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ABSTRACT

This thesis examines the effect of relocation on older adults with varying levels of
cognitive impairment. Results from previous research have been inconclusive partly due
to the difficulty of measuring stress in persons with dementia. This study measured
problem behaviours, defined as communication of emotion, as indicators of relocation
stress. This conceptualisation of problem behaviours is taken from the person centred
paradigm (Kitwood, 1997) which views symptoms of dementia as resulting from a
complex interaction between neurological impairment, health, personality, personal
history and social psychology. The thesis hypothesized that movers would demonstrate
increased problem behaviour post-move, and that persons with mild cognitive
impairment would show a greater increase in problem behaviours post-move than those
with higher levels of impairment.

The data used in this study were obtained from the Kiwanis Relocation Project
(Gutman, Hamm, & Pickering 2001) which used a quasi experimental design to follow
149 residents during a well planned move into one new multi-level care facility from two
closing intermediate care facilities.

This thesis examined the effect of relocation on 66 cognitively impaired residents.
A comparison group of 46 non-moving cognitively impaired residents was included in
the study. Level of cognitive impairment was determined using the Mini Mental State
Exam (MMSE) and nurses’ evaluation of functioning. Problem behaviours were assessed
using the Dementia Behaviour Disturbance Scale (DBD). There were 3 data collection

points; 3-months pre-move, 3- and 6-months post-move.
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Repeated Measures ANOVA indicated a statistically significant increase
in problem behaviours for movers compared with non-movers. Movers exhibited
increased problem behaviours at both post-move data collection while problem
behaviours for non-movers decreased from baseline to 3-months and then increased to
baseline level at 12-months. No interaction effect for time by level of cognition was
detected: all groups experienced similar increases in problem behaviours post-move.
These findings suggest that residents are negatively affected by relocation regardless of

level of cognitive impairment.
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DEDICATION

This thesis is dedicated to all those who generously shared their thoughts and
stories with me during our interviews. The vignettes below are of residents who

participated in the study.

Throughout our first interview in the original facility, Mrs. A was a cheerful
woman, who had settled into the rhythm of facility living and was enthusiastically
engaged in everyday activities. She appeared to be happy with the future move and did
not anticipate any difficulties. Six months later, Mrs. A sat huddled in her winged chair in
the corner of the room looking dishevelled and vulnerable. She was confused, could not
remember the move, her family or her personal history, and did not know where she now
lived. She was aware of and distressed about the confusion, asking repeatedly if I could
explain what was happening to her. The interview ended with me having to take her
down to the dining room because she could not find her way. Mrs. A continued to
deteriorate after this interview and was moved yet again to another room on a unit for the

persons with dementia.

Mrs E was a delightful, petite, ex-ballet dancer who had gracefully moved into
advanced dementia. At our first interview, she was very willing to speak with me but
unable to engage in any comprehensible conversation. She was in an open special care
unit and spent much of the day happily wandering through the facility. She took the move
in her stride; when I saw her three months post move she was as happy as she had been in
the previous facility, completely unaware that she had moved. She continued to wander
through the now locked special care unit and took great delight in helping staff whenever

she could.



CHAPTER 1: INTRODUCTION

The population of Canada and the Western industrialized world is aging.
Demographic projections for Canada predict that by the year 2021, the number of
Canadians over 64 years of age will increase from the current 12.2% to 19% of the
population (Denton, 1998). The fastest growing segment of this age group is those over
85, who are at the greatest risk for exhibiting cognitive impairment and developing
dementia. It has been estimated that the prevalence of dementia due to Alzheimer’s
disease doubles every five years over the age of 65 (Gallo & Leibowitz, 1999) and aging
is the greatest risk factor for Alzheimer’s disease according to the Canadian Study of
Health and Aging (CSHA,1994).

Providing quality care, which enhances quality of life, is and will continue to be
one of the major challenges facing those who provide care for people with dementia.
Although aging-in-place is seen as a effective way of promoting quality of life, the
opportunity to remain at home may not be possible for many people with dementia. The
progression of the illness requires increasing levels of care, both supervisory and
personal. This increases the burden of the informal caregiver, often an aging spouse, and
eventually necessitates moving the person with the illness either into an assisted living
environment or into to a facility providing continuous care. There are also increasing
numbers of this older age group living alone with no available caregiver. The Canadian
Study of Health and Aging (CSHA) found that one third of the individuals with dementia
residing in the community, live alone (Ebly, Hogan, & Rockwood, 1999). As the

presence of cognitive impairment and the lack of available caregivers are two significant



predictors for admission to an institution, we can expect that this group will not

be able to remain in their homes until the end of their lives (Rockwood, Stolee &
McDowell, 1996). Thus, in the future, there will be increasing numbers of individuals
with dementia moving into assisted living and then again into continuous care facilities.
Furthermore, as the disease progresses these residents may be subjected to further
involuntary moves into other units within the facility (e.g., Special Care Units).

Although the number of studies has declined in the last ten years, relocation stress
has been a consistent area of concern for researchers over the last four decades,
(Mirotznik & Los Kamp, 2000). The belief that relocation is a stressful experience for
older adults generated considerable research on its influence. Many of the early studies,
however, excluded non-interviewable individuals, the majority of whom were people
with severe cognitive impairment. Recent research often includes this group, but seldom
differentiates between levels of dementia. This may be why results from these studies are
inconclusive. A major concern when evaluating the effects of relocation, is how can
stress be measured in people who are unable to express themselves either verbally or in
writing. One alternative is provided by the person-centred approach (Kitwood 1997),
which conceptualizes problem behaviours as a form of communication. Examples of
problem behaviours include verbal and physical aggression, withdrawn behaviour,
sexually inappropriate behaviour or behaviour disruptive to others. The person-centred
approach contends that problem behaviours are determined not only by neurological
degeneration. Rather, problem behaviours reflect underlying emotions resulting from
stress (such as “relocation stress™) and are, therefore, impacted by environmental factors

(Kitwood, 1997). One way of measuring the effect of relocation on persons with



dementia, therefore, is to look at problem behaviours specifically identified as
common to the dementia process.

A naturally occurring opportunity to measure the influence of relocation on
people with cognitive impairment presented itself with the mass, involuntary relocation
of 192 long-term care residents on the North Shore of Greater Vancouver, British
Columbia. The overall project studied the impact of relocation on mortality and
morbidity. This sub-study investigates problem behaviour as an indicator of relocation

stress in persons with dementia.

Linkage to Main Study

In 1998, The Gerontology Research Centre at Simon Fraser University began a
study that would follow the mass relocation of 192 long-term care residents. These
residents were moving from two intermediate care facilities, slated for closure, on the
North Shore of Greater Vancouver, Lynn Valley (120 residents) and West Vancouver (72
residents) into a purpose built, multilevel care facility, located in a relatively isolated area
on the North Shore. Of these, 163 (84.9%) consented to participate in a longitudinal
study, which would assess residents at three points in time: 3-months prior to moving;
and 3- and 12-months post move. Three control groups were included in the study. A
comparable intermediate care facility (also located on the North Shore) agreed to
participate as the main control group and 99 residents consented to be included in the
study. Two smaller groups (25 residents in each) newly admitted to both the new facility
and to the control facility were followed for a year after admission. All data were
collected by a single research assistant (the author of this thesis) and included qualitative

and quantitative information on residents’ functional status, problem behaviours, health



status, health service utilization, mortality, and on the social and physical

environment. Although involuntary, this relocation was well planned with interventions
developed and implemented to support these frail residents throughout the move
(anticipatory through to the adjustment stage). A planning committee, which first met in
October 1996 to develop a moving plan, identified that the main principle governing
planning was clear communication with, and support for each resident and his or her
family during the move. A total of 38 interventions in 8 broad categories were presented
as relocation guidelines for the two facilities (see Appendix A for summary of strategies
developed, and implemented.) Of the 38 strategies identified, 31 were implemented.

