/ INSTITUTE

AT @9 Abe’s Garden

Evidence-Base Support for the I’m Still Here®
Approach to Dementia Care

This document represents the evidence base for the clinical and behavioral outcomes associated with
the I’m Still Here® approach. The comprehensive approach includes planning and organization of the
residential and clinical environment for care, operational issues related to creating a compatible and
health-supportive flow of the day, training for family members and paid staff in the I’'m Still Here®
resident skills-supportive approaches to communication, dining, engagement, care, and behavior, and
pre-post research adding to the growing I’m Still Here® evidence base and program improvement.

This report includes results drawn from studies carried out by our Research Division, articles by I'm Still
Here® research staff, and other articles in the field supporting the approach. Highlights include:

e Falls
o A long-term care community saw a reduction in falls for persons with dementia after
being trained on the I’'m Still Here® approach. Prior to the training, the average number
of falls per month was 15.0. After the training, the average number of falls plummeted
to 7.7 per month.
e Antipsychotic Use
o A longterm-community saw a reduction in antipsychotic use after being trained on the
I’m Still Here® approach. Prior to the training, an average of 36.3% of residents per
month with dementia were receiving antipsychotics. After the training, an average of
22.3% of residents per month were taking antipsychotics. Furthermore, in the second
quarter following the I'm Still Here® training, antipsychotic usage reached an all-time low
of 12.5%.
e Cognition
o Hearthside Book Club® (HBC) is one of the central activities used as part of the I’'m Still
Here® approach. In an NIH-funded study, participants with late stage dementia (n=13)
exhibited an increase in cognition after regularly participating in Hearthside Book Club
for six weeks. Prior to participation in HBC, the mean Mini-Mental Status Examination
(MMSE) total score was 9.0 (SD=1.6). After participation in HBC, the mean MMSE score
was 12.3 (SD=4.1). The increase in MMSE scores was statistically significant (p<.01).
e Neuropsychiatric Symptoms/Challenging Behaviors
o In an NIH-funded study, participants (n=108) who regularly participated in Hearthside
Book Club for three months exhibited a reduction in Neuropsychiatric Systems /
Challenging Behaviors, based upon the Neuropsychiatric Nursing Home (NPI-NH). Prior
to participation in HBC, the mean score on the NPI-NH was 6.52 (SD=8.52). After



participation in HBC, the mean score was 4.86 (SD=6.25). This change was statistically
significant (p<.05).
Apathy
o In an NIH-funded study, participants (n=108) who regularly participated in Hearthside
Book Club for three months exhibited a reduction in Apathy, based upon the
Neuropsychiatric Nursing Home (NPI-NH). Prior to participation in HBC, 34% of
participant exhibited apathy. After participation in HBC, 21% of participants exhibited
apathy. This change was statistically significant (p<.01).
Depression
o In an NIH-funded study, participants (n=9) who were depressed at baseline and who
regularly participated in Hearthside Book Club for three months exhibited a reduction in
depression, based upon the Geriatric Depression Scale (GDS-SF). Prior to participation in
the mean GDS-SF score was 7.78 (1.30). After participation in HBC, the mean GDS-SF
score was 5.07 (2.54). This change was statistically significant (p<.05).
Engagement/Affect
o Inan NIH-funded study, Hearthside Book Club (n=108) produced higher levels of positive
engagement/affect and lower levels of negative engagement/affect, as compared to
standard activities. Constructive Engagement increased from 0.85 (SD=0.42) to 1.58
(SD=0.32). Pleasure increased from 0.36 (0.29) to 0.69 (0.29). Other Engagement
decreased from 0.33 (SD=0.34) to 0.07 (SD=0.10). Non-Engagement decreased from 0.34
(SD=0.37) to 0.11 (SD=0.25). All changes were statistically significant (p<.01).

The following table summarizes the evidence base for I’'m Still Here® care training and design
responses. The table summarizes the impact of I’'m Still Here® programs and approaches on persons
with dementia, as well as on family members, and members of staff. Data were obtained from a variety
of sources, including NIH-funded studies, internal research on residents, literature reviews, and

pre/post surveys with attendees of I’m Still Here® trainings.

