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Behavioural and psychological symptoms of dementia (BPSD) are highly prevalent and problematic in
care settings. Given the limited effectiveness of medical treatments, training care staff to understand and
manage these symptoms is essential for the safety and quality of life of people with dementia. This review
evaluated the effectiveness of staff training interventions for reducing BPSD. A systematic literature
search identified 273 studies. Twenty studies, published between 1998 and 2010, were found to meet

Keywords: the inclusion criteria. Overall, there was some evidence that staff training interventions can impact on
itraagling BPSD: twelve studies resulted in significant symptom reductions, four studies found positive trends and
Intervention four studies found no impact on symptoms. No links were found between the theoretical orientation of
Dementia training programmes and their effectiveness. Training was also found to impact on the way staff behaved
Alzheimer’s towards residents. A quality screening, using pre-specified criteria, revealed numerous methodological
Behaviour weaknesses and many studies did not adhere to the recommended guidelines for the conduct of cluster
BPSD randomised controlled trials. There is an urgent need for more high quality research and evidence-based

practice in BPSD.
© 2012 Elsevier B.V. All rights reserved.

1. Introduction 2009; Ihl et al., 2011). Additionally, two randomised controlled tri-
als have demonstrated the lack of effectiveness of anti-depressants
for people with dementia (Banerjee et al,, 2011; Lyketsos et al.,

2003).

1.1. Behavioural and psychological symptoms in dementia

There were estimated to be 35.6 million people with dementia
worldwide in 2010, with the figure expected to reach 65.7 mil-
lion by 2030 (World Alzheimer’s Report, 2010) In time, the loss
of functional ability associated with dementia makes independent
living very difficult, resulting in many people being admitted to
care homes. The term ‘Behavioural and Psychological Symptoms
of Dementia’ (BPSD) is used to describe the non-cognitive effects
of dementia, mainly behavioural problems, depression and anxi-
ety (Finkel et al., 1996). It is estimated that 80% of people with
dementia living in residential care homes have BPSD (Margallo-
Lana et al,, 2001; Zuidema et al., 2007). Although in the past BPSD
has frequently been treated with anti-psychotic medication, this
approach carries significant risks (e.g. by increasing the risk of
cerebrovascular events) and it is not clinically effective (Banerjee,

1.2. Staff training research

Many care home residents with BPSD have complex needs
which are difficult to manage, yet staff often lack basic training in
dementia care (Ballard et al., 2001). Training interventions, which
provide staff with strategies for managing BPSD, offer a proactive
and potentially cost effective strategy (Lawlor, 2002). In the UK, the
National Dementia Strategy (Department of Health, 2009) and the
National Institute for Clinical Excellence (2007) urge that all care
staff should receive access to specialist dementia training, yet there
are no guidelines suggesting which training programmes may be
the most effective. Past reviews on staff training have had vari-
able findings. For example, Kuske et al. (2007) found that many
studies had positive effects on either staff or resident outcomes
and Aylward et al. (2003) found evidence for the short term effec-

—_— o . tiveness of staff training. However, half the studies reviewed by
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McCabe et al. (2007) did not significantly impact on the behaviour
of residents, even when levels of staff knowledge and behaviour
management skills improved.
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There has been no review to date which has specifically investi-
gated the effectiveness of training programmes for reducing BPSD.
This review addresses the following research questions: (1) Are
staff training programmes effective for reducing BPSD in people
with dementia living in care homes? (2) Does the effectiveness of
training programmes vary according to the theoretical model or
the intensity of the training programme? (3) Do staff training pro-
grammes have secondary benefits on staff behaviour, attitudes and
psychological well-being?

2. Method
2.1. Literature search

A systematic literature search was conducted using Psych-
Info, PubMed, EMBASE, Medline and CINALH. Keywords were
entered to fulfil the following criteria: (1) staff training interven-
tions (‘staff training’; ‘staff education’); (2) involving care staff
(‘nursing staff’; ‘nursing’; ‘care’; ‘caregivers’; ‘staff’; ‘care assis-
tants’; ‘carers’); (3) within a care home setting (‘nursing home’;
‘care home’; ‘assisted living residence’; ‘residential care institu-
tion’; ‘long-term care’); (4) with people diagnosed with dementia
(‘dementia’; ‘Alzheimer’s disease’); (5) evaluating the impact on
BPSD (‘behavioural problems’; ‘psychological symptoms’; ‘psychi-
atric symptoms’; ‘agitation’; ‘aggression’; ‘depression’; ‘anxiety’;
‘challenging behaviour’). Titles; abstracts and excerpts were
reviewed according to the inclusion and exclusion criteria. Refer-
ence lists were also reviewed to identify additional publications.