These strategies are the subject of another substudy (Gutman, Hamm & Pickering, 2001)



CHAPTER 2: LITERATURE REVIEW

Dementia

Dementia is a clinical syndrome characterized by progressive and irreversible
global cognitive decline. Physicians diagnose dementia if there is evidence of memory
impairment in association with one or more cognitive disturbances in language (aphasia),
motor activity (apraxia), ability to identify and recognize familiar objects (agnosia)
and/or a decline in executive function (e.g., planning, abstraction, judgment). These
cognitive deficits disrupt the individual’s social and occupational performance and must
represent a decline from previous levels of functioning (Diagnostic and Statistical
Manual Of Mental Disorders [DSM], IV American Psychiatric Association (APA, 1994).

Clinicians and researchers have identified phases of the illness that appear to have
acceptable clinical relevance. The DSM IV describes dementia as progressing from an
early stage of forgetfulness through a middle stage where the cognitive deficits become
obvious and concluding in a late dementia phase when the person is no longer able to live
independently (APA 1994). A number of researchers have researched and refined tools to
measure these stages. Reisberg and Ferris (1982, cited in Gallo, Reichel & Anderson,
1995), for example, developed the Global Deterioration Scale which outlines seven
stages of dementia.

The aetiology of dementia is complex, with a number of different kinds of
diseases and degenerative processes associated with the syndrome. Alzheimer’s disease

and Vascular dementia are two of the most common categories



Alzheimer Disease.

In Canada the prevalence rate of Alzheimer’s Disease is estimated at 64% of all
dementia cases (The Canadian Study of Health and Aging [CSHA], 1991). A diagnosis of
Alzheimer’s disease is made only after all other possible causes for dementia have been
excluded. In addition to meeting the criteria for dementia, the illness is identified by a
slow, progressive and insidious onset (DSM IV; APA, 1994).

Alzheimer’s disease is characterized by progressive, degenerative neural changes
in the cerebral hemispheres with neurofibrillary tangles and senile plaques as the
definitive neuropathological feature (Lezak, 1995). Major clinical features include
pronounced memory deficits, and language difficulties, as well as personality and
behaviour changes. Early symptoms can include inattentiveness, mild cognitive decline,
social withdrawal and emotional blunting often confused with depression. Memory
difficulties in the early stages of the disease are exacerbated as the disease progresses;
both episodic and semantic memory is compromised and difficulties with delayed and
immediate recall of information become evident. These memory difficulties manifest as
difficulties in orientation to time, place and person, as well as in an inability to learn new
information (Lezak, 1995).

Loss of spontaneity in conversation is one of the earliest symptoms of
Alzheimer’s. The ability to communicate is affected early in the course of the disease,
though this deficit is often subtle. People with Alzheimer’s disease, experience increasing
difficulty with word finding and intrusive errors in speech are common. There is a
progressive inability to maintain consistent and accurate use of verbal concepts in speech

and comprehension (Lezak, 1995).



Apart from the memory and language deficits, changes in personality and
behavioural symptoms are often a major component of Alzheimer’s disease and other

dementias. Behavioural symptoms will be discussed more fully in a later section.

Vascular Dementia

In Canada, vascular dementia (previously known as multi-infarct dementia) is
estimated to constitute 19% of all dementia cases (CSHA, 1994). This neurodegenerative
disorder is caused by both arteriosclerosis and multiple small strokes at both cortical and
subcortical levels (Lezak, 1994). The course of this illness differs from a classic
Alzheimer’s presentation in that it is generally characterized by abrupt onset and stepwise
progression of symptoms (APA 1994). The behavioural manifestations and clinical
presentation, however, are often similar to Alzheimer’s and may in fact be

indistinguishable, depending on the location of the lesions (Lezak 1994).

Problem Behaviours

The defining characteristic of dementia is a progressive cognitive decline that
negatively impacts functioning, though problem behaviours are now recognized as core
symptoms of the dementia process (O’Connor 2000; Bird, 1999). In 1996, the
International Psychogeriatric Association recommended that behavioural disturbances be
replaced with the term “behavioural and psychological symptoms in dementia” (BPSD;

Finkel et al., 1997; Ballard et al., 2001). BPSD refers to key behaviour problems
including symptoms of agitation, psychosis, mood disorders as well as other symptoms

such as sexual disinhibition, eating problems, and verbal difficulties (Ballard et al.,



2001). The exhibited problem behaviours vary over a wide range and there are a
number of classification schemes for categorizing these behaviours.

Gutman, MacFadgen, and Killman (1995) developed a comprehensive eight-
category conceptual framework for describing dementia-related behaviours. In this
scheme, the first four categories cover different types of agitated behaviours. The
remaining categories include ideational behaviour problems, emotional/affective
difficulties, socially unacceptable behaviours, and problematic activities of daily living
(ADLs). The first category, agitated/aggressive—physical, includes behaviours such as
hitting, kicking, throwing objects, biting, pulling hair, damaging property, and making
threatening gestures. The second category, agitated/aggressive—verbal behaviours,
includes angry outbursts, verbal harassment, screaming, cursing and using obscene
language. The third category, agitated/non-aggressive—physical behaviour, refers to
motor restlessness such as wandering, elopement, and repetitive behaviours. The fourth
category, agitated/non-aggressive—verbal behaviour, includes repetitive questions, strange
noises, muttering, constant demands for attention, and continuous complaining. The fifth
category, ideational behaviours, includes hallucination, paranoia, delusions, and
compulsiveness. The sixth category is emotional/affective behaviours that encompass
anxiety, depression, and suicidal impulses. The seventh is socially unacceptable
behaviours, which covers a wide spectrum of behaviours including sexual
inappropriateness, faecal smearing, urinating in public places, taking others’ possessions.
Finally, there are the ADL (activities of daily living) problems, which refer both to self-
care (e.g., urinary incontinence) and IADLs(instrumental activities of daily living), such

as leaving the stove on and inability to use the phone. The above framework provides a



comprehensive and inclusive overview of BPSD with one exception, passive
behaviours. This category was identified by Kolanowski (1995, cited in Byrne Collins,
1999) and is defined as decreased gross motor movement accompanied by apathy and
reduced interaction (Kolanowski, Garr, Evans, & Strumpf, 1998). Passive behaviours are
now recognized as a significant problem behaviour in individuals with dementia.
Problem behaviours are not consistent throughout the progress of the disease as
type and frequency of behaviours are generally associated with particular stages of
dementia. Asada and colleagues (1999) found that problem behaviours peaked at the
CDR 2 stage and then followed a downward trend. Sclan and colleagues (1996), studying
patients with Alzheimer’s disease, found evidence to suggest that agitated and aggressive
behaviours peaked during the moderate and moderately severe stages of the illness.
Haupt, Kurz & Janner (2000), however, suggested that agitation was present in all AD
patients over a 2-year period and that 67% suffered from agitation at all three evaluations.
Individual behavioural differences also occur and these may be related to
environmental, social, and personality factors as well as due to the brain regions most
affected (O’Conner, 2000). Kunik and colleagues (1999) contend that underlying
depression or psychosis may account for different behavioural disturbances. The type of
language impairment evident in Alzheimer’s disease has also been linked to aggression
(Welsh, Corrigan, & Scott, 1996). They found that impaired language expression is
related to verbal aggression and aggression against objects, but impaired language
comprehension is correlated with physical aggression against people. Burgerner, Jirovec,

Murell, and Barton (1992) identified a correlation between resident and caregiver
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behaviour that varied across situations, with bathing initiating the most
negative behaviour.

The variability of problem behaviours is partially due to the interplay of causative
factors; the aetiology of problem behaviours is complex with multiple contributing
factors. Neurological deficits and biophsyiological changes resulting from the disease
process significantly affect behaviour (Lezak, 1994). Kurita and colleagues (1993) found
that cognitive and behavioural impairments progress simultaneously suggesting
underlying brain pathology as the cause; however, they also found that if there was a
vascular component the correlation was less pronounced. There is also substantial
evidence implicating the environment and social milieu in the manifestation of behaviour
problems. Incompatibilities between level of coping and environmental demands are
believed to exacerbate problem behaviours (Gutman et al., 1995; Drance, 1996).The
person-centred approach emphasises the importance of the social environment. Kitwood
(1997) refers to the malignancy of well meaning social environments, which can
exacerbate problem behaviour (Kitwood, 1997). In keeping with this perspective,
problem behaviour is seen as an expression of unmet needs, or as an inability to
communicate needs effectively and is linked to the individual’s mood and anxiety level
(as cited by Woods, 2001).

