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Abstract

The number of progressive demen-
tia patienis being cared for in long term
institutions is increasing. As medical
science centinues to search for
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answers to treatment and cure,
caregivers continue to struggle with
managing cares and promoting patient
dignity. Evaluation and identification
of individual patient cognitive assets
and limitations is essential in planning
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patient cares. The purpose of this study
is 1o describe two tools, used in a team
aproach, to facilitate managing basic
daily cares. The study compares the
scoring of the two tools indicating a
substantial relationship between the
two instruments and suggests thar the
Cognitive Performance Test (CPT) and
the Self Care Performance Test (SCPT)
rate behavior and task performance in
a consistently similar manner, The
results suggest that the scales are an
accurate predictor of demented
patients cognitive abilities and limita-
tions and can facilitate designing
nursng care plans. The CPT (which can
be given in abowt 20 minutes) can be
completed upon admission, the test
score shared with nursing and the
SCPT can guide plans of care. Cares
planned in this manner are likely to
allow the patients independence in per-
forming those cares they are capable of
and not frustrating them by expecting
them to perform skills they have lost.
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This study focuses on patients in the
later stages of progressive dementia.
Fiftv-eight subjects were rated using
the two tools. Fiftv-one of the 58 sub-
Jects in the study received a rating level
of four or lower. (Allen’s levels of rating
progressive dementia with level six be-
ing normal functioning. ) Patient scores
for both the CPT and the SCPT are
based on observance of performance
and do not require verbal responses
and therefore lower level dementia
patients can be more reliably rated.

Introduction

The older adult population is in-
creasing in the United States. As this
population increases, the victims of de-
mentia are also increasing. As the num-
ber of elderly over 73 rises, the number
of Alzheimer victims is projected to
increase to more than four million in
the first half of the 2Ist century.! A
significant number of these persons be-
come institutionalized with cognitive
impairments. This transition from
home can be traumatic and difficult for
the patient and for the caregivers. Atool
to assist in identifying the stage of the
illness and acknowledging cognitive
assets and deficits upon admission

The ability of the
individual to perceive
the stimuli of the
environment, process
this information, and
respond to it in an
appropriate fashion is
directly related to
cognition.

could ease the transition. With this in-
formation staff could more quickly for-
mulate a plan of care appropriate for
the patient. The success of an interven-
tion relies on a thorough assessment of
the individual's assets and limitations.’
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The First National Conference on
Nursing Research and Clinical Man-
agement of Alzheimer’s Disease met to
prioritize future research topics. One of

Dementia interferes
with the deliberate
action of
self-care involving
self-awareness and
rational thought.

the topics identified the need for devel-
opment and testing of an instrument to
measure self-care ability/functional
status. Planning staff interventions bas-
ed on the patient’s determined abilities/
disabilities increases patient function-
ing, decreases patient confusion and
agitation and lessens staff frustrations.
In response to this need the authors
developed a tool, the Self Care Per-
formance Tool (see appendix), to assist
in correlating a protocol when using the
Cognitive Performance Test.

A theoretical framework from the
works of Claudia Allen, MA, OTR,
FAQTA, and Dorothea Orem, RN, MS,
Consultant in Nursing and Nursing
Education, was utilized. These two
theories are compatible and combining
them enhances the ultimate goal of im-
proved patient performance of basic
living skills.

Claudia Allen supports the concept
that function relies on cognition. The
ability of the individual to perceive
stimuli in the environment, process this
information, and respond to it in an
appropriate fashion is directly related
to cognition. This theory divides the
cognition into six functional cognitive
levels with level six as normal func-
tioning and level one as prefoundly
disabled. Patients with progressive
dementia regress in an ordinal fashion
with acknowledged cognitive assets
and limitations in each level. These

cognitive assets and limitations deter-
mine performance of daily living skills.
Strategies for promoting performance
inaddition to demonstration are visual,
tactile, proprioceptive and verbal
cuing. These strategies are identified
and relate directly to the cognitive
skills at each level.?

Orem’s Self Care Deficit Theory of
Nursing emphasizes utilizing the pa-
tient’s remaining strengths and abilities
to promote success and thereby rein-
force personal self-care. Dementia in-
terferes with the deliberate action of
self-care involving self-awareness and
rational thought. A major component of
Orem’s nursing theory enhances the

Unless the capabilities
for self-care action
are identified, nurses
have no rational basis
for prescribing,
designing, or selecting
valid and reliable
methods of
caregiving.

ability of an individual to engage in
self-care activities. Dependent care ac-
tivities are evaluated in relation to
those self-care actions that need to be
performed to maintain life and promote
well being. Unless the capabilities for
self-care action are identified, nurses
have no rational basis for prescribing,
designing, or selecting valid and reli-
able methods of caregiving. Orem sug-
gests that nurses should accept the
responsibility to be creative and knowl -
edgeable enough to design, put into
operation, as well as manage effective
treatment plans for dementia patients.*

Beck and Heacock noted that non-
verbal communication was one of the
most basic and reflective charac-
teristics of an individual, and this
ability remained in the patient who



could no longer communicate verbally.
The scale developed for this study, the
Self Care Performance Tool, is a direct

... nonverbal
communication was
one of the most
basic and reflective
characteristics of
an individual, and
this ability remained
in the patient who
could no longer
communicate
verbally.

observation scale which does not re-
quire verbal responses from the sub-
jects to rate levels of dementia. This
tool focuses on more basic living skills
and the lower level dementia patient
than previous studies which included
Instrumental Activities of Daily Living
(IADL) tasks and the higher level
dementia patient. This study further
relies on directly observed behavior by
professional staff rather than family
caregiver report.

