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What is Mental Health and Why is it Important?

e Mental health involves a person’s psychological, emotional and
social wellbeing. It shapes the way we think, feel, behave and
socialize with others.

e [t also determines how we handle stress, relate to others and make
choices.

e Just like our physical health, mental health is important to all people
and all age groups.




Prevalence of Mental Health Disorders in Nursing Homes

According to a study published by the National Institutes of Health (NIH), between 65% and
90% of nursing home residents have a mental disorder, ranging from common mental health

problems such as anxiety and depression to serious mental illnesses like schizophrenia and
bipolar disorder.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2981653/

Grabowski DC, Aschbrenner KA, Rome VF, Bartels SJ. Quality of mental health care for nursing home residents: a literature review. Med Care Res Rev. 2010
Dec;67(6):627-56. doi: 10.1177/1077558710362538. Epub 2010 Mar 11. PMID: 20223943; PMCID: PMC2981653.



Statistics for Mental Health Disorders in

Nursing Homes:

* Currently, nearly 1.1 million Americans are nursing home
residents and over 30% have a psychiatric diagnosis such as
depression or anxiety.

* Nursing homes play an important and growing role for patients
with psychiatric diagnoses, including those with serious mental
illness (i.e., bipolar disorder, schizophrenia, and other psychotic
disorders).

* |n fact, the proportion of nursing home residents with serious
mental illness is increasing and nearly doubled over a decade to
19% by 2017.

* The 150,000 individuals with serious mental illness who now
reside in nursing homes is a population that equals the entire
supply of inpatient psychiatric beds for all conditions and ages
across the United States.

Reference: Gerlach LB, Maust DT. Falling off a cliff: Psychiatric care of nursing home residents. J Am Geriatr Soc. 2023 Apr;71(4):1014-1016.
doi: 10.1111/jgs.18249. Epub 2023 Jan 30. PMID: 36715028; PMCID: PMC10089963.



Symptoms to
observeina
resident with
Major
Depressive
Disorder may
Include:

Mood - Depressed, sad, or irritable, loss of interest,
and pleasure in daily activities.

Physical - Visibly slowed down or agitated, extreme
fatigue, and lack of energy.

Behavioral - Withdrawal and isolation, no desire to
talk, interact, socialized, decreased motivation.

Thinking — Feelings of worthlessness or excessive
guilt, inability to think, remember or concentrate.

Senses - Hypersensitive to noise, light, and stress.




SIGNS OF A MANIC EPISODE MAY INCLUDE:

-Feeling euphoric, intensely excited, or happy

-Having more energy than usual

-lnsomnia

Bipolar

-Speaking fast about several things at once

Disorder _Having jumbled thoughts

Sym ptOmS -Doing uncharacteristic/risky things

SIGNS OF A DEPRESSIVE EPISODE MAY INCLUDE:

-Feeling hopeless

-Having little energy

-Sleeping too much or too little

-Thoughts of death and/or suicide







Key
Components

to Improve
Mental Health

Services in
your facility:

* Accurate diagnosis leads to better treatment. Make sure
to review medical records and hospital transfer records.

* Provide individualized care plans to address each
resident’s specific mental health needs utilizing as much
non-pharmacological approaches if possible. Do not
simply say they have “agitation” or “depression” —what are
the targeted symptoms ie. repetitive verbalizations,
hallucinations - be specific. Identify if hallucinations are
distressing or non-distressing to the resident.

 Make sure these interventions are included on the
resident’s plan of care (i.e. care plans, Kardex and behavior
tasks available to the direct care staff). What can be
utilized when the resident is not stable and exhibiting
symptoms of their condition?

* Askresident/family about diagnosis and treatment
history, including any potential triggers or interventions
that have or have not worked well in the past.



V)

 Evaluate the effectiveness of interventions and update as needed -i.e. talk
during weekly rounds or daily IDT meetings.

* Conduct comprehensive assessments of each resident’s mental health
needs. *Social Service Assessments, PHQ-9, Trauma assessments, etc.

* Ensure Residents receive appropriate mental health services based on
their assessment and in timely manner.

* Provide a training program to ensure staff at all levels of care understand
mental illness. *Utilize your contracted mental health services to assist with
education/training and identifying/developing behavioral approaches.



TOOLS to assist in determining Behavioral Health Needs:

Form CMS-20067
Behavioral and Emotional Status Critical
Element Pathway

Critical Element Pathways are used by surveyors to

determine if the facility is providing necessary behavioral,

mental, and/or emotional health care and services to
each resident.

These pathways are available to anyone and can be used
as a guidance to assist with ensuring the residents’
behavioral health care needs are being met.
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https://courses.lumenlearning.com/wmintrobusiness/chapter/reading-law-and-the-legal-system-2/
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/
https://creativecommons.org/licenses/by-sa/3.0/

Examples of “BAD” (Non-Resident Centered)
care plans:

* Atrisk for changes in behavior and mood related to Vascular Dementia/Alzheimer’s.