Management of problem behaviours has become the focus of current research and
a combination of intervention techniques has been found to be most beneficial. For
instance, Arenson, Fochetti, and Tabalos (2001) found that environmental management
combined with drug therapy was most successful in treating behaviour difficulties.

Particularly, treating underlying depression and pain alleviated restlessness and
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aggression. The person-centred approach emphasises the importance of a caring
and respectful environment in managing dementia and related behaviour difficulties
(Kitwood 1997; Woods, 2001).

Problem behaviours have a significant impact on quality of life for both patients
and their caregivers. They also increase the cost of care and can lead to premature
institutionalization (Asada, Kinoshita, & Kakuma, 2000). The prevalence of disturbed
behaviours is higher in institutionalized environments (Gutman, 1998), and is most often
the reason why residents are moved into Special Care Units. These behaviours can cause
considerable stress for the staff (Bird, 1998) and, because the behaviours are seen as
difficult to manage, can lead to the resident being restrained, medicated or segregated
(Kolanowski et al., 1998).

Thus, people diagnosed with dementia who exhibit behaviour difficulties may
experience diminished quality of life and increased risk both for institutionalization and

further moves once in an institution.

“Person-Centred” Approach to Dementia Care

In this thesis, dementia is conceptualized in terms of the person-centred approach
to care as espoused by Kitwood (1997). This paradigm was developed within a social
psychological framework. The fundamental principle is that of personhood, defined as
the standing or status bestowed on a human being by others in the context of relationship
and social contact. The concept of personhood implies recognition, respect and trust.
Kitwood suggests that the standard paradigm of dementia which emphasizes the primary
role of neurological impairment in the dementia process, is no longer an adequate

explanation of the progression of symptoms. He views symptoms of dementia as
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resulting from a complex interaction between neurological impairment, health,
personality, personal history and social psychology (Woods, 2001). The process of
dementia is described by Kitwood as a dialectical interplay between neurological
impairment and social psychology.

Within this paradigm, beneficial care places the person not the dementia as the
primary focus of care. This care must be based on authentic contact and communication
that meet the five primary needs of the person with dementia. These needs are,
attachment, comfort, inclusion, occupation and identity which come together in the
central need for love. The opposite of good care develops within a malignant social
psychology where the focus of the care becomes the dementia, not the person, and the
person’s major needs are unmet. This malignant ‘social psychology’, one that demeans
personhood, can be created by well meaning carers and can exacerbate the symptoms of
dementia including the expression of problem behaviours.

Problem behaviours are seen not as inevitable symptoms of dementia which need
to be managed effectively and efficiently; rather, they are viewed as communication
which must be understood by the carer. When problem behaviours are viewed in this

way, the effects of relocation can be assessed by evaluating changes in behaviour.

Relocation — A Definition

Hasselkus (1978) defines relocation as a change in environment that takes place
when an individual moves from one location to another. Tobin and Lieberman (1983),
however, provide a more comprehensive definition by focusing on the process of moving.
Relocation is defined in three phases beginning with an anticipatory phase, that is a

period of decision-making and preparation. This is followed by the event, that is the



physical transfer from one environment to another. Finally, the adjustment
phase includes both initial and long-term adjustment. This definition of relocation
provides a framework with which to investigate the effects of moving on frail, older

adults.

Relocation Framework

Using this definition of relocation Gallagher and Walker (1990) provide a
conceptual framework for the study of relocation outlining all significant factors which
affect post-move outcomes. Their overview includes differential conditions and

etiological mediating factors that influence the impact of relocation.

Differential Conditions.

Gallagher and Walker (1990) identify six conditions which impact on post
relocation adjustment: type of move (intra/inter institutional); voluntary or involuntary;
temporary or permanent; planned or sudden; individual or mass moves and; qualitative
environmental differences.

Type of move is believed to be one of the most important factors influencing
outcome. The various types of move include relocating from one facility to another

(inter-agency), moves within a facility (intra-agency), moves from home to another

13

home, or to another facility. It has been suggested that moves from home to an institution

may have a significantly greater impact on the individual than other types of moves

because the person is experiencing a loss of life style, their home and their independence

as well as having to adjust to a new way of living.
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Mass transfer from one facility to another may be less stressful than
individual moves because staff and residents move together thereby maintaining the
familiar social environment. Mass transfers are usually well planned and thus provide
support for residents in coping with the stress of moving. Schulz and Brenner (1977)
identified the involuntary/voluntary dimension of a move to be the critical factor in
determining outcome. Involuntary relocation appears to generate more anxiety,
particularly in groups of low functioning elderly (Thomasma, Yeaworth, & McCabe,
1990).

Qualitative environmental differences influence the post-move adjustment of
residents; there appear to be no adverse relocation outcomes if the difference between the
environments is minimal or if the new environment is seen as an improvement from the
previous. Bourestom and Pastalan (1975) found increased mortality rates post-move and
concluded that the degree of environmental change was the most important factor in post
move adjustment. Gutman and Herbert (1976) supported this conclusion when they found
no evidence of increased mortality (at 21-months post-move) in elderly individuals
participating in an involuntary mass relocation. They attributed this to similar pre- and
post-move social environment.

Grant, Skinkle and Lipps (1992) suggest that moves can be defined as moderate
or severe. A moderate move entails limited change in the social environment, staff move
with the residents, the physical environment is not substantially different, and the move is
well planned. In contrast, a move could be classified as severe if there were significant

and negative changes between the pre- and post-move environments.
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Furthermore, sudden moves are believed to be more stressful than well-
planned moves. There is considerable evidence in the literature that planning is key to
minimizing the negative and maximizing the positive impact of relocation (Bourestom &
Pastalan, 1981; Borup et al., 1978; Zweig & Csank, 1975 as cited in Kowalski, 1981;
Gutman & Herbert, 1976). Residents with moderate to severe dementia in a Special Care
Unit experienced no adverse effects after a well-prepared move (Hepburn , Petire &
Peterson, 1995). On the other hand, moves that are not well planned can result in poor
post-move outcomes. Bredin, Kitwood, and Wattis, (1995) found a general decline in
quality of life for persons with severe dementia. They attribute this to lack of preparation
for the move and to the absence of psychological support which they believe is vital for
the comprehensive care of clients with dementia. Jasnau (1967, in Crome & Smith, 2000)
also found a 35% increase in mortality rates within the first 6-months of the move. These
results were attributed to poor preparation. As a result of their research on involuntary
relocation, Boureston and Tars (1974) concluded that preparatory programs should be
mandatory. Considerable support for this assertion exists in the literature.

Kowalski (1981) reviewed a number of studies and summarized the interventions
providing support for frail elderly persons. She emphasises two basic facts fundamental
to every move: first, older adults are resilient and can be expected to survive and second;
support strategies can facilitate adaptation. She argues that each individual has an
optimum stress threshold at which they perform effectively. If frail older adults are
supported, they will respond to the challenge, cope with the increased levels of stress and
gain confidence as a result. She emphasises identifying and supporting vulnerable older

persons though she does not define vulnerable. She also suggests that there is a need for
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informal counselling, that residents should be encouraged to participate in the
planning and preparations, and that as much control as possible should be given to
residents. Furthermore, she emphasises the need to provide sufficient information to both
residents and their families and to encourage assistance from volunteers. Finally, the
actual move must be well planned and executed.

In a study on reducing the incidence of illness post transfer, Petrou and Obenchian
(1987) recommended that nursing staff implement strategies identified in the literature to
reduce the negative effects of relocation. They found that the study group who received
some preparatory intervention from staff and family exhibited fewer negative health
symptoms (e.g., fevers, pneumonia, upper respiratory infection, urinary tract infection,
hospital admission) than the group who received no preparation. Preparation included
individual and group discussions about the move, and trips to the new site. Information
about the new site was also posted in the facility. Residents chose their own roommates
and they were encouraged to choose décor for their new rooms and were given a plant to
take with them. Rooms were prepared for the residents prior to the move. Family
members were encouraged to participate in the move and asked to visit more often in the
first month post-move.

