
PSYCHIATRIC SERVICES � http://psychservices.psychiatryonline.org � November 2002   Vol. 53   No. 1111440022

The estimated prevalence of
psychiatric disorders in nurs-
ing home residents ranges

from 68 percent to 94 percent (1,2).
The breadth of this range reflects the
variation in definitions of psychiatric
disorders as well as the number and
types of nursing homes reviewed.
Psychiatric disorders cause sympto-
matic distress to residents, compli-
cate the course of medical illnesses,
interfere with and confound nursing
and medical care, increase residents’
disability, raise health care costs, and

diminish residents’ quality of life (3).
Pharmacologic agents and nonphar-
macologic interventions are available
to treat these disorders.

The Nursing Home Reform Act,
part of the Omnibus Budget Recon-
ciliation Act of 1987 (OBRA), restrict-
ed the use of antipsychotic drugs, an-
tianxiety agents, sedative-hypnotics,
and related drugs. The regulations re-
quire that clinicians try nonpharmaco-
logic interventions first except when
there are immediate concerns about
residents’ safety. However, cost and

time limitations have led to a tenden-
cy to treat psychiatric and behavioral
disorders with pharmacologic agents.

The most common cause of psychi-
atric and behavioral problems among
nursing home residents is dementia
(2). Three main psychosocial models
describe the problem behaviors asso-
ciated with dementia: the “unmet
needs” model, a behavioral and learn-
ing model, and an environmental vul-
nerability model (4). Each model de-
scribes problem behaviors as complex
phenomena that require individual-
ized strategies based on a resident’s
unique characteristics. In a review of
the literature on nonpharmacologic
interventions, Cohen-Mansfield (4)
identified 83 studies and categorized
the interventions as social contact,
behavior therapy, staff training, struc-
tured activities, environmental inter-
ventions, and a combination of thera-
pies. Given the modest efficacy of
pharmacologic interventions (5),
treatment strategies should include
nonpharmacologic interventions. How-
ever, without evaluation and mitiga-
tion of the challenges of delivering
such interventions, nursing homes
will continue to avoid this approach.

In this article we use an organiza-
tional framework drawn from the
work of Porras (6) to discuss internal
environmental challenges to the use
of these interventions. We also discuss
external challenges to the use of non-
pharmacologic interventions posed by
the regulatory, legal, and economic
environments. Finally, we make gen-
eral recommendations for overcom-
ing these challenges.
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The Nursing Home Reform Act, part of the Omnibus Budget Reconcil-
iation Act of 1987, stated that nursing homes should try nonpharmaco-
logic interventions before resorting to pharmacologic agents when ad-
dressing problem behaviors among residents. Since that time, the use of
pharmacologic agents has decreased, but there is little evidence to sug-
gest that the use of nonpharmacologic interventions has increased. Psy-
chosocial models describe problem behaviors as complex phenomena
that require individualized strategies based on a resident’s unique char-
acteristics. Categories of intervention include social contact, behavior
therapy, staff training, structured activities, environmental interven-
tions, and a combination of therapies. This article discusses internal
barriers to the use of nonpharmacologic interventions based on the Por-
ras stream organization model: organizing arrangements, social factors,
technology, and physical setting. Also, external barriers related to the
regulatory, legal, and economic sectors are discussed. The authors offer
recommendations for overcoming these barriers. (Psychiatric Services
53:1402–1406, 2002)
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Internal challenges
Porras (6) describes the use of the
stream organization model to guide
planned organizational change. In this
model, four interconnected dimen-
sions describe the organization’s work
environment that shapes and guides
the behavior of people on the job: or-
ganizing arrangements, including
goals and strategies, formal structure,
policies and procedures, and formal
reward systems; social factors, includ-
ing culture, interpersonal interac-
tions, communication, influence and
status, and individual attitudes and
beliefs; technology, which encompass-
es technical expertise, job design,
work flow, and information technolo-
gy; and physical setting, including
space configuration, physical ambi-
ence, and interior design. The design
of one dimension affects the function-
ing of the others. In addition, a change
in the factors of one dimension has an
impact on the other dimensions.