Table 1: Evidence-base for I’'m Still Here®
Programs and Approaches — Domains Impacted
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Evidence-Base Report

The Hearthstone Institute is committed to evaluating the impact of its signature education and
embedding program on persons living with dementia. To assess impact, the evaluations carried out to
compare data collected on residents before the training begins (Pre-Training) and again after the
training is complete (Post-Training). The goal is to determine whether and to what extent persons with
dementia are impacted when those with whom they interact receive training on the I'm Still Here®
approach (Zeisel, 2009) on a regular basis.

Persons with dementia generally are expected to experience a decline in various parts of their lives as
their condition progresses. For example, it is well-known that cognition is expected to decline as the
condition progresses—in fact, a progressive decline in cognition is a primary symptom of dementia
(Reisberg et al., 1985). Other changes also occur often in the person's life.

From a research perspective, it is argued by some that conducting a Randomized Control Trial is the gold
standard of research — the best way to feel confident that a hypothesis is valid. Such trials randomly
generate one group (the Treatment Group) that participates in the program being evaluated, and
another Control Group that does not. In situations —such as for immersive programs like I’'m Still Here®
programs —where it is neither practical nor ethical to employ such a study design, other rigorous and
equally convincing best-practice research designs are both and reliable — also gold standards.




This is the case for comprehensive real-world interventions such as I'm Still Here®.

OUTCOMES

The results for each Domain / Measure are presented employing the following standard format: first a
narrative description of outcomes related to the Domain / Measure is presented; then a chart visually
represents the outcomes. As mentioned earlier, the statistical significance or directional trends of
findings are identified in the narrative and in the charts by p<.01, p<.05 and p<.10.

The following illustrated examples indicate specific outcomes for residents and staff evaluated as part
of I'm Still Here® standard Pre-Post Training. General findings outcomes are as follows:

I’m Still Here® education, training & embedding program at COMPANY produced the following positive
outcomes:
1. Increase in engagement
Improvement / preservation in cognition
Increase in quality of life
Decrease in responsive behaviors
Increase in staff member knowledge
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Outcomes Example #1

A total of 17 nursing home residents living with dementia took part in an evaluation of the impact of
Hearthstone’s training and embedding programming. Data were collected on residents prior to the
training / embedding (“Pre-Training”) and then again after the training / embedding (“Post Training”).
Approximately one year elapsed from Pre- to Post-Training. The following outcomes were observed:

1. There was a 32% statistically significant (p<.05) decrease in neuropsychiatric symptoms from
Pre-Training to Post-Training based upon the Neuropsychiatric Inventory — Nursing Home (NPI-
NH). More specifically, the Frequency x Severity (F x S) total score at Pre-Training was 44.94. This
figure dropped to 30.48 at Post-Training. This suggests that the Hearthstone training /
embedding successfully reduced neuropsychiatric symptoms in residents with dementia. Such
symptoms negatively affect the resident’s quality life and make providing care challenging for
care partners.

2. There was a 10% increase in quality of life based upon the Quality of Life — Alzheimer’s Disease
(QOL-AD) scale. More specifically, the QOL-AD total score at Pre-Training was 23.4. This
increased to 25.9 at Post-Training. This increase approached significance (p=0.07). This suggests
that residents directly benefited from the training/embedding by experiencing a higher quality
of life.

In addition, all nursing home residents were observed in activity programming during Pre- and Post-
Training. As shown in Chart 1, there was an 11% statistically significant (p<.05) increase in positive
engagement from Pre- to Post-Training.



CHART 1
Nursing Home #1 Residents Positively Engaged Throughout the Day:
Pre-Training vs. Post-Training
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Staff members also took quizzes before and after each training session. As seen in Chart 2, there was
a statistically significant (p<.01 or p<.05, as indicated by the asterisks (*) in the chart) increase
knowledge from Pre- to Post-Training for all training modules. As such, it is likely that the knowledge is
the reason for the changes seen in the residents.