Typically, assessment tools that rate
patients tend to be verbal interview
scales, focus on the higher level func-
tioning patient and rely on the care-
giver for interpretation of function.
Psychological testing was commonly
used to indicate the effects of dementia
on performance of daily living skills.®
Verbal scales are difficult to rate reliab-
ly in lower level dementia patients be-
cause verbal skills are among the first
to diminish in dementia.®”

A study by Fisk, Fitzhugh and Pan-
nill III focused on only those with a
moderate reduction in cognitive func-
tion and who were relatively indepen-
dent in their physical activities of daily
living.® The Dementia Rating Scale
(DRS) developed by Mattis examines
attention, conceptualization (verbal

and nonverbal) and construction.” It
was developed so that patients could be
examined despite their cognitive im-
pairment. The moderately severe pa-
tients could respond correctly to only [
percent of the items on the construction
and memory portion of the scales.
Those authors suggested this scale
would be improved by including a low-
er level. The Direct Assessment of
Functional Status Scale (DAFS) is a
behaviorally based rating instrument. [t
allows for the direct assessment of
functional capacities that are often com-
promised in dementing disorders.'”

The Crichton Visual Analogue Scale,
the Functional Assessment Tool and the
Functional Dementia Scale may incor-
porate bias as the caregiver responses

Patients earn
scores according
to their ability to
process informational
stimuli, organize
this information
and perform
Junctional skills.

attempt to protect the victim or simply
do daily cares for them that they could
be performing for themselves.!'""?
The purpose of this study is to ex-
amine the reliability and validity of the
Self Care Performance Tool (SCPT)
and to correlate this tool with the Cog-
nitive Performance Test, developed by
Burns using The Allen Theory of Lev-
els of Cognitive Disability." Following
administration of the CPT upon admis-
sion, this initial score could then be
utilized by nursing in developing a
nursing plan of care. Both scales are
designed to identify the functional ley-
el of cognition and to recognize assets
and limitations typically observed in
patients earning the determined score.

Methods
Sampling

Fifty-eight male Caucasian veterans
were chosen using a convenience sam-
pling. These veterans resided on the
Progressive Dementia Unit at the
Veterans Affairs Medical Center in St.
Cloud, Minnesota. The mean age of the
subject was 70.69, with a range of 54
to 94 years of age. (The unbiased stand-
ard deviation of their ages was 8.009.)
Diagnoses documented in the veterans’
medical records included: 20 with
dementia (probable Alzheimer’s type),
Il with primary degenerative demen-
tia, nine with dementia secondary o
alcohol abuse, six with multi-infarct
dementia, five with diagnosis of
dementia, three with dementia secon-
dary to schizophrenia, one with demen-
tia secondary to cerebral anoxia, one
with dementia secondary to obses-
sive/compulsive disorder and one with
dementia secondary to Kuf's disease.

The tools used in this study were the
Cognitive Performance Test (CPT) and
the Self Care Performance Tool
(SCPT). The CPT 1s a functional tool,
developed by Theressa Burns, OTR.'
The tool rates dementia patients in six
cognitive levels as they perform daily
living skills of hand washing, dressing,

The tool rates
dementia patients
in six cognitive
levels as they
perform daily living
skills ...

shopping, telephoning, making toast
and following a map. The CPT was
validated and is a reliable predictor of
performance for patients with demen-
tia. The CPT was significantly corre-
lated with the Mini-Mental State Ex-
amination (r = 0.67) and two measures
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of caregiver-related
ADL (Instrumental

Table 1. SCPT interrater reliability.

population. These
scores were analyz-

Activities of Daily

ed to obtain the val-

. Nurse Mean 1 Mean 2 SD1 SD2 Correlations e .
Living: 1 = 0.64; = i - idity comparison
Physical Self-Main- | | 283 285 7% 76 95 score,

Bezg;’ff aeler= | 2 285 284 78 76 96 Results

The Self Care | > o e - e o2 Table 1 illustrates
Performance Tool T T interrater reliability
defines behavioral | Table2 SCPT test -retest as determined by the
levels of dementia — Pearson correlation
patients as they per- Nurse Mean 5D Correlations coefficient. These
form basic living coefficient total
skills. Although the % 2 scores were .92, .95
CPT describes six Day | 1 2.83 76 98 95 | and .96 for the three
levels of function 2 285 7 = 97 J nurses indicating
identified by the Al- 3 2.85 78 2 3 | rater reliability of
len theory, only five | the nurses when
levels were utilized |I using this tool.
in the SCPT. Since Table 2 describes ~
level six reflects the bayig ; 28 £10 B a8 the finding of the data
absence of a dis- 2 285 76 = 29 collected by Nurse 1
ability, it was deleted 2.81 a5 - = (N1), Nurse 2 (N2)
for measurement of —EETTEEERIEEEEEIE S = T and Nurse 3 (N3) for
in-hospital patients | Table3. SCPT internal consistency. the four tasks of eat-
with established = ing, shaving, toilet-
cognitive problems. Tasks Mean SD Correlations ing, and toothbrush-