The behavior of personnel at all
levels is an important determinant in
organizational performance and in
the development of individual staff
members (6). When organizational
performance needs to improve, per-
sonnel must change their behavior.
The following discussion explains
how the organizational framework
can address barriers to the use of
nonpharmacologic interventions in a
typical nursing home.

Organizing arrangements
Unlike hospitals, nursing homes do
not have standardized roles for and
lines of communication between the
residents’ physicians, the medical di-
rector, and the nursing staff. No one,
not even the medical director, moni-
tors the practice of the residents’
physicians. Often, numerous physi-
cians see residents in a nursing home,
and thus the nurses must communi-
cate with a large number of physicians.

The medical director and the resi-
dents’ physicians spend limited time
at the nursing home (7). Consequent-
ly, there may be inadequate commu-
nication between them and the nurs-
ing home staff about the residents’
needs, particularly those having to do
with mental health and quality of life.
Primary care physicians with large pa-
tient loads and limited psychiatric

training provide care for most nursing
home residents. They often base
therapeutic decisions on staff reports
or chart reviews and have little time
to conduct interviews, establish rela-
tionships, or give adequate considera-
tion to nonpharmacologic interven-
tions. A survey of nursing homes in
New York State found that the pro-
fessional nursing staff made most of
their initial reports about problems
with residents by telephoning physi-
cians (8). Thus the professional nurs-
ing staff must have skills in interpret-
ing behavioral episodes to correctly
describe them and help physicians
distinguish behaviors that are best
treated nonpharmacologically.

Usually unlicensed frontline staff
members observe behaviors first-
hand. Because their jobs are inade-
quately supported by training (9,10),
it is difficult for these staff members
to accurately interpret behaviors. Un-
licensed staff members receive low
wages and few rewards for providing
quality care (9,10), and they rarely
have a chance to make decisions (11).

Social factors
Observational studies of nursing as-
sistants indicate that they fulfill pri-
marily a custodial function and have
limited interactions with residents
(12). Nursing assistants often have
negative feelings when residents
show aggressive behavior (13). They
tend to avoid residents who are ver-
bally or physically aggressive (14).

The cultural and ethnic back-
ground of the nursing home staff may
influence their perceptions of prob-
lem behaviors and nonpharmacologic
interventions. Everitt and associates
(15) found a wide variance in the abil-
ity of individual caregivers to tolerate
aggression. Beck (16) reported that
nursing assistants in the Baltimore
and Washington, D.C., areas record-
ed significantly fewer disruptive be-
haviors than nursing assistants in
Arkansas. Staff members may hesi-
tate to replace medications with non-
pharmacologic interventions if they
anticipate that this practice may lead
to more disruptive behavior and add
to their workload (17). They often see
the sedating effects of psychotropic
drugs as desirable and might prefer
their use to resident activity.

Anecdotal evidence suggests that
family members may hesitate to ac-
knowledge a resident’s behavioral
problems. They may fear that the res-
ident will have to leave the nursing
home if the behavior persists (18),
which would be particularly difficult
for families who have few other op-
tions for care of the resident. In other
instances, family members may want
a resident to be medicated or re-
strained for his or her own protection.

Technology
A nursing home’s lack of access to
mental health specialists often pre-
vents a thorough evaluation of behav-
ioral symptoms (19). In a six-state sur-
vey of directors of nursing, 38 percent
responded that they needed access to
psychiatric consultants. Forty-eight
percent, particularly those in rural ar-
eas and smaller facilities, felt that on-
site consultation was inadequate. Few
psychiatrists, particularly in rural ar-
eas, have training in geriatrics (20).
Even if mental health consultation is
available, no clear system exists for
providing information from the con-
sultant to the nursing staff. A lag oc-
curs between the actual consultation
and the time when the primary physi-
cian sees the consultant’s report.
Face-to-face professional communi-
cations are rare because of differ-
ences in schedules.