2.2. Inclusion criteria

e Randomised controlled trials (RCTs), quasi-experimental designs
and patient as own comparison designs. Non-randomised
designs, rated as adequate or above using the York Centre for Sys-
tematic Reviews quality criteria (University of York, 2009), were
included due to the limited number of randomised studies.

¢ Training interventions designed to help paid care staff manage
BPSD in residents living in nursing or residential care homes.

e Studies published in English, in peer-reviewed journals, between
1998 and 2011.

e Resident mood and behaviour evaluated as a primary outcome
measure.

2.3. Quality rating

The quality of RCTs was rated using Jadad et al.’s (1996) criteria,
which provides a rating from 0 to 5. This is based on the quality
of randomising procedures, use of blinding and the description of
withdrawals and drop-outs The maximum score (5) requires dou-
ble blinding, yet only single blinding is possible in psychological
research. Therefore studies in this review were able to achieve a
maximum score of 4. The CONSORT guidelines (Campbell et al.,
2004) were consulted to provide guidance on factors specific to the
conduct of Cluster Randomised Trials (CRCTs), such as the deter-
mination of sample size and the method of statistical analysis. The
quality of non-randomised designs were rated using the York Cen-
tre for Systematic Reviews criteria (University of York, 2009). This
assessed (i) how adequately participants and the intervention were
described, (ii) validity, reliability and appropriateness of measures,
(iii) drop-out rate and associated bias, (iv) adequacy of follow up,
(v) matching of groups and use of control groups, and (vi) blindness
of outcome assessments. The study was rated as good if it met all
criteria, adequate if it met more than half, and poor if it met less
than half.

3. Results and discussion
3.1. Included studies

In total, 237 citations were initially identified but 217 were
excluded as they failed to meet the inclusion criteria (Fig. 1).
Twenty studies were included in the review comprising 13 RCTs
and seven non-randomised studies. Table 1 illustrates the design,
setting, description if intervention, total numbers, outcomes meas-
ures, assessment points, results and quality ratings. Results are
presented according to the three research questions.

3.2. Are staff training programmes effective for reducing BPSD in
people with dementia living in care homes?

Staff training is a potentially valuable method of reducing BPSD
in residents with dementia living in care homes. Of the 13 RCTS,
only two achieved Jadad scores of 4 and two achieved scores of 3.
Out of the seven other studies, only one was rated as ‘good’ on the
York criteria. This highlights the poor quality of the available evi-
dence and inconsistency of the findings in this review (Table 1),
making it difficult to draw firm conclusions in agreement with
previous reviews (McCabe et al., 2007; Kuske et al., 2007). Seven
RCTs found that training interventions were effective for reduc-
ing BPSD (Deudon et al., 2009; Teri et al., 2005; Chenoweth et al.,
2009; Finnema et al., 2001; McCallion et al., 1999; Proctor et al.,
1999; Testad et al., 2010a,b) whilst three RCTs found positive trends
despite a lack of significant findings (Davison et al., 2007; Magai
et al., 2002; Testad et al., 2005). Three RCTs found no evidence for
the benefits of staff training interventions on BPSD (Fossey et al.,
2006; Schrijnemaekers et al., 2002; Visser et al., 2008). Five non
randomised designs (Landreville et al., 2005; Wells et al., 2000;
Burgio et al., 2002; DeYoung et al., 2002; Lyne et al., 2006) obtained
positive findings, one found a positive trend which failed to reach
significance (Oh et al., 2005) and one no impact of staff train-
ing on BPSD (Moniz-Cook et al., 1998). Sixteen studies included
a follow-up assessment and most found that the positive effects of
the training intervention were maintained at follow-up. This indi-
cates that once changes to care practices are made, the positive
effects can usually be maintained over time.

Most studies assessed the impact of staff training on behaviour
problems in dementia. Five studies (Finnema et al., 2005; Lyne
et al., 2006; McCallion et al., 1999; Proctor et al., 1999; Teri et al.,
2005) looked at the impact on depression, and only one measured
the impact on anxiety in dementia (Teri et al., 2005). Four studies
achieved a reduction in depression, indicating that depression may
be amenable to change through staff training. Beneficial interven-
tions may include the use of care planning (Proctor et al., 1999; Lyne
etal., 2006), enhancing communication (McCallion et al., 1999) and
introducing pleasant events (Teri et al., 2005).

3.3. Does the effectiveness of training programmes vary
according to the theoretical model orientation utilised or the
intensity of the training programme?