There is, however, very little research focused on evaluating effective strategies.
One study by Nirenberg (1983) examined two different relocation treatment programs
designed to mitigate any potentially negative effects of relocation. A behavioural skills
program was presented to people with low functioning and a cognitive skills program
was offered to higher functioning residents (i.e., those with mild to moderate cognition as

suggested by the portable Mini Mental State Exam [MMSE]). The outcome of the
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training programs was unexpected. The behavioural program positively
influenced outcome; residents with high levels of impairment who had been giving
training showed no change in their way of interacting and were more comfortable with
the interview. There was also a decrease in passive activity with residents spending less
time in their bedrooms and more time doing individual activities and interacting with
others. The results of the cognitive skills training, on the other hand, were negative.
Higher functioning residents who had received the cognitive skills training experienced
increased post-move withdrawn behaviour, were rated as less animated during interviews,
and appeared to spend less time in interactive activity. Nirenberg (1983) suggests that the
negative outcome for this group may be attributed to mild levels of cognitive impairment
which either interfered with the effectiveness of the training or limited the residents’
ability to put the training into use when confronted with the reality of the move.
Nirenberg (1983) concluded that the poor post relocation performance of the treatment
group indicated that the cognitive skills program was a negative experience for the
participants. “The need to fit a subject population with the most appropriate treatment

method is indeed crucial “(p 700).

Overview of the Effects of Relocation

Research on relocation began in the 1960s when Lieberman’s investigations
(1961 cited in Tobin and Lieberman, 1976)indicated increased mortality rates as a result
of relocation. Several studies focusing on mortality as an outcome were initiated in
response to these results. Follow up studies, however, showed contradictory results;
mortality rates did not always increase as a result of relocation. Researchers began to

employ a variety of outcome measures to assess the impact of relocation. Health, physical
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functioning, and psychosocial functioning were seen as important indicators of

post-move adjustment.

Mortality.

Mortality was the first outcome used to examine the effect of relocation on
residents with and without cognitive impairment. Numerous reviews as well as major
studies have highlighted the inconsistent association between relocation and mortality.

Coffman’s (1981) review of the literature suggests that increased mortality is not
the usual or typical outcome, though some studies indicate increased post-relocation
mortality. He concluded that mortality was not a relocation effect per se and that given
sufficient support, relocation could in fact be beneficial.

Borup (1981) followed 529 residents who moved from 30 nursing homes in the
U.S.A., closing due to being deemed unsafe. A comparison group composed of 19 non-
moving facilitates was included in the research design. From the results of this study, he
concluded that relocation does not affect mortality rates though patients with low daily
functioning abilities were found to be more vulnerable to the negative effects of moving
than higher functioning patients.

Smith and Crome (2000) reviewed U.S., Canadian, and British literature, covering
only intra- and inter-institutional relocation. Their review indicated that in 14 studies
there were increased mortality rates, in another 14 studies, no increase and in 7 studies,
there was a decrease in death rates (only in the U.S. and Canada). In three studies, they
found that there was an increase in mortality rates in the year preceding the move; this
was attributed to anticipatory stress. A number of factors explain the contradictory

results. Well-planned moves, minimal environmental change or positive post move



19
change, and continuity of staff as well as social support predicted either no
increase or a decrease in mortality rates (Gallagher & Walker, 1990). In contrast, poor
emotional and psychological adjustment, especially high levels of physical and cognitive

impairment, predicted increased mortality rates.

Cognitive impairment and mortality rates in relocation studies.

There are studies which link cognitive impairment with increased mortality rates.
Csank and Zweig (1980) compared the mortality rates of a sub sample (123) of residents
with dementia (labelled chronic brain syndrome) with the total group of residents who
were moved from an older long-term care hospital for veterans to a newly built facility in
Montreal. They analyzed mortality rates over a 6-year period and found that patients with
cognitive impairment had consistently higher mortality rates than those with other
diagnoses. The comparison groups with alternative diagnoses differed in number
according to year and ranged from 342 to 445. Prior to the move, there was a 10%, on
average, higher mortality rate for patients with dementia compared with group having
alternative diagnoses. This rate increased during the first year post move to 32%. In the
three years prior to the move, the mortality rate for those with dementia ranged from
31.06% to 39.02%. In the first post move year the rate was 48.61%. The death rate for
patients with alternative diagnoses was at its peak in the year preceding the move,
29.22% compared with a post-move rate of 16.72%. Czank and Zweig (1980) contend
that this was due to anticipatory stress. Patients with cognitive impairment were not able
to conceptualize the move and, therefore, were unable to experience anticipatory stress. It

was only in the post-move stage when patients with dementia were faced with the
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physical reality of relocation and the loss of their familiar environment, that
they experienced stress with such negative impact.

Dehlin (1990) followed the move of 69 patients with a primary diagnosis of senile
dementia during relocation from a large psychiatric hospital into three smaller purpose
built nursing homes. The patients were moved at different times (3 months apart) and the
first group of 31 patients comprised the relocation group with the remaining residents
providing a comparison group. The move was involuntary, staff did not move with the
residents, and there were no special relocation preparations for either staff or residents.
Relatives, however, were positive towards the move because of the improved physical
environment; residents were moved into single or two-person bedrooms from dormitory
bedrooms sleeping four to six people. Data collected and analysed at 1, 2, 6, and 12
weeks after the relocation indicated no increased mortality rates for the move group
compared with the non-movers. This study focused on the immediate post-move effects
and did not investigate the long-term influence of relocation.

Pruchno and Resch (1988) investigated the effect of room relocation (intra-
institutional) on cognitively impaired residents. Over a 1-year period they compared
mortality rates for residents who transferred rooms for reasons other than health with
residents who did not move. The move group consisted of 207 residents, the comparison
group consisted of 353 residents. Based on the environmental docility hypothesis, they
expected that relocation would have the greatest negative impact on residents with severe
cognitive impairment. They found no statistically significant difference in mortality rates
between movers (13.9%) and non-movers (11.4%) They did find, however, that the group

of movers with moderate impairment had a higher mortality rate (26.5%) than the
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comparable non-movers (6.3%) suggesting that moderately impaired residents
may be more dependent on their environment for important cues; when these cues are
removed, their ability to adapt is compromised.

Mirotznik and Los Kamp (2000) examined the effect of a mass intra-institutional
transfer of 405 residents with varying levels of cognitive impairment. Their study
included a comparison group of 383 non-movers. Participants were classified into three
groups, intact, moderately impaired and severely impaired. The Minimum Data Set
(MDS) Cognitive Performance Scale (CPS) was used for classification. In their study,
data were collected using the Minimum Data Set (MDS) over a 24-month period so that
pre-move, post-move, short-term, and long-term effects were investigated. This was a
well-planned move into a newly built replacement facility located adjacent to the original
building. They found no difference in morality between groups of movers and non-
mover. Furthermore, they found interaction effects for move by of level of impairment.

Although cognitive impairment is considered a risk factor and relocation may
result in increased mortality, it seems that comprehensive planning and targeted

interventions may mitigate the negative effect on mortality rates post-move.

Physical Health.

As the inconclusive results of the effect of relocation on mortality were published,
researchers broadened their focus to examine the effects of relocation in areas other than
mortality. One outcome of interest was the influence of relocation on the morbidity or
physical health of individuals.

Lawton and Yaffe (as cited in Borup Gallego & Hefferman,1980) found that

relocated residents experienced greater changes in health at both ends of the continuum,
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both positive and negative, compared with non-relocating residents. This
change in health status did not, however, increase the utilization of health services,
medications or hospitalization rates. In addition, a number of studies have found no
significant change in either objective or self-perceived health of relocated residents
(Pastorell et al., 1975 as cited in Borup et al., 1980; Borup et al., 1980). Residents,
however, were more likely to be pessimistic if the relocation involved radical change
(Bourestom & Pastalan, 1975). This was not supported by Borup and colleagues (1980)
who found no significant differences in subjective health assessment between relocated
(n=529) and non-relocated (n = 453) groups at 6-months post move. In this extensive,
inter-institutional relocation study, four-fifths of the residents indicated that the move had
a positive effect on their health and 99% felt that they received better healthcare in the
post-move environment. These authors suggest that radical change does not influence
self-perceived health if clients have a positive attitude about their health and the care they
receive. In addition, the study by Borup and colleagues (1980) also found an increase in
stamina post-relocation for male residents but not for female residents. Stamina was
operationalized as the number of blocks the client could walk without getting tired.

