mapping on Knowledge

For the purpose of the following statistical analysis, only those staff who were in both
pre- and post-tests were included, a sample of 49. Figure 16 below shows the mean
total knowledge score derived from the answers to the question regarding the Mr
Henderson case study for the 49 staff in control and experimental facilities who
completed both pre- and post-tests. It is clear that the experimental group exhibited
higher average knowledge post-intervention and that the control group showed very little
change in average total knowledge over the study period. In Figure 16 there is no
reference to learning behaviour, so this is a simplification of the actual model being
used. Figure 17 shows the learning behaviour effect, and it is evident that a very weak
but possibly significant relationship does exist between knowledge gain and learning
behaviour. The regression lines in each chart show the relationship between knowledge
and learning behaviour for the experimental and control groups. While the slope of the
lines is about the same in pre- and post-test experimental and control groups, there
does appear to be a shift in level for the experimental group during the study period.
This has nothing to do with the actual relationship between knowledge and learning
behaviour but does reflect the observation from Figure 16 that the experimental group
improved compared to the control group during the study period, regardless of their
learning behaviour scores. This is useful as it means that the effect of learning
behaviour is constant over time, however, it does not appear to be affected by the
intervention.
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Figure 16: The effect of concept mapping on total knowledge - experimental and control groups.

Figure 17: The effect of time and group knowledge, adjusted for learning behaviour.

In using ANOVA, there is an assumption that each variable and the linear combinations
of variables, have been measured using an interval or ratio scale, and that the data
used are independent of each other and are normally distributed (Tabachnick and Fidell,
2007). There is also an assumption that the samples are obtained from populations of
equal variance, and SPSS, used for data analysis in this case, includes the Levene test
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for equality of variance as part of the analysis of variance analyses (Pallant, 2002). The
screening of distributions of the data used in this case were discussed earlier in the
chapter and were found to be acceptable for analysis. Normality of distribution of
knowledge scores pre- and post-test is shown in Table 15. The ANOVA table in Table
20 shows the SPSS result of fitting the split-plot model to that data. Note that there are
only 43 degrees of freedom for testing hypotheses, which is due to the sample size of
49 minus 6 degrees of freedom required for terms in the model. The time*group effect
gives the impact of the intervention adjusted for the control group. The p-value for this
term is 0.000, indicating a highly significant intervention effect. That is, the intervention
of concept mapping led to a significant increase in knowledge (as measured by the
summative score).

Table 20: SPSS results for split-plot model of knowledge, n=49.

A by-product of this analysis is the significant effect of learning behaviour on knowledge.
The effect is quite small (a unit increase in learning behaviour score leads to an
increase of 0.827 in the knowledge score), but it is significant.

As discussed in previous chapters, some turnover, or attrition, in staff numbers was
expected, and Edmondson’s model allows for this turnover. Edmondson (1999)
postulated that if the antecedents represented in the model in Figure 14 on page183 are
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present, team members will learn in spite of turnover. In the present context of RAC,
turnover and attrition have resulted in the small sample of staff who completed both preand post-test questionnaires. However, if all the post-test sample staff are included in an
analysis of mean knowledge improvement, the results show that staff have learnt as a
group, newcomers as well as those who did not participate in concept mapping. In this
respect, Edmondson’s conclusions were valid, and the collective knowledge of staff did
improve over time. One explanation for this phenomenon is that knowledge of dementia
became embedded in the process of concept mapping and disseminated by staff
through on-the-job communication. Descriptive statistics in Table 21 certainly seem to
confirm this, and they also demonstrate that it was the EN group overall that learned the
most from the intervention. This finding was also reflected for the total sample
population in Fig11 on Page 159. Table 21 below, however, is based on a small posttest sample of 81, with groups varying from four to 11, and the largest group being the
11 RN who did no mapping. Therefore, the results cannot be claimed to be reliable or
generalisable, but they do indicate a trend.

Experimental Group

RN Mean
Scores

EN Mean
Scores

PCW Mean
Scores

N

Pre-test

Pre-test

53.9

46.0

34.84

123

Posttest

Post-test, no
mapping

61.6

68.4

43.8

21

Post-test, <One a
month

83.67

71.8

54.2

45

Post-test, One a
month

62.2

68.0

59.0

11

Post-test, Two a
month

65.0

79

58.0

4

Pre/post

Table 21: Mean knowledge scores for experimental facilities by attendance at concept mapping

Care Plan Score Analysis
Figure 18 below shows the mean care plan scores 2 and 95% confidence intervals for
the control and experimental facilities before and after the intervention. Although there is
a difference in the mean scores of the control and experimental groups prior to the
intervention, it is quite small, indicating that the two groups exhibited similar care plan
2

CPScore = Prob + Goal + Strat + Eval
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performance at the outset of the study. It is obvious from the chart that the experimental
group exhibited a large increase in mean score relative to the control group during the
study period, which can be attributed to the intervention (i.e. the concept mapping
exercise).
Although Figure 18 provides strong evidence 3 to support Hypothesis 8, in that concept
mapping significantly improves care plan performance, it is helpful to have some
statistical support for this assertion. To do this, the study has been treated as a
replicated repeated measures design. The replication comes from the multiple
observations within each facility.

Figure 18 : Comparison of care plan audit scores pre- and post-test

The sample of care plans pre-test was 173 and post-test 189, and the distribution of the
audit scores was reasonably normal, which allowed for an ANOVA analysis. The
ANOVA table below shows that the Group*time interaction is highly significant (p =
0.005) which strongly supports Hypothesis H8 that concept mapping improves care plan
performance. The Group*time gives the effect of the treatment adjusted for the control
3

The fact that the 95% confidence intervals at the post-intervention measure are separated by around 8 points on a
60 point scale indicates both a statistically and a clinically significant difference.
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group effect (Tabachnick & Fidell, 2007). The first term is the effect of the treatment on
the experimental group, and the second term is the change in score for the control
group during the study period.

Table 22: ANOVA table of the group*time interaction

The time*Facility(Group) term also shows that within each group, the effect of time was
different for at least some of the facilities, reflecting a variation in performance that
would be expected in a real world setting where each facility in the experimental or
control groups has responded individually over the study period (Fig 19). Variation
between facilities may be explained by a strong positive correlation between the quality
of concept mapping and the quality of care plans (r=.83). Figure 20 breaks the results
down into the four components of a care plan and indicates that marked improvement
was evident in the identification of problems and the causes of the BPSD, and in
choosing strategies to manage causes. Evaluation of the success of the interventions,
however, remained poor, and this is discussed in Chapter Six.
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Figure 19: Variance in care plan score by facility

Pre- or Post-test
pre-test

post-test

15

experimental
10

potential mean
7.5

7.5

5

mean
0
score
achieved 15

10

control
7.5

7.5

5

0
problem
statement

goal

strategy

evaluation

problem
statement

goal

strategy

evaluation

Figure 20: Comparison of actual and potential mean scores for care plans pre- and post-test.
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Self-Assessed Competence
Surprisingly, self-assessed competence varied little during the research, and there was
minimal correlation between team learning behaviour, self-assessed competence and
knowledge of dementia. A two-way between-groups analysis of variance was conducted
to explore the impact of work level and time on scores for self-assessed competence in
control and experimental groups.

Group: experimental

Pre- or post-test
Pre-test
Post-test

120.00

115.00

Estimated Marginal Means
110.00

105.00

100.00

95.00

90.00

RN

PCW

EN

Figure 21: Changes in estimated marginal means of self-assessed competence in experimental
group pre- and post-test

Group: control

Pre- or post-test

120.00

Pre-test
Post-test
110.00

Estimated Marginal Means
100.00

90.00

RN

EN

PCW

Figure 22: Changes in estimated marginal means of self-assessed competence in control group
pre- and post-test
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Whilst there was some slight deviation in the mean scores (see Fig. 21), there was no
statistically significant effect.

The standard deviation represents the spread of results within each sample of RN, EN
and PCW.
Pre- or
Post-test
Pre-test

Group
control

experimental

Post-test

control

experimental

Work Level
RN and above

Mean
115.2000

N
5

Std.
Deviation
25.64566

EN and activities

97.5000

6

29.92491

PCW and kitchen etc

89.9231

13

22.65488

Total

97.0833

24

26.02326

RN and above

99.1379

29

17.21445

EN and activities

100.9730

37

17.09692

PCW and kitchen etc

94.5517

58

22.14480

Total

97.5403

124

19.71356

RN and above

108.0000

3

18.52026

EN and activities

104.6667

3

10.59874

PCW and kitchen etc

97.5455

11

20.89672

Total

100.6471

17

18.69807

RN and above

104.2759

29

16.81814

EN and activities

101.9600

25

18.02193

PCW and kitchen etc

102.1379

29

23.48970

Total

102.8313

83

19.52411

Table 23: Total self-assessed competence

A belief that oneself is competent could be considered an attitude. Attitudes have an
ego-defensive component that relate to efficacy. Writing for an Australian text on
organisational psychology, Paton and Jackson et al. (2003) stated that attitudes formed
through experience, such as in this case of RAC staff attitudes formed through working,
tend to be held with great confidence, and are more resistant to change. That attitude
about their own competence did not change between pre-and post-testing, in spite of
increased knowledge, is discussed in Chapter Six.

Conclusion
The statistical analysis in this chapter has demonstrated that there is a reasonable fit
between the adaption of Edmondson’s model, originally tested in a manufacturing
industry, and the RAC context. The model controls for some of the variables impacting
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on team work in RACF, allowing for the testing of teamwork interventions. In this
research, concept mapping was found to have a significant impact on team knowledge
and care planning, but not on self-assessed competence. There were correlations
identified between learning behaviour and knowledge scores, and between the quality of
concept maps and care plan improvement. There are, however, a number of limitations
for this study, and these are discussed in Chapter Six.
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CHAPTER SIX: DISCUSSION AND CONCLUSION
Introduction
This chapter examines the findings of the research, relating them to the research
literature, and establishing the contribution to the body of knowledge pertaining to the
responses of RAC staff to BPSD. The limitations of the study are discussed and
directions for further inquiry are identified. To facilitate this examination, the chapter
starts with a brief review of the relevant key themes and research findings from the
literature on dementia care and the context of caring in residential care that underpinned
the theory and hypotheses.

The Context of Caring: Themes and Theories
Chapter One established that knowledge of dementia and understanding of the causes
of BPSD have developed relatively recently in medical history, principally over the last
30 years. This development has sometimes been problematic due to the lack of a
common understanding of the condition, inexact definitions of terms and the absence of
valid research tools. BPSD were found to be a frequent problem for persons with
dementia living in residential care. The consensus in the literature was that staff should
use a collaborative, PC, team problem-solving approach in order to minimise the
incidence of BPSD, but PCC is not commonly used or wholly understood in RACF, and
evidence to support its effectiveness is inconclusive. Establishing best practices in the
care of persons with BPSD also has been hindered by the undervaluing of qualitative
psychosocial research and poor research methods. Further issues are the time lag in
implementing research into practice and an uneven dissemination and uptake of
knowledge amongst RACF staff. Lack of understanding of dementia and BPSD by staff
in RAC has had the potential to affect attitudes about, and care for, persons with
dementia and BPSD. Additionally, care was found potentially to be compromised by the
prevailing culture in RAC.

Chapter Two discussed the RAC context and explored in detail influences impacting
upon RACF care practices. This included the PC critical and analytical approach to
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problem-solving recommended for the management of causes of BPSD, staff prejudices
or attitudes, and feelings of vulnerability or helplessness experienced by staff. Other
variables affecting the quality of care of persons with dementia and the incidence of
BPSD were identified. These were regulation, funding, initial and ongoing training and
staffing levels. In spite of the considerable regulation of Australian RACF, there are
signs of consumer and staff dissatisfaction with the quality of clinical care, and
standards of care planning are sub-optimal.

In Chapter Two, models and theories of dementia care were analysed to establish an
understanding of the basis for current care practices. It was concluded that existing
workplace practices and models or theories of dementia care provide incomplete or
biased frameworks for assessment, and their use is often beyond the scope of practice
of individual EN or PCW. The risk of poor assessment is compounded by the fact that
there is a shortage of RN staff, who in RAC are the staff members expected to have an
ability to think critically and analytically using a high level of knowledge and skills. It was
found that, in general, assessment and care planning are being delegated to less expert
staff.

Hypothetico-deductive reasoning currently is recommended to be used in conjunction
with a Government-recommended problem-solving process, the ‘nursing process’, to
guide assessment and care planning. However, the ‘nursing process’ is not a
meaningful representation of what was advocated in the literature about thinking for
problem-solving. It also requires an expert level of knowledge if a practitioner is to move
beyond simply collecting data to analysing cause and effect. Hypothetico-deductive
reasoning is a linear model of thinking that was found to be biased towards problem
identification, overlooking residents’ personal strengths. It limits inductive reasoning and
the open team discussion of staff and families’ subjective experiences or knowledge of
residents and their care or care needs, which are deemed necessary for PCC. The
exclusive use of deductive reasoning also does not allow for the development of
theories about the hidden causes of BPSD for testing. Critical analysis of assessment
data was not happening, and documentation of care, and care plans, was poor. Care for
persons with BPSD in general was found to be delivered with little thinking and planning,
in other words it was more reactive than proactive, the actual cause of the BPSD being
overlooked and uncontrolled by staff. It was concluded that a combined inductive and
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deductive reasoning process was needed along with opportunities for staff verbal
communication for the purposes of problem-solving, which currently are limited. Further,
it was evident that a way of maximising the influence of the expert staff on the RACF
team as teachers, mentors and critical thinkers for planning and evaluating care was
required.

Chapter Three recorded my search of the literature for evidence of successful,
sustainable strategies to improve individual and organisational responses to BPSD. The
literature was inconclusive on the evidence of the success of current models of problemsolving or management of causes of BPSD. However, I synthesised the trends and
positive results from the literature into a PC assessment model for this research, and
this is depicted in Figure 4.

Concept mapping in ‘spider’ format, was chosen as a means of implementing the
assessment model, instead of the nursing process, as it encourages team critical
thinking for problem-solving using both deductive and inductive reasoning, and has
been reported as a successful teaching, learning and problem-solving tool in education
and industry. Spider mapping format allows for the relationships between the key
concepts and the central concept of the person represented in the assessment model to
be explored. Facts and subjective data are analysed to establish the potential reasons
for staff or family feelings, their beliefs and attitudes and the resident’s behaviours, and
the resulting hypotheses are tested by the group or team against what is evidenced or
agreed upon in existing literature or group experiences. The resulting maps provide the
bases for problem identification, individualised care plans and care evaluations. A
resident’s unique problems and behavioural responses to the problems, are identified as
well as any strengths that can be used to counter the cause of the problems and thus
ameliorate the BPSD.

In implementing changes within RACF, extraneous variables impacting on quality of
care, including team skills mix, attitudes, leadership and management, and the impact of
government funding and accreditation, had to be addressed. The literature also strongly
supported the premise that learning and team work may not succeed without the
antecedent conditions of leadership, management support and psychological safety,
hence these required evaluation and control. Edmondson’s (1999) model and tools were
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selected as the means for controlling for those antecedent conditions. In considering
how to test the success of the intervention of RACF team concept mapping, as a
process for improving the management of causes of BPSD over time, I identified selfassessed competency or self-efficacy, knowledge changes and the quality of care plans
as reasonable indicators of improvements in problem-solving for BPSD.

Against the background, concepts and assumptions summarised above, my eight
hypotheses were developed. Chapters Four and Five detail the method of testing the
hypotheses, the development of tools for testing, and the results. A control group was
used to control for some of the variables that were impacting commonly on all RACF, in
particular the effects of government funding and accreditation processes.

Discussion of findings
The Team Learning Model

Edmondson (1999) claimed to have empirical evidence of the existence of the construct
of team psychological safety. She also developed and validated a questionnaire to
measure that construct as a workplace model. Based on research and discussion in the
literature in Chapters Two and Three, I concluded that Edmondson’s construct was
relevant to the RAC context and the quality of dementia care. Her model of the
relationships between the variables of organisational support, leadership, learning
behaviour, efficacy and psychological safety, and the associated measurement scales,
made possible the control of these variables and the exploration of their impact in RACF
whilst testing the intervention of concept mapping.

Edmondson’s (1999) scales, used prior to concept mapping being introduced in the
participating experimental and control RACF, established scores above the scale mean
for staff feelings of support and safety as well as for their perceptions of leadership and
motivation to learn and work effectively. There was consistency in the scores between
and across the control and experimental RACF. The sample of staff was reasonably
representative, as a group, of the wider Victorian and Australian RAC population of staff
in fully accredited RACF. An overall RACF model was confirmed from the pre-test data
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as closely representing that defined by Edmondson (1999), both supporting her findings
and establishing that the model was relevant to RACF. It was into this controlled
environment that the intervention of concept mapping was introduced in order to
establish whether it could enhance team work outcomes of learning and care planning
when the antecedent conditions advocated by Edmondson were present.

There are two principal concerns about the validity of my RACF results using
Edmondson’s tools and model: the first is my sample size and composition; the second
is the difference between the manufacturing industry in which Edmondson’s research
was set and the RAC context. These concerns are discussed below.

This multiple RACF study, in which each of the 11 RACF constituted a team with
essentially the same goals, was very different from the single manufacturing
organisation with multiple and diverse teams and goals in which Edmondson’s model
and scales were developed and tested originally. Using a small sample of staff and
focusing only on learning and team work for dementia care within RACF, were
constraints necessitated by this study being PhD research with limited resources. Also,
different methods of data analysis were used in evaluating the model; Edmondson used
regression analysis, whereas I used SEM. Whilst Tabachnick and Fidell (2007) stated
that some analysts claim that SEM is viable with as few as 60 participants, SEM
analysis would not have been possible for Edmondson using grouped data from a
sample of 51 industry teams when establishing relationships between the five variables
in her model. Nor was SEM applicable to the sample of 11 RACF teams in this research.
SEM is a ‘large sample technique’, as the covariance in SEM is less stable when
estimated from a small sample size for a large number of variables (Tabachnick & Fidell,
2007). In my case, the small RACF sample size necessitated the total staff of the 11
RACF being analysed as one group of individuals representing the population of RAC
staff in Victoria, rather than as 11 teams. The result was that an acceptable fit was found
with Edmondson’s model for staff working in RACF as a whole, but the 11 individual
RACF teams could not be compared. Attrition in staff numbers, turnover and new
recruitment prior to the post-test meant that it was not possible to reconfirm the model
using SEM and analyse the impact of the intervention of concept mapping on the model.
The sample of staff that had completed both pre-and post-test questionnaires was
reduced to 49. Therefore, it was not possible to accurately measure the impact of the
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intervention on the model, although Figure 17 did reveal a weak but possibly significant
relationship between the intervention and improved learning behaviour using multiple
regression analysis. This result may change with a larger sample and the use of SEM
which is a more sensitive detector of relationships between variables. Before this model
of psychological safety for team learning behaviour can be generalised to the RAC
industry for use in other research, further confirmation with larger samples would be
advisable.

Using only one Victorian RACF may also be more fitting if replicating and verifying
Edmondson’s research was to be the sole aim of a study. Using a single RACF would
allow for a more rigorous comparative analysis of models. It is, though, rare in Australia
to find a facility of over 120 beds (The Australian Institute of Health and Welfare, 2008);
accordingly there are few separate care teams working in any single facility. Matching
the number and variety of teams used by Edmondson to represent all components of a
manufacturing company from design to manufacturing and sales, whilst not feasible for
my research, may, however, be possible for a single large residential aged care provider
occupying multiple sites. The advantage of such research across a larger number and
variety of teams would be that the data could be analysed team-by-team to test the
model with more rigour in the RAC context. The similarities and differences between
learning and team work in effective RAC management, care, cleaning and catering
teams can be explored to gain a better understanding of the factors necessary for team
work and the complex interaction between teams in RAC.

The core concept in Edmondson’s (1999) paper that achievement of learning behaviour
is dependent on psychological safety was supported strongly in this study. My research
has established that there is a now a model that can be used and further tested in RAC
to explore the concept of workplace learning, or used as a basis for controlling for RACF
contextual variables whilst measuring the impact of other interventions such as changes
in skills mix in staff teams. However, when the linear relationships between measured
variables were assessed in this research using SEM, I found the strength of the
relationships to vary somewhat from Edmondson’s findings, and this will be discussed
below in relation to the hypotheses.
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Learning Behaviour
Edmondson (1999) stated that team psychological safety fosters team learning
behaviour, something that she found to be consistent with the organisational learning
theory at that time, and which she reiterated after further research (Edmondson, 2005).
In my research, that premise was confirmed by the testing of Hypothesis 1, using SEM
analysis of pre-test data from the RACF.