3.3.1. Theoretical model

This review divided the 20 included studies into five categories:

Behavioural-oriented approach with person-environment fit
incorporates ideas from both social learning theory (Bandura,
1978), which states that behaviours are maintained through rein-
forcement, and ‘person-environment fit’ (Lawton, 1975), which
considers how the demands of the environment must be adapted to
suit each individual. These programmes help staff understand and
modify the sequence of events which lead to behavioural problems,
by identifying activators, behaviours and consequences (ABC’s).
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Table 1

Description of studies reviewed.
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Authors Design, setting and N Outcome measures and Results Quality rating and comments
description of assessment points
intervention
Behavioural oriented approach with person-environment fit
Teri et al. (2005) CRCT Residents Residents Residents Jadad=2/4
Intervention vs. control 31 GDS, CAS, RMBPC Sig reduction in behaviour Pos: Analysis adjusted for
group problems (RMBPC, NPI, ABID), clustering effects, blind
depression (GDS) &anxiety assessors
(CAS) for intervention group
Single blind Staff ABID, NPI Staff Neg: No power analysis to
- - estimate sample size
4 Assisted Living 25 Staff No sig increase in sense of Method of randomisation not
Residences, US - competency (SSCQ) or job described
satisfaction. Staff reaction to
behaviour improved (RMBPC &
NPI)
Duration: 8 weeks SSQC
Total hours: 10 Job satisfaction
Medium intensity Baseline & 8 week follow up
Supervision: 2h
Davison et al. (2007) CRCT Residents Residents Residents Jadad=1/4
Training + peer support 113 CMAI Non sig reduction in agitation Pos: 6 month follow-up,
vs. training only vs. (CMAI), with a positive trend, residents were assessed by two
control group for training group in between staff raters
baseline & 8 week follow-up
Non blind Staff Staff Staff Neg: Randomisation method
- - - unclear, no power analysis, no
blinding of assessors, no
adjustment for clustering
effects, no description of
drop-outs, no intention to treat
analysis
6 Residential Care 90 MBI, SEDC, SNPA No effect on burnout (MBI), sig
Homes, Australia. improvement in self efficacy
(SEDC) for training group. Sig
improved ratings by nursing
staff for training + peer support
group at follow up
Baseline, 8 week & 6 month
follow up
Duration: 8 weeks
Total hours: 10
Low intensity
Supervision: None
Visser et al. (2008) CRCT Residents Residents Residents Jadad=1/4
Training + peer support 76 CMAI, ADRQL, restraint No sig. reduction in aggression Pos: 6 month follow up
vs. training only vs. (CMAI) or sig. increase in
control group quality of life scores (ADRQL)
across time or group.
Non-blind Staff Staff Staff Neg: Method of randomisation
- - - not described, no power
analysis, staff group sizes
small, high attrition rate, no
description of drop-outs, no
intention to treat analysis or
adjustment for clustering
effects
3 Residential Care 52 SAQ, MBI Training + peer support group
Homes, Australia. sig improved on skills &
knowledge subscale of the SAQ
at 8 week & 3 month
follow-up, no effect on burnout
(MBI) across time or group
Duration: 8 weeks Baseline, 8 weeks, 3 &6
month follow-up
Total hours: 10
Medium intensity
Supervision: None
Burgio et al. (2002) Quasi-experimental Residents Residents Residents York =Adequate
Training with 88 CMAI Sig. decrease in agitation Pos: Included observational
motivational system (CMAI) at 4 week follow up, measures, 6 month follow-up
(FSM) vs. conventional maintained at 3 & 6 month period
management (CSM) follow-up
Non-blind Staff Residents & Staff Staff Neg: No control group. No

blinding of assessors
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Authors Design, setting and N Outcome measures and Results Quality rating and comments
description of assessment points
intervention
2 Nursing Homes, US 106 BMSC, CABOS Sig. reduction in use of

Oh et al. (2005)

DeYoung et al. (2002)

Landreville et al. (2005)

Duration: 4 weeks

Total hours: 12.5

Medium intensity

Supervision: 15 care

interactions observed
Quasi-experimental Residents

Baseline, 4 weeks, 3 & 6
months follow-up

Residents

One group time series 32
design

1 Nursing Home, South
Korea

Staff

Duration: 12 weeks 36

Total hours: 9

Low intensity
Supervision: Approx 5h
per trainee

Quasi-experimental
pilot study

One group time series 32
design

1 Long-term care unit,
us

Duration: 6 mths

Total hours: 28

High Intensity
Supervision: None

Quasi-experimental

One group time series 21
design

1 Long-term care unit, Staff
Canada

Duration: 2 months 26

Total hours: 15.5

Medium intensity
Supervision: 8 h

Residents

Residents

RASI, RASII, ABMS
translated into Korean

Baseline, 12 & 16 weeks
follow-up

Residents

NHBPS

Staff

Interviews on problem
management

Baseline, 3 & 6 months
follow-up

Residents
CMAI

Staff

Self efficacy& satisfaction
measure

Baseline & 2 month
follow-up

ineffective communication
strategies (BMSC & CADOS). No
sig. increase in use of
behaviour management
strategies. No sig. difference
between FSM and CSM groups
at 4 week follow-up, but the
FSM system was sig more
effective for maintaining skills
at 6 month follow-up