The SCPT de- ) ing on day 1 and day
scribes four basic Shaving  Teileting  Toothbrushing 2. This data demon-
living skills — eat- | Fating 230 94 37 0 A7 strates the reliability
ing, shaving, tooth- | Shaving 271 86 = 73 of the nurses by con-
brushing and toilet- | Toileting 2.5 ho 45 sistently scoring the
ing. Patients earn | T0othbrushing LT 34 behavior of the de-

scores according to

their ability to process informational
stimuli, organize this information and
perform functional skills. The cues:
verbal, visual, tactile, or proprioceptive
necessary to facilitate function are
identified and affect the patient’s earn-
ed score. Shaving and toothbrushing
require a higher level cognition, while
eating and toileting are more primitive
and utilize more basic living skills. To
more accurately 1dentify the level of
cognitive functioning, a range of sim-
ple to complex activities of daily living
(ADL) skills are combined in the tool.
The four tasks of the SCPT were rated
on levels 1-5 (5 being the most inde-
pendent level and | being totally
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dependent for basic living skills).
Three registered nurses performed
the evaluations for the reliability of the
SCPT portion of the study. These staff
nurses had experience on the Progres-
sive Dementia Unit for at least five
years. The nurses were trained toident-
ify the assets and limitations within
each level of function and were fam-
iliar with the Allen and Orem Theories.
The nurses observed the patients
performing ADL skills of eating, shav-
ing, toothbrushing and toileting and
rated them on the Self Care Perform-
ance Tool. Occupational therapy used
the Cognitive Performance Test to de-
termine earned scores of the same

mentia patients.

Table 3 represents internal consis-
tency for the tasks of eating, shaving,
toileting and toothbrushing ratings.
These scores illustrate that item scale
Pearson correlation coefficient ranged
from .37 to .73. This range indicates
that the statistical relationships be-
tween the items vary from moderate
correlation (eating/shaving) to sub-
stantial correlation (shaving/tooth-
brushing/eating/toileting).

Comparison of the Cognitive Per-
formance Test and the Self Care Perfor-
mance Tool scores were analyzed using
the Pearson Product Moment Correla-
tion. The occupational therapist’s mean
score for the six tasks of the CPT was



Appendix, Self Care Performance Tool
Patient name; _

EATING

#5:Independent ~ The patient cames to the table at the appropriate time
when the food arrives.

#4:The patient may need a reminder to come to the table. He is able 10
open cartons, season the food and finish the meal appropriately,

#3:The patient can feed himself but: —
a.  He may spill food and not realize it.
. He may leave the table before he is finished
. He may need help to open cartons, season the food.
. He may need reminders and prompting.
. He may need one item given to him at a time.
He may need the spoon or cup placed in his hand to begin.

b
C
d
e
£
#2:The patient is able to perform at least one action right —
He may need the spoon or cup placed in his hand

b. He may need a hand-tw-mouth action started by nursing staff.
He can handle “finger foods" when they are placed in his hand.
He cooperates with the staff feeding him by opening his mouth
appropriately for each bite.

a
C
d
[

I He may be resistant to the feeding by pushing with hands, spitting,

or by keeping his mouth closed.

#1:Dependent - The patient needs to be fed completely by the nursing

staff. He may be unable to swallow atall and receives nourishment by

feeding tube.

SHAVING

#5:Independent ~ The patient recognizes the appropriate time to shave
(AM]. He shaves himself appropriately and completely.

#4.The patient needs a reminder ta locate his own razor. He may need
assistance to complete areas not easily visible (i.e. under the chin).
He may need to be placed in front of a mirror.

#3:The patient can shave himself but —

He may need reminders to shave all areas of his face.
He may need prompting to complete the job.

He may wander off during the shaving.

eoge

get stuck in one spot).

#2:The patient is dependent on nursing to complete the entire task. He
| may cooperate by turning his face side to side and sitting still until
finished. He may be resistive to the task and may need two staff
assist o complete it

#1:The patient is dependent on nursing to complete the entire task.
There is no cooperative response at all and nursing must move the
the patient’s face from side (o side.

- Heisable to cat at least one spoonful or drink from the cup by himself,

He may need reminders to move from one area to the next (he may

TOOTHBRUSHING

#5:Independent — The patient recognizes the appropriate time to brush
his teeth (AM and PM). He brushes his teeth appropriately and
completely.

#4:The patient needs reminding and supervision to brush his teeth. He
can recognize his own toothbrush and brushes all areas well.

#3:The patient can brush his own teeth but —
4. He may need reminders to brush all areas.
b.  He may need prompling 1o finish the task.
¢.  He may wander off during the brushing.
d.  He may need reminders to move from one
area (0 the next (he may get stuck in
one spotl.

#2:The patient is dependent on nursing to complete the entire task.
He may cooperate by opening his mouth and sitting still
until finished. He may be resistive to the task and may need
two staff assist 10 complete it.

#1:The patient is dependent on nursing to complete the entire task.
There is no cooperative response at all and nursing must open
the patient’s mouth and brush.

TOILETING

#5:Independent - The patient is able to locate the bathroom when
needed and cares for himself appropriately.

#4:The patient needs a reminder to go to the bathroom and needs help
to locate it. (He then cares for himself appropriately.)

#3:The patient needs a reminder, help to locate the bathroom and
E-L! 281’\“5] on.

He may void or defecate in inappropriate places.

He may need step-by-step instructions.

He may forget to wipe the area clean afterwards.

He may need to be restrained to prevent wandering,

He may recognize the commode and sit appropriately.

He may need to be monitored on a bowel regimen.

He may need rectal stimulation for a bowel movement.

WP an o

#2:Dependent - The padent is always incontinent and wears an

incontinence brief.

a. He is able to sit on the commode when restrained.

b.  He may or may not cooperate with the staff when placing him
on the commode or during a brief change.