However, there was insufficient evidence to support Hypothesis 2 that learning
behaviour predicts staff knowledge of dementia care, and Hypothesis 3 that learning
behaviour mediates between psychological safety and knowledge. Staff learning
behaviour was not directly related to, nor did it mediate between, psychological safety
and knowledge of dementia care and care planning. This differs from the statistically
significant findings of Edmondson (1999) that learning behaviour did mediate between
psychological safety and team performance in the manufacturing industry. That staff
knowledge of dementia care was low pre-test can be confirmed by benchmarking
against Alzheimer’s Australia Dementia Essentials course participants who had been
assessed for beginning competence using the same assessment task and marking
schematic (Aberdeen et al., 2009). The team results for care planning also scored below
average in the audit, based on Australian requirements for care planning defined in the
Documentation and Accountability Manual (Commonwealth Department of Health and
Family Services, 1999). Staff felt safe, and were prepared to learn, as learning
behaviour was present in the 11 RACF in the study, but actual learning did not appear to
be occurring pre-test.

Edmondson (1999) discussed, as an observation from her research, that, whilst learning
behaviour did, in general, predict team learning and work outcomes, it did not always
result in improved learning and team work. My research also found pre-test that learning
behaviour in RACF did not necessarily predict knowledge of dementia care. These
incidences she ascribed primarily to observed conflict between the team leader and the
team, or to interview data indicating poor interpersonal trust within the team, both
situations leading to a lack of perceived psychological safety for the team. Edmondson
(1999, 2004, and 2005) gave a degree of emphasis to the need for workers to feel safe
to explore new ideas or ways of working as a means of learning from experience. In my

206

case, the representative sample of Victorian RAC staff may not have had the
confidence, or sense of safety, to try new things. The mean response from staff to
questions on psychological safety across all the RACF was five out of seven, that is,
staff “usually” feel safe in raising errors, asking for help, being different and bringing up
problems. The exception was with “feeling safe to try things differently”, to which the
mean response was four or “not sure”.

The unique perspectives of individual staff members is necessary for a team to have all
of the information it requires for group decision-making about a resident, and to learn
from the process. If group members are not willing to try things differently and are
reluctant to speak out about their ideas or individual ways of understanding or helping
the residents, then opportunities to change practices and learn from the experiences are
lost to the team. Stasser and Birchmeir (2003) stated that teams can often “overlook
unique information and focus on information that they hold in common” (p.86). This risk
for team functionality and team work outcomes was discussed in Chapter Three as
‘social loafing’ and the social impact of team work. It is more likely to occur when team
members are not rewarded for bringing new ideas to the team’s attention. Feeling safe
to raise problems with work and other staff members is quite different from feeling safe
to ‘stick your neck out’ through expressing a possibly unacceptable opinion about how
team work is done or about a resident’s care. The latter risk is the one that, pre-test,
staff seemed to be uncertain they should take. As discussed in Chapter Three in the
RACF context, staff may be deriving comfort from, and feel safe in, completing routine
tasks, learning the rules and knowing how everyone is supposed to work and think. The
team therefore is not confronted by anything new from which to learn. They may feel
safe asking for help, safe in the routine tasks they perform but not safe in raising
potentially controversial issues or challenging team practices. It could be argued that in
my research, team involvement in concept mapping allowed open discussion of feelings,
about both work and residents. It is also possible that the team discussion in this
research became a catalyst for reviewing and challenging knowledge that was held in
common, and for giving to a curious minority a voice that was heard and attended to by
the majority, as described by Nemath and Nemath-Brown (2003). The outcome was
discussion, with new learning, during the team concept mapping, and subsequent
willingness to talk to other staff in the workplace thus delivering something new to the
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wider RACF staff at a later date. This may explain the strong improvement in knowledge
post-test.

Edmondson (1990) speculated that teams involved in highly routine tasks were less
likely to have the opportunities to learn and improve from experience than those
involved in unconstrained tasks such as design or problem-solving. The current funding
and accreditation systems in Australia have been discussed as limiting or constraining
staff thinking, problem-solving and care planning. A literature review by Pearson (2006)
identified clearly that Australian RAC staff at that time had a dominant attitude of
compliance with management directives. As discussed in Chapter Three, management
of RACF may encourage a culture of valuing timely completion of tasks, such as
showering, over more creative person-centred problem-solving. This task-oriented, ruledriven culture may contribute to the degree of uncertainty that RACF staff felt about
trying to do things differently, and may be another explanation as to why my data
indicated that staff, pre-test, were not learning on-the-job from interpersonal risk-taking
in the way in that Edmondson (1999, 2005) envisaged.

I surmise that the staff, pre-test, may have felt a degree of safety in that they believed
they could raise problems and not be blamed or rejected for errors or differences, as
long as they worked within, and did not challenge, the dominant and familiar culture of
task completion and routine. That they were ambivalent about trying or speaking up
about new approaches to care, or considering new ways of thinking about care,
supports this. This in turn may have decreased their opportunities to learn and, in part,
explain the below-average pre-test knowledge and care planning quality in the RACF.
The intervention of concept mapping to encourage reflection, problem-solving and care
planning had a minimal impact on team learning behaviour. It is conceivable that this
was because, although it offered staff opportunities to speak up and learn in their teams
or groups, it did not greatly challenge an embedded task-focused RAC culture, and
something more was required.

Self-Efficacy

Zulkosky (2009) defined self-efficacy as belief in one’s ability to perform specific tasks.
Efficacy is also equated in my research to self-assessed competence. The research of
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Bandura (1982, 1989, 1993) was discussed in Chapter Two as linking efficacy to
improved thinking and performance. Those authors made the point, as Edmondson
(2005) did, that people who are efficacious are more likely to use their cognitive skills to
reflect on personal performance, set high-level goals and achieve those goals by
visualising what success would look like, rather than dwelling on any negative
consequences of chosen actions. Efficacious people are likely to learn from their
experiences. People who believe they are not efficacious are more likely to think less
clearly, and be less persistent and less competent (Bandura 1989).

Edmondson (1999) found no support for her hypothesis that team efficacy, a belief that
the team could do its work effectively, would be directly or indirectly associated with
learning behaviour, and argued that this strengthened the core argument that engaging
in the process of learning is dependent primarily on psychological safety. She concluded
that the team’s perception that it would not be punished for well-intentioned risk-taking is
more important to establishing opportunities and inclinations to learn than a belief that
the team can do its job. Edmondson’s (2005) later work no longer included the notion of
efficacy as an antecedent condition for team learning in the model. However, in this
research, Hypothesis 4, that aged care staff’s perception of efficacy is positively
associated with learning behaviour, controlling for the effects of psychological safety,
was supported using SEM with the pre-test data. In RACF, staff perception of team
efficacy is positively associated with learning behaviour, controlling for the effect of
psychological safety. Hypothesis 7, that team efficacy mediates between the antecedent
conditions of leadership and organisational support and the outcome of learning
behaviour, was also supported. Clearly there are some differences between
Edmondson’s findings in the manufacturing industry and these in the RAC context. She
did state that a limitation of her 1999 study was that it could not conclusively differentiate
team psychological safety from related constructs such as efficacy, whereas the use of
SEM allows more flexibility in modelling causal relationships.

Whilst Hypothesis 4 was supported with pre-test data, some incongruity arose when the
post-test data were examined. Team efficacy had a mean score of 10 out of 15, an
above-average score, and individual self-assessed competence, or self-efficacy, scored
out of 140, ranged from means of 89 to 115 (Table 23). There were no statistically
significant differences in efficacy and self-assessed competence between pre- and post209

tests, and only a slight deviation in scores in learning behaviour post-test in the
experimental group. Antecedent conditions of leadership and organisational support
were in place, learning behaviour was evident, and the concept mapping did improve
knowledge, but the question that remains is: why did staff attitudes relating to their
competence or team efficacy remain static in spite of the increased challenge to learn
and care plan differently? Chapter Two raised the possibility of staff lack of knowledge
of dementia care, and this was confirmed with pre-test data. This apparent knowledge
deficiency was discussed as having the potential to harm residents and be a source of
increased staff distress or prejudice. Chapter Two concluded that care plans in general
were probably of sub-optimal standard, which again was confirmed by the pre-test audit,
and whilst there was considerable improvement post-test, especially in relation to
accurate problem identification (Fig. 20), care plans remained sub-optimal. Knowledge
was sub-optimal pre-test and improved after concept mapping. Knowledge pre-test was
found to be sub-optimal in spite of staff members’ beliefs that they are efficacious and in
spite of the presence of staff learning behaviour. It would seem to confirm that the
challenge to knowledge and practice as well as the opportunity to learn about dementia
care, provided by the intervention, were needed in order to harness that sense of
efficacy as a mediator for actual learning. The issue of staff feeling competent, and as a
team efficacious, yet not possessing the level of knowledge for adequate care planning
and care provision, is a quality-related concern for management within the industry and
an ethical concern for professionals. Brown & Latham, 2002 suggested that setting
personal behavioural or learning goals is linked to higher self-efficacy, and it seems that
staff did set themselves learning goals, which they achieved. As learning usually entails
an understanding that there is a need-to-know in order to become more competent or
efficacious, it would seem that it should have challenged the sense of efficacy and
competence of staff post-test.

Further support for the mediation effects of self-efficacy was found in the work of
Nielsen et al. (2009), which was a Danish study of 274 PCW and nurses in aged care, a
context similar and relevant to the present research. Using SEM it was demonstrated
that team efficacy, but not self-efficacy was found to partially mediate the relationship
between transformational leadership and job satisfaction. Those authors suggested that
the reason for this is that transformational leaders require a team to achieve goals and
an efficacious team can overcome individual member’s low self-efficacy. This rationale
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presupposes that there were some staff who felt they lacked efficacy, but if there were, it
was not made clear in the report. In my research, both team efficacy, measured with
Edmondson’s (1999) scale, and self-efficacy, in the form of self-assessed competence,
scored well above the mean. It was team efficacy that was included in my model, and in
Hypothesis 4 was found to promote learning behaviour directly. In Hypotheses 7, team
efficacy was found to mediate between the antecedent of leadership and the outcome of
learning behaviour.

An alternative view of efficacy and ability is offered by Weick (2002), in an essay on
organisational learning for the British Journal of Management. He suggested that those
in the workplace with the least learning are the most certain they can do the job and,
conversely, that increasing information increases doubt and paralyses actions. This
theory offers an explanation for the certainty of the sample population of Cert III level
workers in this research about their efficacy and competency, and the dichotomy
between this and their knowledge of how to do the job. Nieuwenhuis and Woerkom
(2007) reviewed the literature on the effectiveness of the workplace as a learning
environment and found contradictory evidence. Those authors did, however, concur in
their conclusions with Edmondson (1999, 2004) and Weick (2002), making the point that
low-grade, time-poor workers doing routine tasks are less likely to learn in the
workplace. When those findings are related to the RAC context, they provide a potential
rationale, not only for why PCW and other staff may not previously have developed a
good knowledge of dementia care, but also why they rate their competence and efficacy
so highly. A largely part-time and Cert III trained workforce may be comfortable with the
certainty of lack of knowledge whilst believing themselves efficacious and competent,
substituting the safety and certainty of routine task achievement for the risks inherent in
the challenges of reflective learning and trying new ways of caring for residents with
BPSD.

Prejudice also needs to be examined as an attitude that has the potential to encourage
staff distancing from, and ignorance of, the person behind the dementia without
detracting from a staff belief in their efficacy and that the tasks inherent in the job can be
completed efficiently, even while the resident is ignored. This thesis has found evidence
in the literature, presented in Chapter Three, that prejudice does exist in RACF in
Australia and elsewhere, and that such prejudice can inhibit a person-centred approach
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to problem-solving and care planning. In other words, staff believe they can do a good
job whilst objectifying the resident and neglecting important aspects of care. This notion
is supported by a study by Brodaty et al. (2003) in which a sample of 647 Australian
RAC staff found that they perceived residents in more negative than positive ways, but
still felt they did a good job of caring.

Zulkosky defined self-esteem, “an attitude of realistic respect for a favourable
impression of self” (2009, p.98), as a concept related to efficacy. Self-esteem is an
attitude, one that is not easily changed, with an ego-defensive component, discussed in
Chapter Three. The findings of my review of the research on staff knowledge, skills and
attitudes in Chapters Two and Three are typified by the outcomes of a study of 58 RN
and EN working in Australian RACF by Tuckett et al. (2009). Those authors reported
that the nurses perceived themselves as an ageing workforce in need of rejuvenation
and resourcing, and overburdened by accreditation and documentation. I would raise
the possibility that, whilst staff may believe they can individually and collectively do the
job, they are also influenced in some fashion by a lack of self-worth and an attitude of
helplessness. This attitude will be grounded in perceptions of themselves, their work
and their workplace which may or may not be valid. West (2003) made the point that
managing normal work demands and meeting goals can have a beneficial impact on
team work and innovation; however, under circumstances of duress, or excessive work
demands, stress can result in a learned helplessness. It is therefore conceivable that in
Australia, years of stressful changes in legislation, reduced funding, community attitudes
that devalue the aged and those with dementa, as well as staff shortages and lower
rates of pay than in the acute sector, as discussed in Chapters One and Two, have led
to a collective though subtle belief by RAC workers in their own lack of worth and in
helplessness. There may be a self-protective though somewhat paradoxical belief that
the community does not appreciate or value their work, and that although they are
helpless to change this, they are nevertheless doing as good job as is possible under
the prevailing conditions. This notion is supported by the research of Davison (2007)
into the impact of dementia care education for 90 staff in four Victorian RACF. She
found that in spite of an increase in self-efficacy, organisational factors stopped staff
using new knowledge and skills. If a sense of being devalued and helplessness does
exist in RAC, then a sense of efficacy may be a protective attitude adopted by staff.
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If the perceptions and attitudes described above are prevalent, it would not be enough
to provide information and education to improve knowledge and encourage the
visualisation of improved care in order to challenge their sense of efficacy or
competence. Staff will continue to adopt the personally protective attitude that they are
already doing a good job, and unless that is actively questioned they may continue to
believe that changes in practice are not strictly necessary. In this research, the
emphasis was on encouraging staff to believe in their psychological safety, giving them
the confidence to speak up during concept mapping about their work and to learn from
their experiences, rather than on challenging their competence or efficacy. Concept
mapping in a safe psychological environment may, in fact, have reinforced their attitudes
of competence and efficacy and so encouraged learning, thereby reaffirming already
entrenched and favourable impressions of self.

My research provides evidence that lack of knowledge and skill in care planning on the
part of RAC staff co-exists with their strong belief in self and team efficacy. The
dichotomy between these beliefs may be related to staff attitudes of low self-esteem,
prejudices and helplessness related to factors beyond their direct control and
compensated for by their self-affirming attitude that they are doing the best job they can.
This attitude, however, has the potential to perpetuate poor knowledge and care,
diminish PCC, cause harm to residents and generally prejudice the quality of care
provision. I conclude that a sense of efficacy and learning behaviour are important
contributing factors to knowledge development and improved practices, but there is a
need for further research into the number of extraneous variables impacting on selfefficacy.

Leadership and Organisational Support

Whilst staff turnover generally was expected during the research, I did not anticipate
such high management turnover. The most recent statistics for staff turnover in Australia
were those from Richardson and Martin (2004), giving a 25% turnover of PCW and a
20% turnover of nursing staff per annum in Australian RACF. However, in the sample
RACF, both of the control facilities and five of the experimental facilities had a combined
64% turnover in management, and therefore in leadership, during the nine months that
the intervention was in place. In all but two cases, the departing managers were going to
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a similar job elsewhere. One manager left and another retired, both with little notice. It
would be reasonable to expect that this would have had a large impact on staff sense of
safety and support, but in comparing the pre-test and post-test results of the
questionnaires, the difference was not evident. Perhaps this high rate of turnover
reflects the difficulty leaders and managers are having in a continuously challenging,
changing and under-funded industry. Tuckett et al. (2009) provided the most recent
available picture of the feelings of the Australian RN aged care workforce from
unstructured interviews of 58 staff about their care and their working environment.
Content analysis was used to generate themes of the RN RAC workforce being “poorly
paid, overworked, undervalued and critical of staffing numbers and levels of education”
(p.2610). Although that was a small sample, the themes are consistent with other
workforce research from Australia (Martin, 2007), Sweden (Hasson & Arnetz, 2008) and
the USA (Zimmerman et al., 2005).

Edmondson (1999) found that leadership attributes were not as important as context
support. However, her definition of leadership was restricted to what she defined as
coaching, or team leader assistance and direction setting. In her regression analysis of
the relationship between team leadership, context (organisational) support and
psychological safety, she found leadership at p.06, less significant than context support
at p <.001. In my RAC research, leadership and context support were positively
associated with psychological safety, supporting Hypothesis 5. However, both
Hypotheses 5 and 6 confirm Edmondson’s findings that leadership was less significant,
at p.116, in its influence on learning behaviour, than organisational support at p.000.
This result contradicts much that is reported in the research literature and recommended
by peak bodies, and discussed in earlier chapters in this thesis, about the value of team
leadership. The issue, however, may be with the definition of the role of leader used in
this research, or with staff expectations of leadership, rather than with the concept of
leadership in its broader sense.

In Chapter One, peak bodies, industry experts and academic researchers were quoted
as recommending leadership as a means of ensuring quality care. In Chapter Three, the
need for team leadership was discussed with reference to the research literature, and it
was concluded that a tertiary educated leader providing clinical guidance may motivate
the team towards collaborative person-centred care. The sample of staff in this research
214

was closely representative of the Australian RAC context but contained 4% more RN
than the average, so theoretically there were individuals able to give leadership and
guidance in each facility. However, although staff generally felt that leadership was
significant, they did not perceive it to be as important to them as context support. Their
responses to the questionnaires specifically indicated that a leader initiating
brainstorming meetings, consulting on problems and giving clear direction or clinical
guidance, was not as important as the receipt of information, help, rewards and formal
training from a supportive organisation. Conceivably, this could support the argument
that attitudes of helplessness, combined with a task-focused culture and reduced
opportunities to learn, mean the value of clinical leadership has been subordinated to
the importance of management support in accomplishing and being rewarded for day-today work.

Goal-setting by leaders was discussed in Chapter Four as aiding teamwork in problemsolving and goal achievement as well as the facilitation of learning. An alternative view
of the RAC staff responses on leadership and organisational support may be that
supportive management, who set and direct staff to achieve organisational goals that
are seen as supportive of staff and their efforts to care appropriately, can generate a
sense of psychological safety. For example, a management goal of ‘maintain
recommended staff-to-resident ratios’ may be viewed as important and supportive by
staff who have their own goals of ‘getting the job done’. Conversely, staff may suffer
some discomfort when professional clinical leadership presents them with challenges to
learn and do things differently. This notion found some support in my research which
showed that staff were hesitant to try things differently in the experimental RACF. The
mean response to that question was 4.12 out of seven pre-test, and 4.26 post-test. Of
all of the questions relating to feeling safe this aspect of ‘trying to do things differently’
scored lowest, the mean result of the other questions ranging from 4.55 to 5.99. This
may also offer an explanation as to why a task-oriented model of care and poor
collective care planning appear to prevail.

The key characteristic of transformational leadership is that it is a collaborative approach
to creating shared vision and to setting goals to achieve that vision. As discussed in
Chapter Three, shared vision can, theoretically, become a basis for change and team
and organisational learning, however, it is quite possible that the transformational model
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of leadership is rare in the constrained working environment of Australian RACF. In a
facility where the clinical coordinator is an EN, that person may not have the depth of
knowledge and confidence required to provide adequate clinical leadership, or where an
RN has that role combined with that of facility management, then general management
may be more of an imperative than day-to-day clinical leadership. The discussion of the
research literature in Chapter Three established that leadership, and clinical leadership
skills, rarely are taught to RAC staff. Staff may not, therefore, have experienced
transformational leadership and are more likely to be experiencing that form of
leadership described by Sinclair (2007), and discussed in Chapter Three, in which
leaders demand obedience or compliance out of loyalty rather by encouraging a
collaborative achievement of a shared vision or goal. In that model of leadership, the
pursuit of organisational goals is given precedence by leaders, because their jobs are
reliant on achieving them, even when those goals conflict with attainment of resident
care goals.