Residents

Non-sig. reduction in
aggression scores (RAS1
&RASII) between baseline, 12
week & 16 week follow up
with a positive trend

Staff

Significant increase in staff
abilities to manage behaviour
(ABMS)

Residents

Sig decrease in problem
behaviours(NHBPS) between
baseline & 6 month follow-up,
non-sig. decrease between
baseline & 3 month follow-up.
Seven behaviours sig. reduced
at 6 month follow-up

Staff

Sig increase in the use of
behaviour management
strategies at follow-up

Residents

Sig. decrease in agitated
behaviour (CMAI) at 2 month
follow-up

Staff

Sig. increase in the use of
behaviour management
techniques, sig. increase in self
efficacy, high satisfaction with
training

York = Adequate
Pos: 16 week follow-up, use of
observational measure (RASII)

Neg: One group design lacked
internal validity, translated
outcome measures, no power
analysis, inter-rater reliability
not calculated

York =Adequate

Pos: 6 month follow-up period,
use of observational measures

Neg: One group design lacked
internal validity, inter rater
reliability not calculated

York = Adequate

Pos: Validity demonstrated for
newly designed measures.
Included detailed data on
behaviour change in 2
residents

Neg: One group design lacks
internal validity, follow-up
would have strengthened the
study
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Authors Design, setting and N Outcome measures and Results Quality rating and comments
description of assessment points
intervention
Communication approaches
McCallion et al. (1999) CRCT Residents Residents Residents Jadad=1/4
NASCP training vs. wait 105 Cornell, CMAI, MOSES, Sig. reduction in depression Pos: 6 month follow-up, blind
list control medication, restraint (Cornell) & agitated behaviour assessor
(CMAI) for training group at 3
and 6 months. No consistent
impact on irritability,
withdrawal and disorientation
(MOSES)
Single blind Staff Staff Staff Neg: Did not account for
- - - clustering in design or analysis,
no power analysis. Method of
randomisation not described,
no description of withdrawals
or drop-outs, no intention to
treat analysis
2 Nursing Homes, US 88 KAT, MHQ No change in KAT scores. Sig
improvements in staff ability to
manage problems at 3 months,
not maintained at 6 months
Duration: 3 months
Total hours: 7.8 Baseline, 3 & 6 months
Low intensity
Supervision: 4h
Magai et al. (2002) CRCT Residents Residents Residents Jadad=2/4
Training group vs. 91 BEHAVE-AD, CMA], Cornell, Non-sig. reduction in Pos: Three group design, four
placebo training group MAX behaviour problems follow-up points, assessors and
vs. wait list control (BEHAVE-AD,CMAI) and trainer was all blind to
depression (Cornell) between hypotheses of study,
baseline and follow-up inter-rater reliability measured
on the staff rating scales
Single blind Staff Staff Residents in training group Neg: Did not account for
- - showed sig more positive clustering in design or analysis,
affect. Effect not maintained at staff sample was small,
follow-up randomisation method not
described, inadequate handling
of attrition
3 Nursing Homes, US 20 BSI Staff
Duration: 2 weeks Baseline, 3, 6, 9, 12 weeks Depression, anxiety and
somatic symptoms (BSI)
decreased sig. over time in both
training groups in comparison
to the non-training group
Total hours: 10
Medium intensity
Supervision: None
Person-centred approaches
Chenoweth et al. (2009)  CRCT Residents ~ Residents Residents Jadad=4/4
Person-centred care 289 CMAI, NPI, QUALID, QUIS, Sig. decrease in problem Pos:
training vs. dementia TESS-NH, incidents of behaviours (CMAI) at PCC and
care mapping vs. usual problem behaviour, DCM sites at 4 & 8 month
care hospital admissions follow-up. Psychiatric
symptoms (NPI) did not
improve sig. in PCC group. No
improvement in quality of life
(QOLID) for PCC or DCM group
Single blind Staff Baseline, 4 months & 8 Allocation method appropriate,
- months follow-up adjustment for clustering
effects, good handling of
attrition, 8 month follow-up
15 Care Homes, 30 Neg:
Australia 7
Duration: 4 months Experimental and control
groups were not matched at
baseline, although this was
accounted for in the analysis
Total hours: 18
Medium intensity
Supervision: None
Lyne et al. (2006) Quasi-experimental Residents ~ Residents Residents: York = Adequate

