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Abstract

Malnutrition is common among elderly with dementime to eating and drinking
difficulties. The aim of this study was to descridadence-based practices that nurse use
in order to over-come these feeding difficultiesl analnutrition among this group. The
respondent used a qualitative approach as welledsative content analysis in order to
identify prominent themes and patterns among tem#s. The theoretical framework used
was Rosemarie Rizzo Parse’s Theory of human beapniihe theoretical background
contains information about definition and typesdeimentia, its relationship with feeding
difficulties and factors contributing to feedingfutiulties. The study indicates that there
are various interventions that nurses use to oneecmalnutrition and feeding difficulties.
However, nurses encounter various ethical issuaaglmealtimes care. Furthermore, the
major stumbling block is lack of enough educatioroag the caregivers.
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1.0 Introduction

Malnutrition is a common problem in older individsian hospital setting with six out of
ten being at risk of becoming malnourished. Indail$ with dementia are among the most
vulnerable members in the community because oicdiffes in eating and drinking.
(Hallpike, 2008). It is not only common in hospgabut also in nursing homes and
frequently, it is not recognized (Cole, 2012). Mwrer, eating and drinking difficulties
seem to be inevitable in elderly with dementia, #mekse difficulties will often become
more apparent in the later stages of the diseamaly,Sdementia is associated with a
number of common problems that can seriously impactating habits, such as: reduced
interest in food and drink, reduced appetite, ftingg to eat and drink, holding food in the
mouth and not swallowing, coughing/choking on ardake and food refusal. (Stanner,
2007). Also clumping the mouth shut and spillingpdofrom mouth is evidenced in
demented elderly. These difficulties interfere wattlequate consumption of calories and
nutrients and may be associated with malnutritjplargreaves, 2008).

More common problems that cause persons with deanémthave eating and drinking
difficulties hence malnutrition include; poor apipet cognitive impairment, physical
disabilities, behavioral changes, physiologicalndes such as swallowing and sensory
disabilities (Alzheimer's Society, 2013). Other ttas also include environment, care
providers’ busy schedules, the type of food prodjdpatient's anxiety, agitation and
frightfulness (Archibald, 2006). Some of the consatpes of these conditions include;
weight loss, increased risks of health problemsnioyeasing vulnerability to infections,
impaired wound healing, reduced muscle strengtledéatigue, increased susceptibility to
gastrointestinal problems, dehydration hence hdafacconfusion, irritability, urinary
tract infections, loss of appetite, swallowing @ity and constipation (Stanner, 2007).

Encouraging healthy eating and drinking habits hgreat impact on health and quality of
life of older people with dementia. However, hetpithem to overcome some of the
behavioral and physical changes that can affedt thed intake poses a huge challenge
for their care providers. (Stanner, 2007). More aating and drinking difficulties are
common in people with dementia, but when a probteours, it will be unique to the
individual and their situation. Therefore, when Kom for a solution, the person's life
history should be considered. More so, ethicaldssoeed to be also considered and any
solutions should be tailored to meet the persagesis. As dementia progresses, the person
is likely to need more support to meet their ne@dizheimer’s society, 2013).

This study reviews current interventions that nsreave adopted or can adopt to help
ensure that those in their care are consumingtalthe is nutritionally adequate and that
they are eating enough in terms of quantity of fe@cavoid malnutrition. Moreover, it
reviews practical strategies that are used to nwresding difficulties in elderly with
dementia. Ethical issues while managing the camttiare also discussed.



2.0 Aim and research questions

The aim of this study is to describe the eviderasel practices that have been or can be
applied in reality to overcome malnutrition, eatigngd drinking difficulties in elderly with
dementia. The intention is to find out the existikgpwledge of the interventions that
nurses use/could use in order to manage thesetmmwdi The following questions are
formulated;

1. What nursing interventions could be applied lideo to overcome malnutrition, eating
and drinking difficulties in elderly with dementia?

2. What are the ethical issues experienced by suvhde managing these disorders?

The respondent will search the answers for thesstomuns by reviewing the existing
studies/literature.

3.0 Theoretical framework

In this thesis, Rosemarie Rizzo Parse’s Theory ombin becoming will be used. The
theory guides the practice of nurses to focus alityuof life as it is described and lived.
This theory of nursing presents an alternative @hbthe conventional biomedical
approach and the biopsychosocial-spiritual appradahost other theories and models of
nursing. It provides a transformative approachlkdeaels of nursing. It differs from the
normal nursing process, in that it does not sedixtproblems rather, it gives nurses the
ability to see the patient's perspective. Thisvedldhe nurse to be with the patient, and
guide him or her toward the health goals. In otherds, Parse's model rates quality of life
from each person's own perspective as the goahefptactice of nursing. The nurse-
patient relationship co-creates changing healttepa. The human becoming theory is
structured around three abiding themes: meaningthmhicity, and transcendence.
(Alligood & Tomey, 2006, 524).

3.1 Meaning

This theme is expressed in the first principle otiman becoming, which
states'Structuring meaning is the imaging and valuindasfguage".This principle means
that people co-participate in creating what is feathem as shown in their expressions of
living their values in a chosen way. This principles three concepts; imaging, language
and valuinglmaging; is creation of reality, which reflects who oneagsa unitary person.
Valuing; which is a process of choosing and embracing wghimhportantLanguaging is



about the ways in which persons are with the warld in relationships about how to be
with others. (Alligood & Tomey, 2006, 525).

3.2 Rhythmicity

This theme is expressed in the second principléswstates thatConfiguring rhythmical
patterns is the revealing-concealing and enablingting of connecting-separatifig
which means that living paradox encompasses appapgosite experiences that coexist
in rhythmical patterns. It means that in living memh-to-moment, one show and does not
show opportunities and limitations that emerge ovimg with and apart from others. This
principle has two concepteevealing-concealing;which it concerns with the ways people
disclose and do not disclose meanings, thoughtdinés, values, concerns and hope and
connecting-separatingwhich it concerns with the ways people can be witrers while at
the same time being separate from them or how pewgrh be together without being in
the same location. (Alligood & Tomey, 2006, 526).

3.3 Transcendence

This theme is expressed in the third principle Whatates that Co-transcending with
possible is the powering and originating of tramsiong” which means that moving with
now moments is living the becoming visible-invigildlecoming with the ambiguity of the
continuous change of the emerging now. It has thoeeepts; powering, originating and
transforming.Powering is pushing-resisting process that propels humangbein life,
originating is about human uniqueness, and the ways peopleedrear own becoming as
they choose from all possibilities that could bel aransforming is about integrating
unfamiliar activities or ideas into one’s life. (§ood & Tomey, 2006, 527).

In terms of nursing, human becoming theory explamgerson as a being who is more
than and different from the sum of the pafEvironment as everything in the person and
his/her experiences and is inseparable, complememtaand evolving with, it views
environment as existing with a person in a mutwainection. Health as a process of
being and becoming and it involves synthesis ofiesl It is not focused on disease or
absence of disease, rather combining one's’ valnddeliefs as a way of living\Nursing

as a human science and an art that uses abstmgtobdknowledge to serve people, it
views nursing as a service to humankind. (Alligéo@omey, 2006, 529-532).



4.0 Theoretical background

4.1 Definition of terms

Feedingis the process of getting the food from the ptatthe mouthEatingis the ability

to transfer food from plate to stomach through theuth and it involves the ability to
recognize food, the ability to transfer food to theuth, and the phases of swallowing. In
the case of this study, both feeding and eatingewesed inter-changeably to mean the
same thingDehydrationis a fluid imbalance caused by too little fluidkea in or too much
fluid lost or both Dysphagiais an abnormality in the transfer of a bolus fritva mouth to
the stomachMalnutrition refers to lack of proper nutrition, caused by hating enough

to eat, not eating enough of the right things (eats), or being unable to use the food that
one does eat. (Cleary, 2007)

4.2 Dementia prevalence

It is estimated that the number of people with detiaein Finland in 2012 is 92,232,
which is 1.71% of the total population of 5,402,6Zhis percentage of the population
is higher than the entire Europe which is 1.55%zltaimer Europe, 2014). Moreover,
worldwide, 47.5 million people have dementia andrgwear, there are 7.7 million new
cases. The estimated proportion of the general lapn aged 60 and above with
dementia at a given time is 5 to 8 per 100 people total number of people with
dementia is projected to be 75.6 million in 203@ @hmost triple by 2050 to 135.5
million. (World Health Organization, 2015)

4.3 Types of dementia

Dementia is a syndrome, that is chronic or progvesen nature in which there is
deterioration in cognitive function i.e. the alyilib process thought beyond what might be
expected from normal ageing. It affects memorynkimg, orientation, comprehension,
calculation, learning capacity, language, and jueiginConsciousness is not affected. The
impairment in cognitive function is commonly accanjed and preceded by deterioration
in emotional control, social behavior, or motivatidt is caused by a variety of diseases
and injuries that primarily or secondarily affebetbrain, such as Alzheimer's disease or
stroke (World Health Organization, 2015)

Alzheimer’s society, (2015) state that there areyndifferent types of dementia although
some are far more common than others are. Theyaamed according to the condition that
has caused the dementia. Some of the most comres &re explained below:



4.3.1 Alzheimer disease

Alzheimer disease is the most common cause of digamdn affects the chemistry and
structure of the brain. These effects lead to #wldof brain cells and shortage of certain
important chemicals. These chemicals act as meseerigat help to transmit signals
around the brain. When there is a shortage of thtem,signals are not transmitted as
effectively as required. (Alzheimer’s society, 2D1%he symptoms of the disease are
generally mild at the beginning, but they get wooser time and start to interfere with
daily life. Some common symptoms are; memory lapgedifficulty in recalling recent
events and learning new information. Due to thiseeson may; lose items, struggle to find
the right word in a conversation or forget somemneame, forget about recent
conversations or events, get lost in a familiac@lanood or behavior problems such as
apathy, irritability, or losing confidence (Alzheéms Research, 2014).