Nursing homes usually do not have
a system for tracking residents’ behav-
ior and use of nonpharmacologic in-
terventions. The nursing staff’s inade-
quate assessment and insufficient
communication about changes in resi-
dents’ status compromise clinical de-
cision making by physicians (21).
Physicians depend on staff reports be-
cause their office charts contain only a
minimal amount of information, and
nursing homes rarely have computer-
ized clinical information systems (22).

Nursing assistants receive inade-
quate training in nonpharmacologic
approaches. When such training does
occur, its effects quickly dissipate, be-
cause no system is in place to support
the staff by providing feedback and
reinforcement (23,24). Nursing assis-
tant jobs are designed to get tasks
done, so it is unlikely that nursing as-
sistants would use time-intensive
nonpharmacologic interventions. Be-
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cause nursing assistants are usually
excluded from resident care plan-
ning, professional staff may remain
unaware of whether or when they use
nonpharmacologic approaches.

Physical setting
The physical layout of many nursing
homes is not conducive to observing
patients’ behavior and outcomes of
nonpharmacologic interventions.
Space configurations tend to aggra-
vate problem behaviors, resulting in
more use of sedation. Often, no one
even considers modifying the multi-
ple competing stimuli that may trig-
ger behaviors before they resort to
use of medications.

Nursing home residents may per-
sonalize their rooms, but common ar-
eas often have a cold institutional ap-
pearance and discourage interactions
between people. In most nursing
homes, residents share rooms, and this
may lead to conflicts. Noises such as
doorbells, alarms, public-address sys-
tems, telephones, and screaming are
especially intrusive. Long halls and
loud, crowded common areas may
trigger wandering by residents (25).

External challenges
Models for increasing the use of non-
pharmacologic approaches need to
acknowledge the regulatory, legal,
and economic forces with which nurs-
ing homes must contend.

Regulatory forces
Although OBRA guidelines have been
influential in decreasing the use of
psychotropic medications (26,27),
their influence on the use of nonphar-
macologic interventions has not been
demonstrated. The current regulatory
climate emphasizes punishment
rather than support. Regulations inad-
vertently promote pharmacologic in-
terventions because of the lack of tol-
erance for safety violations, such as
aggressive behavior, and a great con-
cern to protect the rights of other res-
idents from, for example, patients
who wander. Surveyors may judge
multiple incidents as a pattern that
nursing home staff must curtail. Thus
staff members may be reluctant to try
nonpharmacologic interventions first
and use medications instead.

The use of psychotropic drugs is a

key quality indicator and potential
flag for surveyors because of the be-
lief that many residents are overmed-
icated. For each of the antipsychotics,
antianxiety agents, sedative-hyp-
notics, and related drugs, the OBRA
guidelines provide a list of acceptable
indications, prohibited agents, maxi-
mum dosages, requirements for mon-
itoring treatment and adverse effects,
and time frames for dose reduction
and cessation (19). The guidelines in-
struct surveyors that before they find
a nursing home out of compliance,
they allow the facility to explain why a
drug that deviates from the guidelines
was used and why it served the best
interest of the resident. Federal regu-
lations do not strictly constrain pre-
scribing options as long as physicians
document their reasoning for deter-
mining that the benefits to the resi-
dent outweigh the risks of treatment
(19). However, the regulations pro-
vide few instructions on the kinds of
nonpharmacologic interventions that
nursing staff should try and the meth-
ods they should use to implement and
document such interventions.