non equivalent group
design (natural control
group)
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Authors Design, setting and N Outcome measures and Results Quality rating and comments
description of assessment points
intervention
14 Residential Care 256 GMS-DS Sig. reduction in depression Pos: Assessors blind to
Homes, UK (GMS-DS) between baseline hypotheses, 33 week follow-up
&10 week follow-up for those
who received the intervention.
No change for residents who
did not receive intervention.
Effectiveness of the
intervention reduced for those
with more severe dementia
Duration: 120 weeks Staff Baseline, 10, 21 & 33 week Neg: No planned control group,
- follow-up self report measure may not
have been valid for residents
with moderate dementia
Total hours: 12 166
Medium intensity
Supervision: None
Moniz-Cook et al. (1998)  Quasi-Experimental Residents  Residents Residents: No change in the York = Adequate
frequency of behavioural
problems (PBI) at 4 month
follow-up, but problems were
rated as less severe
Non-equivalent group 84 PBI Staff Pos: 13 month follow-up, inter
design - rater reliability calculated on
PBI
Training Group vs. Staff Staff Staff rated their ability to Neg: Assessors non blind, no
control group - - manage problems as sig discussion of validity of PBI,
improved, although the effect small sample size, no
was not maintained at 13 discussion of power analysis
month follow-up
3 Care Homes, UK 83 PBI
Duration: 5 weeks Baseline, 4 &13 months
follow-up
Total hours: 15
Medium intensity
Supervision: None
Emotion-oriented approaches
Schrijnemaekers et al. (2002) CRCT Residents  Residents Residents Jadad=2/4
Emotion oriented care 151 DBRSP, GRGS, CMAI, ADL No reduction in problem Pos: 12 month follow-up,
vs. control group behaviours (DBRSP and GRGS) attrition adequately handled,
or agitation (CMAI) analysis adjusted for clustering,
intention to treat analysis used
Non-blind Staff Baseline, 3, 6 & 12 month Neg: Assessors not blind, no
- follow-up description of method of
randomisation
16 Homes for Aged, 128
Netherlands
Duration: 3 months
Total hours: 52.5
High intensity
Supervision: 10.5h
Finnema et al. (2005) CRCT Residents  Residents Residents Jadad=2/4
Emotion oriented care 146 ASEP, Cornell, CMAI Emotion oriented care sig. Pos: 7 month follow-up, inter
vs. usual care improved emotional adaption rater reliability assessed on
(aggregate score from CSDD, observational measures,
BIP & CMAI) & maintenance of  adjusted for clustering in
a positive self image(aggregate  analysis, adequate handling of
score from PGCMS &BIP) for attrition
residents with mild -
moderate dementia, not found
in residents with moderate to
severe dementia
Non-blind Staff GRGS, PGCMS Staff: Sig. reduced stress Neg: Method of randomisation
- symptoms (GHQ) for not described, no blinding of
sub-group of staff who applied  assessors, no adjustment for
more emotion focused clustering effects in sample
strategies. No changes for size calculation
experience of stress (OSS) or
job satisfaction (DWSS)
14 Nursing Homes, 99 Baseline, 7 months

Netherlands
Duration: 7 months
Total hours: 16
Medium intensity

Staff
0SS, GHQ, DWSS
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Table 1 (Continued)

Authors Design, setting and N Outcome measures and Results Quality rating and comments
description of assessment points
intervention
Supervision: None
Other approaches
Fossey et al. (2006) CRCT Residents Residents Residents: No sig. reduction in Jadad=4/4
agitated behaviour (CMAI) 7
between intervention and
control homes. Sig. reduction
in proportion of residents
taking neuroleptics in the
intervention group. No sig.
difference in well-being
according to DCM
Training intervention 306 CMAI, prescription of Pos: Assessors blind, methods
vs. control group neuroleptics of blinding & randomisation
methods described, power
analysis & data analysis
adjusted to account for
clustering effects
Single blind Staff DCM Neg: No follow-up period post
- intervention
12 Nursing Homes, UK Not stated
Duration: 10 months
Total hours: approx 25
for each staff trainee
High intensity
Supervision: None
Proctor et al. (1999) CRCT Residents Residents Residents Jadad=3/4
Intervention group vs. 120 AGECAT depression, Sig. decrease in depression Pos: Method of randomisation

control group

Non-blind

12 Residential Care
Homes, UK
Duration: 6 months
Total hours: 19
High intensity
Supervision: 24 visits
Testad et al. (2005) CRCT Residents

Crichton Scale, Barthel
Index

Visits by health
professionals

Residents

Intervention vs. control 151

group
Single blind Staff
4 Nursing Homes, 36
Norway

Duration: 7 months
Total hours=13
Medium intensity
Supervision: None

Deudon et al. (2009) CRCT Residents

BARS

Use of restraint

Residents

symptoms (AGECAT) for the
intervention group at
follow-up. No sig. decrease in
behaviour (Crichton) or
activities of daily living
(Barthel). Sig fewer visits by
GPs to intervention homes

Residents

Non-sig. decrease in agitation
at follow-up for the
intervention group but a
positive trend. Restraint
declined by 54% in the
treatment group and increased
by 18% in the control group