CHART 2
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Outcomes Example #2

A total of 16 nursing home residents living with dementia took part in an evaluation of the impact of
Hearthstone’s training and embedding programming. Data were collected on at Pre-Training and then
again at Post-Training. Approximately 10 months elapsed from Pre- to Post-Training. The following
outcomes were observed:

1. There was a 41% statistically significant (p<.05) decrease in depressive symptoms from Pre-
Training to Post-Training based upon the Geriatric Depression — Short Form (NPI-NH). More
specifically, the total score on the GDS-SF at Pre-Training was 3.9. This figured dropped to 2.3 at
Post-Training. This suggests that the Hearthstone training / embedding successfully reduced
depressive symptoms in residents with dementia.

2. There was a slight (5%) increase in cognition based upon the Brief Interview for Mental Status
(BIMS). While this change was not statistically significant, the finding is notable since cognition
typically declines in persons with dementia over time. One would certainly expect there to be a
decline in the 10 months that elapsed between Pre- and Post-Training. As such, it appears that
the Hearthstone training may have had a slightly protective effect on cognition.

3. There was a 6% increase in quality of life based upon the QOL-AD scale. More specifically, the
QOL-AD total score at Pre-Training was 23.67. This figure increased to 25.13 at Post-Training.



This increase approached significance (p=0.11). This suggests that residents directly benefited
from the training/embedding by experiencing a higher quality of life.
In addition, all nursing home residents were observed in activity programming during Pre- and Post-
Training. As shown in Chart 3, there was an 5% statistically significant (p<.05) increase in positive

engagement from Pre- to Post-Training.

Chart3
Nursing Home #2 Residents Positively Engaged Throughout the Day:
Pre-Training vs. Post-Training
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Staff members also took quizzes before and after each training session. As seen in Chart 4, there was
a statistically significant (p<.01 or p<.05, as indicated by the asterisks (*) in the chart) increase
knowledge from Pre- to Post-Training for all training modules. As such, it is likely that the knowledge is
the reason for the changes seen in the residents.

Chart 4
Nursing Home #2 Knowledge Transfer
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ENGAGEMENT
o DESIRED OUTCOME: Increase in Positive Forms of Engagement

The data suggest that residents were more positively engaged after staff were trained on the I'm Still
Here® approach. In Chart 1, the red lines represent positive engagement at Pre-Training, with the
darker red line displaying the actual percentages of residents at each time of day and the lighter red line
displaying the mean percentage across the entire day. The blue lines represent positive engagement at
Post-Training (dark blue = actual percentage at each time of day; light blue = mean percentage across
the entire day). The mean percentage of COMPANY residents positively engaged increased significantly
from Pre-Training (mean = 23%) to Post-Training (mean = 34%). The data suggest that Hearthstone’s
training had a positive impact on engagement of residents living with dementia.



Chart1
Residents Positively Engaged Throughout the Day
Pre-Training vs. Post-Training
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*** Change from Pre-Training to Post-Training was significant at the p<.01 level

COGNITION
o DESIRED OUTCOME: Increase in Cognition or Preservation of Current Levels of Cognition

COMPANY residents experienced a 9% improvement in cognition from Pre- to Post-Training based on a
BIMS mean of 1.89 at Pre-Training to a Post-Training mean of 2.06. Although the increase in cognition
was small, any increase in cognition can be interpreted as a positive trend, because persons living with
dementia typically experience a decline in cognition over time. The Pre- to Post-Training assessment
reflected a 12-month period. Even if cognition had remained the same with no increase identified, this
would be a positive finding.

Chart 2
BIMS Total Score:
Pre-Training vs. Post-Training
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QUALITY OF LIFE
e DESIRED OUTCOME: Increase in Quality of Life

COMPANY A residents reported a statistically significant (p<.10) 14% increase in Quality of Life (based on
the QOL-AD) from Pre- (Mean=26.08) and Post-Training (Mean=29.61). As such, the data suggest that
the Hearthstone training had a positive impact on Quality of Life.



Chart 3
QOL-AD Total Score
Pre-Training vs. Post-Training
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DEPRESSION
e DESIRED OUTCOME: Decrease in Depressive Symptoms

COMPANY A residents experienced a non-significant 19% increase in depressive symptoms (based on
the GDS-SF) from Pre-training (Mean=5.05) to Post-Training (Mean=5.99). This slight increase in
depressive symptoms is not surprising, as depression often increases in dementia over time. It is quite
likely that, without the Hearthstone training, depression would have increased even more from Pre- to
Post-Training.