* |lam atrisk for changes in my mood/behavior related to diagnoses that include: delusional disorder,
hallucinations, major depressive disorder, generalized anxiety disorder.

* Resident has an impaired mood/psychiatric status related to anxiety, schizophrenia, obsessive-
compulsive disorder.

Resident has a mood problem related to disease process adjustment disorder with depressed mood.

At risk for changes in behavior and mood related to dementia, depression and insomnia.

(Resident name) has a diagnosis of depression related to dementia.

The resident receives antipsychotic medication(s) (SPECIFY — medications) (LEFT BLANK).



Examples of “GOOD” (Resident-Centered) care
plan concern/focus for mood/behavior:

* Exit seeking/elopementrisk related to: impaired decision-making skills, vascular dementia, Alzheimer’s
dementia AEB: how to get off the unit, pulling on doors, repeatedly asking how do | get out of here, and
wandering in and out of rooms. History of exit seeking, taking wander guard off body and refusing
placement at previous facility.

* Resident has experienced trauma at some point during the past. She denies any concerns to facility
staff but shared childhood abuse from father and verbally abusive husband with psychologist. Trauma
may be expressed via: agitation, irritability, hostility, hypervigilance, self-destructive behaviors (cutting,
peeling skin).

* | have a history of sleep issues specifically with falling asleep. Currently do not receive any sleep aids.

* Resident has behavior(s) as evidenced by: agitation toward staff (swearing, spitting), paranoia related to
feeling “set up” and “abandoned” by family, and choosing not to allow completion of labs and/or
diagnostic services. She often states how dissatisfied with her current living arrangements and situation;
Resident may report feeling that the staff are “out to get her”, reporting to her family that she is “crazy”;
May decline assistance or offers for help due to belief that others see her as “incapable” or “stupid”;
Resident has a history of pocketing medication and placing it under covers or under pillows.



Examples of “GOOD” (Resident-Centered) care
plan interventions/tasks for mood/behaviors:

* Encourage resident to participate in activities of interest: reading romance novels, painting
watercolors, watching and wheel of fortune game shows.

* Encourage participation from resident to make own decisions.

* Encourage resident to ask questions when concerned with their medical condition to reduce
anxiety.

* Encourage resident to reminisce and review life to identify past coping skills and personal
strengths.

* Allow resident to express feelings, provide reassurance and support as needed.

* Behavioral Management Planning: Continue to monitor and document any changes in the
resident’s mood or behavior (loss of appetite, no interest in reading, talking with peers).

* Continuing non-pharmacological interventions such as: creating a calm environment and removing
strssors when possible. This may involve moving the resident to a safer or quieter place, offering a
security object (mechanical cat, blanket), rest or privacy.

* Limit caffeine use.



Examples of “GOOD” (Resident-Centered) care
plan interventions/tasks continued:

* Avoiding environmental triggers such as noise, glare and background distraction (having
television on) can act as triggers.

* Document any symptoms of ANXIETY: i.e. inability to sit still, inability to sleep, excessive
worry, extreme focus on self, nail biting, shortness of breath, difficulty in concentrating,
fearful, pacing, yelling out, excessive call light use, demanding.

* Document any symptoms of DEPRESSION: i.e. excessive crying, refusals to eat, more
withdrawn, feelings of despair, decrease in motivation, anger, difficulty in sleeping, mood
swings, suicidal thoughts, hopelessness, helplessness, poor self-esteem, constant
negativity.

* Document any symptoms of other behavioral symptoms: i.e. hallucinations (tactile,
visual, or auditory), delusions, paranoia, excessive motor activity, flight of ideas or racing
thoughts, sexually inappropriateness, attempting to leave the facility, disrobing in public,
hoarding, smearing or throwing food or feces, refusal of medications, refusals of ADL care.



A New Schizophrenia DX in the
Facility?? Whyyyyyyyyyy?7??7?

State Operations Manual Language: "CMSiis
aware of situations where residents are given a diagnosis of
schizophrenia without sufficient supporting documentation
that meets the criteria in the current version of the DSM for
diagnosing schizophrenia. If the non-compliance causes
actual harm or the likelihood of serious harm to one or more
residents or the surveyor identifies a pattern (e.g., three or
more) by the same practitioner prescribing antipsychotic
medication for any new diagnosis (such as schizophrenia)
with lack of supporting documentation, the survey team
should discuss their findings with their state survey agency."

ThePhoto by PhotoAuthor is licensed under CCYYSA.




Things we need to
watch out for!

\

e A situation where schizophrenia or another diagnosis is only mentioned as '
an indication in medication orders without supporting documentation.