Residents: Sig. decrease in
agitation symptoms (CMAI) at
post intervention and at
follow-up. Sig reduction in
hyperactivity on NPI for
intervention group. Sig
reduction in observed agitation
in residents (OS)

described, analysis adjusted for
clustering effects, attrition
handled appropriately

Neg: Sample size calculation
did not adjust for clustering
effects, assessors non blind,
longer term follow-up required

Jadad=3/4
Pos: Blind assessors,
description of drop-outs

Neg: Method of randomisation
not described, no adjustment
for clustering effects, no
intention to treat analysis,
follow-up required

Jadad=2/4
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Table 1 (Continued)

Authors Design, setting and N Outcome measures and Results Quality rating and comments
description of assessment points
intervention
Intervention group vs. 306 CMAI, NPI, OS Pos: 12 week follow-up, blind
control group assessor, observational

measure included
Single blind Staff Baseline, 8 & 12 week Neg: Method of randomisation
T follow-up not described, no adjustment

for clustering effects in sample
size calculation or analysis, no
inter rater reliability on
observational measure, no
intention to treat analysis

16 Nursing Homes, Not stated

France

Duration: 18 weeks

Total hours: 25.5

High intensity
Supervision: 24 h
Testad et al. (2010a,b) CRCT Residents CMAI (Norwegian version), Residents: Sig reduction in Jadad=1/4
proportion of residents aggression (CMAI) for -
given restraint intervention group at 6 & 12
month follow-up. Sig reduction
in proportion of residents
restrained at 6 months,
although reduction not
maintained at 12 month
follow-up
Single blind 145 Baseline, 6 & 12 month Pos: 12 month follow-up, good
follow-up description of drop-outs, blind
assessors
Intervention vs. control Staff Neg: No adjustments for
group - clustering effects, groups not
equivalent at baseline, no
intention to treat analysis
4 Nursing Homes, 197
Norway
Duration: 6 month
Total hours: 20
Medium intensity
Supervision: None
Wells et al. (2000) Quasi-experimental Residents Residents Residents: York =Good
design
1 training unit 40 MIBM, PAS, LPRS Sig increased interactions & Pos:
(randomly selected) vs. calmer behaviour (MIBM), sig
3 control units reduced aggression (PAS) & sig
improved functional abilities
(LPRS) for residents in training
group
4 units in a Geriatric Staff Staff Staff: Researcher blind to group
Care Centre, Canada - - - allocation, inter-rater

reliability demonstrated for
observational measures, staff
rated for use of new skills
Duration: 6 months 44 IBM, NHUS Caregivers interacted with Neg:

residents in a sig more e

person-centred and flexible

way (IBM). No change in staff

rating on ease of caregiving or

stress levels

Total hours: 5.8 ease of caregiving. Groups not allocated at random
Low intensity Baseline, 3 &6 month follow
up

Supervision: None

Pos, positive points; Neg, negative points; Sig = Statistically significant; ABID, Agitated Behaviours in Dementia; ABMS, Aggressive Behaviour Management Scale; ADL, Activities
of Daily Living; ADRQL, Alzheimer Disease Related Quality of Life; AGECAT, Automatic Geriatric Examination for Computer Assisted Taxonomy; ASEP, Assessment Scale for
Elderly Patients; AT, Knowledge of Alzheimer’s Test; BARS, Brief Agitation Rating Scale; Barthel, Barthel Activity of Daily Living Index; BEHAVE-AD, Behavioural Pathology in
Alzheimer’s Disease Rating Scale; BMSC, Behaviour Management Skills Checklist; BSI, Brief Symptom Inventory; CABOS, Computer-Assisted Behavioural Observation System;
CAS, Clinical Anxiety Scale; Crichton, Crichton Royal Behavioural Rating Scale; CMAI, Cohen Mansfield Agitation Inventory; Cornell, Cornell Scale for Depression in Dementia;
DBRSP, Dutch Behaviour Rating Scale for Psycho-geriatric inpatients; DCM, Dementia Care Mapping; DWSS, Dutch Work Satisfaction Scale; GDS, Geriatric Depression Scale;
GHQ, General Health Questionnaire; GMS-DS, Geriatric Mental State Schedule; GRGS, Geriatric Resident Goal Scale; IBM, Interactional Behaviour Measure; LPRS, London
Psychogeriatric Rating Scale; MAX, Maximally Discriminative Facial Movement Coding System; MBI, Maslach Burnout Inventory; MHQ, Mental Health Questionnaire; MIBM,
Modified Interaction Behaviour Measure; MOSES, Multidimensional Observation Scale for Elderly Subjects; NHBPS, Nursing Home Behaviour Problem Scale; NHUS, Nurses
Hassles and Uplift Scale; NPI, Neuropsychiatric Inventory; OS, Observation Scale; OSS, Organisation and Stress Scale; PAS, Pittsburgh Agitation Scale; PBI, Problem Behaviour
Index; PCC, Person centred care; RASI, Ryden Aggression Scale 1; PGCMS, Philadelphia Geriatric Centre Moral Scale; QUALID, Quality of Life in Late Stage Dementia; QUIS,
Quality Interactions Schedule; RASII, Ryden Aggression Scale 2; RMBPC, Revised Memory and Behaviour Problem Checklist; SAQ, Staff Attitude Questionnaire; SEDC, Self
Efficacy of Dementia Care; SNPA, Scale of Nursing Performance Adapted; SSCQ, Short Sense of Competency Questionnaire; TESS-NH, Therapeutic Environment Screening
Survey for Nursing Homes.
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273 records identified through
database searching and reference lists