. He needs a rectal suppository for bowel evacuation,

d. He may resist staff attempt to change the incontinence brief or

resist attempts to be placed on the commode.

#1:Dependent — The patient is always incontinent and wears an
incontinence brief. He may be unresponsive to the tasks of
incontinence care as completed by the nursing staff.
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Zdroj:

2.70 {the unbiased standard deviation
for OT was 1.07) and the nurse’s mean
score for the four SCPT tasks was 2.77
(the unbiased standard deviation was
98). The correlation coefficient was
78. Since this difference did not ap-
proach significance ( t [31] = 49) and
their standard deviations are similar,
the data suggest that CPT and SCPT
scores are comparable.

Discussion

The findings suggest that the Cog-
nitive Performance Test can be used as
a tool to identify the patient’s level of
dementia upon admission and then
used by nursing in developing plans of
care. The correlation coefficient was
78, which indicates a very substantial
relationship between the SCPT and the
CPT and thereby furnishes evidence of
strong CPT concurrent validity. The
study suggests that the SCPT and the
CPT rate behavior and task perform-
ance in a consistently similar manner.
The CPT can assign a level of function
which predicts the dementia patient’s
level of performing daily cares and pro-
vides the team with a means of com-
munication. Plans of care are based on
a patient’s skill level which then can
assist the patient to more quickly adjust
to the hospital environment.

Shaving and
toothbrushing require
a higher level cognition,
while eating and
toileting are more
primitive and utilize
more basic living
skills.

These instruments do not require
verbal responses, hence they more ac-
curately rate the behavior of the severe-
ly demented patient. This study focus-
ed on lower levels (one, two and three)
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versus the higher levels (four, five and
six). Only seven of the 58 patients rated

... the Cognitive
Performance Test can be
used as a tool to identify

the patient’s level of
dementia upon
admission and then used
by nursing in developing
plans of care.

in this study were a level four with the
remainder of the palients scoring level
three and lower. Level two was most
casily distinguished from level one by
indications of resistiveness or compli-
ance with the task, rather than a habit-
ual or reflexive response. The authors’
conclude that assessment through dir-
ect observation better provides objec-
tive information that serve to enhance
the quality of clinical decision making
and is less likely to be prone to those
biases inherent in subjective rating.

This study offers a method of
interdisciplinary care presently being
used in St. Cloud VAMC model nurs-
ing care plans on the Progressive
Dementia Unit. Following the authors
development of the SCPT it has also
been used by GRECC in some of their
dementia studies.d
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Aktivity kazdodenniho zivota a kognitivni urovné funkce u
demence

Joan Ungerecht Thralow, BS, OTR
Mary Jo Schaubach Rueter, RN, BSN, C

Resumé

Pocty pacientl s progresivni demenci, o které se staraji v dlouhodobych
institucich se zvySuji. Zatimco se medicinsky vyzkum snazi najit odpovédi k |éCbé a
léku, peCovatelé pokracuji v boji se zvladanim péce a podporou dustojnosti pacientu.
Vyhodnoceni a identifikace individualnich kognitivnich aktivit a limitaci je nezbytné
pro planovani pacientovi péce. Cilem této studie je popsat dva nastroje pouzivané v
tymovém pfistupu k usnadnéni zvladani zakladni kazdodenni péce. Studie
porovnava hodnoceni téchto dvou nastroju, které indikuje podstatné vazby mezi
témito dvéma nastroji a navrhuje, Ze Test kognitivniho vykonu - ,,Cognitive
Performace Test (CPT)"“ a Test vykonu vlastni péce - ,Self Care Performance Test
(SCPT)“ hodnoti chovani a plnéni ukoll konzistentné podobnym zplisobem.
Vysledky naznacuji, ze tyto Skaly jsou pfesnym prediktorem kognitivnhich schopnosti
a omezeni pacientl s demenci a mohou usnadnit navrhovani oSetfovatelskych planu
péce. ,CPT* (které Ize podat ve 20 minutach) muze byt vypInéno pfi pfijeti, skore
testu sdileno s oSetfovatelstvim a ,SCPT“ mlze vést plany péce. Péce naplanovana
timto zplisobem pravdépodobné umozni pacientiim nezavislost v pInéni téch péci,
kterych jsou schopni a nefrustruje je oCekavani zvladnuti ukonu, které jiz ztratili.

Tato studie se zaméfuje na pacienty v pozdéjSim stadiu progresivni demence.
Pouzitim téchto dvou nastroju bylo hodnoceno padesat osm subjektl. Padesat jedna
z padesati osmi subjektd ve studii obdrzela uroven hodnoceni &tyfi nebo nizsi.
(,Allen’s levels of rating progressive dementia“ s tim, ze urovenr 6 je normalni
fungovani.) Skore pacienta u ,CPT“ a ,SCPT* je zaloZeno na dodrzovani vykonu a

v v,

spolehlivéji hodnoceni.
Uvod, predmluva

StarSi dospéla populace ve Spojenych statech roste. Jak se tato populace
roste, rostou také obéti demence. Tim, Ze se zvySuje pocet starSich lidi nad 75 let,
predpoklada se, ze v prvni poloviné 21.stoleti vzroste pocet obéti Alzheimerovy
choroby na vice nez 4 miliony. Vyznamny pocet téchto osob se stalo
institucionalizovanym s kognitivhimi poruchami. Tento pfechod z domova muze byt
traumatizujici a obtizny jak pro pacienta, tak pro jeho pecCovatele. Pfechod by mohl
usnadnit nastroj, ktery pomaha identifikovat stadium nemoci a potvrzeni kognitivnich
vyhod a deficitd pfi pfijeti.