As time goes, problems with other aspects of timigkireasoning, perception or
communication start to develop. Individuals witle ttisease might have difficulties with:
language; struggling to follow a conversation or repeatingrttselves,visuo-spatial
skills; problems in judging distance or seeing objecttire dimensiongoncentrating,
planning or organizing; difficulties making decisions, solving problemsaarrying out a
sequence of tasks amdientation; becoming confused or losing track of the day deda
(Alzheimer's society, 2015).

4.3.2 Vascular dementia

Vascular dementia is the second most common tygementia. I1ts symptoms include
memory loss and difficulties with thinking, problesolving or language. They occur when
the brain is damaged because of problems with tipplg of blood to the brain due to
diseased blood vessels. These reduced blood svgglits to dead of brain cells due to
lack of oxygen and nutrients. This death of bragtisccan cause problems with memory,
thinking or reasoning (together these three elesnaré known as cognition). When these
cognitive problems are bad enough to have a saamfi impact on daily life of an
individual, this is known as vascular dementiazfimer's Research, 2014)

The most common cognitive symptoms in the earlyegaof vascular dementia are:
problems with planning or organizing, making demisi or solving problems, difficulties
in following a series of steps, slower speed ofugid, problems in concentrating,
including short periods of sudden confusion, protdeof;, memory, language and
visuospatial skills. In addition to cognitive syrapts, it is common for someone with early
vascular dementia to experience mood changes, asicipathy, depression or anxiety.
Other symptoms may include clumsiness, lack ofalaexpression and problems in
pronouncing words. (Alzheimer's Research, 2014)



4.3.3 Dementia with lewy bodies (DLB)

Dementia with Lewy bodies is a type of dementid trehares symptoms both
with Alzheimer's disease and Parkinson’s diseas¢his kind of dementjahere are tiny
deposits of protein called levy bodies in nervdscdlheir presence is linked to low levels
of important chemical messengers and to a los®hactions between nerve cells. Over
time, there is progressive death of nerve cellslassl of brain tissue. Lewy bodies in the
outer layers of the brain are linked to problemhwmental abilities (cognitive symptoms),
which are characteristic of DLB. (Alzheimer’s sdgi€2015).

4.3.4 Frontotemporal dementia

The word frontotemporal refers to the two lobeshef brain that are damaged in this form
of dementia (Alzheimer’s society, 2015). The fromtdes of the brain are situated behind
the forehead and control behavior and emotiongicpdarly on the right side of the brain.
They also control language, usually on the lefte Tamporal lobes on either side of the
brain have many roles. On the left side, thesedatmntrol the understanding of words.
(Alzheimer's Research, 2014). Frontotemporal deimésntcaused when nerve cells in the
frontal and/or temporal lobes of the brain die #mel pathways that connect them change.
There is also some loss of important chemical nmegss. Over time, the brain tissue in
the frontal and temporal lobes shrinks. This damtmdhe brain causes the typical
symptoms of frontotemporal dementia, which incletlanges in personality and behavior,
and difficulties with language. (Alzheimer’s sogie2015).

In this kind of dementia, a variety of symptoms eaesed by damage to different areas of
the frontal and temporal lobes. Based on these yngand the lobes that are affected, a
person may have one of three types of frontotenrhpdeanentia: behavioral variant
frontotemporal dementia, progressive non-fluentaghand semantic dementia (the latter
2 types form language variants of dementia).Behavioral variant frontotemporal
dementia people lose their inhibitions in that they behaveocially inappropriate ways
and act in an impulsive or rash manriarthe other two types of frontotemporal dementia
(which form.Language variants of frontotemporal dementia)the early symptoms are
progressive difficulties with language. These diffties become apparent slowly, often
over two or more years. In the casepobgressive non-fluent aphasiainitial problems
are with speech with common early symptoms inclgdislow, hesitant speech and
impaired understanding of complex sentences, busingle words. (Alzheimer’s society,
2015).

On the other hand, isemantic dementia the speech is fluent but people begin to lose
their vocabulary and understanding of what objects Common early symptoms may
include: asking the meaning of familiar words, tteufinding the right word, leading to
less precise descriptions instead, or use of gkredawords and difficulty recognizing
familiar common objects. In both of the languageri® of frontotemporal dementia, other



aspects of mental function such as memory, visu@dpskills, planning and organizing
tend to be well preserved in the early stages.héilmer's Research, 2014)

4.4 The progression of dementia

Each type of dementia tends to have particulay egmnptoms, because different parts of
the brain are affected first. Later on, as damageasls to more areas of the brain, the
symptoms of different types of dementia tend toobee more similar. Moreover, each
person experiences dementia in their own way,lmitrtay the condition progresses can be
seen as a series of stages; early, middle andtages. This means that the structure and
chemistry of the brain become increasingly damagest time. The person's ability to
remember, understand, reason and communicate wallluglly decline. As dementia
worsens, the person will need more and more suppibint daily living. Generally, by
the late stage, the person will need a high le¥alane, whatever type of dementia they
have (Alzheimer’s Society, 2015: Alzheimer's Reskea?2014).

4.4.1 Alzheimer's disease

Alzheimer’s disease progression can be summarizédtée stages:

Early (‘'mild’) stage

Alzheimer's disease usually begins with very minbanges in the person's abilities or
behavior. At this time, such signs can often betakinly attributed to stress or
bereavement or, in older people, to the normal ggscof ageing. Loss of memory of
recent events is a common early symptom. The pexslbhave difficulty recalling things
that happened recently. (Alzheimer’s society, 2015)

Middle (‘'moderate’) stage

As Alzheimer's disease progresses, the changesnieeomre marked. The person will
need more support to help them manage their dagyolife. They may need frequent
reminders or help to eat, wash, etc. They are ylikel become increasingly forgetful
particularly of names and may sometimes repeatdnee question or sentence over and
over. They may also experience some kind of coafussome people at this stage become
very easily upset, angry or aggressive perhapsusecghey are feeling frustrated or
because they misinterpret what is happening or thay lose their confidence and need a
lot more support or reassurance. (Alzheimer’s $pcR015)

Other symptoms may include: becoming confused abdwre they are, or walking off
and becoming lost, muddling up time and gettingaupight because they are mixing up
night and day, behaving in ways that may seem wusiecoming very agitated or
unknowingly behaving in socially inappropriate waysxperiencing difficulty with



perception and, in some cases, having delusiongess,often, hallucinations. Changes in
behavior tend to be most common from the middlgests&f dementia onwards and are one
of the most challenging aspects of dementia foegigers.(Alzheimer’s society, 2015)

Late (‘'severe'’) stage

At this stage, the person with Alzheimer's will deeven more help and will gradually
become totally dependent on others for nursing.dawes of memory may become very
pronounced, with the person unable to recognizdlitamobjects, surroundings or even
those closest to them, although there may be sufldsimes of recognition. The person
may also become increasingly weak. They may starshuffle or walk unsteadily,
eventually spending more time in bed or a wheefchather symptoms may include:
difficulty in eating and, sometimes, swallowingnhsalerable weight loss, although some
people eat too much and put on weight, incontingloseng control of their bladder and
sometimes their bowels as well, gradual loss oespethough the person may repeat a
few words or cry out from time to time. (Alzheimesociety, 2015)

The person may become restless, sometimes seemibg searching for someone or
something. They may become distressed or aggresspecially if they feel threatened in
some way. Angry outbursts may occur during closesqreal care, usually because the
person does not understand what is happening. @rage, people with Alzheimer's
disease live for eight to ten years after their ggms begin. (Alzheimer’s society, 2015)

4.4.2 Vascular dementia

Vascular dementia develops when brain cells areindapof oxygen and die. This happens

either because of diseases of the very small blesdels deep in the brain, or after a major
stroke or series of smaller strokes. Sub-typesisfkind of dementia progress in different

ways. Some can progress rapidly especially if ifollowed by a large stroke and some

slowly same as Alzheimer’s. Stroke-related demeoftien follows a 'stepped’ progression,

with long periods when symptoms remain the samestiod periods when they suddenly

worsen. This pattern is seen because each strokefudamages the brain. (Alzheimer’s

society, 2015)

A person with early stage vascular dementia is @rianapathy, mood swings and being
unusually emotional. They are also particularlyelkto have depression and anxiety,
partly because they are more aware of the probtbeis dementia is causing. Vascular
dementia after a major stroke is often accompaiugdphysical symptoms, such as
weakness of a limb, or problems with vision or gfed’hese early symptoms arise when
the stroke has damaged a particular part of tha.b¥ith rehabilitation the symptoms
might get a little better or stabilize for a tinfAlzheimer’s society, 2015)

As vascular dementia progresses, the symptoms keacbwser to those of middle and
eventually later stage Alzheimer's disease. Problemith memory loss, confusion,
disorientation, reasoning and communication allobee worse. The behavioral changes



seen as vascular dementia progresses, such abilitytand agitation, are also similar to
those of Alzheimer's disease. Delusions, and |&s® ballucinations, are also seen. The
late stage of vascular dementia is largely as destrabove for Alzheimer's disease. On
average, people with vascular dementia live fouadofive years after symptoms begin,
less than the average for Alzheimer's diseaseh@hizer’s society, 2015)

4.4.3 Dementia with lewy bodies

Dementia with Lewy bodies develops slowly and teridsprogress gradually, like
Alzheimer's disease. Early symptoms of this typderhentia may also overlap with those
of Alzheimer's disease, but there are several impordifferences. Unlike Alzheimer's
disease, in the early stages of dementia with Léweglies the person's attention and
alertness often vary widely from day to day, orredering the course of a single day. This
can often be puzzling for those around them. (Aldee’s society, 2015)

Most people with dementia with Lewy bodies also ehagcurrent visual hallucinations.