Legal forces
Advocates for nursing home residents
view lawsuits as a way to catch public
attention when regulations are violat-
ed (28). Multimillion dollar settle-
ments are becoming more common.
Consequently, the cost of liability in-
surance for nursing homes has
reached levels of $200 to $600 per
bed (28). Nursing home operators
who cannot pay the premiums go out
of business. Thus, to those in the in-
dustry, the legal environment is often
seen as punitive rather than as con-
ducive to change. Although how
much of this litigation is related to
medication use or nonpharmacologic
control is unknown, behavioral prob-
lems can be linked to concerns about
abuse and neglect if they are handled
inappropriately.

Economic forces
Would-be providers of specialty men-
tal health services to nursing home
residents face economic barriers, in-
cluding fragmented payment sources,
inconsistent application of coverage
policy and medical necessity determi-
nations, high copayment require-

ments, and a lack of reimbursement
for midlevel providers who specialize
in mental health (3,29). Mental
health professionals generally receive
reimbursement by fee-for-service
billing under Medicare Part B or
salary support from nursing homes or
some combination of the two (30). Yet
Medicare covers only 50 percent of
approved psychiatric and psychologi-
cal services, compared with 80 per-
cent of approved medical services.

In addition, payments vary by re-
gion, because fiscal intermediaries
have different interpretations of the
regulations (31). In many states,
Medicaid does not cover the 50 per-
cent copayment, and families may re-
fuse to pay the 50 percent out-of-
pocket fee if they did not initiate the
service (32). Residents or families
also may refuse the use of antipsy-
chotic drugs or nonpharmacologic in-
terventions because they do not see
the value of psychiatric consultation.
Thus access to and promotion of
mental health services in nursing
homes have been limited.

State surveyors report that staffing
shortages and inadequate staff expert-
ise are major factors in poor-quality
care at nursing homes (33). Multiple
sources indirectly suggest that staffing
of nursing assistants is inadequate
(34–36). The American Health Care
Association (37) reported turnover
rates of 97 percent for nursing assis-
tants, 52.5 percent for registered nurs-
es, and 68.8 percent for total staff in
1996 because of factors such as poor
wages and limited or no health bene-
fits (10). The current shortage of nurs-
ing personnel makes replacement of
nursing staff difficult. Thus although
nursing home administrators support
an increase in minimum staffing stan-
dards, they are also concerned about
its feasibility. Some states penalize
nursing homes financially if staffing
drops below a minimum level. This
practice has added to concerns about
mandated minimum levels.

Recommendations
Internal dimensions
The appropriate use of nonpharma-
cologic approaches requires that the
leadership of the organization em-
phasize integrated biopsychosocial
care, interprofessional communica-
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tion, and teamwork. Support for this
shift in emphasis comes from recent
research that examined variations in
treatment culture and drug use in fa-
cilities in Wisconsin before and after
OBRA (38). A reduction in use of an-
tipsychotic drugs was more likely to
occur in homes with a “resident-cen-
tered culture” characterized by
stronger nurse beliefs favoring psy-
chosocial interventions, more regular
review of drug use and feedback from
pharmacists to staff nurses, and in-
volvement of mental health workers.

To make an appropriate treatment
decision, the primary physician re-
quires documentation of what pre-
ceded problem behaviors, the specif-
ic behaviors demonstrated, the fre-
quency and duration of the behaviors,
what others did in response to the be-
haviors, and how the resident reacted.
Medication will likely have little ef-
fect on problem behaviors that were
triggered by inappropriate interac-
tions with staff members. Gathering
data from as many sources as possi-
ble—for example, from different care
providers, including family, over a 24-
hour period—is helpful in this
process. Placing a flag on the front of
the charts of residents who are re-
ceiving nonpharmacologic interven-
tions and attaching a form inside the
chart to monitor the specific target
behaviors may facilitate communica-
tion, informed decision making, and
patient care and indicate the impor-
tance of the interventions.