l

273 records screened

l

35 full-text articles assessed for
eligibility

!

20 studies included in qualitative
synthesis

238 records initially excluded:

115 = other type of intervention or with
home carers

89 = unrelated to topic

13 = training not aimed at reducing BPSD
11 = staff outcomes only

6 = not published in English

4 = case study designs

15 full-text articles
excluded:

7 = non psychological
outcome measures

4 = not dementia

3 = acute care settings
1 = poor quality design

Fig. 1. Flow chart showing numbers of studies identified, included and excluded.

Communication approaches teach staff practical communication
strategies, enabling them to understand how their communication
can trigger behaviour and encourage conversations.

Person-centred approaches draw on Kitwood’s work (1997),
which involves understanding each person as an individual and
focusing on their own needs and abilities. They can also involve
‘life history’ work for residents.

Emotion-oriented approaches draw from the Validation Therapy
model (Feil, 1992), whereby staff are trained to validate and respect
the feelings of people with dementia. These trainings may also
incorporate other techniques, such as reminiscence therapy, using
multi-sensory tools and developing care plans.

Other approaches include the studies which did not fit into any
of these categories. These were (i) a skills based approach designed
to reduce the need for restraint (Testad et al., 2005, 2010a,b); (ii)
a practice based approach (Deudon et al., 2009), which involved
giving staff instruction cards with advice about how to manage
everyday care tasks, (iii) a goal planning intervention (Proctor
et al.,, 1999), (iv) a systemic consultation approach which included
behaviour management techniques, positive care planning, com-
munication skills and reminiscence (Fossey et al., 2006) and (v) a
unique enablement approach, in which staff were taught to use an
abilities focused morning care routine with residents (Wells et al.,
2000).

There was no consistent link between the theoretical approach
and the effectiveness of the intervention. This mirrors the finding
from other psychological interventions in which many theoreti-
cal approaches can be equally beneficial, often described as the
‘dodo bird effect’ (Luborsky et al., 2006). The current evidence
base indicates the ‘behavioural-oriented approach with person-
environment fit’ may be the most promising model, although there
is less evidence to show the maintenance of these improvements
over time. There is also evidence for ‘person-centred approaches’ to
reduce BPSD and these benefits may be maintained over time. How-
ever, this approach may be particularly vulnerable to organisational
problems because it requires systemic changes to be implemented.
The evidence from studies drawing on other approaches is also
promising, with good evidence from studies which have evolved
directly from clinical practice (Deudon et al., 2009; Testad et al.,
2010a,b). There is also reasonable evidence for one programme

which has integrated a range of theoretical approaches for treat-
ing depression (Proctor et al., 1999) and from one study which has
used a unique enablement approach (Wells et al., 2000). Mean-
while there is a less evidence in favour of the systemic consultation
approach for reducing agitation, even though it has been found to
be helpful for changing prescribing practices (Fossey et al., 2006).
There is weaker and more inconsistent evidence for ‘emotion-
oriented’ and ‘communication approaches’.

3.3.2. Intensity of the training programme

A list of the total training hours received by each staff partici-
pant in each programme was compiled. Three categories of training
intensity were defined (see Table 1), based on the median dura-
tion of all the included studies. 10h or less was categorised as
low intensity (4 studies), 11-18 h as medium intensity (11 stud-
ies) and more than 19 h as high intensity (5 studies). There did not
appear to be a link between the intensity of training programmes
and their effectiveness for reducing BPSD, which indicates that
low or medium intensity programmes may be more cost effective
than higher intensity programmes. However, training programmes
which are too brief, such as the programme delivered by Magai et al.
(2002) may not provide a sufficient dose of training to change care
practice. Unfortunately none of the studies reviewed have included
a measure of effect size or numbers needed to treat, which would
have allowed better comparisons of the effectiveness of studies.