These are much more common than in early Alzhesndisease and are very detailed,
often of animals or people. Misperceptions and tawgli hallucinations are also very

common. These symptoms may explain why people with dementia often falsely

believe that they are being persecuted. (Alzheisngutiety, 2015)

Half or more of those affected by dementia with kevodies have movement problems
when the dementia is diagnosed, and this propoitioreases as dementia progresses.
These symptoms are like those of Parkinson's diseagh as slowness of movement,
stiffness and sometimes tremor. The person mayrese difficulty judging distances and
be prone to problems with balance. (Alzheimer'setyc2015)

As dementia with Lewy bodies’ progresses, soméefiymptoms become more like those
of middle or late stage Alzheimer's disease, inolydyreater problems with day-to-day
memory and behaviors that challenge, such as mgitatestlessness or shouting out.
Worsening of Parkinson-type symptoms means thaemewts get slower and less steady.
The combination of symptoms in a person with dementith Lewy bodies can be
particularly stressful for family and caregiverdtek the symptoms of dementia with Lewy
bodies begin, people live on average for six tdwevgears. (Alzheimer’s society, 2015)

4.4.4 Frontotemporal dementia

During the early stages of frontotemporal dementi@mory of recent events may be
unaffected. However, there will be other changespeékson with behavioral variant
frontotemporal dementia may appear uncharactalbtiselfish and unfeeling. They may
behave rudely, or may seem more easily distracdtkder early symptoms may include
loss of inhibition, ritualized behavior or compualss and a liking for sweet foods. It is
much more likely for those around the person taware of these changes than the person
is themselves. (Alzheimer’s society, 2015).
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In a small number of people with frontotemporal éete, the first symptoms are
problems with recalling the names of objects andlesstanding words (semantic
dementia) or with producing fluent speech (progwessnon-fluent aphasia). As
frontotemporal dementia progresses, differencewd®i these types lessen: people with
the behavioral variant develop language problend tiose with language problems
develop behavior changes. In the later stagessyhgptoms of frontotemporal dementia
become more similar to those of Alzheimer's diseddeere are some differences for
example, day-to-day memory loss and problems jugddiatance or seeing objects in three
dimensions develop later in frontotemporal dementiereas changes in behavior, such
as agitation or aggression, develop earlier. Omaaee people live for six to eight years
after symptoms begin. (Alzheimer’s society, 2015)

4.5 Relationship between types, progression stafjdementia and Feeding
difficulties

Signs of problems with eating begin in the late eratk to the severe stage of dementia. In
Alzheimer's diseasean early sign of problems with eating is diffiguin ability to use the
utensils and less care being paid to table manidéwsse problems progress, so that the
person needs to have their food in small pieceshAdisease progress, the patient starts
to be messy and slower with a spoon. Later, thegoestarts to have problems in getting
the food to their mouth, swallowing i.e. the foddrsto get pocketed to the one side of the
food due to uncoordinated swallowing. (DementiadéuR016).

Frontotemporal dementia impairs the part of the brain responsible for soc@nduct
skills in which it may also affect eating. For iaste, the patient tends to overeat or to
excessively consume liquids, or alcohol or cigasetiThey can also become fixated on
sweet foods or dietary compulsions, so that thdy esit only specific foods. In the late
stages, the person may become orally fixated aedhat to put inedible objects into their
mouth. Indementia with Lewy Bodiesand advancedascular dementia eating problems
are associated with changes in their facial expesgDementia Guide, 2016).

4.6 The importance of eating and drinking

Eating and drinking well is important to stay hbag/tand healthy and varied diet is likely
to improve a person's quality of life. Under nutrit can lead to weight loss and other
problems including vulnerability to infection, remid muscle strength and fatigue.
(Stanner, 2007). Elderly with dementia may becoredydrated if they are unable to
communicate or recognize that they are thirstyif trey forget to drink. This can lead to
headaches, increased confusion, urinary tract tiofgc falls, medication toxicity,
respiratory tract infections, longer time for woumehling and constipation. These can also
worsen the symptoms of dementia. (Alzheimer’s sgci2013).
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Moreover, patients who have poor nutrition and hyidn have longer hospital stays, a
higher incidence of postoperative complications aneater need for drugs and other
interventions (Nursing Standards, 2014). It ha deen shown that poor nutrition
significantly reduces the lifespan of those witmaatia. The ability of specific food and
nutrients tend to delay the progression of demesmia reduce the severity of cognitive
impairment though this is still under research ii§&, 2007).

4.7 Factors contributing to malnutrition and feegddifficulties

Many factors contribute to malnutrition in olderputation including age, longer stay in
nursing home, motor dysfunction, or dependencyaitydiving activities, dental problems,
cognitive impairment, dysphagia (or swallowing ditities), medical conditions such as
dementia, and constipation and medications. Conhymarider people with medical
conditions become malnourished due to lower cogmifiunction, chewing problems,
eating difficulties and food refusal. Patients wdégmentia have been found to have highest
risk for malnutrition. This is due to; poor appetitcognitive impairment, physical
disabilities and sensory disabilities (Alzheimestxiety, 2013).

4.7.1 Lack of appetite

There are many reasons why a person with dememjareiuse food or drink; one of the
reasons beinglepression;one of the signs of depression is loss of appetitéch is
common in people with dementia. Another reason tiwttribute to poor appetite is
communicationperson with dementia may have problems in comoatimg that they are
hungry or that they dislike the food they have bgaren. (Stanner, 2007). They may
communicate their needs through their behavior. ifrstance, they may refuse to eat or
hold food in their mouth. Third reasonRsin; the person with dementia may be in pain,
causing eating to be uncomfortable. They may haweblems with their dentures, sore
gums or painful teeth. Fourth reasortitedness;this can also be a cause of people with
dementia not eating or giving up part way througheal. (Alzheimer’s society, 2015). It
can also lead to other difficulties such as prolslemth concentration or difficulties with
coordination. Fifth reason isiedication changes to medication or dosage can result in
appetite changes as they may make some indivitbaldrowsy to eat. (Stanner, 2007).

Sixth reason as to why older adults may turn dowsodfand drinks iphysical activity if

the person is not very active during the day, thegy not feel hungry. Equally, if the
person is very active or restless (walking abdutytmay use extra energy and need to eat
more to replace it. Finally, another reasorasistipation this is a common problem and
can result to the person feeling bloated or nausenaking them less likely to want to eat.
(Alzheimer’s society, 2013).
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4.7.2 Cognitive difficulties

The major problems associated to cognitive diftiesl aredifficulty in recognizing food
and drinkandconcentrationElderly people with dementia may strugglerégognize food
and drink which can result in it going uneaten. This cardbe to damage that dementia
causes to the brain, unfamiliar food, or how foegresented. If the person with dementia
has problems with their sight, they may not be a@bleee the food. (Alzheimer’s society,
2015) Another problem ioncentration people with dementia may not be able to
concentrate well, which means they may have difiiesi focusing on a meal until it is
finished. This may be because they are tired. Alsmented people may be easily
distracted from eating, they may forget to eatfavget that they have eaten. (Stanner,
2007)

4.7.3 Motor difficulties

Coordination, chewingand swallowing are the major problems associated with motor
difficulties. In the case otoordination, elderly people with dementia may struggle to
handle eating utensils or pick up a glass (Stan?@®7). They may also have trouble
getting food from the plate to their mouth. A perseith dementia may not open their
mouth as food approaches. (Alzheimer's Society,5201n addition, a person with
dementia may have difficulties fDhewing and swallowing foodhey may forget to chew
or they may hold food in their mouth. Certain fooaay be more difficult for the person to
chew or swallow. Also if the person is experiencipgn in their mouth it will make
chewing uncomfortable and difficult (Stanner, 2007)

As dementia progresses, swallowing difficultiedlézhdysphagia) become more common,
although they can vary from person to person. @iffies can include holding food in the
mouth, continuous chewing, and leaving harder-@aclfioods such as vegetables on the
plate. Weight loss, malnutrition and dehydration edéso be consequences of swallowing
difficulties. (Alzheimer’s Society, 2013).

4.7.4 Sensory difficulties

Temperatureand not drinking enoughare challenges that are caused by sensory
difficulties. Temperaturesome elderly people with dementia may lose thetgld judge

the temperature of food; this could burn the péssamuth and result to uncomfortable
eating. In the case afrinking enoughthe sensation of thirst changes as people get,older
this can sometimes mean that the person isn’t attiatehe/she is thirsty. A person with
dementia may also have similar problem. (Alzheisisdciety, 2015)



13

4.7.5 Behavioral difficulties

There are three problems associated with behavidifficulties which are; eating
behaviors, changes in eating habits and food pesfee and overreacting.In eating
behaviors,a person with dementia may refuse to eat food or spét it out. This may be
because they dislike the food, or trying to commate something such as the food being
too hot, or they are unsure what to do with thedfd@lzheimer's society, 2013).
Moreover, they may also insist on eating same fiaeery meal (Stanner, 2007).

The person with dementia may become angry or agitat exhibit challenging behavior
during mealtimes. This can be for a variety of o#®s such as frustration at any
difficulties they are having, feeling rushed, thevieonment they are in, the people that
they are with, or not liking the food. They may maint to accept assistance with eating. It
can be a challenge to identify what the problenpasticularly if the person is struggling to
find the words to explain it. (Alzheimer’s socieB013).

In Changes in eating habits and food preferenmepple with dementia can experience
changes in eating habits, both in terms of how miocid they eat and when, and what
food they prefer. As a person gets older it is camrfor the senses of taste and smell to
decline, which can lead to food being less palataBeople may have a preference for
additional sugar and salt. It is common for peapith dementia to develop a fondness for
sweet foods. People with dementia may enjoy unuBaabr combinations or ways of
eating. People may start to have a less varied didy eating certain types of food.
(Stanner, 2007).

Damage to specific parts of the brain or a chamgéste perception may mean some
people start to enjoy tastes they never liked leefar dislike foods they always liked.

People with Alzheimer's disease can show evenegreabblems with their sense of smell,
especially with odor memory. As dementia progresagserson may put non-food items
into their mouths, e.g. napkins or soap. There cdd a number of reasons for this,
including: the person no longer recognizes the itenwhat it is or understands what it is

for or the person may be hungry. (Alzheimer’s siygi2013).