This research cannot offer a verified reason for the situation that, whilst both are
important to perceptions of psychological safety, staff appear to devalue leadership and
value organisational support. The complexities of the use of organisational power in
RACF merit further research. Whether staff are considered by management, who have
coercive power, to be resources with which to achieve organisational goals, including
those of regulation and funding, or whether the leaders’ powers of inspiration and trust
are used to empower collaboration in achieving client goals is moot. The truth, in all
probability, lies somewhere between the two points of view. A text by West et al. (2005)
advocated consideration of the workplace in its social context in order to safeguard
against institutionalised thinking where everyone defers to the wishes of the most
powerful at the expense of creativity. The RACF social context is complex. It has been
described in this dissertation as including management, staff, health professionals,
residents, families, GPs, accreditation teams and others, all with unique, often differing
and sometimes unaligned goals. Social collaboration in goal setting, and the use of
collective critical thinking to prioritise and plan creative ways to work together to achieve
goals, would still require flexibility and collective acceptance of the wielding of
individuals’ power, when appropriate, on the part of the team. It is a perspective that has
been endorsed in this study, but one which would be difficult to research given the
complexity and co-dependency of the bases of power and influence in RAC which
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include not only local leadership and management but potentially also the medical and
nursing professions, government, and prevailing community attitudes and cultures.

Concept Mapping as a Tool for Developing Knowledge and Care
Planning
Hypothesis 8 was strongly supported in that there was a significant statistical
improvement in staff knowledge and care planning as a result of the concept mapping
intervention, although there was no significant improvement in self-assessed
competence. However, the average care plan scores did not achieve their potential
mean, post-test. Improvement was significant, but more improvement is required if the
care plans are to be claimed as representative of quality care delivery.

Edmondson (1999) stated that psychological safety was an important prerequisite for
learning but not enough to ensure learning. She recommended a structured, collective
learning process for the team or group, one that encouraged an oral rehearsal of action
and reflective learning. In my research, that learning increased significantly, after the
intervention of concept mapping was introduced, supports that premise. Also clear from
Figure 13 was that staff felt the process was a good use of their time and an efficient
way of planning care and learning. A longer period of mapping, however, could have
enhanced the strength of the evidence in support, or in negation, of the hypotheses. In
the present research, because organisational change takes time, a longitudinal study
with pre-test measures and then post-tests at nine months was chosen. Nine months
was a choice partly associated with the length of candidature for a PhD.

Staff turnover and attrition reduced the number of staff who had completed both preand post-test questionnaires to 49, a small sample size. The findings would have been
strengthened by a larger sample. New staff were recruited to the facilities between the
pre- and post-tests, during the course of the intervention, so that the total sample of staff
engaged post-test was 102. This sample represents the reality of RAC in which there is
a significant turnover of staff. New staff could elect, or not, to join in the mapping and
some did; some did not. When the post-test experimental and control groups were
compared, and those staff in the experimental RACF were allocated to groups,
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depending on how much mapping they had attended, there emerged some evidence to
support Edmondson’s (1999) assertion that an embedded process for reflection and
team learning may overcome changes in team membership. Staff in the experimental
RACF who had not attended any mapping sessions had still increased their knowledge
over those in the control group. Staff who attended concept mapping more frequently
scored their approval of the process higher (Fig 13) and learned more, but even staff
who did not attend the mapping sessions still approved and learnt, presumably from
communicating with staff who did attend. These findings need further and more discrete
study before such claims can be confirmed. The implication for the industry is positive in
that it indicates that if there is active thinking and learning occurring within a sub-set of
staff, all staff in the facility are likely to benefit, as theorised in Chapter Three. Whilst
knowledge of dementia care was measured in isolation in this research, concept
mapping is an holistic approach, and it would be useful to look at its impact on other
aspects of working knowledge required by staff, for example in knowledge of palliative
care, risk management for residents and depression.

A systematic review for the Cochrane Library of the effects on professional practice of
holding educational meetings involved 81 trials in which more than 11,000 health
professionals participated. The review found that the median adjusted difference in
compliance with recommended practice was reported as 6%, with a range of between
1.8% to 15.9% (Forsetlund et al., 2009). In my research, it was care planning that
represented compliance with recommended practice in dementia care, and care plan
scores showed statistically significant improvement in the experimental facilities. The
overall improvement in care planning scores was found to be over 50%, the mean score
pre-test 13.66 and post-test 21.12, exceeding that found in the Cochrane review.
However, the pre-test scores were very low in spite of the achievement of accreditation
by the RACF in the sample, and improved care planning scores remained in the lower
half of the scale (Figure 20). As the improvement was significant, it is conceivable that if
staff had had more time engaged in the intervention, an even greater improvement may
have resulted.

There was a strong correlation between the quality of the concept mapping scores and
the care plan scores, and variation in the gains in care planning scores between the
experimental facilities (Fig 19). My journal indicates that the quality of the maps was
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probably linked to who led the process. Those facilities that were able to assign the
process to a dedicated and engaged RN leader (for example facilities four and six) were
more successful than those that left it to a group of EN and PCW staff (for example
facilities two and nine). Areas in which care plans did show considerable improvement
overall was in the accuracy of the problem statements (100%) and in the relevance of
the goals (50%) (Fig 20). In Chapters Two and Three, the importance of correctly
identifying the causes of the BPSD and setting common goals for the team in managing
those causes was highlighted. In Chapter Three, goal-setting theory (Brewer & Skinner,
2003) was discussed as a motivational theory. If RACF teams and individuals have clear
resident goals, they should perform better. In this research, goals were set by the team
during concept mapping and documented in the care plans. In theory, this should have
increased staff motivation to achieve those goals and enhanced team work. Motivation
was not directly measured in this research. However, the fact that staff not directly
involved in the concept mapping were also learning from the process indicates that
there was a degree of motivation and enthusiasm from participating staff that they
communicated, along with their knowledge gain, to those not involved. Testing this is an
issue for future research.

De Bellis (2006) concluded in her research of Australian aged care practices that PCW
were non-nurses doing nursing work of a poor standard and developing inadequate care
plans to support the RCS claims. She found that evaluation of care plans was
particularly poor, generally limited to a ritual of signing-off by staff every month,
indicating that they were found to be ‘effective’ for each resident. My findings from the
care plan audits in Figure 20 are consistent with Be Bellis (2006). There were no
evaluation criteria, and plans were ritualistically signed off. The complete audit tool is
Appendix 7, which includes the following criteria for measuring the effectiveness of the
staff evaluation component of their care plans:

1. Evaluation criteria are specified;
2. criteria are observable and measurable;
3. evaluation criteria are clearly linked to the achievement of specified goals;
4. timing is specified; and
5. evidence of a resident review, reassessment or referral is present.
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The score range was zero to three for each audit criterion; however, the RACF achieved
a mean of zero for criteria one, two and three, and one each for criteria four and five,
giving a mean post-test score of 2.1 out of a potential 15 for the evaluation of care plans
from the experimental RACF and 2.0 for the evaluation of care plans from the control
RACF. The quantitative evidence suggests that concept mapping made little difference
to the documentation of care evaluation, although anecdotal verbal evaluation did occur
frequently during my contacts with the experimental facilities over the course of the
research. Staff reported that strategies they had implemented to minimise BPSD
‘worked’, meaning that the behaviour of concern for them had reduced in frequency and
intensity. Rarely was this found to be documented at the time of the audit.

The discussion in Chapter Two concluded that assessment and critical thinking for
problem identification and person-centred care planning is not well accomplished in
RACF in Australia or internationally; however, nothing was found in the literature that
singled out care evaluation as a particular weakness. An Australian text book covering
aged care nursing documentation placed emphasis on progress notes and care
planning but did not discuss evaluation of care (Richmond, 1997). Two Australian texts
on the assessment and care of older people do not have a contents or index listing for
the evaluation of effectiveness of care; nor was any reference to the topic found in the
texts (Koch & Garratt, 2001; Nay & Garratt, 1999). EBP is mentioned in Nay and Garratt
(1999), but only in relation to the broader topics of aged care research, not care plans.
The emphasis in all of these texts is on assessing residents and responding with
interventions or actions that meet needs, with no reference to how to evidence that the
need in question had been met. That this emphasis on reacting to a perceived need
with action, rather than on thinking about the cause then setting and achieving a
measurable goal, is common in practice would seem to be supported by the fact that the
‘actions or interventions’ in care plans scored highest out of the four categories pre-test
(Fig 20). Under- and post-graduate educated staff currently working in RAC who used
those texts may not recognise the importance of evaluation, and would be comfortable
ritually signing off on care plans.

The generally poor quality of documentation and care planning internationally was
discussed previously, and it was noted that research literature reflected little interest in
evaluation of care. Barton, Miller et al. (2006), referred to in Chapter Two, conducted a
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single site, pre- and post-test study of 60 cognitively impaired residents with BPSD.
Interventions included staff education and making nurse practitioners available for
consultation in order to improve care. Outcomes were measured from documented care
planning, looking for increased reference to, and usage of, psychosocial interventions.
However, those authors made no reference to evaluation of the efficacy of the
interventions. Gilster, Accorinti et al. (2002), also referred to in Chapter Two, examined
care in a USA facility during a descriptive case study of RAC best person-centred
practice for the Alzheimer’s Quarterly journal. Those authors described the facility’s care
plan evaluation as primarily a matter of subjective opinion from staff. The lack of
emphasis on accurately evaluating care, that is, measuring the outcomes of care
interventions, in those research reports mirror the dearth of text book references to care
plan evaluation, and provide some insight into why care plan evaluation in Australian
RACF may be of such poor quality. Questions for future research for RAC professionals
are: why has evaluation of care been neglected, and can person-centred care
evaluation be effectively managed by staff in the absence of validated, relevant and
easily used assessment tools?

Assessing the QOL of persons with dementia and BPSD was described in Chapter Two
as a means of evaluating care, but also as a difficult approach because validated and
generally applicable QOL measurement tools are not available currently. Dementia care
mapping has been well researched as an evaluation tool (Brooker, 2005), but is too
expensive and time consuming for use in the current context of RAC. Care is much
easier to evaluate when measurable criteria and commonly accepted tools are available,
for example, those purely quantitative tools measuring incidence of falls and
incontinence or photographs that show wound healing. It is difficult to use the incidence
or severity of BPSD to evaluate the success of a care plan since BPSD usually are
assessed by subjective observation by staff. This would all seem to suggest that there is
currently an opportunity to develop a simple and effective evaluation tool for dementia
care that can demonstrate success in managing the causes of BPSD. Although further
specific research is required, concept maps may meet that need.

Just as the concept maps were used by the RACF to identify unmet needs and gaps in
care, they can also be useful in care evaluation. My journal recorded that in two of the
experimental facilities, there were accidental deaths of residents that necessitated legal
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consultation and a Commonwealth Government investigative visit. In both cases, the
mapping was provided as evidence of care planning, risk management and evaluation
of care, and accepted as such with positive outcomes for the facilities involved. The
post-test audit of care plans and associated documentation showed that concept
mapping was acceptable to the Commonwealth and the legal teams as a satisfactory
form of documented evidence of care. In several instances, when conducting the final
data collection in this research, I found concept maps that had been revisited by staff,
with another layer of thinking superimposed and dated, indicating that evaluation had
occurred. However, even in these instances, whilst the changes in strategies and
problem statements were found in the associated care plans, the evaluation process
was not documented.

Limitations Related to the Residential Aged Care Context
Discussion in Chapter Two referred to ‘external’ variables, beyond the direct control of
RACF staff, that impact upon the quality of care. Of these, government legislation,
regulation and funding were identified as germane. Government also controls funding
for courses, dictating the number of student places in TAFE and universities for
education and training, and therefore determining indirectly the number of available
trained staff in the health care labour market. The impact of these factors, as well as
some unexpected issues that affected the conduct of the research, are discussed below.

The RACF and staff in the study’s control and experimental groups, although small
samples, were representative of the Victorian population, all influenced by the same
external and extraneous variables referred to above. The control facilities were
employed in the research to control for the impact of these extraneous variables. Both
control and experimental facilities were coping with the same influences, but the
experimental RACF responded to the use of concept mapping with an improvement in
staff knowledge and care planning, in spite of the prevailing culture and context. The
control RACF did not improve.

Regulation and funding issues included the fact that the Federal Government’s new
ACFI tool was being introduced at the same time as the concept mapping. This was a
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distraction for the RACF, competing with the introduction of concept mapping, as it
entailed investing staffing hours in intensive education and training in the use of the new
funding and assessment processes. The other issue in relation to the introduction of
ACFI was that whilst the experimental and control RACF involved in the research,
having previously offered staff access to the CHCAC15A training, undertook not to offer
any further dementia specific education during the course of the research, the ACFI
training was a potential source of information and education about dementia care. The
new funding tool entailed the use of PAS cognitive assessment and Cornell depression
scales. Learning about the use of those tools, both of which focused attention on
cognitive impairment and behavioural symptoms, created the possibility that staff, and in
particular the two staff from each facility funded by the Commonwealth to attend the
training course for ACFI, would learn more about dementia care. In the control group,
there was a slight shift upwards in the knowledge of RN, who most likely were those
involved in the ACFI transition and training. The EN and PCA staff in the control group,
on the other hand, lost ground slightly. Regression of staff knowledge or performance
after RAC in-service programs has been found to be the case in several studies (Table
2), and in this case those staff who participated in the Cert III dementia care course prior
to the beginning of the research may have regressed over the nine months term of the
research.

The average number of concept mapping sessions across the experimental RACF was
one per month. Facilities used differing approaches to involving their staff in concept
mapping. The majority had staff meetings in the afternoons specifically for the purpose,
and these were more likely to be regular and frequent if management played an active
role in promoting them. Facility 6 began with meetings and then started to use 10
minutes of handover time across the three shifts in a 24 hour period to begin the map.
The map was then displayed in the staff room for further comment and posting of
additional information. The intention was to involve as many staff as possible, but it was
found to be unsatisfactory as staff did not take the opportunity to add to the map once it
was displayed in the staff room unless they were prompted, and the map remained
incomplete and conclusions could not be drawn from the data.

During the final data collection, staff in the facilities verbally reported that there was
more staff communication about BPSD and more confidence in speaking up about their
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relationships and interaction with residents. There was, however, some staff resistance
which may not have been captured by the questionnaire. The team leaders in five of the
experimental RACF reported that a minority of staff, those who did not participate in the
research, were initially uncooperative with change, or actively blocking changes in work
practices arising from the mapping. Since participation was voluntary, those staff who
agreed to participate in the research may have been those who were most satisfied with
their job, reflective and visionary about the potential for change. O'Driscoll et al. (2003),
in a text on organisational psychology, made the point that no simple explanation exists
as to why some workers are more motivated than others, but that consistent
organisational goal-setting and feedback to employees is the most likely way to improve
individuals’ performances. This accords with the research and writing of Edmondson
(2005) and others (Bohmer & Edmondson, 2001; Locke & Latham, 2002; West et al.,
2005). However, the question remains, for the generalisablity of the research results: if
all staff in each RACF, rather than only those who voluntarily consented, had completed
questionnaires, what difference would it have made to the scores on knowledge,
leadership or context support?

Some constraints on implementing concept mapping were not predicted, but became
apparent as the project progressed. The RACF practice of timing shifts to avoid staffing
overlap and to maximise staffing at busy times was one of these. The RACF day usually
commences at 7am, but a short five-hour shift between 8am and 1pm, often colloquially
termed the shower shift, was common in the experimental facilities for PCW. The reason
for this was given by the RACF as being that a five-hour shift does not necessitate a
meal break and is a more economical use of staffing hours. A skeleton staff remains
after lunch until some afternoon staff come on at 2 pm. Similarly, afternoon personal
care staff work a short, five-hour shift from 3pm to 8pm to assist with afternoon toileting,
dinner and bed time for residents. A few staff then remain, once the majority of residents
are in bed, to give a handover to night staff. The exclusion of some staff from handovers
contributed to the difficulty in communication between shifts and in finding a time in
which enough staff could meet to discuss care and engage in concept mapping. Whilst
ideal numbers for concept mapping are five to seven, which should have been
achievable, the size of the group actually available was three to five. Quotes from my
journal include one from the clinical coordinator of Facility 11: 15/7/08 “only 2 staff
turned up, one Division 2 (EN) who had attended before and is usually pretty good, but
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in this case he hardly knew the resident, and the other staff member was a new Division
2 (EN)”. In Facility 2, where the three key members of the team of staff, all EN and
PCW, who had attended the concept mapping workshops, were paid to come in outside
of their normal working hours if mapping was scheduled, the DON reported that “it is still
hard for them to find the time, especially when it meant driving some distance to be
together”. This last observation indicates that making overtime funding available is not
necessarily the answer, as staff may prioritise time taking account of other more
personally pressing demands. This is supported by Richardson’s findings, in 2004, that
staff in Australian RACF were working more hours than they wanted to. No more recent
reports or statistics than those of 2004 could be found.

It is significant that the four RACF that withdrew were low care, leaving only high care or
mixed care RACF. Two of the original four control facilities withdrew pre-test from the
research, and two experimental facilities withdrew, one at pre- the other at post-test.
Whilst management were not obliged to give reasons for withdrawal, comments were
volunteered at the time and were recorded in my journal. The reason the management
of two of the low care control facilities, one for- profit and the other not-for-profit, gave
for withdrawal pre-test was that staff would not fill in the questionnaires. My journal
recorded a perception that in the not-for-profit control RACF the manager, although
enthusiastic to participate, delegated the responsibility for informing staff and giving out
the questionnaires to a PCW. This PCW told me when I arrived to collect the pre-test
data that staff “would not fill in forms” and she did not know why: “they said they would,
but did not”. In the withdrawing for-profit control facility the director of nursing (DON)
simply stated that “I cannot do anything else to promote the questionnaire”. Staff had the
right not to participate but the lack of any dedicated low care RACF in the sample
impacts upon the external validity of the research and its generalisability to that
particular group of RACF. However, as discussed in Chapter Two, the policy of ageingin-place has resulted in low care facilities being, in fact, mixed care facilities, and these
are well represented in the sample.

In the three low care RACF that withdrew pre-test, a care plan audit had been
completed, and their care plans scored the lowest means of the 15 RACF. Their scores
were 10.68, 10.69 and 11.15 respectively, compared to the mean score of the
remainder of 12.43 out of a potential score of 60. These three audit scores were,
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however, excluded from the research data when those RACF withdrew. It would have
been of interest to have the pre-test questionnaire data with the staff responses on
leadership and support from those withdrawn RACF where staff were not able to be
engaged and care planning was below average. Staff data may have completed the
picture and aided understanding as to why staff in those RACF refused to participate. It
is possible that the staff in those facilities may not have felt as psychologically safe as
those in the RACF that continued, as other factors impacting on staff willingness to fill in
forms, such as time constraints, language skills of staff and attainment of standards for
accreditation, were consistent across all the RACF. Using Edmondson’s model for future
research may enable the exploration of these differences and the reasons for staff
resistance to participation.

In the experimental group, the low care withdrawals were one at pre-test and one at
post-test. In the case of the pre-test withdrawal, the organisation restructured and the
manager took on responsibility for two other facilities. Although the three staff, an RN
and two EN, who had completed the initial training, remained enthusiastic in the short
term, they found that they could not engage or lead other staff to become involved in the
process. For them, the first step of having staff fill in the questionnaires was not
achievable. They complained that they were getting no support from their absentee
manager. The RN in particular, who had no experience of aged care, having been
recruited recently from acute care in the UK, felt unsupported. The final low care RACF
withdrawal was post-test, the unit manager having reported for six months that she was
too busy to implement the mapping, and in the final three months she was absent on
maternity leave. That facility completed only two maps, and they scored below the
mean. That data and the small sample of nine pre-test questionnaires received from
their staff were omitted from all the data analysis.

An Australian National Institute of Labour Studies Report on RACF workers (Martin,
2005) noted that low care RACF have almost twice as many beds per full time
equivalent worker (6.3) as high care RACF (3.3), have fewer RN staff, and a 10% higher
turnover. In mixed high and low care RACF, staffing qualifications and ratios fell
somewhere in between. It is this difference in staffing and skill levels that may be the
reason for low care facilities withdrawing. With fewer RN, staff mentoring and collective
knowledge may have been suboptimal, and with fewer staff available on shift, simply
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assembling a minimum of five staff for mapping may have been genuinely more difficult
in these facilities than in mixed or high care facilities. The staffing skills differences may
also be the reason why the low care RACF care planning was poor pre-test in
comparison with mixed or high care. An issue addressed in previous chapters is the
impact of ageing-in-place, and the fact that high care residents frequently now are cared
for in low care facilities. This situation makes the poor care planning and lack of ability to
engage in opportunities to increase staff skills and knowledge in low care facilities an
issue of ethical concern for professionals, and one for future study.