~Schopnost jedince vnimat podnéty prostfedi, zpracovavat tyto informace a reagovat
na né vhodnym zpidsobem pfimo souvisi s poznanim.*

S touto informaci by zaméstnanci mohli rychleji formulovat plan péce, ktery je
vhodny pro pacienta. Uspé&ch intervence zavisi na dilkladném posouzeni pfednosti a
omezeni jednotlivce.

Prvni Narodni konference o oSetfovatelském vyzkumu a klinické |é¢bé
Alzheimerovy choroby se setkala, aby upfednostnila budouci vyzkumna témata.

sDemence zasahuje do uvazovani o viastni peci zahrnujici sebeuvédoméni a
racionalni mySleni.“

Jedno z témat identifikovalo potfebu vyvoje a testovani nastroje k méreni schopnosti
a funk&niho stavu o vlastni péci. Planovani zasahu zaméstnancl na zakladé
stanovenych abilit/disabilit zvySuje pacientovo fungovani, sniZzuje pacientovo zmateni
a agitaci a snizuje frustraci zaméstnancu. V reakci na tuto potfebu autofi vyvinuli
nastroj Self Care Performace Tool (viz pfiloha), ktery ma pomoci pfi korelaci
protokolu, pfi pouziti Cognitive Performace Test.

Byl pouZit teoreticky ramec z praci Claudia Allen, MA, OTR, FAOTA a
Dorothea Orem, RN, MS, konzultantky v oSetfovatelstvi a oSetfovatelském vzdélani.
Tyto dvé teorie jsou kompatibilni a jejich kombinace zvySuje konecny cil zvysit
pacientovi dovednosti v zakladnich Zivotnich schopnostech.

Claudia Allen podporuje koncept, Ze funkce zavisi na poznani. Schopnost
jedince vnimat podnéty v prostiedi, zpracovavat tyto informace a reagovat na né
vhodnym zplsobem pfimo souvisi s poznanim. Tato teorie rozdéluje poznani na
Sest funkcnich kognitivnich urovni s urovni Sest jako normalni fungovani a uroven
jedna jako hluboce postiZzenou. Pacienti s progresivni demenci ustupuji béznym
zpusobem s uznanymi kognitivnimi aktivy a omezenimi na kazdé urovni. Tato
kognitivni aktiva a omezeni uréuji vykon dovednosti kazdodenniho Zivota. Strategie
pro podporu vykonu kromé pfedvedeni jsou vizualni, hmatové, proprioceptivni a
verbalni. Tyto strategie jsou identifikovany a pfimo souviseji s kognitivnimi
dovednostmi v kazdé drovni.

,orem’s Self Care Deficit Theory“ zdUraznuje vyuziti zbyvajicich sil a
schopnosti pacienta k podpore uspéchu a tim posileni vlastni pée. Demence
zasahuje do zamérného jednani péce o sebe zahrnujici sebeuvédomeéni a racionalni
mys$leni. Hlavni sloZka ,Orem’s nursing theory“ zvySuje schopnost jednotlivce zapojit
se do aktivit souvisejici s péci o sebe.

»,Pokud nebudou identifikovany aktivity souvisejici s péc¢i o sebe, sestry nemaji
racionalni zaklad pro predepisovani, navrhovani nebo vybér platnych a spolehlivych
metod péce.”



Cinnosti zavislé pé&e jsou hodnoceny ve vztahu k t8m Gkonlim souvisejici s osobni
péci, které jsou tfeba provest k udrzeni zivota a podporeni pohody. Pokud nebudou
identifikovany aktivity souvisejici s pé€i o sebe, sestry nemaji racionalni zaklad pro
predepisovani, navrhovani nebo vybér platnych a spolehlivych metod péce. Orem
navrhuje, aby sestry pfijaly odpovédnost za to byt dostatecné kreativni a dobre
informované, aby mohly navrhovat, uvadét do provozu a Fidit ucinné plany lécby
pacientll s demenci.

Beck a Heacock poznamenali, Zze nonverbalni komunikace byla jednou z
nejzakladnéjSich a nejreflektivnéjSich charakteristik jedince a tato schopnost zUstala
u pacienta, ktery uz nemohl komunikovat verbalné. Vyvojar Skaly pro tuto studii
uved|, ze ,Self Care Performance Tool“ je Skala pfimého pozorovani, ktera
nevyzaduje slovni odpovédi k hodnoceni urovné demence. Tento nastroj se
zaméfuje na vice zakladnich Zivotnich dovednosti a nizSich urovni pacienta s
demenci nez pfechozi studie, které zahrnovaly ukoly v ,Instrumental Activites of
Daily Living (IADL) pro pacienta s demenci na vysSi urovni. Tato studie dale spoléha
na pfimé pozorovani chovani profesionalnim personalem nez na zpravu oSetfovatele
z rodiny.

Typické nastroje, které hodnoti pacienty, byvaji Skaly verbalnich rozhovord,
zaméfuji se na vySSi uroven fungovani pacienta a spoléhaji se na peCovatele pfi
interpretaci funkce. Psychologické testovani se bézné pouzivalo k oznaceni ucinku
demence na vykon v kazdodennich Zivotnich dovednostech. Je obtizné spolehlivé
dovednosti jsou mezi prvnimi, které se u demence snizuji.