Overeating; some elderly people with dementia may overeat.s®esa for this include
forgetting they have recently eaten or being camegrabout where the next meal is
coming from. Overeating may also be associated edtting inappropriate foods or non-
food items, as well as frequently asking or seaghor food. This can be a stressful
situation for everyone involved. Moreover, peoplighvbehavioral variant frontotemporal
dementia are likely to experience excessive eaimd) other changes to eating behavior,
such as changes in dietary preference and obsesdiorparticular foods. (Alzheimer’s
society, 2013).
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4.7.6 Eating environment

The environment plays an important part in thengaind drinking experience. It can
affect how much a person enjoys eating and the amthey eat. A good mealtime
experience can have a positive impact on the par$malth and wellbeing. (Alzheimer’s
society, 2013).

5.0 Previous studies

The respondent searched for the studies abouttijecs or studies showing importance of
nursing interventions to eating and drinking diffites among elderly patients diagnosed
with dementia. Many articles were found but seveiightening articles were chosen for
previous studies part. In Order to find these ksica Meta search was done which
included CINAHL and EBSCO searching engines. Thgaoeds used included nursing,

eating, feeding and dementia. 1317 articles wetrgeeved which upon browsing one by

one and using exclusion and inclusion criteriaigkes with sub-connection and with no

connection at all were excluded), 21 articles weteeved, after further scrutiny, 7 were
chosen.

The first study is about ‘nutrition and dementiarecainforming dietetic practice’. It
summarized existing evidence relating to nutrition the etiology, prevention and
management of dementia in order to help informitthes in the provision of care to
people with dementia, their families and the cawviders. The finding of the study was
that people with dementia rarely maintain a stédady weight and often incur numerous
feeding-related challenges that contribute to tis& of malnutrition, also high-calorie
dietary supplements may enhance the short-terngemaiake of people with dementia but
are unlikely to improve long-term weight managemantther dementia-related outcomes.
the study recommended that practical, achievalesfies that focus on food items and
eating environments to promote oral intake of peayth dementia while minimizing care
provider's burden should be a focus for nutritiowd alietetic interventions. (Jansen et al,
2015).

The second study focused on analysis of mealtinfgcwties in older adults with
dementia. The topic was ‘an evolutionary analy$imealtime difficulties in older adults
with dementia’. The study related the progresseshéntia with the increasing difficulties
during mealtimes and in the data analysis, it eglavarious factors with mealtime
difficulties. In final stages analysis the studyngaup with a model of mealtime difficulties
describing the attributes, antecedents and consegaeThe conclusion was that mealtime
difficulties in dementia had emerged as a concepltthe evidenced based practice had
been provided. It pointed out that most researdims$ been focused on institutional
settings but not in the communities. It further ewtthat the interventions vary in
effectiveness for alleviating the conditions of ttieze difficulties in older with dementia.
According to the study, the relevance of the maddethe clinical practice was that it
provides a broader scope of mealtime difficulties dementia that considers
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environmental, social, cultural and contextual iicgaions with nutritional intake and it
can also be used to guide future research to ateewnealtime difficulties in older with
dementia. (Aselage & Amela, 2010).

After establishing the relationship between nuwintiand dementia management and
understanding the mealtime difficulties among oldéth dementia, the third study was
examined. It focused on how the individuals withméatia manage mealtime tasks. The
title of the article was ‘Managing mealtime tasksld by persons with dementia’. The
study described how the patients with mild stagmetdgia who still lived in their homes
managed their mealtimes. The findings of the artgthowed that the persons with mild
dementia wanted to be independent as much as fmsasith that the memory loss did not
affect their mealtime tasks to a great extent. @d#bits and routines helped them to
develop new strategies to cope with the currentasiin. In the conclusion, the article
pointed out that persons with mild dementia seebetable to manage mealtime tasks and
these activities were based on old habits andmresitiindividuals value independence in
managing the situation. The relevancy of the sttmlyclinical practice was that the
caregiver’s need to understand that the persohsdeinhentia may not express difficulties
in managing mealtime tasks for the fear of losihgirt independence. Therefore, it is
important that to create trustful relationship evsifore the problems arise to be able to
support the person when necessary. (Johanssor2€04).

The fourth study aimed to justify the need to halternative interventions rather than
having tube feeding in dementia care. This was Ulmcafter examining the first study, it
became clear that feeding difficulties actuallysexamong elderly with dementia. By
further examining the second study, it became cteat there are causes, effects and
consequences of these difficulties. The third stgtpwed that, though some of the
affected victims are able to manage these difiiesilby coping with the situation, nurses
need to assess and intervene when the difficuiégsr The fourth study therefore justified
the necessity for those nursing interventions. Tile of the study was ‘issues and
alternatives to tube feeding in dementia care,’e Thnical review gave the existing
evidences to support nursing interventions withviddials with moderate and moderately
severe dementia. The study focused on managemeifiéeding and swallowing in
individuals with advanced dementia that was coesistwith a rehabilitation focus,
centered on prevention and maximizing residualitesl The focus was intervening
before the late stages of dementia. The study rewnded the need for education of care
providers involved in feeding of people with denman{Cleary, 2007)

The fifth study was oriEveryone’s problem but nobody’s job: Staff percepsi and
explanations for poor nutritional intake in oldeedical patients’. The article showed that
all staff recognized malnutrition to be a problemoider patients during hospital stay and
differences between disciplines revealed a lac& obordination. It also revealed that the
staff had poor knowledge of nutrition care processbere was poor interdisciplinary
communication, and a lack of a sense of sharednsdpulity approach to nutrition care.
All staff talked about competing activities at méales and felt that they had no power to
prioritize nutrition in the acute medical settinhe article identified the need for
education and ‘extra hands’ among staff to addmesst barriers. (Ross et al, 2011).
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The sixth study was on ‘What is associated with fowd intake in older people with
dementia?’. The study discussed various factors ¢batribute to low food intake in
patients with dementia. These factors included:ingatifficulty, lack of feeding
assistance, moderate dependence, fewer familys\asitl being older. It concluded that
nursing staff need to assess residents’ feedinfityabd continue to self-feed, also to
supervise the feeding of residents with moderatgenddency and provide appropriate
verbal or physical assistance at meal times. (CBaBgverly, 2008).

Lastly, the seventh study was on ‘Nothing to conmpkbout? Residents’ and relatives’
views on a ‘“good life” and ethical challenges mursing homes.” The study found that
there are various ethical challenges in nursing dwrthat include: acceptance and
adaptation, well-being and a good life, autonomy aelf-determination, and lack of

resources. It concluded that patients and relatwggrience ethical challenges in nursing
homes, mostly connected to everyday ethical isgBedlig et al, 2016).

6.0 Research methodology

This chapter introduces the method of data cotbectind analysis that was used in this
study.

6.1 Systematic literature review

The respondent used systematic literature reviethadeto collect and analyze data. A
systematic review is a research study that collaots critically analyses multiple studies
or papers. Researchers use methods that are deteriméfore they begin to frame one or
more questions, then they find and analyze theiedutthat relate to that question. This
method has been used in health interventions and & provide an exhaustive summary
of current literature relevant to a research qoastin addition, it is a cornerstone of
evidence-based practices. Systematic reviews mayni@e quantitative or qualitative
studies. (Polit & Beck, 2012, 9, 672-674) but imsthtudy, the respondent chose to use
only qualitative studies to find nursing intervemts by summarizing current literature
relevant to the study question.

6.2 Retrieval of studies/ Data collection

Three searches were conducted on the dates 7.52.212.2015 and 11.4.2016
respectively. A first search was metasearch that @emducted from Nelli with the use of
key words: nursing, eating difficulties and malitign, second search in Ebsco with the
keywords used including ethics, malnutrition andndatia and third search in also Ebsco
with the keywords used being; ethics, feeding aschehtia. A total of 910 articles were
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yielded. Inclusion and exclusion criteria was ugedelect relevant articles. The criteria
used was; first the topics that didn’t mention &iryg on malnutrition, eating difficulties,
drinking difficulties, and dementia were excludddhis led to 90 articles being selected
which most were reviews. The reviewed articles waiminated. Multiples also were
examined which led to exclusion of 4 articles. Asasts of the remaining articles were read
to determine relevancy which led to selection of a@ficles. On further scrutiny and
reading through the whole articles, the respondeécted 5 most relevant empirical
articles for data analysis. The articles selectedl tine following qualifications: they were
less than 10 years old, peer reviewed, full text\aritten in English.

6.3 Data analysis

Content analysis was used to analyze the datai®fsthdy. This is the analysis of the
content of narrative data in order to identify proemt themes and patterns among themes.
It involves three steps; breaking down data int@ln groups, coding and naming the
groups according to the content they representfemadly grouping the coded material
based on shared concepts. Moreover, this methodnalysis involves the process of
organizing and integrating data from documents figqumlitative study according to the
main concepts and themes. (Polit & Beck, 2008, B33),

More specifically,deductive content analysis is often used in cadasravthe researcher
wishes to retest existing data in a new contexe pfocess of this analysis begins with
choosing the method then develops a categorizati&tnix and code the data according to
the categories. After a categorization matrix hesnbdeveloped, all the data are reviewed
for content and coded for correspondence with oenwtification of the identified
categories. (Elo & Kyngas, 2007).

The respondent therefore with the help of this metbf analysis, analyzed the collected
data by breaking down into a smaller categoriesreamding the categories according to the
content they represent. The text with similar cohigere coded, these codes constituted
sub category headings reflecting the content ofrélspective text e.g. the content like ‘...

Match food textures to swallowing capabilities...” svaoded as swallowing decline

intervention and ...'texture-modified foods that nemdhimal chewing'... was coded as

chewing decline intervention. The two coded unfient were categorized together as
physiological decline interventions to form a swegory. Various sub-categories e.g.
chewing interventions and swallowing interventiomere then merged to form generic

category called physiological decline interventio®snilar generic categories were further
merged to form the main category e.g. interventigeared to declined abilities of the

patient. The table below illustrates more how thalgsis was done.