Turnover of staff and shortages of RN are factors that have been discussed, and with
which the industry is grappling. The RN cohort should be the leaders and mentors in
RACF, a resource for staff of knowledge and high-level thinking, aiding the critical
analysis of assessment data when necessary. When that cohort turns over,
organisational and clinical knowledge is lost. Departing EN and PCW also take with
them considerable knowledge of the organisation and intimate knowledge of the needs
and preferences of the individual resident under their care and their families, which can
affect the quality of care provision. Edmondson (1999) suggested that team knowledge
would be disseminated as workplace knowledge, resulting in a learning organisation and
compensating for staff turnover, and that does appear to have happened in the
experimental RACF. This is another area for future study since little evidence of
research into organisational learning specific to RACF was located. Whilst my findings
need to be replicated and confirmed within the RAC industry, they do support the claim
that concept mapping can improve organisational knowledge and effectiveness.

Further questions that are indirectly related to this research may be asked about
influences on the quality of care in RAC. One of those is: who wields power, how, and
with what impact on the quality of care in RACF? If the oratory of leadership and
management is removed from discussion, that simple question remains. How much
power do RACF managers and staff perceive the Government as having over their care
provision through training, funding and the accreditation process, and does Government
empower staff or does it contribute to the sense of helplessness and resistance to
change that has been discussed?
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Anecdotally, staff reported to me during the research that mapping made them aware
that in the majority of cases their knowledge of the individual they were mapping, their
personality and life story, was sparse. This was evident in the content of the maps when
they were marked post-test. There were some indications that the mapping did trigger a
consultation with the resident’s family. My journal records a telephone conversation
initiated by the RN in Facility 11 on 25/6/08 in which she said “…there were several
positive outcomes of the last map. One was that I called a family meeting with the son
and found out the background of some of the behavioural problems; they were longterm rather than recent as we suspected”. Three other facilities reported that the
residents they were mapping were those with the highest incidence and severity of
BPSD and that communication with the families in these cases had “broken down”.
Further discussion revealed that staff had begun to view the families concerned as a risk
in that they may report their dissatisfaction to the Commonwealth. As discussed in
Chapter Two, families do have some power in that they may complain, but they cannot
directly influence either the Government systems that respond to complaints, or the
source of the perceived problem within the RACF. Whilst it was left up to the
experimental facilities to decide how to engage families, it is of concern, in view of the
need to be person-centred in problem solving, that although families were approached
to gain consent, none were invited to participate directly in the concept mapping
process. The mapping did not seem to encourage changes in practices in family
communication in experimental facilities and this raises questions about how much
consultation over care takes place in Victorian and Australia RACF generally, and how
effective communication with families is in RACF. A further question related to the
research is: why was such an opportunity to consult during concept mapping to improve
the person-centredness and quality of care not employed by the experimental facilities?

Summary of Findings from the Research
The research found, in respect of the Victorian RAC environment in particular, that:
•

care planning is improved significantly by team concept mapping;

•

team concept mapping, used as a framework for the critical analysis of
assessment data and care planning in RACF, increases the knowledge of staff
who participate as well as that of other staff working within the facility;
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•

currently, care planning, and care evaluation in particular, are sub-optimal in
RAC, and knowledge of dementia care is below a standard required to sustain
competence, but despite this, staff are of the opinion that they are competent
and ‘doing a good job’. This apparent anomaly should be of concern to the
industry;

•

generally, RAC staff feel somewhat supported, though organisational support is
more important to their sense of safety than is clinical leadership and mentoring
support, but they are still unsure as to whether they can safely suggest new
ways of working; and

•

for research within RAC, Edmondson’s (1999) model can be used to control for
some of the organisational variables and offers opportunities to explore the
relationships and relative importance of those variables in differing RAC contexts
and teams.

Recommendations for Future Research or Discussion
It is recommended that further research be conducted into:
•

the role of leaders and models of leadership used to provide staff psychological
support, as well as their relative relevance to staff in RAC;

•

the level of knowledge and competence relating to dementia care of staff
working in RAC as well as those working in community and acute care
contexts;

•

attitudes underpinning apparent staff satisfaction with RAC work ; satisfaction
may be masking organisational cultures and staff attitudes that are detrimental
to the quality of care;

•

the roles, accountabilities, skills and attitudes of staff to their evaluation of care;

•

the complexities of staff responses to, and the impact of the use of power by
leaders, managers, families, accrediting and funding bodies; and

•

the learning model, using larger samples and diverse RAC teams.

229

Conclusion
My aim for this study, outlined in the Preface, was, if possible, to develop and test a
sustainable, individualized and organisational approach to improving the care of people
with dementia and BPSD. Prior research into the care of residents with BPSD appeared
to have adopted a ‘one size fits all’ approach to testing specific psychosocial
interventions, such as massage therapy, without assessing need and with little evidence
of success. That approach to research was reflected in practice with an equal lack of
success. In my endeavour I was aware that there are many diverse issues of ‘workplace
culture’ that would have to be considered along with the derivation of any new
processes for problem-solving or care planning. My study embraced those extraneous
variables that traditionally have made quantitative research so difficult in the RACF
context. Further, to gain acceptance in the RACF, any intervention would need to be
proven, practical and compatible with government legislative requirements.

The literature search identified the sources of the difficulties staff have in discovering
and addressing the causes of BPSD, and allowed a soundly-based intervention to be
developed that would, in theory, improve responses to assessing the cause of BPSD
whilst improving the knowledge of staff about dementia care. It also identified a model of
learning that could be applied to the RAC context to control for some of the extraneous
variables. This model was found to have a reasonable fit, which opens up interesting
possibilities for future research. With the learning model validated for RAC, the
intervention of concept mapping was introduced into the model, and tested using a
quasi-experimental method, in the real world context with its complex interactions and
tensions between clinical leadership and management, legislation and funding, as well
as the attitudes and beliefs of staff and the broader community.

The act of team concept mapping in a safe psychological environment revolutionised
thinking by prompting and permitting staff to work together, using both inductive and
deductive reasoning, to analyse what they know and believe about the resident,
focusing on strengths as well as the more commonly cited deficits or problems. Aiding
staff to improve their collective critical analyses and identify gaps in their knowledge of
the person and their care allowed them to learn about dementia care and BPSD whilst
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improving care plans. This learning was not limited to the staff who attended the
mapping but was disseminated by them to their colleagues as a learning environment
was established. The process succeeded in spite of the research literature reporting that
generally in RACF staff felt stressed and overburdened, and it was gratifying also that
those same staff found the concept mapping process not only acceptable, but a good
use of their time.

After failing to find an existing validated tool that would measure staff knowledge of
dementia care, one that catered for the differences between the knowledge and
analytical skills required of PCW, EN and RN, I developed and tested such a tool for the
research. A marking schematic was created that allowed staff knowledge of dementia
care to be categorised and graded against the AQF standards for Cert III, Cert V and
Associate Degree levels, and it was used in conjunction with a case study requiring
short answers to problem-solving questions. The case study and schematic were tested
and found to be valid for predicting the distribution of knowledge scores for the AQF
classifications of staff. Using the tool, it was established in the pre-test data that
antecedent conditions for learning were present in the sample but that knowledge
generally was poor, indicating that some stimulus is needed to better encourage, direct
and trigger learning. The pre-test sample of staff in the research also exhibited a high
opinion of team efficacy and individual competence that was not supported by their
knowledge test results. Furthermore, testing established that the RN cohort was not
meeting its expected level of knowledge, reflection and analysis, a situation of concern
that, together with the shortage of RN, is perhaps contributing to the current
weaknesses in critical analysis, problem-solving and care planning in RACF.

All facilities were exposed to similar conditions, but the intervention of concept mapping
in the experimental facilities resulted in a significant positive change (relative to the
control facilities) in staff knowledge and care planning, in spite of the difficulties
encountered by staff in finding the time needed to meet as a team and conduct the
mapping. Above all, it was shown that the concept mapping framework and process,
applied in the manner and under the conditions explored and defined in this thesis, can
facilitate the preparation of a unique care plan for each resident that is much more
focussed and tailored to address his or her individual needs, conditions and symptoms
than most care plans achieve currently. With the aid of enhanced care plans, together
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with the improvements in knowledge and understanding of the triggers of BPSD, the
staff of RACF should be more successful in preventing or limiting BPSD, thus reducing
their distress as well as that of residents and their observing families. Over time, other
benefits may accrue with further research, including progressive reductions in the time
that staff need every day to ‘manage’ residents, and improved staff attitudes, morale
and retention. The resultant model of team work in RACF can also be utilized for further
research, and, whilst a number of limitations in this research have been acknowledged,
it is likely that the concept mapping approach would have the same impact and
outcomes on the broader population of RACF in Australia, and possibly in other care
contexts as well.
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Appendix One

See bookmark Appendix One.
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Appendix Two

See bookmark Appendix Two.
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The use of concept mapping as a means of improving the
management of Behavioural and Psychological Symptoms of
Dementia in residential aged care facilities.

Dear Participant,
This research is being conducted by Sue Aberdeen, a PhD candidate from La Trobe
University, and is under the supervision of Professor Sandra Leggat, Head of School, and
Dr Simon Barraclough, Senior Lecturer, from the School of Public Health, Bundoora
Campus of La Trobe University.
Aim:
This investigation is aimed at seeing if a team of staff brainstorming about residents with
dementia and behaviours of concern can work out what the probable cause of the
behaviours is more easily than individual staff members, and plan better care to manage
them. This process may also help staff to learn more about dementia care and to feel more
competent.
What we are doing:
Your facility has been brainstorming for several months and, whether or not you have been
involved in the brainstorming, we now invite you to fill in a questionnaire about your work
experience and what you know now about dementia care. It will take a little time to fill this
out but we would really appreciate your assistance. You, and all the other staff will be
invited to participate, but it is not compulsory.
The researchers are asking you to show your consent by signing the consent form that is
attached to the questions and sealing it with the questionnaire in the envelope. The
envelope is stamped addressed and can be posted to the researcher directly or it can be
left in the manager’s office for collection.
After the questionnaires have been distributed in your facility, filled in and returned to the
researcher they will be entered into a draw for three Myer gift cards, one of $50, one of
$20 and one of $10. This is to thank staff for participating. To be eligible for the draw your
completed questionnaire and consent form needs to be received within 3 weeks. When the
consent forms have been detached from the questionnaire they will be folded, placed in a
box and shuffled. Three forms will be selected at random by an independent person not
employed or enrolled at the university or the aged care facility, in the presence of the
researcher. The first consent form drawn will be allocated a $50 Coles Myer gift card and
the second will be allocated a $20 gift card etc. The gift cards will be delivered to the
winning staff at the facility.
Once the investigators have completed the raffle draw the consent form with your name on
it will be locked away at the University. This means that from that time there will be no way
of identifying who filled in which questionnaire, no one will not be able to identify which
may be yours and what you have written in it will be anonymous.
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Publication
The investigation will form part of Suzanne Aberdeen’s doctoral thesis supervised by Dr
Leggat and Dr Barraclough. It may also be presented at a conference, or published in a
journal at a later date. Individual staff, however, cannot be identified from any report or
paper; it is the group result which will reported. A report of the overall results of the
investigation will be also sent to your facility but the facility will not be able to identify you or
any other staff member from that report. If you wish to read the report it will be made
available to you or you can contact the researchers for a copy.
You do not have to participate
We hope that you will fill in the questionnaires, but if you do not wish to that is OK. There
will be no disadvantages, penalties or adverse consequences for not participating. If you
have any further questions please call or email the investigators Suzanne Aberdeen on
1417 014 435 sue.aberdeen@gmail.com or Dr Sandra Leggat at the School of Public Health
on 03 9479 1749 s.leggat@latobe.edu.au
If you have any complaints or queries that the investigators have not been able to answer
to your satisfaction, you may contact Natalie Humphries, Secretary, Faculty Human Ethics
Committee, Faculty of Heath Science, La Trobe University, Victoria, 3086,
n.humphries@latrobd.edu.au Phone: 9479-3573

We estimate that this survey will take around 30 - 40 minutes to complete.
Please complete the consent form and questionnaire and give them to the
researcher or place them in the envelope provided, which is addressed to:
Suzanne Aberdeen
PhD Candidate
School of Public Health
La Trobe University
Bundoora, VIC 3086
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Consent Form
The use of concept mapping as a means of improving the
management of Behavioural and Psychological Symptoms of
Dementia in residential aged care facilities.

I(
) have read (or, where appropriate,
have had read to me) and understood the participant information sheet and
consent form, and any questions I have asked have been answered to my
satisfaction. I agree to participate in the project, realizing that I am free not to. I agree
that research data provided by me during the project may be included in a thesis,
presented at conferences and published in journals on the condition that neither my
name nor any other identifying information is used.

Name of Participant (block letters):
Signature:

Date

Investigator Suzanne Aberdeen:
Signature:

Date

Student Supervisor Dr Sandra Leggat

Date:
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Facility Code

9
QUESTIONNAIRE
Have you attended any dementia care in-service or training programs since February 2008.
□ Yes

□ No

How many hours was the inservice or training?

……………………………

Have you taken part in formal team brainstorming sessions about residents with dementia to resolve behaviours?
□ Yes

□ No

How many sessions, on average, in a month?
3 a month □

2□

1□

Less than 1 □ Less than 1 in three months □

Read the following statements and circle the number of the response that you agree with
1= strongly agree

2= agree

3 = Not sure

4 = disagree

Brainstorming takes too much time.
Staff can learn about dementia care from the brainstorming.
Brainstorming can improve care planning for resident’s behaviours of
concern.

5 = strongly disagree
1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

The following sections contain statements about your workplace. Pease circle the number
that tells how things are for you.
1=No never

2=rarely

3= sometimes

4= not sure

5=usually

6=often

7= Yes always

No

R

S

NS

U

O

Yes

1

2

3

4

5

6

7

1

2

3

4

5

6

7

Staff are kept in the dark about current
developments and future plans that may affect their
work.

1

2

3

4

5

6

7

Staff don’t have access to useful training on the job.

1

2

3

4

5

6

7

Excellent work pays off in this facility.

1

2

3

4

5

6

7

Supportiveness of organization
Staff get all of the information we need to do our
work and plan our care.
It is easy for staff to get expert help when something
comes up that we don’t know how to handle.
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1=No never 2=rarely

3= sometimes 4= not sure 5=usually

6=often

7= Yes always

Feeling safe
No

R

S

NS

U

O

Yes

If you make a mistake in this facility it is often held
against you.

1

2

3

4

5

6

7

Members of staff are able to bring up problems
and worries.

1

2

3

4

5

6

7

Staff in this facility sometimes reject others for
being different.

1

2

3

4

5

6

7

It is safe to try things differently in this facility..

1

2

3

4

5

6

7

It is difficult to ask other staff in this facility for help.

1

2

3

4

5

6

7

Learning behaviour
No

We regularly take time to think of ways to improve
how staff work together.

R

S

NS

U

O

Yes

1

2

3

4

5

6

7

Staff tend to handle differences of opinion
privately, behind the scenes, rather than
addressing them directly as a group.

1

2

3

4

5

6

7

Staff go out and get all the information they
possible can from others such as residents,
families or other people employed by the facility.

1

2

3

4

5

6

7

Staff frequently look for new information that
leads us to make important changes in our care.

1

2

3

4

5

6

7

In this facility someone always makes sure that
we stop to reflect on how our team does its job.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

Staff often speak up to test their understanding or
beliefs about things that are being talked about or
done.
We invite people from outside the facility to tell us
things or have discussions with us.
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The following sections contain a number of statements about how you feel about
behaviour management for residents in your facility please circle the number that
tells how things are for you. Your team leader may be the Div 1, manager or whoever
is in charge on a shift.
N = Never

OC = Occasionally

U = Usually

F = Frequently

A = Always
N

OC

U

F

A

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

This team spends time making sure every team member understands what we
are trying to do.

1

2

3

4

5

This team spends enough time finding out what is causing each resident’s
behaviours.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Team leader assistance
The team leader initiates brainstorming meetings to discuss the residents care
The team leader is available for consultation on problems.
The team leader is an ongoing presence in this brainstorming team – someone
readily available.
Getting Clear Directions
It is clear what this team is supposed to be able to do.

Team Efficiency
The team can improve behavioural care plans for residents.
The team can brainstorm concept maps without unreasonable time or effort.
With focus and effort this team can help all our residents with behavioural care
plans
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The following asks you to rate own competence in dementia care right now. Please
score yourself out of ten by circling the number you choose.
1 = No
skill

3= limited 4 = Not
2=
skills but
sure I am
Poor
developing average
skill
yet

5 =
Average
competence

6=
Above
average

7=
Good

8=
Very
Good

10 =
Expert,
9 =
able to
Excellent
teach
others

When I am at work I can:
Use a range of strategies routinely to minimise resident
distraction, such as eye contact, constant reminders (where
appropriate), touching and direct statements.
Use a range of validation strategies to relieve distress and
agitation in residents, such as acknowledgment of their
distress and talking about the past.
Talking to the resident about their past so that they feel more
connected to staff.
Design and provide ADL’s or activities which aim to maintain
resident’s independence and use of familiar and existing
skills.
Design ADL’s or activities that are best for the age and
culture of the residents and reflect their likes and dislikes.
Ensuring the safety and comfort of the resident, balancing
independence and risk taking when assisting with ADL’or
activities.
Talk to families to find out about the resident’s routines and
life story in order to help the resident to remember the past
and enjoy ADL’s and activities.
Talk to family and friends and tell them about dementia, how
it affects people and how they can help the person with
dementia.
Get cooperation and provide reassurance to residents by
using reality orientation including reminders of the day, the
time, who people and occasions.
Observe and document triggers for behaviours that may be
problems with physical and emotional health, environment,
tasks or communication
Think about what the behaviours may be doing to the person
or other residents and decide what is best to do about it.
Consider all the different choices when deciding what to do
about behaviours or what to put in the care plan.
Know what is taught or recommended by experts to prevent
behaviours happening.
Give person-centred care, that is, knowing the residents life
story, health problems, cognitive impairment and social
preferences.

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10
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CASE STUDY OF MR HENDERSON
Please read the following story of Mr. Henderson:
Mr Henderson is 82 years old. He has lived at home with his wife for the past 53 years. But has recently
been admitted to Bonnie Gardens Aged Care Facility, a new 48-bed facility which has both high and low
level care residents, some of whom have dementia. At night there is one Registered Nurse (RN) and one
other person on the roster. Documentation is good and there is good communication between the staff.
His medical history includes high blood pressure, osteoarthritis (with occasional flare-ups), some loss of
vision and moderate dementia caused by multiple small strokes.
Mr. Henderson was a policeman for 30 years, then retired and did some work for a security company on
and off for 10 years.
He was always handy around the house and loved working in their garden with his wife. He used to walk
about 5 kilometres every day for exercise and played golf well into his seventies.
Other hobbies included playing cards, watching television and reading. Mr. and Mrs. Henderson have
had a wonderful 53-year marriage. They attend church regularly and Mr Henderson had a very good
singing voice.
He has always been a ‘late to bed, early to rise’ person, seemingly not needing a great deal of sleep. He
has a good appetite, especially enjoying generous helpings of his wife’s beautiful cooking in the
evenings.
Mr Henderson is still fairly fit and has good muscle strength for a man of his age. He can communicate
in most situations in short sentences and single words, but very slowly. He seems able to understand
most verbal communication if it is presented clearly, simply and with eye contact.
Sometimes it is necessary to touch him gently to get and maintain his attention. He enjoys singing and
will participate in some activities like carpet bowls and mini-golf. He goes for short walks with his wife,
when the weather is pleasant, and has a hearty appetite.
Mr. Henderson recognises his wife and his children by name. He recognises his grandchildren, but not
their names. He is able to actively participate in his showering, dressing and grooming, with quite a lot
of help and encouragement.
Mr. Henderson is mostly continent during the day, with prompting, and has regular bowel habits. He has
a wonderful sense of humour and excellent hearing.
Over the past week there has been a change in the night time behaviour of Mr Henderson. On four
different nights he has been getting up some time between l am and 3 am, urinating on the floor next to
his bed then walking out into the passage and up towards the staff area, calling out in a loud voice for his
wife. When staff have gone down the passage to approach him, he has become extremely agitated and
physically and verbally aggressive towards them, physically hurting one of the staff by punching her.
This staff member is now off work with bruised ribs. Other staff are now somewhat afraid of him, but
want to help him if they can. His wife visits him everyday in the afternoon and the children have devised
a roster to enable one of them to be with him some time each day.
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Address the following by finding the information in the case study:
1. Mr. Henderson’s strengths and abilities:

2. Mr. Henderson’s losses:

3. State the presenting problem:

4. Identify at least five possible triggers for the behaviour:
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5. Develop an action plan for managing the situation, identifying at least five strategies for management.
The plan should be related to the triggers you have identified:

6. Consider and discuss who else will need to be involved in implementing and monitoring the plan:

7. Consider and describe any actions for reviewing and modifying the plan, consistent with your work
role responsibilities:
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YOUR PERSONAL DETAILS
Please respond by ticking the most appropriate box
1. What is your role?