Studie od Fisk, Fitzhugh a Pannill lll se zaméfila pouze na ty, ktefi maji
mirné snizeni kognitivnich funkci a na ty, ktefi jsou relativné samostatni ve svych
aktivitach denniho Zivota. Vyvojaf stupnice ,The Dementia Rating Scale (DRS)"
Mattis zkouma pozornost, konceptualizaci (verbalni i neverbaini) a konstrukci. Byl
vyvinut tak, aby pacienti mohli byt zkoumani navzdory jejich kognitivnich zhorseni.
Pacienti stfedné tézké urovné mohli reagovat spravné pouze na 1 % polozek na
konstrukéni a pamétové Casti Skaly. Tito autofi navrhli, aby tato Skala byla vylepSena
behavioralné zaloZzeny nastroj pro hodnoceni. To umoznuje pfimé posouzeni
funkCnich kapacit, které jsou Casto ohroZeny pfi poruchach u demence.

,Crichton Visual Analogue Scale®, ,Functional Assessment Tool“ a ,Functional
Dementia Scale“ mohou zahrnovat zkresleni jako odpovédi peCovatele, ktefi se
pokousi chranit obét, stara se o ni kazdy den, nez Ze by vystupovali sami za sebe.

»Pacienti ziskavaji skore podle jejich schopnosti zpracovavat informacni podnéty,
organizovat tyto informace a vykonavat funkcéni dovednosti.“

Ugelem této studie je prozkoumat spolehlivost a platnost nastroje ,Self Care
Performance Tool (SCPT) a korelovat tento nastroj s ,Cognitive Performance Test
by Burns®, pomoci ,Allen Theory of Levels of Cognitive Disability“. Po podani ,CPT*
pfi pfijeti pacienta, by toto pocateéni skore mohlo byt pouZito v oSetfovatelstvi pfi



vytvareni oSetfovatelského planu péce. Obé stupnice jsou navrzeny k identifikaci
funkCnich urovni kognitivnich funkci a k rozpoznani vyhod a omezeni typicky
pozorovanych u pacientd, ktefi ziskali stanoveného skére.

Metoda

»Sampling“

Padesat osm kavkazskych veteranu bylo vybrano pomoci metody ,,sampling®.
Tito veterani pobyvali na oddéleni progresivni demence v Lékarském stfedisku pro
zalezitosti veteranu ve mésté Saint Cloud ve staté Minnesota. Primérny vék
vybranych veterana byl 70,69 let, v rozmezi od 54 do 94 let. (Odchylka jejich véku
byla 8,009.) Diagn6zy dokumentované v Iékafskych zaznamech vybranych veteranu
zahrnovaly — 20 pacientl s demenci (pravdépodobné Alzheimeruv typ), 11 pacientl
s primarni degenerativni demenci, 9 pacientl s alkoholovou (sekundarni) demenci, 6
pacientl s multiinfarktovou demenci, 5 pacientl s diagnézou demence, 3 pacienti s
demenci sekundarné ke schizofrenii, 1 pacient s demenci sekundarné k mozkové
anoxii, 1 pacient s demenci sekundarné k obsedantné-kompulzivni poruse a 1
pacient s demenci sekundarné ke Kufsové nemaoci.

Nastroje, pouzité v této studii, byl ,Cognitive Performance Test* (CPT) a ,Self
Care Performance Tool“ (SCPT). ,CPT* je funk&ni nastroj, ktery vyvinula Theressa
Burns, OTR. Pomucka hodnoti pacienty s demenci v Sesti kognitivnich urovnich pfi
vykonavani kazdodennich Zivotnich dovednostech — myti rukou, oblékani,
nakupovani, telefonovani, pfipravé toastu a hledani v mapé.

»INastroje hodnoti pacienty s demenci v sesti kognitivnich arovnich pri tom, kdyz
provadeji kazdodenni Zivotni dovednosti.”

,CPT* byl validovan a je spolehlivym ukazatelem vykonu u pacientl s demenci.
,CPT* koreloval s ,Mini-Mental State Examination® (r = 0,67) a dvéma méfitky IADL —
»Instrumental Activies of Daily Living“: r = 0,64; ,Physical Self-Maintenance Scale®: =
0,49).

Nastroj ,Self Care Performance Tool“ definuje urovné chovani pacientl s
demenci pfi provadéni zakladnich dovednosti k zivotu. ACkoli CPT popisuje Sest
urovni funkci (identifikovanych pomoci ,Allen’s theory“), v SCPT bylo pouZito pouze
pét Grovni. Uroven $est odrazi absenci zdravotni nezplsobilosti, proto byla
odstranéna pro méfeni nemocnicnich pacientl se zjisténymi kognitivnimi problémy.

»SCPT" metoda popisuje Ctyfi zakladni zivotni dovednosti — stravovani,
holeni, CiSténi zubu a toaleta. Pacienti ziskavaji skére dle jejich schopnosti
zpracovavat informacéni podnéty, organizovat tyto informace a vykonavat funkéni
dovednosti. Naznaky: verbalni, vizualni, hmatové nebo proprioceptivni, které jsou
nezbytné k usnadnéni funkce a ovlivhuji ziskané skore pacienta. Holeni a Cisténi
zubU vyzaduje vySSi kognitivni uroven, zatimco stravovani a jit na toaletu je
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nastroje byly hodnoceny na urovni 1-5 (5 je nejméné zavisla uroven a 1 je zcela
zavisla na zakladnich zivotnich dovednostech.)