Mirotznik and Lombardi (1985) in their study on the effect of intra-institutional
relocation found that there was a differential effect on health depending on age. Younger
residents were more likely to experience positive effects whereas older age groups were
more likely to experience negative effects (as measured by a global rating of patient
improvement).
Several studies have focused on the effect of relocation on the physical health of

residents with cognitive impairment. In an intra-institutional relocation study with a move
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group of 78 and no control group, Lander, Brazill, and Ladrigan (1997), found
a statistically significant increase in the number of medical visits from the time of
relocation to 1 month post-move. This effect was for the entire group and no differences
were found between those with, and those without cognitive impairment.

In their previously cited study, Mirotznik and Los Kamp (2000) also found that
the move group exhibited a significant decline in physical health status at all relocation
periods, as measured by number of diagnosed diseases, number of conditions, signs,
symptoms, and hospital admissions. They found no evidence, however, for an interaction
effect between relocation and cognitive status. As with the results from studies using
mortality as outcome measure, the influence of relocation on physical health is variable

irrespective of level of cognition.

Physical Functioning.

Research focusing on the functional ability of relocating individuals has also
produced contradictory results. A number of studies found decrements in the ability to
perform activities of daily living post-move. Specifically, there were decreases in the
ability to dress without help (Rogers et al., 1990 in Smith and Crome, 2000), decreases in
self care and grooming (Powell et al., 1990 in Smith and Crome, 2000; Nirenberg, 1983;
Lander et al., 1997), and decreases in mobility (Rogers et al., 1990 cited in Smith and
Crome 2000; Mirtoznik & Lombardi, 1984)

Dehlin (1990) in a study of 36 residents (17 with severe dementia) who were
moved without preparation, found there was a decrease at 12-weeks post-move, in the
ability to dress and groom, and an increase of bladder and bowel incontinence. Mirotznik

and Los Kamp (2000) found that residents with severe cognitive impairment declined
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more quickly in ADLs over a 12-month post-move period than cognitively
intact residents regardless of relocation. No evidence was found to suggest that relocation
increased the decline in ADLs for those with cognitive impairment.

A number of studies have reported increased number of falls post-move (Lander

et al., 1997; Friedman et al., 1995; Nirenberg, 1983). Friedman and colleagues (1995)
found that dementia and not being bed bound were associated with falling after the move.
Again, the results of studies using physical functioning as outcomes of interest have been

inconclusive though cognitive impairment has been implicated as a risk factor.

Psychosocial Functioning and Behaviour.

Psychosocial outcomes, and to a lesser degree behaviour, have also been used to
determine the effects of relocation. Several studies have found an increase in depression,
anxiety and withdrawn behaviour in residents regardless of level of cognition (Bonardie
et al., 1989; Grant & Sprinkle, 1992; Lander et al., 1997; Nirenberg, 1983; Tobin &
Lieberman, 1976; Smith & Crome, 2000). In 1992, the North American Nursing
Diagnostic Association (NANDA) defined relocation stress syndrome as physiologic
and/or psychosocial disturbances resulting from transfers from one environment to
another. The defining characteristics are anxiety, apprehension, increased confusion,
depressive symptoms and loneliness (Manion & Rantz, 1995). Although these symptoms
are short term and often abate over time, the authors strongly suggest that preparation for
the move and vigilance thereafter are necessary to prevent any long-term effects.

Bonardi, Pencer, and Tourigny-Rivard (1989) followed the relocation of 206
residents from an old facility, a converted motel, into a modern purpose built facility in

close proximity to the previous one. The move was moderate, with no change in staff and
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the new environment was an improvement on the old. The move was well
planned, residents were kept informed of the details of the move and were encouraged to
participate in decision-making related to the move. Using the Multidimensional
Observation Scale for Elderly Subjects (MOSES), data were collected for the move group
and a comparison group of 240) at pre-move and at 3 and 6 months post-move. Because
the MOSES requires no verbal or written input from the participant, both cognitively
intact and impaired (defined as not interviewable) residents were included in the study.
Their findings showed a decrease in depressive symptoms, no long-term increase in
irritable behaviour, no significant change in self-care needs or orientation relative to the
comparison group, and no significant increase in post move mortality rates. There was,
however, a significant increase in withdrawn behaviour. This finding was observed at the
first post-move point of measurement as well as at the second. The authors suggest that
the architectural structure of the new facility may have accounted for this finding because
residents were moved into separate units with very little interaction between units,
thereby limiting the opportunity for a wider range of interactions among residents.

As increasing numbers of residents with cognitive impairments are admitted into
long term care facilities, there is a correspondingly increased need to understand the
effect of relocation on psychosocial functioning, and on problem behaviours. Problem
behaviours are a primary concern for both formal and informal caregivers and are
considered indicators of residents’ well-being and quality of life. Despite this, very few
relocation studies have included disruptive behaviour as an outcome measure.

In their review of the literature, Smith and Crome (2000) found only one study

that indicated an increase in violent and verbal aggression in psychogeriatric patients in
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the week following relocation. Meddaugh (1995) studied aggressive behaviour
as an indicator of stress and anxiety in a small sample of 12 residents with severe
cognitive impairment. Her study found no evidence of change in the nature of aggression
though there was a decline (not significant) in the number of separate incident reports
(from 34 pre-move to 22 post-move). This was, however, an extremely small sample, and
data were obtained from a chart review. Furthermore, the move was moderate with the
same pre- and post-move staff; residents may not even have been aware that they had
been relocated as the change in the environment was minimal.

Dehlin (1990) found that in the week prior to the move, residents in the relocation
group showed a definite decrease in spontaneous activity compared with the control
group. Despite having dementia, these residents may have been exhibiting anticipatory
anxiety as well as reacting to cues from family and staff. After the move, the relocation
group showed increased impairment in behaviour compared with the non-movers. At 12-
weeks post-move, the relocation group showed impaired orientation in space, impaired
remote memory, impaired concentration, absentmindedness and distractibility, increased
emotional lability, and increased confusion. They also demonstrated impaired
spontaneous activity (quality) and deficiency of spontaneous activity (quantity).
Furthermore, five people dropped out of the move-group (= 31) compared with only
two (n = 37) in the control group. One of the residents in the relocated group was
returned to the hospital on account of aggressive behaviour that could not be managed by
staff.

Mirotznik and Los Kamp (2000) used seven MDS (Minimum Data Set) items

related to initiative and involvement to define psychological well-being (e.g., “at ease
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interacting with others™). These researchers found that movers exhibited
improved psychological health regardless of level of cognitive impairment at the long-
term post-relocation assessment. This change in well-being was not evident at the initial
post-move assessment and, as a result, the authors stress the importance of evaluating
long-term effects (up to 1-year post-move) of relocation. It should be noted however, that
the scale used in this study reflects change as a result of adjustment to the facility. It does
not assess behaviour and unfortunately, the MDS problem behaviour section was not

used to evaluate the effect of relocation.

Summary of Relocation Outcomes

Irrespective of the outcomes measured, studies assessing the impact of relocation
indicate that the effects are not always negative despite stress attributable to the move.
There is still no clear understanding of the effect of moving on older adults nor is there
any consistent understanding of the risk factors. Particularly, there is no consensus on the
effect of relocation on groups of individuals with compromised cognitive ability. These
inconclusive results may be due to mediating factors in individual moves as well as
limitations in research methodology. Many studies do not include control groups. Sample
sizes are often too small to enable moderate or small effects to be detected. Samples also
include people with varying ability (which is not always specified) making it difficult to
compare results from different studies. Studies examine a variety of moves (i.e., inter
institutional, intra institutional, temporary or permanent, voluntary or not) again limiting
the ability to compare findings. Time frames also differ across studies with some

investigating only short term (i.e.,1 week to 3 months) results and other including long
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term effects (e.g., up to 2 years). Finally, different outcome measures and
instruments used vary between studies.