□ Registered
Nurse Div 1

□ Registered Nurse Div 2

□ Clinical Manager (including NUM)

□ Personal Care
Worker

□ Deputy or Associate Manager
(including ANUM)

□ Administration, housekeeping, kitchen
or maintenance staff

□ Activities
Worker

□ Allied Health Professional

□ Other position or student (please specify)___________________________________________
2. How long have you been working in this organisation?
If less than a year to the nearest month?

.

3. Is your job?

□ Full-Time

□ Part-time/ Job sharing

4 What are your average working hours per week?

hours

5. Do you work predominantly?

□ Business Hours

□ Morning

shift

□ Afternoon Shift

□ Night Shift

9. Is English your native or first language?

□ Yes

□ No

10. What is your sex?

□ Male

□ Female

11. What is your age?

years

12. Education
Tick the category that describes the highest level completed or degree received. Do not tick the box if
you are currently enrolled in a course university or TAFE, tick the level of highest qualification already
received.

□ High School – Completed Year 10
□ High School Certificate Completed – Year 12
□ Certificate III TAFE
□ Certificate IV TAFE
□ Diploma TAFE

□ Bachelor degree from University
□ Post Graduate Certificate/ Diploma from
University

□ Master degree
□ No Academic Qualifications
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Appendix Four
Organisation’s Letterhead
Date 10/10/07
Ms Natalie Humphries
Secretary of the Faculty Ethics Committee
Faculty of Health Science
Bundoora Campus
LaTrobe University
Vic 3086
Dear Ms Humphries
Re: Faculty of Health, Human Ethics Committee review of the research proposal of Dr Sandra Leggat and Suzanne
Aberdeen entitled:
The use of concept mapping to enhance the management of Behavioural and Psychological Symptoms
of Dementia in residential aged care facilities.
(Name of organisation or name of residential care facility) wishes to express support for the subject research and
acknowledges its potential benefits for staff, residents and organisation. We are willing to allow our staff and our
resident data bases to be accessed by the researchers for the purpose of the subject research.
We will facilitate the introduction, and year-long use, of the intervention of team concept mapping of residents’
BPSD aimed at identifying and managing the causes of these symptoms with a care/action plans.
We understand that the intent of the Ethics Committee is to protect the interests of staff who participate as well as
ensuring the privacy of the resident information accessed by the researchers. We foresee no harm to staff or residents
providing that their anonymity is protected by de-identifying data removed from the facility and no undue pressure is
used to encourage staff participation. We acknowledge that there is a risk that the knowledge of staff about dementia
care, staff’s perception of organisational support or safety, and the quality of care plans may be found to be less than
optimal. We will accept this and will view it as an opportunity for organisational improvement.
We will facilitate the researcher’s access to staff for the purposes of the research. We will assume responsibility for
informing and obtaining consent from residents where possible, or their families or guardians, with the aid of written
information prepared by the researchers. This is provided that the anonymity of staff questionnaires and data from
the residents’ care plans and concept maps is maintained.
We understand that this organisation and its staff may withdraw from the project at any time. It is expected that the
conduct of the researchers will be ethical and professional, that they have undergone a national police record check
and they will abide by the policies of the organisation when making contact with staff and using residents’
documentation. We expect to be kept informed about the progress and results of the research, and be given a choice
about acknowledgement of our participation in any publications resulting from the research.
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Appendix Six
Concept Mapping Rubric
Concept Mapping Rubric adapted from Berterfield–Sacre, M. Gerchak, J. Lyons, M. Shuman,
L. J. and Wolfe, H. (2004), Scoring Concept Maps, An Integrated Rubric for Assessing
Engineering Education Journal of Engineering Education 93(2) p 113
Level

1

2

3

Comprehensiveness
Covering
completely/broadly

The map lacks subject
definition; the
knowledge is very
simple and/or limited.
Limited breadth of
concepts (i.e. minimal
coverage of potential
assessment data, little
or not mention of the
impact of dementing
illness, task,
environment,
psychosocial
environment, health;
and personal history)
the map barely covers
some of the aspects
needed for problem
solving.

The map has adequate
subject definition but
knowledge is limited in
some areas (i.e. much of
the existing assessment
data is mentioned but
exploration of one or
two of the main areas of
impact on the person
with dementia are
missing) Map suggests a
somewhat narrow
understanding of
problem solving.

The map completely
defines the assessment
data for problem
solving. The content
lacks no more than
one extension area
(i.e. most of the
relevant areas for
discussion for
problem solving are
mentioned including
impact of dementing
illness, task,
environment,
psychosocial
environment, health;
and personal history.)

Organisation – to
arrange by
systematic planning
and united effort

The map is arranged
with concepts only
linearly connected.
There are few (or no)
connections
within/between the
branches. Concepts
are not well
integrated.

The map has adequate
organisation with some
within/between branch
connections. Some, but
not complete,
integration of branches
is apparent. A few
feedback loops may
exist.

The map is well
organised with
concept integration
and the use of
feedback loops.
Sophisticated branch
structure and
connectivity.

Correctnessconforming to, or
agreeing with, the
fact, logic or known
truth.

The map is naïve and
contains
misconceptions about
the subject areas;
inappropriate words or
terms are used. The
map documents an
inaccurate
understanding of
dementia and problem
solving.

The map has few
subject matter
inaccuracies; most links
are correct.

The map integrates
concepts properly and
reflects an accurate
understanding of
dementing illnesses,
health and
psychosocial needs as
well as problem
solving.
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Appendix Seven
Care Plan Audit
Audit of Behavioural Care Plans based on The Documentation and Accountability Manual guideline for
residential aged care services developed by the Commonwealth Department of Health and Family
Services (2004).
Care Plans will be identified by the facilities code and the date of the review. Care Plans will be cross
referenced against the brain-storming data and other documentation (progress notes and behavioural
assessments) where brain-storming data has been inadequate. Each audit point will be evaluated using a
4 point scale from 0 for not present, through to 1 partly achieved, 2 achieved and 3 for achieved with
merit, with a possible score of 15 in each category and a total of 60.
Care Plans should include the following components:
Problems or statements of the resident's needs/wants, it should:
• be specifically oriented to the residents needs rather than staff’s;
• be an accurate representation and summary of relevant assessment data in stating the problem;
• demonstrate an analysis of the assessment data i.e. conclusion are at an overarching level and
present and accurate statement of the causes of problem;
• be expressed in clear and concise language; and
• the problem and its probably causes and/or contributing factors are clearly linked.
Goals or expected outcomes:
• resident-centred not staff-centred;
• clear and concise;
• reflect the expected change in condition or resolution of the resident’s stated problem after
management of the cause of the problem;
• linked to a reasonable time frame; for example reduction of incidence in one month and thereafter
maintenance of that reduction; and
• realistic; that is, must be achievable.
Interventions or care strategies:
• are actions, interventions or strategies that will be done to achieve the desired goals or outcomes;
• designed to manage the causes of the problem that have been identified during assessment;
• reflect sound clinical care practices and judgements;
• specific and detailed, allowing a person other than the one who wrote the plan to take part
appropriately in the residents' care; and
• reflecting the lifestyle and choices of the resident.
Evaluation:
• there are evaluation criteria specified;
• criteria observable and measurable;
• is clearly linked to the achievement of specified goals;
• timing is specified; and
• evidence of a review, reassessment or referral is present.
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Appendix Eight
Dear Sue
I'm delighted to have you use the model and the measures. I am in the process of putting
together a list of the different versions of the psychological safety scale and other scales that I am
my coauthors have used in different settings, but they are not all immediately accessible to me on
this computer. I will copy Ingrid Nembhard on this message, because she and I are working on
this project together.
I also will paste a list of the more recent studies and papers that have used survey methods to
study team learning, particularly in health care settings.
Tucker, A.L., Nembhard, I.M., and Edmondson, A.C. (2007). Implementing new practices: An empirical study of organizational learning in hospital
intensive care units. Management Science, 53, 6:
Nembhard, I. M. and Edmondson A.C. (2006). Making it safe: The effects of leader inclusiveness and professional status on psychological safety and
improvement efforts in health care teams, Journal of Organizational Behavior, 27, 7: 941-966.
Edmondson, A.C. (2003). Speaking up in the operating room: How team leaders promote learning in interdisciplinary action teams. Journal of
Management Studies 40:6, 1419-1452.
Tucker, A. and Edmondson, A.C. (2002). Managing routine exceptions: A model of nurse problem solving behavior, Advances in Health Care
Management, 3: 87-113.
and three chapters:
Edmondson A.C. and Mogelof, J. P., (2005). Explaining psychological safety in innovation teams. In. Creativity and Innovation in Organizations, L.
Thompson and H. Choi (Eds), Mahwah, NJ: Lawrence Erlbaum Associates Press, pp. 109-136.
Edmondson, A. (2003). Managing the risk of learning: Psychological safety in work teams, West, M. (Ed.), International Handbook of Organizational
Teamwork and Cooperative Working. London: Blackwell, pp. 255-276.
Edmondson, A.C; and Woolley, A.W. (2003). Understanding outcomes of organizational learning interventions. In Easterby-Smith, M. and Lyles, M.
(Eds.), International Handbook of Organizational Learning and Knowledge Management. London: Blackwell, pp. 185-211.

Thanks for your interest and good luck in your research. It sounds very important.
Amy
Dear Professor Edmondson,
My name is Suzanne Aberdeen; I am a doctoral candidate at La Trobe University in Melbourne,
Australia. My supervisors there are Dr Sandy Leggat and Dr Simon Barraclough from the School
of Public Health, Faculty of Health Science. It was Sandy who suggested I read some of your
work, and I have done so with great interest and appreciation.
I am hoping to apply your model of learning in the work group setting to the residential aged care
context here in Victoria; in particular to the team problem-solving of the behavioural and
psychological symptoms of dementia, so called “problem behaviours”. It will be a longitudinal
correlation study across 10-12 aged care facilities. I am developing tests of knowledge that are
linked to existing national dementia care competencies, and will audit care plans to evidence
team outputs. I would, however, like your consent to use your questionnaires to measure the team
view of organisational supportiveness, psychological safety, team leader coaching and learning
behaviours. I have these from your 1999 paper Psychological Safety and Learning Behaviour in
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the Work Team, but I wonder if you have done any more work on these, and if so, would you
allow me to have access to more recent versions for my research?
Thankyou for giving this your attention. I can only guess at how busy you are, but I hope to hear
from you soon.
Yours sincerely, Sue Aberdeen

--------------------------------------------

Amy C. Edmondson
Novartis Professor of Leadership and Management
Harvard Business School
Boston, MA 02163

E-mail: aedmondson@hbs.edu
617-495-6732
--------------------------
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Abstract A person-centred assessment and problem-solving approach
is acknowledged widely as the preferred method for managing the
behavioural and psychological symptoms of residents with dementia
(BPSD). Currently this is not well implemented in residential
dementia care. In this paper concept mapping is discussed critically as
a process that has the potential to improve the quality of resident care
by providing an efficient framework for problem-solving. It facilitates
data analysis, a missing link in problem-solving BPSD. Overtime
concept mapping may also reduce the burden on individual staff,
improve the skills and knowledge of all levels of staff and foster
learning organizations. Potential challenges to the implementation
and success of the process, which include staff shortages, the need for
effective leadership and organizational support, are also addressed.
Keywords

concept mapping; dementia; person-centred; problem-solving

Introduction
In Australia at least 90% of residents in high-care residential aged care facilities and 54% of residents in low-care facilities have a cognitive impairment
or dementia. As the dementing illness progresses many of these people will
experience a range of behavioral and psychological symptoms of dementia
(BPSD) (Brodaty, Draper, & Low, 2003). This is not just an Australian
concern; residential care facilities world-wide encounter similar statistics.
A person-centred assessment and problem-solving approach is widely
recommended as the method of managing these symptoms for residents
with dementia (Alzheimer’s Australia, 2003; Dewing, 2003; Gilster,
Accorinti, & Dalessandro, 2002; Sloane et al., 2004). This involves gathering information about the person and the BPSD, analysing the data to
Copyright © The Author(s), 2010. Reprints and permissions:
http://www.sagepub.co.uk/journalspermissions.nav

DOI: 10.1177/1471301209354022
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identify causes, and planning unique care to manage the causes. Currently
there is a dichotomy between what is recommended and the reality of residential dementia care (Alzheimer’s Australia, 2007; American Geriatrics
Society and American Association for Geriatric Psychiatry, 2003; Pusey &
Richards, 2001). One reason for this is that problem-solving is a complex
process; it requires an ability to think critically as well as having substantial knowledge of the person, dementia, health, psychology and an
understanding of the impact of the environment on someone with cognitive impairment. Management of BPSD is a considerable challenge for staff,
many of whom typically have minimal tertiary education and may have a
general belief that the symptoms are simply an inevitable outcome of
dementing illnesses (Kaplan & Hoffman, 1998).
This paper argues for the use of team concept mapping to aid problemsolving BPSD and facilitate team learning about dementia. Concept
mapping has been used and tested as a problem-solving tool in business
and education but there is very little evidence of its use in residential aged
care (Brunt, 2005; L. H. Clayton, 2006; Dorough & Rye, 1997; Ellermann,
Kataoka-Yahiro, & Wong, 2006; Ortegano-Layne, 2004). Concept mapping
includes an element of brainstorming but the facts, ideas and insights
contributing by the team are required to have an evidence base. Unsupported ideas or subjective opinions are initially welcomed as the basis
for new paradigms in thinking, but are not acceptable until evidenced.
Arguably, concept mapping has the potential to improve the quality of
resident care by providing an efficient framework for reviewing and documenting what is known about the resident, and using the data in problemsolving. It holds the promise of facilitating data analysis, a missing link in
problem-solving BPSD, and it may reduce the burden on individual staff;
improve the skills and knowledge of all levels of staff and create learning
organizations.

The behavioural and psychological symptoms of
dementia (BPSD)
BPSD have variously been termed ‘challenging behaviours’, ‘catastrophic
reactions’, ‘difficult behaviours’, ‘sundowning’ and ‘behavioural disturbances’, all of which may imply that such behaviours are either deliberate,
or are an inevitable outcomes of dementing illness (Nay et al., 2003). Such
connotations of BPSD do not encourage critical analysis or diagnosis of the
symptoms’ causes or antecedents. In the 1970s and early 1980s certain
behaviours were considered to be an unavoidable outcome of dementia, and
to some degree this attitude persists today (Gilhooly, Zarit, & Birren, 1986).
However, BPSD are not necessarily caused directly by the dementing illness,
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although they may be related to it. They are more often caused by psychiatric co-morbidities, or by the person with the brain damage of a dementing illness reacting to an unmet need or situation, stressor or event made
overwhelming and unmanageable by cognitive deficits. Whereas the signs
and symptoms of dementia are progressive and irreversible, BPSD are often
treatable or reversible with appropriate care strategies (Department of Health
NSW, 2006). The prevalence of so-called challenging behaviours or BPSD in
people in residential care in Australia, USA, China and Europe is between
75% and 90% (Brodaty et al., 2001; Chi Leung Lam, Cycbie, Mok, Li, &
Lam, 2006; Engelborghs et al., 2005; Testad, Aasland, & Aarsland, 2007). In
developing countries BPSD have been poorly studied (Shah, Dalvi, &
Thompson, 2005) but it can be assumed that they are a significant worldwide challenge.
Behavioural symptoms include:
• activity disturbances – agitation, restlessness, hyperactivity, wandering,
and inappropriate activity;
• aggression – verbal and physical;
• appetite and eating disorders;
• disturbed sleeping and waking cycle; and
• socially unacceptable behaviours.
Psychological symptoms include:
• affective disorders – anxiety, irritability, depression, and emotional
lability;
• apathy;
• delusions and misidentification syndromes – beliefs that people are
hiding or stealing things, that the spouse or caregivers are impostors,
unfaithful or abandoning him/her, and paranoia or suspicion; and
• hallucinations – visual, auditory, olfactory and touch (International
Psychogeriatric Association, 2002).
Like the signs and symptoms of dementia, BPSD will vary from person to
person. One reason for this is that differing causative dementing illnesses
can predispose people to differing BPSD; for example, vascular dementia is
linked to more emotional instability, and visual hallucinations are more
common in diffuse Lewy Body Dementia. Other differences in the way
BPSD may manifest are due to psychological, social and cultural differences
between individuals. As an example, a person who has always been inclined
to express anger verbally in response to perceived offences may continue
to fall back on this long term behaviour.
The current recommended conceptual framework, or philosophy of
care, for residential dementia care is one which incorporates existing
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theories such as behaviours symptomatic of unmet needs (Kaplan &
Hoffman, 1998); and physical and psychosocial environmental vulnerability (Finnema, Droes, Ribbe, & Tilburg, 2000; Garratt & HamiltonSmith, 1995; Greenwood, Loewenthal, & Rose, 2001). It also inspires a
more individualized approach to the person with dementia, and is known
as person-centred care (PCC) (Alzheimer’s Australia, 2003). PCC is
described as client-led care with an emphasis on assessing and meeting
unique psychosocial needs. Kitwood, building on the work of Rogers,
articulated the original concept into a model that explains the impact of
dementia on the person (D) as equaling the sum of the effects of personality (P), biography (B), health (H), neurological impairment (NI) and
social psychology (PS) (Woods, 2001).
D = P + B + H + NI + SP
Excluded by Kitwood’s approach to PCC, but important to the full assessment of BPSD, is an evaluation of the impact of the physical environment
and the structure of tasks the person may be attempting to manage. The
environment and task structure may enable the person with dementia to
succeed or disable them, leading to BPSD.
A criticism of PCC it that it would be very difficult for the majority of
individual workers in aged care to master the necessary skills and knowledge required to use it. Use of PCC requires psychological, physiological,
social, psychosocial environmental and neurological assessments to be
carried out. An adequate assessment would require a team of people with
specialist knowledge. It may also be argued that whilst individual workers
may know theoretically what to assess, and be given tools to help in gathering the data, understanding and analysing the data in such a way that all
of the available relationships and possibilities are considered would be
better facilitated by team collaboration. Concept mapping is postulated as
a practical approach to achieving PCC.