Table 1. Example of analysis process
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Units

Sub-category

Generic category

Main category

...includes texture-
modified foods that
need minimal
chewing...

...Ensuring that the
patient is alert,
comfortable and sitting
upright or, if in bed,
well positioned, before
offering food and
drink may facilitate
swallowing....

.... use pictures to do
so and use colored
plates to boost
recognition abilities...

...offering finger foods
and smaller portions
can help to make the
task easier and takes
shorter period. It also
enables the patient to
eat the food while it is
still warm...

...Supervising the
patients during
mealtimes and using
mealtime routine can
help the patients with
confusion problems...

...providing regular
shacks and reminding
the patients to eat
could help...

)

Chewing interventions

Swallowing
interventions

Recognition of food
interventions

Concentration problem
intervention

Confusion intervention

Forgetfulness
intervention

Physiological
decline
intervention

Cognition decline
intervention

Interventions
geared to
declined
abilities of the
patient
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...The caregivers also Communication
need to have an ability decline

to read the patient’s intervention
cues particularly facial Reading cues, signals
expressions and and expressions
signals that are more
specific....

...Other interactions
that involve
spontaneity, emotion
or an expressive act
such as forearm touch physical interactions
and gently holding
hand facilitate
communication
between the patient
and the care
provider...

7.0 Presentation of the results

This chapter entails results presentation. Threm mieemes which include: interventions

geared to declined abilities of the patient, intgtions geared to situations adjustments
and flexibility and interventions geared to impmoyi caregiver's competence are

discussed.

7.1 Interventions geared to declined abilitieshef patient

As described before, the patients’ abilities teaddécline as dementia progresses, this
study found 6 different interventions that matchthwvarious declined abilities of the
patient. These include physiological decline, ctgni decline, poor appetite,
communication decline, function decline and behaidecline interventions
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7.1.1 Physiological decline intervention

Physiological difficulties such as chewing and doxing tend to develop as dementia
progresses. If patients with these difficulties gineen food that are course texture, it will
lead to the food not being eaten. Typically, thegud's may forget to chew, hold the food
in their mouths, continuously chew, or leave fodldiat are hard to chew on the plate.
Intervention to these difficulties is matching fotektures to chewing and swallowing

capabilities of the elderly with dementia. Thisludes texture-modified foods that need
minimal chewing i.e. soft and moist foods. In amuif good oral hygiene and regular
mouth checks are important to reduce chances ettinihs and avoid unnecessary pain.
Dentures should be properly fit to reduce discomi@all et al, 2015). Make sure that the
patient is alert, comfortable and sitting upright @ in bed, well positioned, before

offering food and drink to facilitate swallowing @dutcheon & Ullrich, 2008).

7.1.2 Cognition decline intervention

Elderly with dementia may have difficulty in recoming food. Therefore, explain what
the food is, if necessary use pictures to do saser colored plates to boost recognition
abilities. (Ball, et al, 2015). Also ensure tha¢ therson with dementia have the correct
glasses to facilitate seeing if the person hag gigiblem. In the case assisted feeding, care
providers need to apply various techniques to Hedppatient recognize food for instance
the feeding can be initiated by touching the pateips with food. This acts as a ‘knock
on the lips’. If a patient does not open their nhoatter the touch, then the next step is to
exert mild physical pressure, to force the patiertaste the food. This evokes recognition,
and the patient will start to eat. (Martisen & N1 2012)

If the patient does not open their mouth after &l mpressure, then the caregivers need to
help them to open their mouths i.e. put on a gwe open up the lips and teeth, then stick
the food inside. The patients with dementia usueligw on most things and if someone
just get the mouth open to insert the food, thely evientually chew and swallow it. This
intervention need to be carried out in the patgeotn room and not in areas where fellow
patients or relatives might be offended by the tsighit. (Martisen & Norlyk, 2012).
However, this poses an ethical dilemma among thegosrs who need to balance
between patient’s integrity of not forcing them aprkessurizing them to eat enough
(Hammer et al, 2016).

The patients with dementia need to be prompted ipalfs and verbally to drink. For
instance, the caregiver need to place plastic oufhé patient’s mouth and wet lips to
prompt them to take mouthfuls of fluid. Also platte drink into the person’s hands, or
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place in front of them to enable them to pick upititup and drink from it. During the

intervention, the patient need to be reassuredier@ed and encouraged (Mccutcheon &
Ullrich, 2008). These techniques could be also camipated to other staff members.
(Martisen & Norlyk, 2012)

In addition to prompting, the care provider needh&we a drink on hand when the patient
is eating. Use a transparent glass to enable tienp&o see what is inside the glass or use
a cup with a bright color to draw attention. If thatient is eating by himself or herself, a
care provider need to give the cup to the persompubit in line of sight. Explain to the
patient what the drink is and where it is, so tifidhe patient with dementia has a sight
problem, they are still able to find the drink. -Beact or remind them get back to process
of drinking. Offer different types of drink througtt the day and make sure that the cup or
glass is suitable not too heavy or difficult shajdéccutcheon & Ullrich, 2008)

For the patients with concentration problems, offeger foods and smaller portions to

make the eating process easier and also to takiesperiod. It also enables the patient to
eat the food while it is still warm. For the pat®rmwith forgetfulness problem, provide

regular snacks and remind them to eat. Superves@dkients during mealtimes and using
mealtime routine to help those with confusion peohs. (Ball et al, 2015)

7.1.3 Poor Appetite intervention

Offer sweet foods first to kick start the meal egtprocess to boost the patient’'s appetite.
Facilitate social eating and sharing mealtimes withers and sometimes involve their
relatives. This is because eating together, hapiegty of time for a meal and maintaining
socialization with friends at mealtimes improves theal intake. (Ball et al, 2015). Eating
together promotes enjoyment hence improving theviehgals’ food intake. Common
meals also provide an opportunity for patients toron themselves in each other. If a
patient eats too little day after day, the staféd¢o consider offering the family a meal
together. This is likely to motivate the patienetat, because they are accustomed to doing
so at home. (Martisen & Norlyk, 2012)

In addition, regular small snacks and meals artebétan set mealtimes or food that is
overloaded on the plate. Make the food look appegalfood with appealing smell
stimulates the patient’s appetite. Moreover, cagi need to look for opportunities to
encourage the person to eat for instance if therlgldvith dementia are awake at night,
then nighttime snack is a good idea. Different $ypéfood, food with strong flavors and
desserts are also encouraged. (Ball et al, 2015).
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Serve half portions to keep food warm or use theramwave to re warm food; this is
because the food loses its appeal if it goes ddddl et al, 2015). Encourage the patients
with dementia to get involved at mealtimes for epéarthey may lay the table or serve
themselves (Hammer et al, 2016). Moreover, give ghgents positive encouragements
and gentle reminders to eat. A relaxed, friendigaphere with some soft music boost the
appetite. (Ball et al, 2015).

The meals structured care that is organized in ection with the meals help to boost food
intake by demented person. For instance, thematiman be bathed after breakfast. This
stimulates the patient’s appetite for lunch. Alova the patients to be active as much as
possible because activity reduces boredom. In ga€&onstipation the patient need to be
given adequate fluid intake, eat food with highefilwiet and some exercise to stimulate
bowel movement and function. (Martisen & Norlyk,129.

7.1.4 Communication decline intervention

Some elderly with dementia have problems in comeating what they want or do not
want. In this case, the meal situation demandsénegivers’ full attention and presence,
especially when the patient is newly admitted aadehno relatives to communicate their
wishes (Martisen & Norlyk, 2012). The caregiversoaheed to have an ability to read the
patient’s cues particularly facial expressions sigtals that are more specific. (Mamhidir
et al, 2007). These various signals and expressianthen interpreted to mean something.
For instance, turning the head away from the feadterpreted that the patient is satisfied.
Sometimes the cues are vague, for example, inadaasion in the body is interpreted as
a rejection of the food. (Martisen & Norlyk, 2012).

Behavioral signals such as putting non-food itente the mouths are interpreted that the
patient does not recognize the item anymore. Thexzefemove these non-food items from
view because the person confuses them for foodinguton-food in the mouth is also

interpreted as person is hungry, hence offer treal fas an option to the item. Care
providers need to put some snacks on the tableuds.f The snack and fruits provided

should be easily assessable and easily seen.etBad|l2015).

Other interactions that involve spontaneity, entotim an expressive act such as forearm
touch and gently holding hand facilitate communaratbetween the patient and the care
provider. A person with dementia may refuse tofeatl or may spit it out, it is important
not just to assume that the patient does not waod br they are not hungry. It may be
because they do not like the food, or they mayyieg to communicate something such as
the food is too hot, or they are not sure whatdownith the food. The caregiver need to
make sure that the food is not too hot, as it cduidh the person's mouth resulting to
discomfort while eating. (Mccutcheon & Ullrich, 28)0
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Allow the patients to choose the kind of food thvegnt. Relatives are important sources
and resources to the caregiver as they give infiomabout the patients’ meal-related
habits and preferences. Explain to the patienirtiportance of eating and if need be, tell
them the consequence of not eating. For examgtament like “Look if you do not eat,
you will die’ help. (Martisen & Norlyk, 2012).