As an adjunct to the workshop training sessions, ten pro-
grammes also provided individual supervision sessions to help
staff incorporate strategies into their everyday practice. Results
suggested that implementing additional supervision sessions may
improve the overall effectiveness of training programmes. If pro-
grammes are only run over a relatively short period of time,
these additional supervision sessions may maximise the transfer
of learning (Ford and Weissbein, 2008). Attendance at training pro-
grammes is often very poor and care homes can find it difficult to
release a large proportion of staff to attend training. Yet if only a
proportion of staff attend training programmes, the effect of the
training may become diluted (Davison et al., 2007). Burgio et al.
(2002) also demonstrated that a specialised supervision system,
incorporating observations, feedback and incentives for staff was
more effective for maintaining skills over time in comparison to a
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conventional supervision model. This finding indicates that even a
relatively subtle change in staff behaviour can significantly impact
on residents’ symptoms, but that staff will often revert back to
previous styles of working without an ongoing supervision system.

3.4. Can staff training programmes have secondary benefits on
staff behaviour, attitudes and psychological well-being?

Twelve studies looked at the impact of training interventions on
staff factors, with the majority of studies having at least one positive
finding. Five studies showed staff reporting an improved ability to
manage behavioural problems (DeYoung et al., 2002; Landreville
et al., 2005; Moniz-Cook et al., 1998; Oh et al., 2005; Teri et al.,
2005) and three studies found that observers rated the perfor-
mance of staff more highly following their attendance at training
programmes (Burgio et al., 2002; Wells et al., 2000; Davison et al.,
2007). Two studies found that staff training increased staff self-
efficacy (Davison et al., 2007; Landreville et al., 2005), two studies
obtained a reduction in staff stress symptoms (Magai et al., 2002;
Finnema et al., 2005) and one study (Visser et al., 2008) found a
positive effect on staff attitudes. However, Wells et al. (2000) found
no impact on staff stress and Teri et al. (2005) found no improve-
ment in job satisfaction or staff sense of competence. McCallion
etal. (1999) found that staff demonstrated an increased knowledge
about the management of mental health problems, although this
effect was not maintained at follow-up and dementia knowledge
did not improve. In summary, there is some evidence to suggest
that self efficacy and stress symptoms can be reduced by training
interventions, although factors such as burnout and job satisfaction
seem to be less amenable to change.

3.5. Limitations

Because observations between individuals are often correlated
in cluster designs, the standard error is reduced and there is an
increased risk of a Type 1 error (Bland, 2004). These designs require
a higher sample size to be adequately powered and the analysis
needs to adjust for clustering effects. Only three studies adjusted
for these effects in their sample size calculation (Chenoweth et al.,
2009; Fossey et al., 2006; Proctor et al., 1999) or their analysis
(Chenoweth etal.,2009; Fossey et al., 2006; Teri et al., 2005). Mean-
while, some of the staff measures may not have been sensitive
enough to detect change, or the nature of the change may have
been somewhat abstract or difficult to assess with the available
quantitative measures.

3.6. Implications for clinical practice

Although some training programmes state that a manual is
available, few were published or easily accessible. Authors will
need to make manuals more accessible and wider utilisation will
generate more practice-based evidence.

Staff training programmes are very dependent on organisational
factors, such as management style, care culture and rifts between
staff groups. Several authors were concerned that organisational
factors may have limited the implementation of programmes
(Finnema et al., 2005) or prevented staff from applying ideas from
training consistently in practice (Moniz-Cook et al., 1998; Visser
et al., 2008). The model used by Chenoweth et al. (2009) was suc-
cessfully implemented, with only a small number of staff being
required to attend the training. This showed that changes in care
practice can occur on an organisational level, although staff need
to be in a position to implement change and require appropriate
support and supervision.

3.7. Future research

Future research designs will need to be multicentre, adequately
powered, adhere to recommended guidelines, and be conducted
across languages and cultures (Campbell et al., 2004). In addition,
interventions should be better defined so they can be manualised,
amenable to replication, and of modest cost. Studies will need to
prepare to deal with the many logistical barriers including high
staff turnover, reduced staff to resident ratios and inflexible insti-
tutional policies (Murfield et al., 2011), as well as generalizability
across languages and cultures. Characteristics of individual trainees
should be considered, as these may contribute to the transferability
of learning (Blume et al., 2009). Finally, qualitative work could aid
understanding of the experience of participants and mechanisms
of change.

3.8. Conclusions

There is evidence that staff training programmes can reduce
BPSD in people with dementia living in care homes. Training pro-
grammes which have a strong theoretical base, are of sufficient
intensity and are supplemented by additional supervision and good
management support may be the most beneficial. There is a need
for more evidence-based practice in BPSD and the development of
high quality research, as prioritised by the UK Ministerial Advisory
Group on Dementia Research (2011). It is becoming increasingly
clear that providing care home staff with skills to work with BPSD,
without resorting to the use of antipsychotic medication, is essen-
tial for the safety and quality of life of people with dementia
(Banerjee, 2009).
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