Chart 4
GDS-SF Total Score
Pre-Training vs. Post-Training
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RESPONSIVE BEHAVIORS
e DESIRED OUTCOME: Decrease in Responsive Behaviors

COMPANY A residents experienced a 33% statistically significant (p<.05) decrease in Responsive
Behaviors, based on the Frequency x Severity (F x S) total score on the NPI-NH. At Pre-Training the score
was 43.22, while at Post-Training the score was 28.79. This decrease in Responsive Behaviors suggests
that the Hearthstone training reduced responsive behaviors in residents living with dementia.



Chart 5:
NPI-NH Total Score (Frequency x Severity)
Pre-Training vs. Post-Training
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KNOWLEDGE TRANSFER
e DESIRED OUTCOME: Increase in Knowledge

As shown in Table 2 and Chart 6 below, there were statistically significant improvements for most
Training Modules from Pre-Training to Post-Training. The greatest increase was seen in Introduction to
I’m Still Here ® Training Module, due to the major culture change addressed in this module, as well as
that the 49% Pre-Training score for this module left a lot of room for improvement. The smallest
improvement was seen in the P.O.W.E.R. Method Training Module, due in part to the “ceiling effect” of
the relatively high Pre-Training score. That is, staff members scored relatively high at Pre-Training
(68%), meaning there was little room for improvement. Overall, the Hearthstone training resulted in a
significant increase in knowledge for COMPANY A staff.

TABLE 2. KNOWLEDGE TRANSFER

Pre-Training | Post-Training | Pre-Post

Mean % (SD) | Mean % (SD) CHANGE
Introduction to I’'m Still Here® (N=48) 49% 85%*** +36%
Communication (N=38) 53% 79%*** +26%
Dining Experience/Personal Care (N=31) 49% 81%*** +31%

P.O.W.E.R. Method (N=25) 68% 72% +4%
Activity Experience (N=22) 53% 78%* +25%




Chart 6
Knowledge Transfer
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*** Change from Pre-Training to Post-Training was significant at the p<.01 level
** Change from Pre-Training to Post-Training was significant at the p<.05 level
* Change from Pre-Training to Post-Training was significant at the p<.10 level

SUMMARY

I’m Still Here® education, training & embedding program at COMPANY “produced the following positive
outcomes.
1. Increase in engagement
Improvement / preservation in cognition
Increase in quality of life
Decrease in responsive behaviors
Increase in staff member knowledge
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The following section presents descriptions and references for the evaluation measures employed.
These are followed by two lists of references to articles containing evidence in support of the
approach. First are articles authored or co-authored by members of the research staff; second are
supporting articles by other professionals in the field of nonpharmacological treatment for dementia.
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Evidence-Base Methods

The domains and the Evidence Base methods used to assess change include the following.

1. Engagement



The Menorah Park Engagement Scale (MPES) method (Camp, Skrajner, & Gorzelle,
2015) has been used for over 20 years to measure engagement /affect in persons with
dementia. To assess a person’s engagement during an activity, an observer trained in
the method observes the person repeatedly for five seconds, recording the person’s
predominant behavior each time. The MPES measures four types of engagement:
Constructive Engagement: motor/verbal behavior exhibited clearly in response to the
target activity; Passive Engagement: listening/watching a target activity; Other
Engagement: motor/verbal behavior exhibited in response to something other than the
target activity; and Non-Engagement: outward signs / indicators of apathy, such as
sleeping, closing one’s eyes, and staring into space. In this evaluation, the MPES was
used to track the percentage of residents Constructively or Passively Engaged at various
times during the day.

4. Cognition

a.

The Brief Interview for Mental Status (BIMS) scale is conducted via direct interview
with the resident. The BIMS has three sections. The first section of the BIMS tests
immediate recall and attention by verbally presenting three words to the person and
immediately asking her to repeat them. The second section of the BIMS assesses
orientation. The person is asked to identify what month we are in currently, which year
itis, and what day of the week it is. The third section of the BIMS tests short-term
memory. After the distracting task of orientation questions, it asks the person to recall
the three words they had to repeat earlier. If they cannot recall the words, they are
given a cue to help trigger the memory, such as "something to wear" to determine if
that helps them recall and say the word "sock." The total score on the BIMS ranges
from 0-15, with higher scores indicating better cognition. The numeric value can be
interpreted as follows: 13 to 15 points, intact cognition; 8 to 12 points, moderately
impaired cognition; and 0-7 points: severely impaired cognition.