As aresult of these methodological differences, it is difficult to identify factors
that influence post-move adaptation. However, some risk factors are identified in the
literature, one of these being level of cognition. Inconclusive findings again make it
difficult to determine who is at most risk. One particular problem with studying those
with impaired cognition has been the identification of an appropriate outcome measure. It
was decided to use the expression of problem behaviours in this study to address this

issue.

Theoretical Background

Cognitive status has been implicated as an important predictor of post-move
adjustment. Lawton and Simon (1968) proposed the Environmental Docility Hypothesis
to explain the impact of the environment on elderly individuals. Their original hypothesis
states that there is a relationship between individual competence and docility when
confronted with environmental restrictions. The more competent the person in terms of
health, cognition, ego strength and social adaptation, the less their behaviour will be
affected by the environment. This would then predict that relocation would have a greater
negative impact on people with the highest levels of cognitive impairment.

Lieberman and Tobin (1983) concurred with the above theory when they argued
that health and cognitive resources were significant predictors of relocation adjustment.
They suggest that a minimal level of competence is required to adapt to relocation and
that those with lowered ability to cope with stressors will generally be most negatively

affected by a move. More competent individuals cope adequately with stressors, and,
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therefore, do not experience the same degree of disruption. Both the
Environmental Docility hypothesis and Lieberman and Tobin’s approach, predict that
individuals with severe cognitive impairment are most negatively impacted by relocation.

As aresult of their research on relocation, Pruchno and Resch (1988), however,
disagreed with these explanations and suggested a modified environmental docility
hypothesis. Their hypothesis predicts that individuals with severe cognitive impairment
are not likely to be affected by relocation because they lack the capacity needed for
dependency on environmental cues. In contrast, those with moderate impairment are
dependent on such cues and will, therefore, be greatly stressed during a relocation.

The person-centred approach to care does not present a specific model of stress
coping. The basic tenets of the paradigm suggest that if the psychosocial environment is
supportive, empathic, and understanding thereby meeting the needs of persons with
impairment, then there should be no adverse effects of relocation irrespective of level of
cognitive impairment. However, if the social psychological milieu does not provide
support specific to the needs of the person with impairment, then there could be negative
post-move ramifications. Thus, the major determinant of successful adaptation would be

the reaction of the social environment to the needs of the residents.

Kiwanis Study

This mass, involuntary relocation was a well-planned move to an improved
physical environment with little disruption of the social environment. It provided an ideal
opportunity to assess the effects of relocation on persons with varying levels of cognitive

impairment.
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Although interventions were developed and implemented, there were
problems with post-move implementation which affected all residents especially those
residents with mild impairment. The main impediment to the post-move implementation
was related to staff. It was difficult to smoothly unite staff from the two closing facilities
and there was some conflict resulting from the posting of positions. Staff were insecure in
the jobs which they found stressful. Furthermore, staff members felt overworked by the
demands of adjusting to a new facility. Finally, some new staff were employed at the
time of the move.

As a result, staff were not able to give the residents the amount of time and
attention they had provided pre-move. The group that seemed to be most affected by
these issues were those with mild cognitive impairment. As a group they were provided
with little or no activities for the first month post-move as no recreation therapist was
available. In addition, staff members did not recognize the unique needs of this group and
believed that they were capable of adapting to the move without substantial interventions.
The post-move strategies and limited energies were, therefore, focused on residents with
moderate and severe impairment who were perceived as being more vulnerable. In
addition, many of the strategies such as written information, signs, notices on boards
designed to help the residents adjust to the new facility, did not take into account mild
cognitive impairment. The ability to deal with this type of information is compromised in
the early stages of cognitive decline thus persons with mild cognitive impairment may
have been less able to understand and remember both written and spoken information

than staff would have expected. In his study on the efficacy of intervention, Nirenberg
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(1983) reports that behavioural programs were successful in helping highly
impaired residents adjust to a move, but cognitive skills programs was not as effective.
Research questions in the current study focus on the effects of relocation on both
the overall group of persons with cognitive impairment as well as examine, specifically,

the effects on residents with mild impairment.

Hypothesis 1

Compared with non-relocated residents, relocated residents with cognitive
impairment will show a significantly greater increase in problem behaviours over time.

According to the Person-centred approach, in the absence of intact cognitive and
verbal ability, problem behaviour can be conceptualised as a communication of stress and
anxiety by persons with impaired cognition (Kitwood, 1996). Relocation is a stressful
process that is especially difficult for those with impaired cognition. Although supportive
strategies were implemented, the post-move difficulties with implementation interfered
with the effectiveness of these interventions. It was predicted that cognitively impaired
individuals, irrespective of level of impairment, would experience increased post-move

problem behaviour when compared with a group who did not relocate.

Hypothesis 2

The effect of relocation, as reflected in problem behaviours, will be greatest in
persons with mild cognitive impairment compared with persons with higher levels of
cognitive impairment.

The second hypothesis examines the effect of relocation as reflected in problem

behaviours of residents with differing levels of cognitive impairment. It is hypothesized
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on the basis of clinical observation, that people with mild levels of cognitive
impairment will show the greatest increase in problem behaviour. The emerging interest
in the subjective experience of dementia, as in the person-centred approach, suggests that
persons in the early stages of cognitive impairment experience grief related to both the
loss of their cognitive abilities and the loss of their familiar way of life (Kitwood, 1997;
Woods 2001). As insight is retained during this stage, these persons may be aware of
their losses but not be able to express them verbally (Lezak,1995) or regulate the negative
emotion generated (Germain & Bloom, 1999). Individuals with mild impairment may
also experience anticipatory stress that exacerbates their sense of loss. To successfully
support these residents, it is believed that there must first be recognition of their unique
difficulties followed by the development and implementation of strategies specifically
designed to meet the needs of this group. Yet in this study, those with mild impairment
were provided with the same support as the unimpaired residents and many of these

interventions required a level of cognitive ability beyond that of persons in this group

(Lesak 1995).

Hypothesis 3

Among persons with mild cognitive impairment increase over time in problem
behaviours will be greater among movers than non-movers.

The final hypothesis examines the interaction of move by level of cognitive
ability. If the results of the second hypothesis support the predication that individuals
with mild cognitive impairment experience higher levels of relocation stress as reflected
in problem behaviours then the third hypothesis will be tested. If there is no support for

the second hypothesis then there is no need to examine the third hypothesis.
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CHAPTER 3: METHOD

Data Source

This thesis examines a subset of the data collected during the Kiwanis Relocation
Study, a longitudinal study using a quasi-experimental, pretest-postest non-equivalent
control group research design. This chapter first presents a brief overview of the main
study followed by a description of the sample and methods used to test hypotheses
concerning the effects of relocation on problem behaviours among persons with cognitive
impairment.

In late April/early May 1998, 192 North Shore (Greater Vancouver, B.C.)
residents (120 from Facility A and 72 from Facility B) were relocated due to the closure
of their current residences. They moved to a purpose built, multi-level care facility
(Facility C), also located on the North Shore but some distance from the two closing
facilities. Of the 192 residents, 163 (85%) residents or their families (for those residents
unable to give consent), agreed to participate in the study (see Appendix B: consent
form). Three comparison groups were included in this study. The main comparison group
was composed of 99 residents living in a comparable intermediate care facility (Facility
D) on the North Shore. Apart from this main comparison group, residents newly admitted
to both Facility C and D were also included as comparison groups (see Appendix C for an
overview of the design of the full Kiwanis Study).

The larger study examined the effect of relocation on residents’ physical and
cognitive functioning, on their health status and behaviour, and collected information on
their perceptions and feelings about the move. The main study also documented transition

strategies used to support these residents. In addition, the study collected data on the
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feelings and perceptions of family and staff towards the move. Information on
the social and physical environment, an important aspect of the study, was collected
using the Multiphasic Environmental Assessment Procedure (MEAP; Moos, 1984). (See
Appendix D for a summary of dependent measures and instruments used in the larger
study.)