The current culture of problem-solving
Currently in Australia individual staff are expected to assess the cause of
BPSD, document it, manage the cause, and report the outcome (Department of Health NSW, 2006; Nay et al., 2003). The majority of staff in
Australia and internationally, however, respond to behavioural symptoms
with little assessment or planning (Kovach, Kelber, Simpson, & Wells,
2006). Traditional behavioural assessment documentation tools are used
ritualistically by staff, information typically does not get documented
accurately, and if the actions taken by staff have a negative outcome for the
resident, they are not documented at all (Buppert, 2001; Ehrenberg &
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Ehnfors, 2001; Liesenfeld, Heekeren, Schade, & Hepp, 1996; Voutilainen,
Isola, & Muurinen, 2004).
Sometimes the cause of BPSD may be invisible to staff in the circumstances in which they are doing the assessment. For example, the afternoon shift may not be aware of a resident’s sleepless night. One UK
research investigation found that on average 25% of residents’ needs may
be unidentified and unmet, resulting in behavioural symptoms (Hancock,
Woods, Challis, & Orrell, 2006). Frequently there are multiple interactive
causes, and a subsequent snowballing effect on the behavioural symptoms
if the causes are not controlled (Cohen-Mansfield et al., 2005; Pusey &
Richards, 2001). Expecting a person with both dementia and arthritic
pain to manage a complex task such as eating breakfast in a noisy dining
room environment may cause him or her irritation that can lead to
withdrawal from the task of eating, and wandering away. If the overstimulating environment and pain are unrelieved, the resident will become
exhausted but continue to wander in order to escape their discomfort.
Distress can escalate the BPSD. Verbal abuse of other residents and then
physical aggression towards staff may occur over time. By mid-afternoon
a tired and overwrought resident may be inconsolable, violent and
unapproachable.
Staff will often make immediate, reactive decisions about care that
reflect their individual view of a situation, then talk about it to other staff
when opportunities, such as oral handovers or team meetings arise, rather
than engage in formal communication through documentation (Savy,
1997). This is compounded in residential aged care by the fact that time
for doing, and reading, documentation is limited and frequently is interrupted by residents’ care needs (Kovach et al., 2006; Pelletier, Duffield, &
Donoghue, 2005). Opportunities for formal oral handovers and case
conferences are being eroded by minimizing shift overlaps and staffing
hours to reduce costs (Meissner et al., 2007). It is claimed that up to 90%
of the knowledge within any organization may be implicit in the heads of
staff rather then explicit in documents (Peroune, 2007). The risk in
informal oral communication of implicit knowledge is that many good
ideas may circulate amongst some staff but not be transferred to formal
documentation or known outside a small group of staff working similar
shifts. Furthermore, if staff’s knowledge is implicit rather than explicit, its
accuracy cannot easily be challenged, and it could result in a dichotomy
between what is documented in the formal care plan and what care is
actually provided by staff (Clemow, 2006). Since documentation is also
used to underpin Government funding claims, demonstrate quality care,
and in some cases as evidence in court cases, inaccurate or contradictory
information is a serious liability for the facility.
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Formal documentation is guided by the hypothetic deductive model of
problem-solving common to nursing and medicine. It uses the steps of data
collection, problem identification, goal-setting, planning, implementing
and evaluating care solutions (Commonwealth Department of Health and
Family Services, 1997). Arguably, it is not practised successfully; its efficacy
is certainly not reflected in documented care plans or care outcomes for
people with behavioural problems in Australia or the United Kingdom
(DeBellis, 2006; Neilson, Peet, Poole, & Ledsham, 1996). Care plans
frequently are ambiguous or contain contradictory data (Adams, BeadleBrown, & Mansell, 2006). Voutilainen et al. (2004) reviewed the literature
on aged care documentation internationally and found evidence that
problem identification, planning and specified evaluation criteria rarely
were satisfactory.
There is a debate over whether problem identification should be the
focus of the resident’s assessments (Simpson & Courtney, 2002). Being
problem-centred can prevent staff from being person-centred. So called
‘problem behaviours’ should be viewed critically; critical thinking raises
questions about all aspects of a resident’s situation in searching for a
probable cause and also allows for the critique of possible alternative
solutions. When staff view the behaviour itself as a problem it can stop
them either looking for the real cause of the problem or seeing the behaviour as indicative of a person’s strengths. For example in the current culture
of care, wandering and intrusiveness into another resident’s room space are
behaviours to be ‘managed’. However, the same behaviours are evidence
that the person is interacting in a positive way with his or her environment, has good visuospatial skills, ability to ambulate, the potential for
concentration and curiosity, as well as an indication that the person feels
these skills need to be used; all possible strengths.
Realistically the hypothetic deductive model relies for its success on
expert knowledge rather than the process. A less knowledgeable practitioner will have trouble moving beyond data collection to analysis of the
data to formulate the problem statement and goal, whereas an expert practitioner will identify any additional information needed to complete a
clinical picture and solve problems quickly by pattern recognition rather
than formal deductive reasoning (Elstein & Schwarz, 2002; Stephenson,
2004). Tanner (2006) after a study of nearly 200 research papers on clinical
decision making amongst nurses concluded that the nurse’s previous
experience and knowledge of the person along with a variety of reasoning
patterns, alone or in combination, were the critical factors guiding actions.
Problem-solving should be more fluid than the hypothetic deductive model
allows. Also, reflection on data was found to be triggered by a breakdown
in judgement or failure to succeed, rather than factored into routine clinical
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decision making. Practitioners learn from reflection on anomalies and
recognize similar patterns of events when making subsequent clinical
decisions. It would make sense to structure the problem-solving of BPSD
to accommodate this natural way of thinking, desire to share insights and
curiosity about failures through a collective reasoning approach such as
concept mapping.
A purely deductive approach to problem-solving can lose some of the
richness of subjective data that can represent the resident’s unique view of
his or her world, one that staff find difficult to document objectively
(Goding & Edwards, 2002). An inductive approach may be more helpful
when staff are confronted with the need to work with speculation as well
as fact; for example, exploring the notion that social, cultural and personal
factors combined with the prevailing physical environment and/or the
resident’s perception of the task of showering may be contributing to a
resident’s subsequent aggressive response (Fuller & Aldag, 2001). Inductive
reasoning is not an all-inclusive way of arriving at a valid problem statement, but it can complement the deductive process, when combined with
critical thinking, to challenge assumptions and explore alternatives
(Bandman & Bandman, 1988). Caring for people with dementia and BPSD
requires a rethink of the purely deductive approach which has been inherited from nursing and medicine; it may work well for diagnosing a
concrete and single cause of a symptom but not necessarily as a problemsolving tool for the person with dementia and BPSD with multiple causes,
some of which are highly subjective.
Human nature dictates that individuals and groups of people will use
what they know, combined with critical thinking to a greater or lesser
degree, in problem-solving. This willingness should be exploited; those
who have limited skills in critical thinking, solving problems, or limited
knowledge of BPSD, and who have difficulty identifying potential causes
using current approaches and documentation, can still respond well as part
of a group or team problem-solving (Kenny, 2003). The challenge is to
find a process which complements current care processes but will ultimately empower staff and families to share what they know, critically
analyse it, and lead to better problem-solving and care-planning. Concept
mapping may provide this process.
Staff attitude is another critical factor in successful problem-solving.
Attitudes are notoriously difficult to change (Quinn, 1995) and have an
ego-defensive function in protecting the self esteem of the individual
(Brown, 2006). When the current problem identification and intervention
approach used and documented by individual staff in residential care
repeatedly fails to manage or prevent BPSD, the client may be blamed with
phrases such as ‘attention seeking’, ‘it’s the dementia’ or ‘we’ve tried
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everything, nothing we can do’, all of which imply that the staff have done
as much as they can, no longer have a responsibility to try, and must simply
endure. Staff may then begin to expect and accept failure and adopt a view
of ‘it’s pointless’, ‘it does not matter what you do’, and ‘it’s not going to
work’. This in turn may inadvertently provoke behavioural symptoms
(Kovach et al., 2006; Todd & Watts, 2004). The scene is set for de-valuing
and de-personalizing the resident, leading to the possibility of restraint and
other abuses which are often covert, but may reflect staff’s attitudes, in
today’s residential aged care (Palmore, 2005). The notion of PCC is at risk
of becoming an unattainable vision or jargon rather than reality.
Staff attitudes have contributed to managing BPSD inappropriately with
medication, a form of restraint, rather than through judicious problemsolving. Recent systematic reviews reveal an overuse of psychotropic medication to control BPSD, even though these are associated with a higher risk
of mortality and evidence of minimal positive effects (Ballard & Waite,
2006; Carson, McDonagh, & Peterson, 2006; Iersel, Zuidema, Koopmans,
Verhey, & Rikkert, 2005; P. E. Lee et al., 2004; Livingston, Johnston, Katona,
Paton, & Lyketsos, 2005; Sink, Holden, & Yaffe, 2005).
All people concerned about the person’s care potentially will have some
important information, or a unique perspective to share, that may not have
been documented but may be critical to the problem. However, the current
culture and practices in aged care internationally can inhibit collaborative
data collection, discussion and analyses, restricting the construction of a
hypothesis or accurate problem statement. Staff may not know or care what
is in care plans and these plans may contain discrepancies with their
commonly accepted or understood reality, a risk for both the resident and
the organization. Current practices may also prevent staff or families
speaking up about their care concerns, sharing what they know or,
importantly, what they feel they may know (Freshwater & Avis, 2004;
McKinnon, 2005).

Team concept mapping
Concept maps are drawings or visual representations of ideas or knowledge
and the links between them (Y. Lee & Nelson, 2005). Constructing a map
as a team can communicate what is known and gaps in knowledge as visual
patterns that allow us to synthesize new understandings or perspectives,
and in turn link those to actions in ways that are more psychologically
compatible with human thinking than the hypothetic deductive model of
problem-solving previously discussed. Concept maps come in a variety of
forms including flow charts, hierarchy maps with the most important
factor topmost, and system maps showing inputs and outputs. Spider
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concept maps have central themes and radiated sub-themes that can be used
for problem-solving BPSD (All & Huycke, 2007). Mapping can reveal links
between the aged care resident and the generally understood causes of
BPSD. Relationships between connected concepts are analysed by the team,
leading to increased understanding of the primary and contributing causes
of BPSD and appropriate responses to those causes in a person, rather than
behaviour-centred manner (All & Huycke, 2007).
Traditional brainstorming is a creative, imaginative process; it is
intended to generate ideas rather than analyse facts or problem-solve and
was originally used for creating advertising campaigns or coming up with
ideas for new products. Outlandish ideas are encouraged since modifying
an idea was seen to be easier than creating one (Furnham, 2000). Staff
may use traditional brainstorming to contribute their ideas about why
behaviours may be happening, but they may also be very subjective or inaccurate. In concept mapping the emphasis is on uncovering the facts and
on critical reflection on any assessment data. Finding relationships between
facts, or the reasons and evidence to support the feelings or ideas that staff
may express is an essential process for problem-solving (Remko van der
Lugt, 2002), one which is not well managed in aged care. Much of the
literature on team problem-solving includes reference to the benefits of
some visual display of data for this purpose, as in mind or concept mapping
(Arthur, 2006; Caroline, Merle, & Lorrie, 2006; Dorough & Rye, 1997;
Giddens, 2006; Irvine, 1995; Y. Lee & Nelson, 2005; Li-Ling Hsu, 2004;
Ortegano-Layne, 2004; Remko van der Lugt, 2002; Susan, 1999; Williams,
2004). The map itself is a valuable record of problem-solving but the
process is also of major importance to staff. The process of coming
together, of sharing and exploring ideas, reflecting on successes and
failures, of generating strategies to address the causes of BPSD from the
map and learning from the process, and each other, as a team adds
enormously to the value of concept mapping (Y. Lee & Nelson, 2005).
The concept mapping team should be collaborative and can comprise
medical practitioners, health care professionals, allied health practitioners,
other staff and family. In some instances it may be appropriate to include
domestic staff and other concerned parties such as a minister of religion
or friend. The team leadership in the group can rotate at any time when
discussion of the care needs of the individual or the context of care alters
focus, but all of the team’s input is important and all members should be
considered equal in their involvement in caring. Concept mapping not only
supplies a format for assessing and analysing data for a resident, it can also
provide an evaluation of care and of the accuracy of existing documentation and care plans. The benefits of this team approach are improved
breadth and depth of person-centred assessment and care-planning,
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promotion of new ideas, shared learning and the facilitation of trust and
respect amongst the key stakeholders in the individual’s care.
The steps of concept mapping within a team include the prior selection of the resident, planning and organizing the process, assembling the
mix of people who will represent all that is known about that resident and
all current documentation. It is the person and not the behaviours which
will be the central concept on the map and the sub-concepts ranged around
will reflect a person-centred approach to assessment. Figure 1 is a stylised
representation of the major concepts and sub concepts that should be
explored, and indicates the possibility of links between any items in the
map. It is critical that the revelation of data relating to each of the major
concepts and the discussion of links and relationships is exhaustive before
final decisions about the causes of BPSD and care are made. If discussion
is allowed to become grounded in a particular BPSD before the assessment
data is complete, inaccurate decisions can be made.
Critical thinking is a continuous part of the process that is necessary to
establish the accuracy of ideas, feelings and interpretations of assessment data
in the map as well as to evaluate team discussion or arguments. Critical
thinking first challenges assumptions or generalizations such as ‘BPSD are
the inevitable outcome of dementia and nothing can be done but endure
them’ or ‘medication can prevent wandering’. Critical thinking helps to
reflect on, and evaluate, the accuracy of the available data, assisting the team
to infer or deduce the most probable causes of the problem based on logic
and the accuracy of the evidence for the cause of the behaviour (Freshwater
& Avis, 2004). The evidence can come from the collective experiences or
documentation of the team, research, text books, or other media. Critical
conclusions are based on the strength of the available evidence; they are
evidence-based (Caroline et al., 2006). The evidence may contradict team
members’ personal theories, and this conflict of ideas with fact or perceived
reality can be used to encourage further reflection.
Not only can a map demonstrate the probable causes of a behaviour
from the visual representation of assessment data and links between data,
it can also reveal strategies, personal attributes or organizational or resident
weakness that can be turned into strengths and used to modify the impact
on the person of the triggers or causes of the BPSD. For example a wandering resident with a curiosity about the environment and good visuospatial
skills can be encouraged to use those skills differently in order to distract
them from intruding into other residents’ possessions. They may be offered
a rummage box or bag that contains items reflecting their long term
interests at times when they should rest or need distraction. A poorly
identified personal space or room may be transformed into one that is
suitably decorated with items that have long term significance for
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reminiscence. Once all is known about the resident and the cause of the
BPSD, brainstorming solutions that use the person’s strengths can appeal to
and utilize staff creativity.
Concept maps have been used to teach problem solving to students
from primary school through to postgraduates, and in order to grade or
analyse the students’ maps a number of evaluation tools have been
developed and validated. It is possible to grade the comprehensiveness and
accuracy mapped data as well as the organization of the data or quality of
the links made in the map (Abel & Freeze, 2006; Besterfield-Sacre, Gerchak,
Lyons, Shuman, & Wolfe, 2004; Dorough & Rye, 1997; Kern, Bush, &
McCleish, 2006; Passmore, 2004; Williams, 2004). This means that the
quality of the map can be assessed, and the map itself used as evidence of
the quality of problem-solving, or for research purposes if required.
The process of concept mapping has been translated to computers, with
programs to assist in the process (Taylor & Wros, 2007). It has also
been used successfully online for communication of thinking, knowledge
synthesis and collaborative problem-solving in nursing education
(Ortegano-Layne, 2004). Computerized concept mapping has the potential to fit well with the current developments in computerized documentation in residential aged care.

Benefits of the concept mapping process
Internationally, care by under-supervised, minimally-educated, personal
care workers who have not been consulted in care decisions has been
linked to a higher than average risk of poor care for residents with
dementia. This is evidenced by outcomes such as malnutrition (Corazzini,
McConnell, Rapp, & Anderson, 2004). In Australian residential aged care,
the majority of staff are educated in the Vocational Education and Training
(VET) system which has been found to result in great variability in the
knowledge and skills of students (Department of Education Science and
Training (DEST), 2007; Soden & Pithers, 2001). This is due largely to the
validity and open interpretation by trainers of the competencies, the
ability of trainers to accurately assess students, and the quality of the
teaching provided (B. Clayton, Blom, Meyers, & Bateman, 2003; Foreman,
Davis, & Bone, 2003; Hager, 1995; Mulcahy, 2000; Thomson, Saunders,
& Foyster, 2001). The aged care industry needs a system of ongoing staff
development but the process of workplace learning should be one that is
sustainable, enjoyable, stimulates a need to learn, and is respectful of staff
(Smith, 2001; Weick, 2002). Concept mapping with well-informed and
non-judgemental leadership can foster an environment in which staff
feel safe and respected, able to learn from their collective experience by
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reflecting on and learning from their care failures and successes (Brooks,
2004; Clark, 1997).
From a management perspective it is important to use the time of the
few highly qualified and experienced staff cost effectively in managing and
developing the human resources within any facility. Short in-service based
training programs have been shown to be inadequate for changing practice
in the long term and therefore not necessarly cost effective (Boettcher,
Kemeny, DeShon, & Stevens, 2004; Kemeny, Boettcher, Deshon, & Stevens,
2004; Kovach & Krejci, 1998). Regular problem-solving by concept
mapping can facilitate and sustain problem-based learning (PBL) (Jones,
2006). The PBL approach makes solving the puzzle, or finding out, the
reason for learning. Issues that provide a puzzle will form the basis for
further enquiry by the individual or the team. Finding solutions to particular problems generates knowledge and understanding which when
acquired in this way can be applied to similar problems (Jones, 2006).
When something is finally learned with understanding, it is usable,
transferable and embedded knowledge, underpinning and increasing
competence. Individual learning and competence within an organization
leads to the development of a learning organization which can be defined
as one with the capacity for collective acquisition of knowledge, ideas and
insights through the sharing of experiences, a process which can improve
the quality of care planning and care outcomes (Vassalou, 2001). PBL is
embedded in the process of team concept mapping and problem-solving;
it should create knowledge that is sustainable in spite of staff turnover
(Tucker, Nembhard, & Edmondson, 2007).
Recent international research supports the fact that team learning, as
opposed to individual learning, has been found to be more effective for
behavioural and attitudinal change (Argote & Gruenfeld, 2001; West,
Tjosvold, & Smith, 2005). Argote and Gruenfeld (2001) found team
learning improved member’s task management and team coordination as
well as mutual trust. Team learning may also confront and combat the
subtle, often unacknowledged prejudices against ageing residents or residents and staff from different or minority cultures that exists in residential
aged care (Dovidio, Gaertner, & Bachman, 2001). Collaborative problemsolving, in a supportive working environment with knowledgeable leadership can expose and combat a ritualistic approach to care provision (Jurgen
& Haslam, 2005). Staff will learn from the process and the status quo will
be challenged and questioned, resulting in a more person-centred view of
clients, a view that is more likely to be a basis for successful management
of BPSD. Team learning from concept mapping, therefore, has the potential to significantly, and positively, affect a number of the factors determining the culture of residential aged care.
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Dilemmas in team problem-solving with concept maps
In order for the typical aged care facility to implement concept mapping
in a person-centred, problem-solving manner, the team would need to be
a well led and informed group able to collectively supply the depth and
breadth of information about the resident that is required, then analyse the
data and agree as a team on the most likely causes and approaches to
managing those causes (Alzheimer’s Australia, 2003). Unfortunately the
current reality in residential aged care in Australia is that of limited
capability to provide guidance in reflection, the majority of staff having
only Certificate III or IV level vocational training, which has no recognized
competency for reflection, problem-solving or critical analysis. (Abbey
et al., 2006; Angus & Nay, 2003; Cheek, Ballantyne, Jones, Roder-Allen, &
Kitto, 2003; Richardson & Martin, 2004). Internationally, minimal overall
staffing levels combined with few health professionals to fill the role of
critical leaders in problem-solving will make any team-based activity
requiring educated leadership very difficult to achieve. Health professionals
are under-represented and overburdened in the Australian, USA and
European workplaces (La Trobe University, 2002; Organisation for
Economic Co-operation and Development, 2005; Stone et al., 2002).
A viable concept mapping team need not be large. Indeed smaller teams
may be more effective by avoiding the phenomenon of social loafing
(Rutte, 2005). Mapping can take place with five to seven people, however,
many facilities in Australia are only 30 beds and there may not be five
people available at any given time without seriously compromising care.
There may also be no available funding to pay for staff to attend a concept
mapping session over and above their normal shift time in an industry that
is poorly resourced (Chandler, Madison, & Han, 2005).
Organizational support for innovative practices and a culture of support
and promotion of psychological safety for staff, are also critical prerequisites for individual and organizational learning to occur from concept
mapping (Tucker et al., 2007). Strong emotions, particularly moral indignation, restrict learning and change. How the facility validates, implements
and evaluates the solutions found by teams can encourage or discourage
learning. If collectively-decided strategies are abandoned or prevented from
being implemented because of inadequate support from management,
poor resources or simply being overlooked, the impact on the staff
concerned and implications for the long term success of concept mapping
will be negative (Zietsma, Winn, Branzei, & Vertinsky, 2002).
Group participants can also fall prey to social influences that can create
conformity and fear of admitting to errors because of a desire to be one
of the group and share in the power of the group. This is more likely in
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female populations or where a difficult or vague problem has to be
addressed (Brown, 2006). In residential aged care most BPSD-related
problems are difficult and vague, and the majority of staff are female. The
team’s collective values may also impact on its behaviour and attitudes,
diminishing a sense of individual responsibility (Nemeth & Brown, 2003).
Individuals’ desires to conform to the status quo may therefore normalize
and perpetuate poor practices; they will certainly prevent the expression of
all points of view and the open discussion necessary for efficient concept
mapping of the causes of BPSD.
A meta-analysis of 27 research projects on team cohesion and performance found that the relationship between team cohesion and performance
is positive, but very high cohesion or low cohesion plus poor acceptance
of team goals is likely to create a poor performance; the implication is that
a degree of dissention is required for team efficiency (Evans & Dion, 1991;
Stevens & Campion, 1994). Staff of the average sized residential care facility
may well not represent a cohesive team. Shift work separates team
members, and the high proportion of part-time employees, mostly women
with home and family responsibilities, in a multicultural workplace, can
add to diverging interests and values. Team leaders and members may also
be separated by their roles and responsibilities, one to administration, the
other to direct care. Leadership that sets clear goals and rewards interdependence is critical in creating a team where a degree of cohesion exists
but where its diversity can be used to create meaningful discussion
(Milliken, Bartel, & Kurtzberg, 2003). Diversity should be a strength but
without appropriate leadership and facilitation it will become a weakness.
Effective facilitation will ensure that a workable consensus is achievable
after all views have been heard and discussed.
Because concept mapping is a visual process, which can become busy
and messy, it may not appeal to those who are not primarily visual in their
learning or who tend to be very linear in their thinking (Harpaz, Balik, &
Ehrenfeld, 2004). There are, however, auditory and kinaesthetic opportunities to learn through participating in mapping and discussing the
construction and outcomes (Dorough & Rye, 1997; Kern et al., 2006;
Passmore, 2004). One small study found no relationship between learning
style preferences and effective concept mapping, and cites the fact that there
is evidence to suggest that encouraging participants to contribute to
mapping, even if it is outside of their normal learning style, may broaden
their problem-solving skills (Kostovich, Poradzisz, Wood, & O’Brien,
2007). Learning opportunities should appeal to all the senses and build on
existing knowledge, and this is a potential strength of concept mapping.
There is no research into the effectiveness of the process of concept
mapping for team problem-solving and planning for the care of the person
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with BPSD, and very little into its impact on the general efficacy and documentation of care planning. A review by Taylor and Wros (2007) cites
several small studies that indicate it is an effective and time efficient-tool
for care planning. This lack of research or evidence will discourage use of
the process although it has been widely discussed in the literature as a way
of teaching critical thinking skills and planning not only in nursing but
also in education and business. More evidence of its use in problem-solving
in dementia care is required.