5. Quality of Life

a.

The Quality of Life-Alzheimer's Disease (QOL-AD) scale is conducted via direct interview
with the person, with a proxy version available if the person is unable to respond to the
guestions. The validated QOL-AD scale has been used for many years by researchers to
examine the impact of various interventions for persons with dementia. It consists of 13
items, each of which has four options. The total QOL-AD score ranges from 13-52, with
higher scores indicating higher quality of life. We are presently reviewing other slightly
longer Quality of Life measures for those living with dementia, such as the Dementia
Related Quality of Life scale (DEMQOL; Smith et al, 2005).

6. Depression

a.

The Geriatric Depression Scale-Short Form (GDS-SF) is conducted via direct interview
with the person, though a proxy can answer the questions if the person is unable to
respond. The GDS-SF has 15 items, each of which has a "yes/no" response. The total
score ranges from 0-15, with higher scores indicating more depressive symptoms. A
score above 5 is considered an indicator of depression.

7. Responsive Behaviors

a.

The Neuropsychiatric Inventory-Nursing Home (NPI-NH) conducted by interviewing a
proxy (caregiver), examines the following responsive behaviors: delusions,
hallucinations, agitation / aggression, depression / dysphoria, anxiety, apathy /
indifference, irritability / lability, elation / euphoria, disinhibition, and aberrant motor
behavior. For each item, the proxy rates frequency on a scale of 0 to 4 (O=not at all,
1=occasionally, 2=often, 3=frequently, or 4=very frequently) and severity on a scale of 0
to 3 (0=not at all, 1=mild, 2=moderate, and 3=severe). For each responsive behavior, a
Frequency times Severity score is then calculated, referred to as F x S. For example, if
the person exhibits agitation often (2) and the severity is moderate (2), the F x Sscore is



4. If the person does not exhibit a symptom, the F x S is zero. The total Fx S score
across all Responsive Behaviors is then calculated. The total F x S score can range from
0 to 120, with higher scores indicating more responsive behaviors. Besides examining
the total score, it is also common for researchers to examine specific items from the

scale—e.g.,

analyzing if there is a change in the F x S score for agitation in particular,

from Pre-Training to Post-Training.
8. Knowledge Transfer (Staff)
a. Pre-Post Quizzes, before and after each training session, were administered to staff
who attended the training. We examined whether or not there was an increase in
knowledge after each training.
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Evaluation Measures

Proximal

Engagement

I’m Still Here® Activity Observation Form

Residence: Date: Activity # Residents: Staff Initials:

Hearthstone Ac

This measure is an observational tool that assesses
engagement displayed by PWD taking part in
activities. It is based off the Menorah Park o UEAN i omobcody colcone on oga th HEARTHSTONE USE OWLY sockon,
Engagement Scale (MPES), which has been used in o | New
many studies examining the impact of non-
pharmacological interventions (Camp, Skrajner, &
Gorzelle, 2015). The Hearthstone Activity
Observation Form divides engagement into four
distinct types: Active Engagement (AE), Passive
Engagement (PE), Non-Engagement (NE), and Other
Engagement (OE). AE is defined as any motor or
verbal behavior exhibited in response to the target
activity, e.g., turning the pages of a booklet, + Toem
responding to a question posed by the leader, etc. PE e [ 1] e 2 3] e o e ] e R 7] R [ e 0] S0 [ 2 et
is defined as listening and/or looking in response to Codes

0 = Non-Engagement (Asleep/Eyes Close)
1 = Distracted Engagement (Doing Something Other Than the Activity)

the target activity, e.g., listening to a discussion, 2 = Passive Engagement (Listening/Watching Activy)

3 = Active Engagement (Doing/Commenting on Activity)

WatChIng Someone pOIntIng tO a pICture |n a bOOk, If more than one behavior is observed during the three seconds in which you are observing the

resident, code the ifem thal occurred for most of the fime. If all behaviors are aboutf equal, code the

etc. NE is defined as staring off into space, keeping item with the highest number.