Allowing nursing assistants to par-
ticipate in residents’ care planning
would give them a better understand-
ing of nonpharmacologic treatment
approaches and a chance to provide
valuable insight into the triggers of
problem behaviors. Systematic super-
visory performance monitoring and
feedback (12,24), permanent work as-
signments (39,40), and a team ap-
proach (39,41) would also lead to
greater use of nonpharmacologic in-
terventions.

Because of the communal nature of
nursing homes, the education of care-
givers, visitors, and residents is a vital
part of an effective plan to address
behavioral disturbances. Everyone
needs to know about the nonpharma-
cologic interventions both to under-
stand the staff’s actions and to sup-

port the plan of care in a way that re-
spects the privacy and confidentiality
of residents. Communication of the
plan to handle the problem behaviors
will reassure family members and
other visitors and may prevent their
inadvertently provoking disturbances.
Educational programs for families
need to address psychiatric illness,
dementia, regulatory issues, partici-
pation in care planning, and commu-
nication with nursing staff. Family
support groups need to promote fam-
ily involvement, collaborative prob-
lem solving between the resident and
staff, and consumer awareness of ef-
fective advocacy (42).

Environmental adaptations can
compensate for a resident’s particular
cognitive deficit. For example, many
residents respond to environmental
cues, such as walking through doors
that are left open, and physical cues,
such as brushing their teeth if hand-
ed a toothbrush. 

Reducing clutter and limiting the
number of choices are other possible
interventions. Staff members need to
learn that residents may engage in
problem behaviors to express dis-
comfort from excessive heat or cold;
unusual, loud, or repetitive noise; un-
usually bright or dim light; or altered
routines. If staff members change
these stimuli, residents may stop the
problem behavior. The availability of
physical amenities such as private
lounges increases family involvement
(43), and the provision of adequate
areas for staff members to take
breaks provides an opportunity 
for them to recover from the stresses
of caregiving.

External factors
As the survey procedure changes
from being process based to out-
comes based, nursing staff should be
able to incorporate creative solutions
to behavior problems into care plans.
Care plans need to allow for individ-
ual differences and weigh concerns
about individual rights against con-
cerns about the safety of others. The
overall training for state surveyors
needs to include guidelines for pro-
viding and evaluating the care of per-
sons with dementia, as the state of
Illinois has done (personal communi-
cation, Baker K, 2000). State survey-

ors need to be cognizant of the range
of nonpharmacologic interventions
and reinforce their appropriate use.
Currently 26 states have adopted leg-
islation to guide the development and
practice of special care units (44,45),
and many supported staff training in
nonpharmacologic approaches to
problem behaviors.

Nursing homes need a mechanism
that helps administrators protect
themselves against false accusations
and minimize liability in unpre-
ventable situations. Hospitals com-
monly use risk management, which
has four purposes: to reduce prevent-
able injuries and accidents, to mini-
mize the financial severity of claims,
to provide quality care, and to respond
positively to unexpected events to
prevent their recurrence (46). The
adoption of risk management in nurs-
ing homes would promote the use of
nonpharmacologic interventions.

The payment mechanisms and in-
centives for nonphysician mental
health providers to work in nursing
homes need improvement. Non-
physician mental health providers are
more likely to use nonpharmacologic
interventions. Regulations and pay-
ments for staffing need to support the
use of more professional staff and
more training for nursing assistants.

Conclusions
The most successful changes in nurs-
ing home care have involved reducing
the frequency of certain poor care
practices rather than adopting new
practices (47). It is much more diffi-
cult to implement new care practices
(22) than to prescribe medications.
Initiatives to foster the use of non-
pharmacologic interventions must be
broad-based and multifactorial.
There must be support, rather than
contradictory messages, from the four
organizational dimensions of the
nursing home.

There also must be support from
the regulatory, legal, and economic
sectors of the health care system. 
Efforts to promote the use of 
nonpharmacologic approaches to
problem behaviors must begin by en-
couraging outcomes that are mean-
ingful to all—the nursing home oper-
ators, staff, families, residents, and
policy makers. �
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