7.1.5 Function decline intervention

Intervention to malnutrition and feeding diffice among demented elderly begins with
integrity promotion care whereby mealtime situatistaken as whole. The care is geared
to optimizing the resources of the brain so thatghtient could function in their everyday

life. (Mamhidir et al, 2007). Care provided to pEpwith dementia should begin by using

the least restrictive approach and then proceedjeasssary, to using partial physical

assistance and then to total physical assistanceuf¢heon & Ullrich, 2008). Nurses need

to change the care provision to create more oppibies for patients to be independent

and take part in decisions and activities. Forainsge, during morning care sessions, the
staff can be supportive and permitting. This witiable the patients to display more

abilities and positive qualities of their persotyaliThese morning activities are carried in

intimacy to enable patient display more capabditand at the same time, it helps the
patient to be industrious. (Mamhidir, et al, 2007)

Allow the patient to feel competent to eat indeparity (Mamhidir et al, 2007). If need
be, reminding them to do a particular task at d@sgbetter than total feeding assistance.
This because sometimes assisted feeding couldheadto avoid mealtimes because they
are embarrassed by their difficulties or want toidwstruggling. If the patient is struggling
with eating utensils such as a knife and fork, thenill be better to cut food into smaller
pieces so that it can be eaten with a spoon. Ifpgrson with dementia appears to have
difficulty in using utensils, a caregiver need tompt the patient and guide their hand to
their mouth to remind them of how the process lved. Use adapted utensils such as
plates with no-spill rims. Let the person eat wheey feel comfortable. (Ball et al, 2015).

7.1.6 Behavioral decline interventions

The person with dementia can have different forfrisetvavioral challenges. They may get
angry, irritated or agitated during mealtimes doemany reasons. Some of the reasons
include frustrations because of the difficultiesyttare having, the environment they are in
could be disturbing, they do not like the food pded or they do not want to be assisted
with their eating. The caregivers find it a chatjento identify exactly what the problem
could be, especially if the patient is struggliodind the words to explain it. (Martisen &



24

Norlyk, 2012). Sometimes it forces the caregiversderce patients with dementia during
the interactions to ensure that the patient’s gatieeds are met. This becomes an ethical
issue because practicing integrity-promoted cawk @reserving individuals’ dignity are
among the important priorities in caring the pasewith dementia and on the other hand
the patient need to eat enough to avoid malnutrdiod weight loss. (Hammer et al, 2016)

The most important thing to remember is that theepadoes not show these reactions
deliberately to attempt to be difficult or a perabattack (Martisen & Norlyk, 2012). The
caregiver need not to rush the patient but ratby them maintain as much independence
as possible (Mamhidir et al, 2007). Be creative muk for clues such as body language
and eye contact as a means of communication. érsop is agitated or distressed, do not
put pressure on them or force them to eat or dounkrather it is better to wait until the
person is calm and less anxious before offeringesbimg to eat or drink (Martisen &
Norlyk, 2012)

Sometimes the patient with dementia may over-reactbecome aggressive during
mealtimes. The caregiver need to avoid battles dwed, diverge the anxiety-related
situations to something else such as discussingpegyer stories, provide encouragement,
‘bribe’ the patient and remove access to foodatiien the patient is calm. (Hammer et al,
2016). Encourage social eating and sharing medtimigh others. Involve them by
ensuring that they have something to do so that gwenot feel bored or lonely. Leave
some fruits and snacks within so that the persoy @& them instead of eating non-food
items. This also helps to distract the anxiousepati(Ball et al, 2015).

7.2 Interventions geared to situations adjustmandtsflexibility

This theme describes what kind of adjustments @amaéade in to improve food intake by
patients with dementia. Five sub-themes were fourdch include food tastes and
preference, environment, meal situation, supplesnantl routine adjustments.

7.2.1 Food tastes and Preferences adjustments

Taste senses and preferences tend to change,irdiadual gets older. Taste perception
mean that some people start to enjoy tastes thgtdil not like before or start to dislike
foods that they had always liked, for instance peapart to prefer additional sugar and
salt to the drinks or to the food. People with detizemay also start to enjoy unusual
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flavor combinations or ways of eating. They mightfpr sweet foods to the others. (Ball
et al, 2015)

Therefore, there is a need to adjust the food ttwmaith the patients’ desire in order to
boost food intake among this group. If someoneepsefweet foods, fruit is a healthier
option. The care provider need to add small amofirdgugar or honey to a drink. Use
herbs and spices to enhance flavors. Give food ttl&tperson has never eaten before.
Adjust food textures to match with swallowing caitiibs including texture-modified
foods that are moist and soft to boost food infakihe patients. (Ball et al, 2015)

Season food, add more ingredients such as spmesesto enhance the taste, offer sweet
foods first to kick start the meal eating procesprovide small regular meals, and offer
finger foods to improve the individuals’ taste. Wiheroviding assisted feeding for
language-impaired patients, relatives are imporpamtners for the caregiver as they can
outline the patients’ meal-related habits and pesfees. (Martisen & Norlyk, 2012).
Caregivers need to recognize and accommodate Hwfisptaste preferences patients in
order to ensure adequate food intake. These inctideiging and developing food
preparation practices that suit them. For instaaltewing them to decide what they want,
and not pushing them with own knowledge of whétdalthy or not. (Ball et al, 2015)

7.2.2 Environment adjustments

The dining room needs to be made in such a wayitlsta homelike and easier for the
patients to interpret. For example, put picturegshenwalls, introduce new patterns on the
tablecloths, curtains, and take private articlés patient’s rooms, put nameplates outside
the patient’s door and put full-sized mirrors ire ttbooms to improve the outlook of the
environment. (Mambhidir et al, 2007)

Minimize distractions at meal times (Ball et al,12). It is ideal if assisted feeding take
place in a quiet environment without distractionndisy environment can be distracting.
The eating environment should be calm and relaxihgnecessary, switch off any
background noise. (Martisen & Norlyk, 2012). If tbeare distractions as a result of
anxious individuals, then restore the calm atmosphbg giving the most anxious persons
with dementia their food first (Hammer et al, 2016)

Eating environment should be designed such thatdmotes group eating. The social

aspect of the meal increases the patients’ foagkéatCommon meals also provide the
opportunity for patients to mirror themselves icleather. This also help to make eating a
social activity and maintain independence, as Higepts may be able to copy one another.
Environment need to be adjusted such that it stiagulating to the senses as possible for
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instance familiar sounds of cooking, smells of kitehen and food, and familiar sights
such as tablecloths with flowers. (Mamhidir et24lQ7).

The caregivers need to let the patient with demaentioose where they sit and eat.
(Mamhidir et al, 2007). They should also allow tharbe able to choose what they want
to eat, within reason. Caregivers also need to nsake that the eating environment has
enough lighting and the food is colorful. (Hammealk 2016).

During the mealtimes, the caregivers also shouldwary about mess since it is more
important for the person to eat than to be tidyidhés with dementia have difficulties in
interpreting new situations so the environment sdede as static as possible. (Mambhidir
et al, 2007). The ethical issue arises when, icaditly, the staffs are used to keeping the
environment orderly and the meal as a whole maitidgficult to individualize the meal

in accordance to different needs of different pasie(Hammer et al, 2016).

7.2.3 Meal situation adjustments

Caregivers need to serve the food in the servingldodo enable the patients to help
themselves instead of giving already prepared trdyss makes the contact between
patient and environment to be more pleasant. (Mdimtét al, 2007). Adjust food
presentation strategies such as serving small anterous portions in one meal, cutting
food into small pieces and using finger foods nragréase food intake among patients.
(Ball et al, 2015)

Ideally, assisted feeding should look aesthetithdfe is a risk that clothes will be soiled,
then care providers need to equip the patients waithnen napkin. In cases where
caregivers judge that other patients might be ethéy the lack of aesthetics, they can
choose to protect the patients by assisting thethdim rooms. This protection secures the
patients from being exposed to others during méklartisen & Norlyk, 2012).

Every patient need to be positioned appropriatefyttieir meals and the eating items need
to be rearranged such that the patients can atteesseasily. For the assisted patients the
caregiver needs to sit in position that is suitabid easier to feed the patients. Prominent
position is sitting in the front of the residentaat angle of forty-five degrees. (Mccutcheon

& Ullrich, 2008)
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7.2.4 Supplements adjustments

The caregivers need to use food-based strategiaddiess weight loss. These strategies
include providing more nutrient-dense foods, higlergy and protein supplement drinks,
and adding calorie-dense ingredients to normalda@&all et al, 2015). If the patients do
not eat enough, they need be offered various tgpgsotein supplements or special diet.
Caregivers need to vary the diet to contain morerggnor correspond to the patient’s
preferences. In this case, of preference, theivetatare important partners for the
caregiver as they can outline the patients’ meated habits and preferences. The
information should be available to everyone onddwe team. (Martisen & Norlyk, 2012)

7.2.5 Routine adjustments

Caregivers need to integrate assisted feedingmtmther caring activities throughout the

day, focusing on the patient’s nutritional needal(Bt al, 2015). Though assisted feeding
is often subject to time pressure, the staff shawddd to deliberately feed the patients
calmly to prevent them from sensing any pressureatofaster. Patients should eat at an
appropriate pace, not eat too much or too littld preferably wait to leave the table until

everyone else has finished eating. Assisted feedimmuld not be interrupted. In other

words, it should have a priority over other task$iere should be minimal replacement of
each other in the middle of the meal, and helpexderal patients simultaneously by one
staff member should be avoided. (Martisen & Nori3&12).

However, during this intervention, an ethical issreses when there is lack of enough
personnel, where the caregivers on duty have tsederal tasks at the same time. The
tasks such as setting the tables, serving foodstimgsand feeding persons with dementia
according to the individuals’ needs etc. can bewkielming to the care provider. It leaves
the care provider with a feeling of trying to datloable 'because it is impossible for one
person to manage everything. (Hammer et al, 2016)

Daily routine need to be also adjusted such thamnfiroves food intake, for example,

patients need to be bathed after breakfast togtiatpulate the patient’'s appetite for lunch.

Other hospital programs such as X-rays, blood tststher care tasks should be planned
with the meals put into consideration to avoid wujgion. Patients also need to be
encouraged to eat well when the level of energighest for example in the mornings

(Martisen & Norlyk, 2012).
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7.3 Interventions geared to improving caregivegmpetence

In this theme, the need to improve nurses’ competeby educating them is discussed.