Conclusion
The expectation that each individual staff member will have the specialist
knowledge required for problem-solving BPSD does not reflect the reality
of the workplace, and when staff repeatedly fail to improve BPSD they may
protect themselves by blaming the resident or the dementing illness. Staff
are overburdened by existing models of documentation which support
funding claims but which do not reflect the reality of problem-solving or
the actual care that is being provided. The rules surrounding documentation in progress notes inhibit staff from communicating their ideas or
attempts at problem-solving, and opportunities for oral communications
about care are being eroded. There is a poor understanding generally of
the multiple, interactive and complex causes of BPSD, and poor care and
care planning for residents suffering these symptoms is likely to be
perpetuated.
If adopted as part of the normal processes within a residential care
facility, concept mapping could improve the quality of care, team cohesion,
communication and team learning. Team leader participation in concept
mapping allows ongoing mentoring of staff. It also allows all staff to
contribute directly to problem-solving and care-planning at their own level
of capability as part of a team. Individual and organizational learning is
embedded in the reflective, critical, problem-solving, concept mapping
process. If staff own the process of care-planning they are likely to be
committed to the content and application of care plans, and these in turn
are more likely to be an accurate representation of care.
There are potential challenges in the implementation and success of the
process, which include staff shortages, and in particular the shortage of
degree-level trained staff, as well as the need for effective leadership and
organizational support. These are, however, surmountable. More research
into the use of concept mapping in aged care, and in particular in managing
BPSD, is appropriate in order to provide the evidence and impetus to
change and improve current problem-solving practices in line with peak
body recommendations.
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The shift to Vocational Education and Training (VET) for the training of the
Australian residential aged care workforce has resulted in significant variance in
the competencies at graduation of those caring for people with dementia.
Competence may be also be enhanced, or conversely, decline over time as a result
of implicit learning gained from workplace experience. Evaluating the skills and
knowledge of the workforce is a challenge for supervisors. A single valid
assessment tool that can evaluate staff knowledge across the competence
continuum, from personal care workers to registered nurses, is required. An
existing case study-based summative test of knowledge was chosen to be used in
conjunction with a newly-developed marking rubric. The rubric was designed to
differentiate between answers from different levels of staff. The assessment task
and rubric were tested on a representative sample of the competent Australian
residential aged care workforce with the appropriate skills mix. Evidence of the
adequacy with which the test represents the national dementia-care competency,
the responses of test users to the problem-solving content of the case study and the
validity of the scores have been established. The validated scores were found to
establish normal distributions, or ranks of knowledge for the different levels of
staff. Potentially these permit the evaluation of the performance of groups of staff
in residential aged care facilities against the distributions of scores.
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Introduction
Vocational Education and Training (VET) assessment of the Australian residential
aged care workforce leads to only two standards, ‘competent’ or ‘not yet competent’.
There can, however, be a significant variance between individual worker’s competence on completion of a course and during ongoing development in the workplace.
This is, in part, related to trainers’ differing understandings and evaluations of competence, which necessarily includes a largely subjective assessment component, and is
made more problematic by inconsistencies in the interpretation of the competencies
across training organisations (Foreman, Davis, and Bone 2003). These variances are
challenges for both managers and workplace trainers in the recruitment and
development of residential aged care staff in Australia (Cecchin and Jarrad 2002) and
internationally (Lenburg 1999; Arcand and Neuman 2005).
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The management in residential aged care facilities has a duty, dictated by the
Australian Government’s residential aged care facility accreditation process, to ensure
safe, quality care by recruiting a competent workforce and assessing and meeting the
ongoing education and training needs of staff (Commonwealth Department of Health
and Ageing 2005; The Aged Care Standards and Accreditation Agency 2005).
Managers, however, usually are not teachers or trainers; their evaluation of the
workplace learning and competence of staff is often approached by ‘gut feeling’ rather
than by use of a valid measure (Foreman, Davis, and Bone 2003). Ongoing performance evaluation and competency assessment can be improved by valid tools for
measuring staff knowledge of dementia and dementia care. A search of the available
literature found no single validated method of measuring staff knowledge across all
the levels of staff for the purpose of evaluating the effectiveness of in-service
education programs, benchmarking or establishing measures for research purposes.
This paper discusses the need for, and a viable approach towards, such an assessment of staff knowledge. The case study of ‘Mr Henderson’ (Appendix 1) is proposed
as a suitable basis for assessment. The case study is a summative assessment task
developed by Alzheimer’s Australia Victoria (AAV 2000) to assess the knowledge
required to underpin the Australian national dementia care competency for aged care
workers: ‘Provide care support which is responsive to the specific nature of dementia’
(CHCAC15A) (Australian National Training Authority 2003a). A marking rubric was
designed for the assessment case study questions. A marking rubric is defined as a written guide to scoring that is based on expert judgement about the criteria being tested.
It provides guidelines to ensure the scoring criteria are being applied correctly and
consistently by a variety of markers (Kane 2006). In this case the rubric was designed
to differentiate between the quality of answers from the diversely qualified residential
aged care workforce. The validated scores will establish knowledge norms or ranks for
the different levels of staff and allow for the evaluation of the performance of groups
of staff in residential aged care facilities against these distributions of scores.
The imperative to evaluate knowledge
Between 60% and 90% of residents in aged care facilities worldwide have a cognitive
impairment or dementia (Access Economics Pty 2003). Dementia care is complex and
requires considerable thought, planning and skill. Less than competent staff may
deliver care that increases residents’ confusion and distress or provoke anger. (Nay
et al. 2003). The workplace preparation of staff to care for this growing population of
residents with dementia, combined with a workforce shortage, has been a concern for
the Australian government, peak bodies and industry since aged care reform in the late
1980s gave rise to the National Action Plan for Dementia Care (Australian Health
Ministers Conference 2005; Department of Health Housing and Community Services
1992). However, in spite of efforts to improve staff skills in dementia care, some staff
still have not had any significant formal dementia-care education, and on-the-job
learning is variable (Booth et al. 2005; Cecchin and Jarrad 2002).
Knowledge management is a universal issue (Peroune 2007), and is no less important in residential aged care than in any other industrial or business context. Being able
to evaluate what staff do know versus what they should know is critical for ethical and
effective dementia care, and is a professional imperative for team leaders who are
registered nurses (RN) (Commonwealth Department of Health and Aged Care 2003).
Providing ethical and effective care requires competent staff and effective leadership.
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However, 60% of aged care staff did not finish high school, which affects general
literacy, and 20% of personal care workers (PCW) do not have a VET certificate.
Twenty-five percent of staff have a degree in a health science, but of these, only 14%
have any aged care post-graduate education. Neither under- nor post-graduate RN
courses are likely to include any significant dementia care content (Richardson and
Martin 2004) and until five years ago, nor did the PCW in Certificate III, or enrolled
nurses (EN) in Certificate IV level courses.
Knowledge and competencies for VET workers in Australian aged care are defined
as beginning or entry level standards but there is an expectation that workers will become
more expert on the job (Cumming and Graham 1999; Lenburg 1999; Somerville 2006).
Workplace learning is dynamic, often unconscious, and it is implicit. Explicit knowledge is that more commonly taught and assessed formally, but it is often limited and
less rich than implicit learning acquired from reactive on-the-job experience and
personal interactions (Eraut 2000). However, what is learnt implicitly may not
necessarily be correct. Staff may not only fail to develop, but their competence when
under-informed or misinformed may even deteriorate, compromising the quality of care
and the health and safety of residents (Cecchin and Jarrad 2002). Trainers in VET use
notions of ‘recognition of prior learning (RPL)’ and ‘recognition of current competencies’ in various ways, but have no standard understanding of how to assess in this area
(Thomson, Saunders, and Foyster 2001). However, residential aged care facility managers do have a responsibility to demonstrate and measure the ongoing professional development of staff in order to meet legislative requirements (Commonwealth Department
of Health and Ageing 2005). Organisations are obliged to evaluate what staff are learning formally or informally from each other in the workplace but this is difficult to do
without a standardised, valid evaluation tool.
How to evaluate knowledge
The question remains as to how to ensure that acquired knowledge is validly assessed
over time. If possible there would be a single assessment tool that is flexible enough
to assess a multilevel and diverse workforce that ideally functions as a team. However,
the control exercised over VET through standardisation and conformity to competencybased assessment has not encouraged such flexibility and innovation (Foster 2001). The
VET emphasis and discussion to date have been on establishing whether performancebased tools can provide valid evidence of knowledge and beginning competence (Curtis
and Denton 2003; Hyland and Merrill 2003). A similar concern about competencybased assessment of workers has been expressed in the United States (Lenburg 1999)
and Europe (Paloniemi 2006; Peroune 2007). There is little research internationally into
tools which are capable of assessing underpinning knowledge for the multiple levels
or degrees of competence that may be found in a workplace, nor on methods of
establishing the validity of the results of this form of assessment.
The proposed construct being tested is a national competency which is included in
current VET health care courses at a Certificate III and IV levels for PCW and EN:
‘Provide care support which is responsive to the specific nature of dementia’
(CHCAC15A). This has three elements and a number of performance criteria related
to each element:
(1) Use communication strategies which take account of the progressive and
variable nature of dementia.
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(2) Provide appropriate activities to maintain clients’ dignity, skills and health at
an optimum level.
(3) Develop and implement strategies which minimise the impact of challenging
behaviours.
There is likely to be a considerable difference between how PCW, EN and RN apply
knowledge or use it in problem-solving (Foreman, Davis, and Bone 2003). It has been
accepted since the 1980s that any individual staff member, through short in-service
training programs or on-the-job learning, will be progressing at any given time along
a continuum of knowledge from beginner to expert starting with simply repeating
facts up to the ability to use facts to solve problems in differing situations or synthesise new knowledge (Benner 1984; Dreyfus and Dreyfus 1986). All staff may receive
the same information, but adult learners should combine what is learnt with their own
prior knowledge, analyse it, and synthesise new insights that complement their preexisting levels of knowledge, function or experience (Brooks 2004). This knowing
why, is critical to problem-solving (Iedema and Scheeres 2003). Knowledge of, or
insight into why something may be happening enables staff to assess and react quickly
to residents in need, tailor their interventions to meet individual residents’ needs and
engage in more proactive formal team problem-solving.
Problem-solving, however, has perhaps been overlooked in the VET system in
Australia where this skill is nominated as a key competency, or an employability skill,
but is often more implicit than explicit in performance criteria or elements of competency (Clayton et al. 2003). For example, Certificate III workers completing the
CHCAC15A element three, are expected to meet the explicit performance criteria of
being able to observe residents behaviour and ‘determine triggers … assess the potential impact of the behaviours on the person or others’ as well as ‘review the success of
strategies’ (Commonwealth Department of Health and Ageing 2005, 12) all of which
imply problem-solving. In Australia and elsewhere, a belief that teaching and assessing problem-solving was not possible (Curtis and Denton 2003), combined with VET
policies and practices that have traditionally not encouraged discourse about, or
challenge to these beliefs (Foster 2001), have limited research and development of
teaching and assessment of problem-solving in VET (Clayton et al. 2003; Curtis and
Denton 2003). Supporting these findings, Forman, Davis and Bone (2003) also found
that assessors generally lacked the ability to assess, not only problem-solving, but also
the knowledge, ethics and values that necessarily underpin complex problem-solving
in the workplace. Current support for discussion and research into promoting and
assessing problem-solving in VET is an international trend (Soden and Pithers 2001),
and from an ethical perspective there is an imperative to ensure that all aged care staff
can competently solve problems for people with dementia to at least the level of their
qualifications.
Assessing workplace learning is considered more difficult and with a higher risk
of error than assessing standardised course-based learning (National Centre for Vocational Education Research 2006). In selecting a tool that may concurrently be able to
assess all levels of staff knowledge of dementia, as well as their problem-solving
ability, a variety of types of existing assessment approaches were considered. It
needs to be emphasised that the intent was to measure the underpinning knowledge
for competence; a complete competency-based assessment would also require other
behavioural determinants of competence such as performance evaluations or formal
assessments of staff skills. Multiple-choice questions were not used in the test

Downloaded By: [La Trobe University Library] At: 09:50 25 May 2010

Journal of Vocational Education and Training

539

because it is relatively easy to learn by rote the correct responses when they are used
for testing and retesting; nor do they make it easy to differentiate between higher
levels of cognitive functioning, such as critical analysis of data or problem-solving
(Quinn 1995). Although multiple-choice tests can in theory test both simple and
complex objectives, complex questions may not be understood by the workers, or be
representative of the knowledge required by Certificate III or IV, and may for that
reason intimidate that group.
Essay questions are effective for assessing higher level of functioning but are
time-consuming and are not equitable for aged care staff who did not finish high
school or for whom English is not their first language (Quinn 1995). Essay questions
are also difficult to score in a reliable manner (Reynolds, Livingston, and Willson
2006). Case studies with short-answer questions are acknowledged as a suitable
basis for competency-based assessment tasks that are concise, relevant and relate to
the real world of the worker or student (Graham 1999; Jones 2006; Kirkpatrick and
Bone 2004; Schuwirth et al. 1999; Soden and Pithers 2001). A case study with
short answers is easier to respond to and less time-consuming than constructing an
essay; it is also an effective way of evaluating the synthesis of knowledge and the
application of it to problem-solving (Reynolds, Livingston, and Willson 2006;
Schuwirth et al. 1999). However, short answers are also difficult to score in a
reliable manner and will require clear guidelines for markers (Reynolds, Livingston,
and Willson 2006).
The tools
The chosen summative assessment task is a case study originally developed by
Alzheimer’s Australia, and modified over time by AA Vic (an accredited Registered
Training Organisation (RTO)) for their training package. The dementia essentials:
Dementia skills for aged care work’ problem solving skills required for competency
CHCAC15A. The task is number five of seven and is designed to be representative
of the knowledge requirements and problem-solving skills required for the competency. The case study concerns a fictitious Mr Henderson who has dementia and is
living in a residential aged care facility (see Appendix 1). The package has been
continuously used by AA Vic since 2002 and found effective for all levels of workers. Because of this, it could be argued that the tool has face validity. Face validity,
while technically not a form of validity evidence, is defined as agreement – by individuals who take, administer or examine the test – that the test appears to measure
what it is designed to measure (Reynolds, Livingston, and Willson 2006). There has
been a pervasive belief that competency-based assessment tools can be self-validating over time, or that face validity once established over time is sufficient evidence
of the validity of the test’s results; but this belief is changing and more evidence is
now required (Thomson, Saunders, and Foyster 2001).
A marking rubric was developed by the researcher to differentiate between
responses to the case-study questions given by different levels of staff. In developing
scoring rubrics for assessment purposes, three important aspects need to be defined:
(1) Criteria for the rubric scores;
(2) standards differentiating performance between criteria; and
(3) choice between analytic scoring rubric or holistic scoring rubric (Reynolds,
Livingston, and Willson 2006).
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In this case, the Australian Qualifications Framework (AQF) Advisory Board
(Australian Qualifications Framework Advisory Board 2002) (see Figure 1) defines
criteria for VET courses and qualifications in Australia. The standards and criteria
differentiate between application and complexity of knowledge for the different AQF
levels for staff. The AQF criteria and standards guided the scoring of responses and
the three levels that were chosen represent the varying educational qualifications of
the large majority of direct-care staff (Martin 2005). The three key AQF levels relevant to aged care staff are those of AQF III for Certificate III required by PCW,
AQFIV for Certificate IV required by EN, and AQF VI the equivalent of an associate
degree for RN most of whom work with university degrees. Criterion-referenced
scoring can rank staff and allow for establishing normal distributions and normreferenced grading (Reynolds, Livingston, and Willson 2006). Norm-referenced
grading focuses on the relative positions of individuals within the ranks or distributions of the population concerned (Rumsey 2003). It was hypothesised, therefore, that
a marking rubric based on the AQF standards and criteria would establish three
separate distributions for the three levels of staff.
To allow for the probable variation in staff knowledge, whether gained through
formal education or workplace learning, each component of an answer needed to be
able to be scored separately at any of the AQF levels (Table 1). Therefore, an analytic
rubric approach was adopted, allowing scoring of each component of an answer, while
the alternative, a holistic rubric, scores an overall outcome (Reynolds, Livingston, and
Willson 2006).
The rubric scores were 0–3, zero being no answer, one being a response at AQF
level III, two being the score for a response at AQF level IV, and three being the score
for AQF level VI. These weightings are not intended to be approximations of the relative value that can be placed on the answers but were intended to simply differentiate
and categorise the answers into an AQF level. The intention is to establish whether the
marking rubric reliably ranked the knowledge of competent residential aged care
workers into three separate distributions of scores representative of the AQF levels
involved.
Figure 1. Distributions of first discriminant function scores for each AQF level.

The test participant sample
La Trobe University Ethics Committee approved the research proposal in 2007.
Residential aged care staff were recruited from high-care and low-care facilities
throughout Victoria as they participated in the AA Vic competency-based course
‘The dementia essentials’. Epidemiological information collected by AA Vic
demonstrated that their participants were closely representative of the residentialcare staff demographic for Australia in relation to ethnic origins, age, sex and
hours worked (Richardson and Martin 2004). They were therefore a convenient,
representative sample of the residential aged care workforce deemed to be competent in dementia care. Informed consent was sought from each participant to have
his or her case study assessment task photocopied and de-identified except for
their existing educational level. The assessment task was then graded by the
researcher using the marking rubric. A total of 132 staff, representing .01% of the
total Australian residential aged care workforce as of 2004 (Richardson and
Martin 2004) participated from the three AQF levels. 47 were at AQF III level,
46 at AQF IV and 39 at AQF VI. This varies from the normal distribution of the
demographic in that Australia-wide workers comprise 57% PCW, 13% EN and

take responsibility for own outputs in work and
learning; and

take limited responsibility for the output of
others.

Criterion 5

Criterion 6

Criterion 4

Criterion 3

apply a range of well-developed skills and
apply known solutions to a variety of
predictable problems;
perform processes that require a range of welldeveloped skills where some discretion and
judgement is required;
interpret available information, using
discretion and judgement;
take responsibility for own outputs in
relation to specified quality standard;
and
take limited responsibility for the
quantity and quality of the output of
others.

identify and apply skill and knowledge
areas to a wide variety of contexts
with depth in some areas;
identify, analyse and evaluate
information from a variety of sources;

Enables an individual with this
qualification to:
demonstrate understanding of a broad
knowledge base incorporating some
theoretical concepts;
apply solutions to a defined range of
unpredictable problems;

Enables an individual with this qualification
to:
demonstrate some relevant theoretical
knowledge;

Criterion 2

AQF IV standard

AQF III standard

Australian Qualifications Framework standards and criteria.