TFi registrované zdravotni sestry provedly vyhodnoceni spolehlivosti SCPT
Casti studie. Tyto zdravotni sestry mély zkuSenosti na oddéleni progresivni demence
po dobu nejméné péti let. Sestry byly proSkoleny, aby identifikovaly aktiva a omezeni
v ramci kazdé urovné funkci a byly obeznameny s ,Allen and Orem Theories".

Sestry pozorovaly pacienty provadéjici ADL dovednosti v oblasti jidla, holeni,
Cisténi zubu a toalety, poté pacienty hodnoty pomoci nastroje ,Self Care
Performance Tool“. Ergoterapeuti pouzili ,Cognitive Performance Test* k ureni
ziskanych urovni stejné populace. Vysledky byly analyzovany k ziskani skére
porovnani validity.

Vysledky

Tabulka €.1 ilustruje ,inter-rater reliability“ (mira shody mezi hodnotiteli),
stanovena ,Pearson correlation coefficient®. Tento koeficient celkového skoére byl
0,92, 0,95 a 0,96 u tii sester, coz naznacuje spolehlivost hodnotiteld, tedy sester, pfi
pouziti tohoto nastroje.

Tabulka €.2 popisuje zjisténi udajli shromazdénych sestrou €.1 (N1), sestrou
€.2 (N2) a sestrou €.3 (N3) pro &tyfi ukoly — stravovani, holeni, toaleta a ¢isténi zubu
v den €.1 a €.2. Tato data ukazuji spolehlivost sester dislednym hodnocenim
chovani pacientu s demenci.

Tabulka €.3 pfedstavuje vnitfni konzistenci pro hodnoceni stravovani, holeni,
toalety a Cisténi zub0. Tato skore ilustruji, Ze polozky, dle Skaly ,Pearson correlation
coefficient”, se pohybovaly od hodnot 0,37 do 0,73. Toto rozmezi naznacuje, ze
statistické vztahy mezi poloZzkami se liSi od mirné korelace (stravovani/holeni) po
podstatnou korelaci (holeni/Cisténi zubl/stravovani/toaleta).

Porovnani testu ,Cognitive Performance Test* a nastroje ,Self Care
Performance Tool“ bylo analyzovano pomoci ,Pearson Product Moment Correlation®.
Prumérné skoére ergoterapeuta pro Sest ukoli CPT bylo 2,70 (standartni odchylka
pro ergoterapeuta byla 1,07) a primérné skoére sestry pro Ctyfi ukoly SCPT bylo 2,77
(standartni odchylka byla 0,98). Korela¢ni koeficient byl 0,78. Jelikoz se tento rozdil
nepfiblizil vyznamnosti (t [31] = 49) a jejich standartni odchylky jsou podobné, data
oznacuji, ze CPT a SCPT skoére jsou srovnatelné.

Diskuze

Zjisténi naznacuji, ze ,Cognitive Performance Test" Ize pouzit jako nastroj k
identifikaci urovné demence pacienta pfi pfijeti a poté pouzit v oSetfovatelstvi pfi
vytvareni planl péce. Korela¢ni koeficient byl 0,78, coz naznacuje velmi podstatny



vztah mezi SCPT a CPT a tim poskytuje dukazy silné soubézné platnosti CPT.
Studie naznacuje, ze SCPT a CPT hodnoti chovani a plnéni ukoll dusledné
podobnym zplsobem. CPT muze pfifadit uroven funkce, ktery pfedpovida uroven
pacientd s demenci v provadéni kazdodennich €innostech a poskytuje tym s
komunikacnimi prostfedky. Plany péce jsou zalozeny na urovni dovednosti, ktera
mohou pomoci pacientovi s rychlejSim pfizplsobenim nemocniénimu prostfedi.

»Holeni a ¢isténi zubd vyZaduji vy3$i troveri kognitivnich funkci, zatimco stravovani
a toaleta jsou vice primitivnéjsi a vyuZivaji vice zakladnich Zivotnich dovednosti.”

Tyto nastroje nevyzaduji verbalni odpovédi, proto pfesnéji hodnoti chovani
versus vysSi urovné (Ctyfi, pét a Sest). Pouze 7 ze 58 pacientll hodnocenych v této
studii byly na urovni Ctyfi, pfiCemz zbyvajici pacienti byly zhodnoceni urovni tfi a
nizsi. Uroven dva byla nejlépe rozlisitelna od Grovné jedna indikacemi odporu nebo
poddajnosti k ukolim, spiSe nez obvyklou nebo reflexivni reakci. Autor uzavira, ze
hodnoceni prostfednictvim pfimého pozorovani lépe poskytuje objektivni informace,
které slouzi ke zvySeni kvality klinického rozhodovani a je méné pravdépodobné, ze
bude nachylné k témto predsudkim u subjektivniho hodnoceni.

Tato studie nabizi metodu interdisciplinarni péce, ktera se v soucasnosti
pouziva v modelu oSetfovatelské péce na oddéleni progresivni demence ve mésté
St. Cloud. V navaznosti na vyvoj SCPT, pouzilo GRECC nastroj také v nékterych
svych studiich demence.

,Self Care Performance Tool”

STRAVOVANI

#5: Nezavisly — Pacient pfijde ke stolu ve vhodnou dobu, kdy se serviruje jidlo.

#4: Pacient bude potifebovat pfipomenuti k pfichodu ke stolu. Je schopny otevirat
krabi¢ky, dochucovat jidlo a vhodné jidlo dokon¢it.