7.3.1 Nurses education intervention

The caregivers have low level of knowledge and awess of nutrition-specific issues

related to dementia care. Most of them increase Kmowledge and awareness through
observational learning and trial and error. Somehef caregivers have no training at all
about nutritional needs for people with dementialoout methods for ensuring adequate
food intake. (Ballet al, 2015). Some care workaxklexpertise in relation to interpreting

and appropriately responding to the various amhiguating behaviors of residents with
dementia and insufficient knowledge as to how tketan a holistic approach to the

hydration needs of older adults with dementia (Mcleon & Ullrich, 2008).

Mamhidir et al, (2007) during their three-montheirvention period proved that educating
the caregivers makes a great difference in weigirease in patients with dementia. They
started their intervention period with a week tiajncourse on holistic care of an elderly
with dementia. They went further to follow up tmeplementation in the ward. At the end
of their intervention period, they found that 15t di8 increased the weight in the ward
compared to 3 out of 15 in a control ward. Thiguiglence that show that there is a need to
educate the caregivers to improve their competenagaring the elderly with dementia.

8.0 Discussion

The qualitative study’s discussion part is not afjudesigned to give meaning to the
results, but rather to summarize and link them ttugyeto other research or to suggest their
implications for research, theory, or nursing prc{Polit & Beck, 2008, 690). Therefore,
the respondent summarized the results, linked tihenthe theory given as well as
connected them with the studies that were fourtmkteelated to the study.

Elderly with dementia frequently become malnourtsk@d loss weight whether they are
cared at home, nursing homes or in hospitals. Tam mm of this study was to describe
the evidence-based practices that have been applieshlity to overcome malnutrition,
eating and drinking difficulties in elderly with ohentia. The questions were: do we have
interventions? And do nurses encounter ethicaki$sam their day to day life? From this
study we find that yes various interventions exmitises do apply these interventions to
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suit the patient’s declined abilities and nursesdoounter various ethical issues in their
day to day mealtime activities.

Rosemarie Rizzo Parse’s Theory of human becomirdgguhe practice of nurses to focus
on quality of life as it is described and lived.ig btudy finds the theory to be applicable in
that it guides the nurses to focus on improving doelity of life by ensuring that the
patients ‘nutritional status is not compromisedaredess of the fact that they have
numerous feeding difficulties as a result of dengerithis theory presents an alternative to
both the conventional biomedical approach of malséotheories and models of nursing.
In this study, the interventions discussed is purmaher alternatives than biomedical
approaches, it offers alternatives that are basgquhtient’s current situation.

The theory differs from the normal nursing processhat it does not seek to fix problems
rather, it gives nurses the ability to see thegpds perspective. The findings of this study
reflect the same principle in that care givers ad Inave specific solutions to fix the
problem of malnutrition among elderly with dementiat rather the nurses need see the
demented elderly’s perspective in order to overctimechallenge. The theory allows the
nurse to be with the patient, and guide him or toerard the health goals; this study
describes the necessity of nurses to be with theed&ed patients with the main goal being
avoiding malnutrition among them.

Background information showed that different typéslementia affect different parts of
the brain hence resulting to different changes exlided abilities among the affected
group, the results of this study showed that ttbly interventions are given depending on
these different declined abilities of the patidrdr example, frontal dementia affects parts
of the brain that are responsible for social cohdikills. The patient with this kind of
dementia tends to overeat or become fixated ontsweds or dietary compulsions, so that
they will eat only specific foods. In the findingbge intervention will help the patient with
this problem of over-reacting is to avoid battlegrofood, diverge the anxiety-related
situations to something else such as discussingpegver stories, provide encouragement,
‘bribe’ the patient and remove access to foodvilien the patient is calm. Also proving
sweet food to kick off eating process if the patisrfixed to sweet food was discussed as
one of the interventions.

Furthermore, the progression of dementia as diedusas an impact on feeding. As frontal
dementia progresses the person may become orafliedi and attempt to put inedible
objects into their mouth. The intervention thasustable as discussed in the findings is to
therefore leave some fruits and snacks within so tine person may eat them instead of
eating non-food items. There are also factors toatribute to malnutrition and feeding
difficulties among patients with dementia such asrmppetite, communication problems,
eating environment etc. this study has discussedetails how these factors come be
solved. For example, the patients with difficultydommunicating want they want, nurses
use various techniques such as reading facial ssjores, signal and cues and interpreting
them appropriately.
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In this study we find that there exist intervensiothat are applied to intervene the
situation. These findings are found to be consisiéth those found in the other studies.
Chang & Beverly, (2008) found that selecting fobdttis appropriate to the abilities of
elderly with dementia increase food intake whiclsimilar to the findings of this thesis.
This study also mentioned the importance of goad laygiene and regular mouth checks
to reduce chances of infections and also fittindl Wee dentures to reduce unnecessary
pain and discomfort. Ross et al, (2011) found tihibe a problem that reduced food intake
since some caregivers took it as no ‘big deal,’ifgtance they didn’t take any necessary
action when the patient complained of having alitewvith their teeth. Chang & Beverly,
(2008) also found that changing the position ofdersts would enhance swallowing which
is consistent with upright position to foster swaling that is explained in this study.

This study identified use of various techniqueshstatich, proving suitable glasses, mild
pressure, forcing the patient to open their mouth sticking some food in the mouth to
help the patient recognize food. On the contrarthts finding, Teeri et al, (2006) found
this intervention not suitable as it raised ethisalie of denying the patient the sense of
self determination. During author’'s research, tlagigmt complained that the food was
shoveled into the mouth without the nurse listenmthe them.

Participation in daily life and social contact wéoend to be two important components of
well-being. Patients with dementia preferred pgrtiting to just sitting in a chair. It was
further discussed that well-being was not just tereédy the surroundings, contact with the
staff and the other residents alone, but achiewdadiive behavior of the patients
themselves. It was the patient’'s own attitude thattered. To think positively and to do
something on one’s own seemed to be important. pettients needed to do as much as
they can and do what they were able to participatée. (Bollig et al, 2016). This finding
goes hand in hand with the finding of this studgtteamphasized the need of exercise in
order to boost patient’'s appetite and also to redagitations that are resulted from
boredom.

Touch and verbal cuing were effective ways of comitation to help patients with
feeding difficulties (Chang & Beverly, 2008). Touamd encouragement was found to
promote comfort and communication that make a diffee in adequacy of oral intake and
delay the deterioration of eating problems (Asela§e Amela, 2010). Verbal
encouragement, use of verbal positive reinforcersanh as offering to take the resident
for a walk after finishing a meal or in other wortisibing the patient’, facilitate food
intake. Use of verbal negative reinforcement thatluded threats of restraint or a
nasogastric (NG) tube were found to also work. (@h& Beverly, 2010)

Effective strategies that facilitated functionaliof a person with dementia included
encouraging independence while providing supemisiod assistance. It was found that
some patients needed only someone to sit besideftirethem to start feeding themselves,
some needed only physical assistance or verbaf¢aifeed themselves while others who
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were able to chew and swallow the food effectivetyy needed care provider to get the
food to their mouths and others with difficultyusing eating utensils were encouraged to
use proper utensils. (Chang & Beverly, 2008).

Some feeding difficulties that were related to hétwa such as inattention or easy
distractibility had varied interventions that mattee care providers have difficulty in
identifying the actual challenge. It was found thatsic could help to reduce the agitated
behaviors during mealtimes and might have positffects on food intake among
dementia patients. This study found the same siemdrere the care providers faced a
huge challenge in identifying the cause of a certsghavior such as agitation and anxiety
during meal times. (Chang & Beverly, 2008).

This study emphasized on the importance of usimpuws techniques to interpret various
signals shown by the patients during meals andvailp the patients to eat on the own
pace, but Chang & Beverly, (2010) found that somre @roviders stopped immediately if
the patients turned their heads away. To reducdirie needed for feeding, some staff
offered too large bites for the patients being #&ldo care providers only asked residents
whether they were full and did not try additiontxtbegies to increase the amount of food
eaten. Chang & Beverly, (2008) pointed out thaijadée time for eating and good feeding
skills improves food intake during meals.

Features of a dining room described in this theéis promote food intake were: homelike
dining room, dining room that is easy for the paiseto interpret, eating room that is free
from distractions, calm, relaxing and that it praesogroup eating. Aselage & Amela,
(2010) in their study found the dining room was @& crowded, and care providers never
had space to sit at the dining room or have ey¢acbnvith the patients. The staff had to
stand to feed the patients because no room washleaat the dining room for them to sit.

Giving the patients an opportunity to choose whaytwant, where they want to sit or eat,
the need for routine flexibility and allowing famimembers to join their relatives during

meal times were found to be important in this studyChang & Beverly, (2010) study, the

rooms of the patients and the kitchen were alwagkdd, which meant that residents did
not have a choice of where they ate or what fooddwess during and between meals.
Bollig et al, (2016) reported that majority of thatients felt that they could decide most
things for example having breakfast in bed at itme they wanted, many of them said that
they did not have much to decide at all and didfaet autonomous or self-determinant.

The authors further reported that the patientsethltbout problems of inviting guests to
share their meal, being controlled around the ¢laeid that daily routines were in deep
contrast to their desired level of self-determioati

Chang & Beverly, (2010) reported that to enhanctitian, care providers offered the
most nutritious food first or mixed all the foodg&iher which is consistent with the
finding of this study, that the care providers cbaffer sweet food first before the main
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meal to kick off the eating process. Furthermdrne,dauthors found that the care givers did
not provide sufficient social contact with patiehiring the meal. They had little to no

interaction with them. Even when the patients wadnétetalk to them, the staff either gave
no response or told the residents to be quiet wésittng. On the contrary, this study
emphasized that good social contact between the giger and care receiver promotes
food intake.

Chang & Beverly, (2008) argued that creating aalauiealtime environment such as using
family style meals and simplifying the process afieg enhances food intake. Bollig et al,
(2016) were of the same opinion, in their studieaas evident that to be seen as a human
being and to be engaged in some kinds of sociatantion were crucial factors for well-
being and the preservation of the patient’s dignityey further defended their argument
that ethical problems could arise when there ik t#fccontact. These arguments were also
discussed in this study.