o|le|lo|lo|lo|le|lo|lo|lo|e|e
z
&
z

one’s eyes closed, or sleeping during the activity. OE

is defined as either self-engagement (engagement with one’s own body, clothes, or personal
effects, such as biting one’s nails or fidgeting with one’s shirt while ignoring the activity) or
engagement unrelated to the target activity, such as watching a nurse dispense pills to a clientin
an adjacent room, chatting with a friend while ignoring the activity, etc. The Hearthstone Activity
Observation Form allows you to observe one resident at a time for three seconds and ten total
residents on one Activity Observation form.



Distal

Quality of Life

Quality of Life—Alzheimer’s Disease
(QO L-A D ) Parficipant Version

I want to ask you some guestions about your quality of life and have you rate different
aspects of your life using ane of four words: poor, fair, good, or excellent.

Quality of Life—AD (QOL-AD)

When you think about your life, there are different aspects, like your physical health,
enargy, family, money, and others. I'm going fo ask you to rate each of these areas.

The QOL-AD measures five domains of quality of o L m— :

‘e want to find out how you feel about your current situation in each area.
life: interpersonal, environmental, functional, i s not sur aboutehat s quesin mesns, you can ask e about H you hve
physical, and psychological (Logsdon et al., 1999).

1. Physical health OP?O‘ OFg" Oﬁgm DE:.:;uem

The scaleincludes thirteen items: physical health, 2 Eneray o 0% 0% o™

energy level, moods, living situation, memor e o o o o

gy ) ) g ’ V, 4. Living situation QP [ofar |ot bk

family, marriage, friends, overall self, ability to do 5. Memery o o7 (0% [o™™

re . 6. Family O Pt:or O ngr OG%OG OEMX:\IEM

chores around the house, ability to do things for E— o™ [0 (0% (o5

fun, money, and overall life. There are two & Frends o 0 o 0¥

. . . 9. Self as a whole OPOO( OFW OG‘”d DE"’E”EM

. 1 2 3 4

versions of the scale: a patient version and a Y ———— L FoL LR

caregiver version. The total score is calculated 1-Abity o do tingsfo un o 0% 0% o™=

. . 12.Money OP‘:W Ongr Oﬁ\;od DEne:\lem

separately for the patient version and the e o™ o7 [0 [oma
caregiver version, with possible scores ranging oveRaLL ToTAL

from 13 to 52.

Depression

Geriatric Depression Scale-Short Form
(GDS-SF)

Geriatric Depression Scale—Short Form (GDS-SF)

'The GDS-SF is a screening fool, not a diagnosis. However, a score above 5 suggests depression.

Choose the best answer for how you have feit over the past week.

The GDS-SF is a self-report measure of depression in older auestion Cotumn | Columa B
adults (Sheikh & Yesavage, 1986). Individuals respond in a Ao you bemeely sel e wih your et O rero] © v
2 Have you dropped many of your activities or interests? Q ves1| O Nod
“Yes/No” format. The GDS was originally developed as a . Do you eet tmatyour i s empty? O ves1| O o
4. Do you often get bored? Q ves1| O Nod

30-item instrument but was revised down to fifteen items, S —————. 0 vert| O v
chosen because of their high correlation with depressive . Are you afad that someting bad s geing o happen fo you? O ves1] O Moo

) . . . . 7. Do you feel happy most of the time? QO ves-o | O Noi
symptoms in previous validation studies. B ——— O ver1| O tox
9. Do you prefer to stay at home, rather than going out and doing things? O Yes-1 O No-D
10. Do you feel that you have more problems with memory than most? Q Yes-1| (O Ned
Of the 15 items, 10 items indicate the presence of 11.Do you tink 3 wondertl 0 e alve now? 0 veso| O W
. oy . o you feel worthless the way you are now? O Yes- O Ne-
depression when answered positively while the other 5 i ol 6 s
indicate depression when answered negatively. This scale 14. Do you eel tha your siuation is hopeless? O ver1| © Hoo
. . . . . 15. Do you think that most people are better off than you are? O Yes-1 O No-D

can be completed in about 5 to 7 minutes, making it ideal Pp—

OVERALL TOTAL, ltems #1-15 (COLUMN A + COLUMN B)|

for people who are easily fatigued or are limited in their
ability to concentrate for longer periods of time.