Data were collected at three points in time: 3-months pre-move (T1); 3-months
post-move (T2); and 12-months post-move (T3). One research assistant (the author of
this thesis), a registered psychometrist with several years of counselling experience,
collected all the data. Working with staff familiar with the residents, functional
assessments were completed using the Long Term Care Assessment (LTC 1), the
standard assessment used by Continuing Care in British Columbia as well as problem
behaviour using the Dementia Behaviour Disturbance Scale (DBD; Baumgarten, Becker,
& Gauthier, 1990). There were face-to-face interviews with residents which included
administering the Mini Mental Status Exam (MMSE; Folstein, Folstein, and McHugh,
1975) and the Modified Mini Mental Status (BMS; Teng & Chui, 1987). After receiving
training from the author and the project coordinator, students in the Gerontology Program
at Simon Fraser University interviewed family members by telephone. Staff completed
self administered questionnaires and the Maslach Burnout Inventory (Maslach &
Jackson, 1986). Environmental assessments (MEAP; Moos, 1984) were completed for
Facility A, Facility B and Facility D prior to the move and at each post-move collection

point.
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Sample — Current Analysis

Not all participants from the main study were included in the current analyses.
Only residents who moved from the two closing facilities (Facilities A and B) " to
Facility C and the main control group (Facility D) are included in the current analyses.
The two groups of newly admitted residents were excluded because of their small
numbers (n = 25) and because only post-move data were obtained for them.

As shown in Figure 1, of the 163 residents in the two closing facilities who agreed
to participate in the study, 8 were discharged and 35 residents died within the 15-month
study period. In the comparison group, of the 99 residents who agreed to participate in
the study, 18 were discharged and 19 died over the 15-month period. In the final sample,
two people in the move group and one from the control group were excluded because of

missing data. Thus, the final sample had 118 movers and 61 non-movers.

! Residents in Facility A and Facility B, the movers, have been analysed as one group as there
were only two significant differences (sex and marital status) between the socio-demographic and health
characteristics of the groups. (see Appendix F for a table showing the socio-demographic and health
characteristics of Facility A and Facility B residents separately). Henceforth, the combined Facility A and

Facility B group will be termed “Movers”.



36

Figure 1

Sample Attrition due to Discharge or Death for Movers and Non-Movers over 15 Month
Study Period

Movers Non-Movers
T1 T
N =163 N =99
l Discharged I | Deceased I | Alive —I L Discharged | I Deceased j | Alive I
y \ 4 A 4
7 b_’ At move At move
N =149 N =93
y y v
7 11 T2 T2
N =145 N =86
v v
T3 T3
8 % N = 120* N = 62"

T1 = 3 months pre-move

T2 = 3 months post-move

T3 = 12 months post-move

*Final sample size, after 3 cases were excluded due to missing data, was movers, n = 118, non-
movers, n =61

There were no statistically significant demographic differences between the
attrition group and the study group, (See Appendix E for summary of the demographic
and health characteristics of the attrition group and study group). The care levels for the
attrition group, however, were significantly higher than for the study group, xz (4, N=
262) =30.84 p<.01. In the attrition group, 47.5% were classified as IC3 level and 15.1%
as EC compared with only 30.8% IC 3 and 2.2% EC for the study group. There were also
statistically significant differences between the two groups for level of cognition as
measured by the MMSE, y* (3, N= 262) = 11.93 p<.01. The study group had the highest

percentage in the normal cognition group (37.4% compared with 21.3% in the attrition
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group) while the attrition group had the highest percentage in the mild
impairment group(38.8% compared with 24.2% in the study group). The only other
statistically significant difference between the two groups was found in level of anxiety
x2 (1 N=1262) = 6.23, p<.05. Residents in the study group showed higher levels (19.8%)

than the attrition group (7.5%).

Classification into Subgroups by Level of Cognition.

Since only residents with evidence of cognitive impairment were included in the
current analyses the sample was categorized into subgroups according to level of
cognitive functioning. The classification was based on the Mini Mental State Exam
(MMSE) as described and tested by Kraemer and colleagues (1998). The classification
used by these authors is correlated with stages of dementia as defined in the Global
Deterioration Scale (GDS; Kraemer, Taylor, Tinklenberg & Yesavage, 1998). Nurses’
evaluation of residents’ function supplemented the MMSE scores.

The categorisation of residents into subgroups in this study was completed in a
number of steps. First, residents with an MMSE were designated to the appropriate sub-
group. Then nurses’ evaluations were included. For those residents who did not complete
the MMSE (the resident or family withheld permission to be interviewed), the nurses’
evaluation of level of cognition was used (movers = 19, 16.1%; non-movers = 18, 29%).
The correlation between the MMSE and the nurses” assessment of impairment was
statistically significant (» = .81 p<.01).

Once the sample was classified into groups by level of cognition, those with
normal levels could be eliminated. Table 1 presents the breakdown of the sample and as

can be seen, 52 movers (44.1%) and 15 non-movers (24.6%) were excluded.
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Table 1

Groups of Movers’ and Non-Movers by Level of Cognition

Level of Cognition Movers Non-movers
n=118 n==61

No cognitive .

. . 0,

impairment 52 (44.1%) 15 (24.6%)

Mild 29 (24.6%) 13 (21.3%)

Moderate 20 (16.9%) 13 (21.3%)

Severe 17 (14.6%) 20 (32.8%)

With the elimination of residents with normal cognition, the final sample used in
the current analysis was 66 movers and 46 non-movers with varying levels of cognitive
impairment. The sample, though relatively small, was sufficiently large enough to detect
a moderate effect using repeated measures analysis. To detect an effect size of .56 with a
95 percent confidence level at an average correlation of .82 among independent variables,
14 participants are needed in each group (power = .80; alpha = .05; average correlation =

.54 among DBD scores; Stevens, 2002).

Socio-Demographic and Health Characteristics of the Sample.

Table 2 presents a summary of the socio-demographic characteristics of movers
and non-movers at baseline. There were some differences between the two samples
namely, age, marital status and family living in the area. There was a statistically
significant difference in age with the mean age of the movers higher (M = 88, SD = 6.75)
than that of the non-movers (M = 83.3, SD = 8.38), ¢ (110) = 3.26, p < .05. There were a
greater proportion of widowed movers (75.8%) than non-movers (45.3%) and this was

also statistically significant, x* (2, N=112) = 16.67, p <.05. However, movers had more
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family living on the North Shore(80.3%) than non-movers (60.9%). This too

was statistically significant, x* (2, N =112) = 6.23, p < .05.

Table 2

Socio-Demographic Characteristics of Movers and Non-Movers at Baseline

Movers Non-Movers p
n==0606 n=46

Sex (%)

Male 22.7 23.9 ns

Female 77.3 76.1

Age

M 88 83.7 1 (110) =3.26,

SD 6.75 6.88 p<.05

Range 66 — 101 64 - 100

Marital Status (%)

Married/Common law 10.6 43.5 ¥ (@2,N=112)=

Widowed 75.8 43.5 16.67, p <.05

Single/Divorced 13.6 13.0

Family in Area (%)

North Shore 80.3 60.9 %2 (2, N=112)=6.23,

Vancouver 10.6 28.3 p<.05

No Family/ family out of area 9.1 10.9

Functional and Mental Health Characteristics of Movers and Non-Movers.

The functional and mental health characteristics of movers and non-movers at
baseline are presented in Table 3. There were some statistically significant differences
between movers and non-movers, namely the Dementia Behaviour Disturbance Scale
(DBD) scores, oral comprehension and the use of psychotropic medication.

There were statistically significant differences between the two samples in the

number of problem behaviours exhibited. Movers exhibited less problem behaviour pre-
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move than non-movers as is seen in the lower mean for movers (M =12.69, SD
=12.06) compared with non-movers (M = 22.15, SD = 17.62). This difference is
statistically significant, # (110) = 3.37, p <.01.