#3: Pacient se dokaze krmit sam, ale —
a) Jidlo rozlije a neuvédomi si to.
b) Opusti stul pfedtim, nez jidlo doji.
c) Potfebuje pomoc s oteviranim krabi¢ek, dochucovanim jidla.
d) Potfebuje pfipomenuti a vyzvu.
e) Potfebuje jednu polozku, ktera mu byla v danou chvili dana
f) Potfebuje vlozit I1zici nebo hrnek do ruky pro zacatek Cinnosti

#2: Pacient je schopen alespor jednu €innost provést spravné —
a) Potfebuje dat do ruky Izici nebo hrnek.
b) Potfebuje naznacit pohyb krmeni zdravotnickym personalem.
c) Je schopen snist alespon jednu Izici a napit se z hrnec¢ku.



d) Zvladne jist rukama, kdyz je jidlo vloZzeno do jeho ruky

e) Spolupracuje s personalem v krmeni tim, Zze otevira usta pfimérené pro kazdé
sousto

f) Klade odpor tim, zZe tla¢i rukama, vyplivava nebo drzi uzaviena usta

#1: Zavisly — Pacient potifebuje kompletné krmit od oSetfovatelského personalu. Neni
vubec schopen polykat a dostava potravu hadic¢kou.

HOLENI

#5: Nezavisly — Pacient rozpozna vhodny €as na holeni (odpoledne). Holi se sam
vhodné a kompletné.

#4: Pacient potfebuje pfipomenuti, aby nalezl svou ziletku. MUzZe potfebovat pomoc
pfi holeni oblasti, které jsou snadno viditelné (pod bradou). Potfebuje se nachazet
pred zrcadlem.

#3: Pacient se dokaze oholit sam, ale —

a) Potfebuje pfipomenuti k oholeni vSech oblasti na jeho obliceiji.
b) Potfebuje vyzvu k dokon&eni ukonu.
c) Muze se zatoulat béhem holeni.

d) Potfebuje pfipomenuti k pfechodu z jedné oblasti k dalSi (mUze zUstat na
jednom misté).

#2: Pacient je zavisly na oSetfovatelich k dokon&eni celého ukolu. Mlze
spolupracovat otaCenim obliCeje ze strany na stranu a klidnym sezenim az do konce.
MUze odporovat ukolu a potfebovat dva zaméstnance k asistovani pro dokonceni.

#1: Zavisly — Pacient je zavisly na oSetfovatelich k dokonceni celého ukolu. Neni zde
zadna spoluprace a oSetfovatelé musi pohybovat s hlavou pacienta ze strany na
stranu.

CISTENI ZuBU
#5: Nezavisly — Pacient rozpozna vhodny ¢as na &isténi zubl (rano a veder). Cisti si
zuby vhodné a kompletné.

#4: Pacient potfebuje pfipomenuti a kontrolu k €is§téni jeho zubl. Umi rozpoznat jeho
zubni kartacek a vycCisti si kompletné vSechny oblasti.

#3: Pacient si umi vycistit zuby, ale —
a) Potfebuje pfipomenuti k vy&isténi vSech oblasti.
b) Potfebuje vyzvu k dokonéeni ukonu.
c) Muze se zatoulat béhem c&isténi zubu.
d) Potfebuje pfipomenuti k pfechodu z jedné oblasti k dalSi (mlze zlstat na
jednom misté).



#2: Pacient je zavisly na oSetfovatelich k dokoné&eni celého ukolu. Mize
spolupracovat otevienim jeho ust a klidnym sezenim az do konce. Muze odporovat
ukonu a potfebovat dva zaméstnance k asistovani pro dokonceni.

#1: Zavisly — Pacient je zavisly na oSetfovatelich k dokon&eni celého ukolu. Neni zde
Zadna spoluprace a oSetfovatelé musi otevfit Usta pacienta a zuby vycistit.

TOALETA

#5: Nezavisly — Pacient je schopen vyhledat koupelnu v pfipadé potfeby a nalezité
se o sebe postara.

#4: Pacient potfebuje pfipomenuti k odchodu do koupelny a potfebuje pomoc pfi
lokalizaci. (pak se o sebe nalezité postara).

#3: Pacient potfebuje pfipomenuti, pomoc pfi hledani koupelny a dozor.
a) Muaze se na nevhodnych mistech vymocit nebo vyprazdnit.
b) Potfebuje instrukce krok za krokem.

c) Zapomene oftfit oblast a pozdéji vycistit.

d) Je tfeba ho pfipoutat, aby se zabranilo jeho toulani.

e) Rozpozna zachodovou misu a vhodné si sedne.

f) Bude tfeba ho sledovat pfi pohybech pfi stolici.

g) Potfebuje rektalni stimulaci pfi stolici.

#2: Zavisly — Pacient je inkontinentni a nosi inkontinentni pomucky.
a) Je schopen sedét na zachodové mise, kdyz je pfipoutan.
b) Mize nebo nemusi spolupracovat s personalem pfi jeho umisténi na
zachodovou misu nebo pfi kratké zméné.
c) Potfebuje rektalni Cipek pfi stolici.
d) Odporuje pokusu personalu o zménu inkontinence nebo odporu pokusu
umisténi na zachodovou misu.

#1: Zavisly — Pacient je inkontinentni a nosi inkontinen¢ni pomucky. Nereaguje na
ukoly péce o inkontinenci, které plni oSetfovatelé.