Behavioral /Neuropsychiatric Symptoms

Neuropsychiatric Inventory — Nursing Home (NPI-
NH)

This measure is designed for use with people with AD and
other dementias to evaluate frequency and severity of 10
neuropsychiatric symptoms, often referred to as
challenging behaviors (Cummings et al., 1994; Wood et
al., 2000). These include: apathy, agitation, irritability,
dysphoria, disinhibition, anxiety,  hallucinations,
delusions, euphoria, and abnormal motor output.

Each behavior is rated as absent or present. In addition, if
the behavior is present, its frequency is rated on a scale
of one to four, and its severity is rated on a scale of one
to three. For each item, Frequency is multiplied by
Severity to create an F xS score for thatitem. A total score
on the NPI-NH is calculated by adding up all of the F x S
scores. Therefore, total scores on the NPI-NH (F x S) can

Neuropsychiatric Inventory Nursing Home {NPI-LNH)

Item Present? Frequency Severity Fre. x Sev.

Yes Mo 12 3 4 12 3

1. Delusions ool|looco o co0O0
e 5 B (3 2341023
) Yes Mo 12 3 4 12 3

- Agtation 0O ol oc0C0O0C|O0COC
l4. Depressions | Yes Ne 12 3 4 12 3
Dysphoria O oc|oco0o0CcoOo|]OoCO
) Yes Mo 12 3 4 12 3

o Amiety 0O oc|loooo|oooO
Yes Mo 12 3 4 12 3

o Apatny cC |00 C|O00OC
Yes Mo 12 3 4 12 3

7. Initability ocooloooo c oo
Yes Mo 12 3 4 12 3

8 Euphonia O |0 O00CO|0CO0OCO
ommaen | B[22 28822
10, Aberrant Yes Mo 12 3 4 12 3
MotorBenavior | O O | © © © © O 00
11 Nighttime | Yes No 12 3 4 12 3
behavior c © © C Cc ¢ © Cc C
12. Appetite / Yes Mo 12 3 4 12 3
EangChanges | © © | © © © © o co
Total Neuropsychiatric Inventory Score
(out of 144)

range from 0-120, with higher scores indicating increased frequency and severity of
neuropsychiatric symptoms / challenging behaviors in the individual.

Cognition
Brief Interview for Mental Status (BIMS)

The BIMS measure is used to get an overview of how
well a person is functioning cognitively at the moment.
It is used to determine an individual’s attention,
orientation and ability to register and recall new
information. The BIMS is broken into three different
sections. The first section of the BIMS tests the ability to
repeat information through immediate recall and
assesses attention. The second section of the BIMS
assesses orientation. The third section of the BIMS tests
short-term memory after the distracting task of
orientation questions. To reach a final score, add up the
total points from all three tests. The total possible BIMS
score ranges from 00 to 15, with higher scores indicating
that a person is more cognitively intact.

Brief Interview for Mental Status (BIMS)

€0200. Repatition of Three Words
TAsk resident: " am going fa say three words for you o remermber. Flease repeat the words ofter | have said all thiee.
The wards are: sock, blue, and bed. Now tell me the three words.”
Mumber of words repeated after first attempt
0. Neme Actual words said by resident

[

bive, a calor; bed, a piece

] . Missed by > 5 years o na
1. Missed by 2-5 years
2. Missed by | year
3. Comeet
Ask resident: “What month are we in right now?
s cose | B. Able o report correct month Actual month stated by resident
[ || 0 Missedbyo 1 monthor o smser ‘
1. Missed by 6 days to 1 month

2. Accurate within 5 days
sk resident: “What day of the week is today”" i
109007 Actusl day of the wesk ststed by resident

ik 10-an eariier question, What were thase three words that | asked you to repeat?”
i waord

towear:a [
Actual word stated by resident

Select One:
(0)13-15: Cognitively Intact
(008-12: Moderately Impaired
(00-07: Severe Impairment

This report was prepared by John Zeisel, Mike Skrajner, Gregg Gorzelle, Sharon Johnson with the

assistance of the full Research Team.