There were no statistically significant differences between the two groups in
speech though there were statistically significant differences in oral comprehension, xz
(4, N=112)=9.83, p <.05. A greater percentage of movers (69.7%) had unimpaired
understanding compared with non-movers (43.5%). Of the movers, 16.7% were in the
“simple phrases” only category and 4.5% in the “key words only” category compared
with 32.6% (simple phrases) and 8.7% (key words) of the non-movers. Understanding
was unknown in 9.1% of movers and in 1.9% of non-movers. No movers were classified
as non-responsive, 4.3 non-movers were. Overall, movers showed higher levels of oral
comprehension compared with the non-movers.

There was a statistically significant difference in the use of psychotropic
medications (anti-anxiety/anti-psychotic/anxiolytic agents, antimanics, muscle relaxants;
Long Term case Reliability Test Assessment Coding Form, Gutman, 1980) between the
movers and non-movers x> (1, N=112) = 4.03, p <.05. Only 27.3% of movers were
prescribed these medication compared with 45.7% of the non-movers. There were no
statistically significant differences between the groups in the number of residents taking

hypnotics, anti-depressants or anticonvulsants.
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Functional Status and Mental Health Characteristics of Movers and Non-Movers at

Baseline
Movers Non-Movers )7
n=66 n=46
Care Level (%)
PC 2.2 ns
IC1 4.5 22
1C2 48.5 54.3
1C3 424 41.3
EC 4.5
Levels of Cognitive Impairment (%)
Mild 43.9 283 ns
Moderate 303 28.3
Severe 25.8 43.4
DBD Scores
M 12.69 22.15 t (110)=3.37,p
SD 12.06 17.62 <01
Range 0-51 0-65
Speech (%)
Unimpaired 71.3 58.7
Simple phrases intelligible 9.1 19.6 ns
Simple phrases partially intelligible 4.5 15.2
Isolated words 7.6 6.5
No speech 1.5
Oral Comprehension (%)
Unimpaired 69.7 43.5
Simple phrases 16.7 32.6
Key words 4.5 8.7 x*(4)=9.83, p<
Not known 9.1 10.9 .05
Not responsive 43
Medication (% yes)
Psychotropics 273 45.7 v (1)=4.03, p<
Hypnotics 333 43.5 .05 (psychotropic
Anti-depressants 277 21.7 medications)
Anticonvulsants 1.5 4.3
Alzheimer therapy 1.5 6.5
Depressed Affect (%)
Yes 15.2 13.0 ns
No 84.8 87.0
Anxious Affect (%)
Yes 242 21.7 ns
No 75.8 78.3
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There were no differences in level of care as determined by nurses’
evaluation using the Long Term Care Assessment (LTC 1). British Columbia uses care
levels to define level of need in long-term care (care level encompasses mental and
physical health as well as functional status). Of the movers, there were no residents
classified as PC (relatively independent), 4.5% were classified as IC1, 48.5% IC2, 42.4%
IC3 and 4.5% EC (extended care). Of the non-movers 2.2% were PC, 2.2% IC1, 54.3%
IC2 and 41.3% IC3. There were no residents needing extended care in the comparison
group; as the control facility did not have extended care capabilities, residents needing
this level of care were discharged to an extended care facility.

Differences in level of cognitive impairment were not statistically significant.
There was a higher percentage of movers with mild impairment (43.9%) compared with
non-movers (28.3%). Similar proportions of movers and non-movers were classified as
moderately impaired (movers = 30.3%, non-movers = 28.3). There were fewer residents
with severe impairment (25.84%) among the movers than the non-movers (43.4%).
Overall, the level of impairment was higher for the non-movers than movers, although
not statistically significant.

There were no statistically significant differences between the two groups in
“affect characterized by depression” (as measured by one question in the LTC form,
yes/no answer provided by nursing staff) or in “affect characterized by anxiety” (as

measured by one question in the LTC form, yes/no answer given by nursing staff).

Instruments
Measures used in the main study included mortality rates, acute care admission

rates, the Mini Mental State Examination (MMSE; Folstein, Folstein & McHugh, 1975)
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and Modified Mini-Mental State Examination (3MS; Teng & Chui, 1985),
mental health and functional assessment sections from the Long Term Care form (LTC
1), the Dementia Behaviour Disturbance Scale Scores (DBD; Baumgarten, Becker and
Gauthier,1990) the Multiphasic Environmental Assessment Procedure, interview data
from resident and family and self report data from staff. Only the LTC 1, the MMSE
score and the DBD were used in this analysis of the impact of relocation on problem

behaviours.

Long Term Care Assessment (LTC-1).

All transferring as well as control residents were re-assessed in the three months
prior to the move using the LTC-1 Assessment. Since 1978, the Continuing Care
Division of the BC Ministry of Health has used the LTC-1 as the standard assessment
tool in determining clients’ level of care and service needs. The reliability of the LTC-1
to correctly determine care level is Kappa = .681 (Stark, Gutman and Brothers, 1982).
The LTC-1 is comprehensive, obtaining information on residents’ socio-demographic
characteristics, physical and functional status, diagnosis, medications and treatments,
ability to communicate, family contact person. Limited information from this assessment

was included in the current analyses.

Mini Mental State Examination/Modified Mini-Mental State Examination.

The Modified Mini-Mental State Examination (3MS) was used in the main study
to assess cognitive ability. The 3MS can be scored as the Mini Mental State Examination
(MMSE) by the inclusion of two extra questions. These questions were asked in the main

study to allow for comparison with previous testing, as the Continuing Care Division in
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British Columbia has used the MMSE for several years. In the current analysis
only the MMSE scoring was used.

The MMSE was developed as a brief screening test to identify cognitive
impairment and to document cognitive changes over time. The MMSE was not developed
as a diagnostic tool (Folstein et al., 1975) Tombaugh and MclIntyre’s (1992) review of the
MMSE found that the responses to this measure had moderate to high levels of reliability.
Four of the reviewed studies included data on internal consistency. The highest alpha
level (o = .96) was for a groups of medical inpatients while the lowest (o = .68) was for
community samples. None of the studies reviewed included facility residents. Reliability
coefficients were reported only for studies where the test-retest interval was 2-months or
less. The coefficients varied depending on interval (ranging from1-day to 2-months)
between tests (from r = .80 to r = .95). Reliability coefficients for test-retest intervals of
2-months with a sample of persons with dementia (» = .83) were reported in the only
study with this time frame (O’Connor et al., 1990 cited in Tombaugh & McIntyre,
1992).The MMSE has a number of limitations. It is confounded by demographic
variables especially age and education, which impedes its ability to categorize study
participants. Furthermore, though the MMSE shows high levels of sensitivity for
moderate to severe levels of dementia, one significant limitation is its lack of sensitivity
to discriminate between normal and mild levels of dementia. Tombaugh and McIntyre
(1992) emphasize that the MMSE should only be used to determine level of cognition not
to diagnose dementia and that a cut-off score of 24 be used to delineate normal cognition.

As mentioned previously, Kraemer and colleagues (1998) found a strong

correspondence between the MMSE and the Global Deterioration Scale, (GDS; Reisberg
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& Ferris, 1982). (See Appendix G for complete Global Deterioration Scale.)
Table 4 presents the correspondence between the two scales as set out by Kraemer and
colleagues (1998).
Table 4

Levels of Cognitive Impairment, MMSE scores and GDS scores

GROUP MMSE SCORE GDS SCORE
No cognitive impairment 24 -30 Levels 2 -3
Mild 15-23 Level 4
Moderate 8-14 Level 5
Severe 0-3 Levels 6 -7

Dementia Behaviour Disturbance Scale (DBD).

The DBD scale was developed to measure specific observable problem
behaviours frequently exhibited by individuals diagnosed with dementia. Only observable
problem behaviours were included in the scale (i.e., functional impairment, somatic
symptoms, and cognitive deficits were excluded). Behaviour disturbance was defined as
an outward manifestation of physiological, cognitive or psychological deficits that were
likely to negatively affect caregivers. The items cover all domains of problem behaviours
and include, agitation, aggression, diurnal rhythm disturbance, eating disturbance,
passivity, and inappropriate sexual behaviour. There are 28 items included in the scale,
which are rated for occurrence and for frequency of expression in the preceding week (0
= never exhibited; 4 = exhibited all the time). The minimum possible score is 0 with a

maximum of 112. Higher scores reflect increased problem behaviours.

































































































