Ross et al, (2011) in their study discussed thatilrses had competing priorities at meal
times. Sometimes they had to take patients to wanmaces, take their own breaks, go for
drug rounds etc. According to nurses, these aigsvitere given priority over meals. They
further elaborated that the nurses felt a senspowoferlessness in that they could not
prioritize nutrition because their routines suchpasparing medications overlapped with
mealtimes. This justifies the thesis’ finding thlaére is a need to adjust the institution’s
activities to match with meal times.

This study found that educating the care providaishow to care for a patient with
dementia would enhance their competence hence uimgrahe quality of life of the
patients by ensuring that they are not malnouristred! they do not lose weight. Other
finding had similar argument. Ross et al, (2011)nfb that patients were malnourished
because the staff had poor knowledge of nutrit@re rocesses. Some of nurses reported
informal techniques that they used to assess ioutrétatus of the patient. For example,
seeing it from basic appearance. They also fouatlttie staff had limited knowledge of
equipment and services, for example, modified cytlmedications and dental services.

9.0 Ethical considerations

Wager &Wiffen, (2011) recommend that while prepgror writing a systematic literature
review a researcher should bear in mind 3 key s¢among others which the respondent
found irrelevant to this study since it was noeimded to be published): these key points
include: avoiding plagiarism, ensuring accuracy andiding fraud. Firstly, the respondent
tried as much as possible to avoid plagiarism, Wwini@ans using another person’s words,
data, ideas, or other original creations withouknaevledgement or permission and
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claiming them as your own original work or takingoéher person’s complete work and
using it as your own. They recommend that rephgasirproper citation should be done.

Secondly, the researcher using systematic reviewlghalso ensure accuracy of which

also the respondent bared in mind. It is expedtatiduring data extraction, the researcher
should do it accurately and that the authors doat@mpt to slant the results in any

particular direction in other words that they arbiased. Finally, the respondent was also
aware of fraudulent research. This means that pdie reviews sometimes reveal

apparent plagiarism of whole articles where theeaesher is having a study with a

completely different set of authors either in thigioal language or in translation.

10.0 Critical review

Like any other studies, systematic reviews shoeldrditiqued to determine trustworthiness
and clinical relevance. Polit & Beck, (2012, 67%pQive guidelines for evaluating
systematic reviews. The reviewers need to desthibdechniques they used to compare
the findings of each study, and explain their mdthad interpreting their data, the
abstracted findings need to be appropriate and igoimg, information need to be
presented convincingly, the study need to achievduleer understanding of the
phenomenon to advance knowledge, interpretationsldhbe well grounded, and there
should be sufficient data included to support titerpretations. The respondent therefore
chooses to use these guidelines to review crijich# study.

The respondent claims that the techniques usedrpare the findings of each study are
well described. under the methodology, the respondes described how she used
deductive content analysis approach. Furthermbesmethod of interpreting data has been
explained. the respondent has given an exampletabla form on how the data was put
together interpreted.

The respondent also believes that the abstraatechfis are appropriate and convincing.
The data is appropriate since they were obtainem ficademic articles that were at least
10 or less years old, peer reviewed and the comédlgicted the topic and the research
guestions of the thesis. The data is convincingesihe respondent used enough sources.
The respondent used 5 articles to analyze the alalamore studies were also used to
validate the data under the discussion part.

In addition, the study achieved a fuller understagdof the various interventions to
malnutrition, eating and drinking difficulties ta\eance knowledge of the respondent and
also those who are going to read this study. Rin#tle interpretations are well grounded,
and sufficient data are included in the discuspian to support the interpretations.
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11.0 Limitations

This study did not use the nursing process proeedinile discussing the interventions to
malnutrition and feeding difficulties among eldewyth dementia. This led to omission of

other tools used in assessment, diagnosing, plgnmmlementing and evaluating the

feeding difficulty and nutritional problems of thialnerable group of elderly. Examples of
these tools include Mini-Mental State ExaminatiddMSE)to evaluate general cognitive

functions including orientation, registration, atien and calculation, recall, and

language., the Edinburgh Feeding Evaluation in Deme(EJFED) scale, body mass

index (BMI) and techniques that take into accounthsaspects as spillages of food and
estimation of food intake. The respondent therefemmmmends the use of this nursing
process during the future studies related to thi tof this study.

12.0 Conclusion

Addressing malnutrition, eating and drinking ditfites among elderly with dementia
require various interventions. Identifying and iewplenting these interventions in various
nursing homes and hospitals is mainly the taskuocdes and assistant nurses. Although the
patients with dementia may have difficulty in exgsimg what they want, caregivers may
use their professional techniques in order to predrthe patient’s desire. the mealtime care
should be based on various ethical standards thatdwpreserve patient’s dignity, self-
determination, integrity and autonomy. Care prorsdeeed to be competent enough while
providing mealtime care. Special education on catite patient with dementia should be
provided to boost the care provider's competence.
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Appendix 1.
Article Author and [Aim Design and Findings\results
Year Methodology
Caregivers’ Martinsen, B | To explore Qualitative approach | The essence of assisted
lived &Norlyk, A |caregivers’ using semi structured| feeding among caregivefs
experience of |(2012) experience of interviews of 12 was identified to be a
assisted feeding assisted feeding Caregivers with healing activity creating g
different educational |basis for recovery.
background (nurses .
9 (. The constituents of the
and care assistants)
. . essence were as follows:
were interviewed. with simulated calmness
Transcriptions of ) " T
. . with the nutritional aspect
interviews were I : .
. in mind, with relatives as
analyzed using the )
: source and resource, with
phenomenological :
o work experiences and
guidelines.
personal preferences as
reference points and with
inconsistent reactions to
patient behaviors
Ethical aspects| Hammer, L. |To illustrate the Mixed method One theme emerged from
of caregivers’ |etal (2016) |meanings within including focus group|interviews (struggling

experience with
persons with
dementia at
mealtimes

caregivers’

experiences of carin

for persons with
dementia during

mealtime situations.
We also measured

weight and food
intake among
individuals with

interviews with seven
pcaregivers analyzed
using
phenomenological
hermeneutics. In
addition, for nine
persons with dementi
weight and food intak

were collected and

between having the
knowledge and not the
opportunity), which was
built upon three
subthemes (being
engaged and trying;
dfeeling abandoned and
sinsufficient; being

concerned and feeling




dementia to explain
better the
phenomenon of
caring for them
during mealtimes.

descriptive statistics
were calculated

guilty). Seven of nine
persons with dementia
lost a minimum of 1.3 kg
of weight and ate a
maximum of 49.7% of
the food served.

Experiences
and nutrition
support
strategies in
dementia care:
Lessons from
family carers

Ball, L. et al.
(2015)

To explore the
perceptions of family
carers of people with
dementia, with
emphasis on feeding
related challenges,
burden of care
attributable to
nutrition support, an
practical strategies
developed to addres
these challenges.

A descriptive

using semi structured
interviews from a
sample of 14 family
carers of non-
institutionalized
dindividuals with
dementia living in

Interview transcripts
were thematically
analyzed using open-
coding and triangular
analysis.

exploratory qualitative
study was undertaken

Queensland, Australid

Family carers described
range of feeding and
nutrition challenges
experienced, including
physiological, cognitive,
emotional, functional
and/or behavioral
challenges. Carers
described the strategies
they used to address
afeeding challenges, whig
sometimes contributed t
carer burden. Family
carers felt uninformed
and unsupported with
respect to nutrition-
related care by health
professionals. Loss of
food intake, weight loss
and wasting were
reported to be sources Q
considerable anxiety for
the family carers. Most

a

[®)

family carers reflected




that their experiences of
nutrition care had been
difficult and a significant
component of overall
burden of care. They
developed a range of
practical strategies to
address feeding and
nutrition challenges,
including supervising
mealtimes, avoiding
disagreements over foo(
and providing regular
snacks and finger foods

1,

Nursing
practice and
oral fluid intake
of older people
with dementia

Ullrich, S. &
McCutcheon,
H. (2007)

To describe the
findings of a
descriptive study
about what nurses d
to ensure that older
people with dementi
have adequate
hydration.

Observational study.
Ten care workers and
seven residents were
bserved for the type
of behavioral nursing
Ainterventions and
assistance provided t
residents when
promoting oral fluid
intake. Observational
data were compared
with resident-care
plans to determine
whether what was
carried out by care
workers was consiste
with what was being
documented

Care workers provided &
wide variety of
behavioral interventions
5to the residents when
promoting oral fluid
intake.

3The resident-care plans
did not sufficiently
represent the specific
interventions
implemented by care
workers.

|

Weight increase

D

Mamhidir, A.

To follow weight

Owvethree-month

The most prominent




in patients with
dementia, and
alteration in
meal routines
and meal
environment
after integrity
promoting care

et al. (2007)

changes in patients
with moderate and
severe dementia and
analyze how these
changes related to
biological and
psychological
parameters after sta
education and
support in integrity
promoting care. A
further aim was to
describe meal
environment and
routines relative to
the intervention.

intervention period, a
integrity-promoting
Icare training program
was conducted with
the staff of a long-
term ward.
Alzheimer’s disease
fpatients, 18 from an
intervention ward and
15 from a control
ward were included
and possible effects
were evaluated.
Weighing was
conducted at the start
and after completion
of the intervention.
Weight changes were
analyzed in relation tg
psychological and
biochemical
parameters. In
addition, the staff
wrote diaries about,
for example changes
made in the
environment and in
their work

ndifference observed was
weight increases in 13 of
18 patients compared
with two of 15 patients in
the control ward. No
weight changes were
related to the type of
dementia. The individual
weight changes correlated
significantly to changes in
the intellectual functions
Relationships between
weight change, increased
motor function and
increased appetite were
non-significant. There
was no significant
relationship between
weight changes and
changes in biochemical