Criterion 1

Table 1.
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demonstrate accountability for personal
and group outcomes within broad
parameters.

analyse, diagnose, design and execute
judgements across a broad range of
technical or management functions;
generate ideas through the analysis of
information and concepts at an abstract
level;
demonstrate a command of wide-ranging,
highly specialised technical, creative or
conceptual skills;
demonstrate accountability for personal
outputs within broad parameters; and

Enables an individual with this
qualification to:
demonstrate understanding of specialised
knowledge with depth in some areas;

AQF VI standard
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21% RN (Richardson and Martin 2004) but was convenient for the purpose of
statistical analysis.
Testing validity
The validity of the outcome of an educational assessment tool can never be
unequivocally established; however, sufficient evidence to defend its use to industry
experts should be established (Downing and Haladyna 2006). The traditional
evidence of validity included an analysis of content, criteria and construct (Sireci
2007). Since 1999, however, a unitary construct of validity has been developed that
requires an integration of various strands of evidence of validity into a coherent
theory in support of the intended interpretation of test scores for a specific use
(Reynolds, Livingston, and Willson 2006). The evidence required was redefined by
The American Educational Research Association, American Psychological Association, and National Council on Measurement in Education (1999), as being based on
the criteria of:
(1) Content, or the adequacy with which the test represents the construct it is testing; the application of knowledge underpinning the dementia competency;
(2) response processes, or the appropriateness of the way in which participants
have responded to the test; in the present case it is expected that there is some
evidence that participants responded by demonstrating different levels of
knowing and use of problem-solving skills in addressing the test items;
(3) relationships, and the consistency of relationships to other relevant external
variable; for example it may refer to correlations between staffs’ test results
and managers’ performance assessments; and
(4) internal structure, or the relationship between the test items and the construct
on which the proposed test score interpretations is based; in this case the AQF
levels.
Content of test
It is important with any test that there is an established relationship between the test’s
content and the construct it is intended to measure. Establishing the relationship is
essentially qualitative in nature and requires expert agreement that the test items cover
the specified domain (Reynolds, Livingston, and Willson 2006).
Having chosen the assessment tool based on its case study design and face validity,
the next step was to establish validity evidence based on content, thus confirming its
apparent suitability as a summative assessment. Evidence of appropriate content is
especially important in this case because the test is delivered to different subgroups of
residential aged care workers, and it is necessary to establish that there is no unfair
advantage to any one group in the content, themes or wording of the test items (The
American Educational Research Association, American Psychological Association,
and National Council on Measurement in Education 1999). The degree level of qualification of the RN has very different bases from VET-level qualifications, even those
at the advanced diploma level, for example in the critical analysis associated with problem-solving (Foreman, Davis, and Bone 2003). The test, however, has been administered to 300 PCW, EN and RN per year since 2006 by AA Vic as part of their nationally
certified course, without complaints about language usage or unfair advantage.
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Evidence of validity based on content was established by an exhaustive analysis
tabulating the content of the case study and the questions relating to the case study to
the knowledge required for the elements of competency CHCAC15A at the different
AQF levels. The cross-referenced data and associated marking rubric were reviewed
by four trainers from AA Vic and another independent dementia-care trainer for the
content, clarity and sound measurement characteristics required for validity (Downing
and Haladyna 2006). It was agreed collectively that the case study and questions were
a satisfactory summative assessment of the competency. As an example, one performance criterion for element two is ‘2.1: Activities are designed and provided which
aim to maintain independence and use familiar and existing skills and activities’
(Australian National Training Authority 2003b). In assessing this, participants are
asked to ‘outline Mr Henderson’s strengths and abilities’ which would include his
existing skills and ability to maintain independence. The information given in the case
study was sufficient for a number of Mr Henderson’s familiar and existing skills and
activities to be clearly identified, or deduced, reported and scored (see Table 2).
Reviewers’ comments on the marking rubric table of answers were incorporated
and reviewers then confirmed that the knowledge required for the competency at any
AQF level could be demonstrated by the participants’ answers to the case study questions. Examples of possible answers to the question ‘outline Mr Henderson’s strengths
and abilities’ at the different levels are found in Table 2. The case study questions are
open, allowing freedom of response without limiting the quantity or quality of points
that could be made; for example ‘outline strengths’ and ‘outline losses’, ‘describe any
actions’, ‘identify at least five strategies’ (see Appendix 1).
Response processes
It is necessary to demonstrate that the cognitive and behavioural processes used by
the participants are specific to the learning objectives or, in this case, to the elements
of competency (Reynolds, Livingston, and Willson 2006). Evidence of a problemsolving response to the case study questions also needed to be established; it is
implicit in the competency, for example, that it is required to develop and implement
strategies which minimise the impact of challenging behaviours. There are no explicit
problem-solving competencies in VET health care courses (Rumsey 2003). At a
Certificate III level it is only required that the worker can resolve predictable problems. This, it could be argued, is less likely to be problem-solving and more likely to
be an ability to remember how to react to occasional, predictable exceptions. It is
only at the AQF VI level that we see an expectation to analyse, diagnose, design and
execute for problem-solving which more closely reflects the reality of the skills and
knowledge required to plan to resolve problems for residents with dementia (Nay
et al. 2003).
In order to demonstrate that problem-solving ability is reliably tested and scored,
the assessment task must be based on a conceptually sound framework. Whilst criterion three of the AQF may define problem-solving, more detail is required. Curtis and
Denton (2003), writing for the Australian National Training Authority on VET, define
processes that are central to effective problem-solving as:
(1) Apprehending, identifying and defining the problem;
(2) planning an approach to the problem including selecting strategies;
(3) carrying out the chosen plan;

Sample from marking rubric.

AQF VI × 3 points each
Has the depth of knowledge of dementia, health
and human behaviour to conceptualise
strengths, which may not be readily observable,
from analysing case study data, and knows how
to test or validate conclusions.
Example answers
Humour evidences some insight and judgement.
Probable financial security because of work
history.
Has the skill to mirror and respond to mirroring
when verbal communication becomes
difficult due to fatigue or stress.
Is probably a strongly spiritual person.
Low risk of falls.
Family relationships are a source of emotional
strength and support as well as stimulating
activities, but changing circumstances may
stress family who may require support to
continue.
Looking for his wife when distressed indicates
the possibility of some insight into his own
circumstances and an ability to act on that
insight.

AQF IV × 2 points each
Has the knowledge required to analyse facts and begin
to deduce strengths from the data, and behaviours of
people described in the case study.

Example answers
Has good fine motor skills evidenced by his carpet
bowls and mini golf.
Visuospatial skills intact – can interact with his
environment.
Should be able to make simple requests if allowed time.
Can use social skills appropriately when not stressed.
Some long-term memory and some-long term skills
intact e.g., recognises wife, can sing words to songs.
Social strengths in supportive family relationships.
Some planning and organising skills apparent in his
active participation in hygiene routines and
continence.
Some long-term habits intact e.g., hygiene.
Some concentration apparent in his sense of humour
and ability to follow verbal prompts.
Good gait and balance.
Can initiate activities himself.

AQF III × 1 point each

Has the knowledge required to interpret
case study data and to be able discern and
report Mr Henderson’s strengths from the
information given about him.

Example answers
Retains some bladder control.
Retains bowel control.
Has good hearing.
Enjoys food.
Is still strong and mobile.
Family visit frequently.
Can respond to simple verbal prompts.
Can use simple sentences.
Can respond to physical prompts.
Can remember his wife and recognise his
grandchildren.
Enjoys singing, mini golf and bowls.
Enjoys walking with his wife.
Has a sense of humour.

Question one - outline Mr Henderson’s strengths and abilities

Table 2.
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(4) monitoring progress towards the goal; and
(5) reflecting on the effectiveness of the solution attempt.
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The case study questions clearly reflect these elements (Appendix 1), and in responding
to the questions, successful participants demonstrated the links between assessment,
problem-identification, planning and implementing actions in response the problem,
and evaluating success in problem-solving. Each of these steps can be independently
graded using the schematic which allows for observable routine problems to be identified at an AQF III level, easily or routinely deducible problems to be identified at an
AQF IV level and demonstrated analysis and deduction at an AQF VI level by having
an observable problem clearly linked to a probable cause.
Relationships with other variables
Evidence of the relationship of the test scores with external variables that may be
predictive of comparable expected outcomes, or are measures of some criteria that the
test scores are expected to predict, is acceptable in constructing an argument in
defence of the use of this test and marking rubric (The American Educational
Research Association, American Psychological Association, and National Council on
Measurement in Education 1999). In this case the participants had concurrently
successfully completed other assessment tasks during the AA Vic course, including a
final competency-based workplace assessment for CHCAC15A. This should support
the minimum scores for the case study using the marking rubric as representing, at
least, an acceptable beginning standard score for the knowledge required for dementia
care in residential facilities. The ranks established by the test scores could, conversely,
be considered as predictive of a degree of competence. Further study will be required
to confirm this and establish a consistent predictability.
Internal structure and the marking rubric
Variation in an attribute, in this case the knowledge required for dementia care competency, should produce variations in scores if the measure is accurate (Borsboom,
Mellenbergh, and van Heerden 2004). The marking rubric was intended to produce a
variety of criterion-referenced scores of the knowledge required for the national
dementia care competency CHCAC15A. The variation of those scores within the AQF
level groups of staff was then expected to produce ranks for future norm-referenced
scoring. If the rubric is to be considered to provide a valid score or measure of knowledge that is sensitive to AQF level, then the analysis of those scores needs to be open
and transparent (Newton 2005). A one-way analysis of variance (ANOVA) was
conducted to explore the relationship between the AQF levels and the scores resulting
from the use of the marking rubric. Table 3 shows that there was a statistically
Table 3.

Analysis of variance.

Between groups
Within groups
Total

Sum of squares

df

Mean square

F

Sig.

59211.601
42809.209
102020.811

2
129
131

29605.801
331.854

89.213

.000

df = degrees of freedom; F = F ratio; sig = significance.
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significant variability between groups; with an effect size of (d = .58) the null hypothesis was rejected.
Post-hoc comparisons using the Tukey HSD test indicated that the mean scores
for AQF III (M = 44.30, SD = 17.14), AQF IV (M = 63.90, SD = 12.29) and AQF
VI (M = 96.77, SD = 24.32), were significantly different from each other. The mean
difference between the groups was significant at the 0.05 level with a 95% confidence interval. This confirms the observed differences in workplace performance
between the three groups and indicates, according to Borsboom, Mellenbergh, and
van Heerden (2004), the construct validity of the test results from the marking
rubric.
A discriminant function analysis was conducted to explore the predictive ability
of the rubric scores for the seven questions with respect to the three AQF levels.
Overall, 75.8% of cases were correctly classified (see Table 4). The detailed analysis
shows that 78.7% of Certificate III cases were correctly classified with 19.6% incorrectly classified as Certificate IV and none incorrectly classified as degree. For the
Certificate IV cases 69.6% were correctly classified, 19.1% were incorrectly classified as Certificate III, and 20.5% incorrectly classified as degree. For the degree
cases 79.5% were correctly classified, 10.9% were incorrectly classified as Certificate IV, and 2.1% incorrectly classified as Certificate III. This means that given a
rubric score, a trainer could predict the AQF group it belongs to with reasonable
certainty.
The application of the knowledge underpinning the competency to the case study
and questions is significantly different between the three groups (Figure 1) and the
marking rubric is sensitive enough to demonstrate this.
Inter-rater consistency for the rubric scores was confirmed by the researcher and
two other markers, one from AA Vic and the other, an independent trainer. The usual
prerequisites for residential aged care educators or staff development officers are
Certificate IV qualifications in workplace training which incorporates an understanding of the AQF levels, professional qualifications and experience in teaching and
assessing, in this case the competency CHCAC15A. Smaller facilities, of course, may
not be able to justify financial resources dedicated to such roles as staff-development
officer qualified to apply the rubric or Dementia Care Educator. In those circumstances, education and staff development, which are compulsory for the industry, are
outsourced to someone with necessary prerequisite skills. Both confirmatory markers
in this case used the marking rubric on the same sample of ten case study responses
previously marked by the researcher. A Pearson product-moment correlation was
Table 4.

Discriminant analysis classification table.
Predicted group membership
Educational level

Original

count

%

Cert. III

Cert. IV

Degree

Total

37
9
0
78.7
19.6
.0

9
32
8
19.1
69.6
20.5

1
5
31
2.1
10.9
79.5

47
46
39
100.0
100.0
100.0

Cert. III
Cert. IV
Degree
Cert. III
Cert. IV
Degree

75.8% of original grouped cases correctly classified.
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Distributions of first discriminant function scores for each AQF level.

conducted on the three sets of results and demonstrated a strong positive correlation
between the markers (r = .99, n = 10, p < .0005). Although this is an indication of the
reliability of the scores, the size of the sample is an issue, and further testing of larger
samples will be required.
Discussion
The results supported the long-standing observations of the researcher and AA Vic
trainers that it is possible to present information and have it adopted by students,
analysed, and incorporated into their thinking at their existing level of function or
education. It is possible though that the small sample size has resulted in a sampling
error. The small sample does limit the generalisability of the resulting ranking to the
broader population of aged care workers, and further testing is desirable.
There were some outliers in the results and some degree of overlap between
groups. It is conceivable that these reflect the fact that some participants may have had
prior qualifications, other than in health care, at a higher level; course participants
were not asked for this information. It may be that some participants were in the
process of up-skilling to a higher level by virtue of workplace learning or were
enrolled in, but had not yet completed, a higher level course.
Since the early 1990s, the majority of VET-funded dementia-specific education
has been aimed at PCW. This cohort was able to score a significant number of marks
at AQF IV level. On the other hand, whilst the RN were exhaustive in the data they
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offered at AQF III and IV, and were therefore able to gain a high number of marks,
quality answers, particularly in relation to assessment and problem identification at an
AQF VI level, were fewer than expected and the highest possible scores were not
achieved. The reviewers and the researcher collectively had established that a high
score of 260 was possible, but the RN score with a mean of 96.77 and a range of 46
to 145 was well below this. RN and EN have had access to very little formal dementia
care education at undergraduate or postgraduate levels. RN educated at university
have had to rely largely on self-development for expertise in aged and dementia care
(Pearson et al. Queensland University of Technology School of Nursing 2004). This
may explain the lower than expected scores.
Since there is a degree of subjective judgement in using a marking rubric, and marking
was not blind to the AQF level of staff, there was a risk of expectancy effects (Reynolds,
Livingston, and Willson 2006). It may also be argued that the expectations of the
researcher, experts in their field, were too high in relation to the RN cohort. This argument
is to some degree countered by the apparent inter-rater consistency with the researchers’
original marks on a small sample. Newton (2005) argues that a degree of measurement
inaccuracy has to be acceptable since it can never be eliminated entirely. It is, however,
generally acknowledged that the industry is concerned about the level of knowledge
of aged care RNs in dementia care as they are expected to provide supervision and
mentoring for all direct care staff (Alzheimer’s Association 2005; Nay et al. 2003).
The value of grading individuals’ knowledge and competence in VET is a current
subject of debate, and the notion of norm-referenced ranking for workers is offered as
a middle ground. The intent is to use the validated rubric as a way of establishing ranks
to aid human resource management, organisational benchmarking and research. It can
assist trainers to identify ongoing workplace education and training needs and plan
education or individual mentoring to meet those needs. It can be used to recognise
staffs’ on-the-job learning (RPL) as part of an overall competency-based assessment
to gain higher qualifications. The group scores or distributions can be used by management as a summative evaluation of in-service programs or work-based learning and
for internal or external benchmarking. In this case the rubric was applied to a specific
competency and its case study assessment tool, but such a rubric could, arguably,
pertain to any competency and case study with relevant content and criterion validity.
Conclusion
Quality residential aged care relies on a mix of skills in its workers. Existing research
and general discussion in the literature about VET for the aged care workforce has
found that there is considerable variability in the skills of new graduates. It is also
generally agreed that competence at graduation is a beginning standard which is
enhanced over time by the implicit learning gained from workplace experience as well
as formal education and training programs. There is a risk that unchallenged implicit
workplace learning can simply perpetuate poor knowledge and practice. Assessing the
knowledge of staff is important for maintaining quality care.
Ideally, a single dementia care assessment tool that can accurately score or benchmark staff knowledge from Certificate III to degree level is required. This paper has
discussed the choice of an existing case study-based assessment of knowledge developed by AA Vic, used in conjunction with a newly-developed marking rubric
designed to differentiate between the differing AQF levels represented in the workplace. The assessment task and rubric were tested on a representative sample of the
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competent Australian residential aged care workforce with the appropriate AQF mix.
Evidence of the adequacy with which the test represents the national dementia competency CHCAC15A, the responses of test users to the problem-solving content of the
case study and the test’s relationships to other relevant, concurrent competency
assessments, have been established. The distribution of test scores was analysed using
ANOVA to demonstrate a significant difference between the knowledge and application of knowledge of PCW, EN and RN who had received the same course content. A
discriminate analysis showed that the scores can significantly predict an AQF level of
staff. Inter-rater consistency was demonstrated by correlating the marks from three
markers, two of whom were external to AA Vic.
It was noted that the scoring for AQF III was higher than anticipated but scores for
AQF VI were lower than expected. RN were generally comprehensive and correct in
their answers but the expected depth of analysis of the data and therefore problemsolving capacity, was absent. There were, therefore, few high-scoring responses. Each
AQF level was represented by a relatively small sample, and further testing would be
required before the rankings that were established could be generalised to the total
Australian residential aged care workforce.
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Appendix 1. Assessment task five: understanding behaviours of concern from
Alzheimer’s Australia Victoria (2000)
Mr Henderson is 82 years old. He has lived at home with his wife for the past 53 years. His
medical history includes high blood pressure, osteoarthritis (with occasional flare-ups), some
loss of vision and moderate dementia caused by multiple small strokes.
Mr Henderson was a policeman for 30 years, then retired and did some work for a security
company on and off for ten years.
He was always handy around the house and loved working in their garden with his wife.
He used to walk about five kilometres every day for exercise and played golf well into his
seventies.
Other hobbies included playing cards, watching television and reading. Mr and Mrs
Henderson have had a wonderful 53-year marriage. They attend church regularly and Mr
Henderson had a very good singing voice.
He has always been a ‘late to bed, early to rise’ person, seemingly not needing a great deal
of sleep. He has a good appetite, especially enjoying generous helpings of his wife’s beautiful
cooking in the evenings.
Mr Henderson is still fairly fit and has good muscle strength for a man of his age. He can
communicate in most situations in short sentences and single words, but very slowly. He seems
able to understand most verbal communication if it is presented clearly, simply and with eye
contact. Sometimes it is necessary to touch him gently to get and maintain his attention. He
enjoys singing and will participate in some activities like carpet bowls and mini-golf. He goes
for short walks with his wife, when the weather is pleasant and has a hearty appetite.
Mr Henderson recognises his wife and his children by name. He recognises his grandchildren, but not their names. He is able to actively participate in his showering, dressing and
grooming, with quite a lot of help and encouragement.
Mr Henderson is mostly continent during the day, with prompting, and has regular bowel
habits. He has a wonderful sense of humour and excellent hearing.
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Bonnie Gardens Aged Care Facility is a new 48-bed facility which has both high and low
level care residents, some of whom have dementia. At night there is one Registered Nurse (RN)
and one other person on the roster.
Documentation is good and there is good communication between the staff. Over the past
week there has been a change in the night-time behaviour of one of the residents, Mr Henderson.
On four different nights he has been getting up some time between lam and 3 a.m., urinating on the floor next to his bed then walking out into the passage and up towards the staff area,
calling out in a loud voice for his wife. When staff have gone down the passage to approach
him, he has become extremely agitated and physically and verbally aggressive towards them,
physically hurting one of the staff by punching her.
This staff member is now off work with bruised ribs. Other staff are now somewhat afraid
of him, but want to help him if they can. His wife visits him every day in the afternoon and the
children have devised a roster to enable one of them to be with him some time each day.
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Outline the following aspects:
(1)
(2)
(3)
(4)
(5)
(6)
(7)

Mr Henderson’s strengths and abilities.
Mr Henderson’s losses.
State presenting problem.
Identify at least five possible triggers for the behaviour.
Develop an action plan for the managing of the situation identifying at least five strategies, the plan should be related to the triggers you have identified.
Consider and discuss who else will need to be involved in implementing and monitoring the plan.
Consider and describe any actions for reviewing and modifying the plan consistent
with your work role and responsibilities.