* The addition of, or request by the facility to a practitioner for, a diagnosis of
schizophrenia or another diagnosis without documentation supporting the
diagnosis.

* A practitioner’s note or transfer summary from a previous provider stating
“history of schizophrenia,” “schizophrenia,” or another diagnosis without
supporting documentation confirming the diagnosis with a previous
practitioner or family, and the facility failed to to provide evidence that a
practitioner conducted a comprehensive evaluation after admission.

e A diagnosis list stating schizophrenia or another diagnosis without
supporting documentation.

* A note of schizophrenia or another diagnosis in an electronic health record
(EHR) without supporting documentation which populates throughout the
EHR.

¢ A note of schizophrenia or another diagnosis in the medical record by a
nurse without supporting documentation by the practitioner.




- N
Things we Need to have!l M

e Documentation (e.g., nurses’ notes) indicating the resident '
has had symptoms, disturbances, or behaviors consistent

with those listed in the DSM criteria, and for the period of

time in accordance with the DSM criteria.

* Documentation from the diagnosing practitioner indicating
that the diagnosis was given based on a comprehensive
assessment, such as notes from a practitioner’s visit.

* Documentation from the diagnosing practitioner indicating
that the symptons, disturbances, or behaviors are not
attributable to (i.e., ruled out) the effects of a substance
(e.g., adrug of abuse, a medication) or another medical
condition (e.g., UTl or high ammonia levels).

* Documentation regarding the effect the disturbance is

having on the resident’s function, such as interpersonal

relationships, or self-care, in comparison to their level of
function prior to the onset of disturbance.




Schizophrenia Symptoms

Delusions:
false beliefs that are not based in reality

Hallucinations:
seeing or hearing things that
don't exist

Extremely disorganized or
abnormal physical behavior:
resistance to instructions,
Inappropriate or bizarre
posture, a complete lack of
response, childlike silliness,
unpredictable agitation, or useless
and excessive movement

| i — R
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Disorganized thinking and speech:
Impaired communication, such as answers
that may be partially or completely
unrelated to questions or a conversation

Negative symptoms:

reduced or lack of ability to function
normally, such as not paying attention
to personal hygiene

Suicidal thoughts and behavior
are common among people
with schizophrenia.

n gl



Schizophrenia
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Phases of ililness

* May go through phases at regular intervals (e.g. every three (3) months).
* May be friggered: person, situation, holiday.
* What phase is the resident in right nowe

Identify individualized warning signs of decompensation

* |solation, poor hygiene, delusional thoughts/statements.

Learn effective interventions to address decompensation

* From experience (trial/error).
* Resident.
e Family/friends. N9 EXEELLEncE



#2 Accurate Behavioral Health Diagnosis

Accurate diagnosis leads to better treatment

* Prescribing of medications that correspond to the diagnosis and resident
needs (Antipsychotic vs. mood stabillizer vs. anti-depressant).

* Inferpret symptoms in context of overall condition — better understand phase
of illness and what kind of support will be most effective.

Considerations for accurate diagnosis:

* Review medical record and hospital transfer record.

» Ask any prior behavioral health providers (community-based).

* Ask resident/family/friends about diagnosis and treatment history.
» Discuss with qualified behavioral health specialist.

/'0‘ CENTER OF
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#3 Assessment & Care Planning Steps

~/  Ensure accurate diagnosis has been made.

® ldentify interventions that can help maintain the resident in a
@5 stable condition (“Good Days").

ldentify interventions to be utilized when the resident is not stable
and is exhibiting symptoms of their condition (“Bad Days.")

Evaluate effectiveness of interventions and update as needed -
during weekly rounds or other regular interval.

1 "0" CENTER OF
(QRXsELENCE



When the resident is stable.... (Milder Symptoms)

What does the resident need to maintain the stability of their
condition?

» What does their ideal daily routine look like?
» What are triggers for them?
* What are early warning signs of decompensation?e

* Ask resident/family/friends.
* Behavioral health professionals (psychiatrist/psychologist/other).
* Trial and error.




When displaying symptoms of the condition

What are typically risk areas for this resident?

* Neglecting selfcare (hygiene, food, medication).

* Engaging in risky behavior (physical activity, excessive shopping,
substances).

* Becoming aggressive toward self or others.

What helps the resident when they have decompensated?

* What has worked in the past¢ Remember to ask the resident.
e [dentify strategies in advance, don't wait for the crisis.

QY Eceience




Addlthnal‘ * Crisis Line 988

Mental_ e Crisis Text Line: Text “HOME” to 741741
* NAMI National Alliance on Mental Illness

Hea lth WWW.Nami.org
* Veterans Crisis Line 1-800-273-8255
Resources:



http://www.nami.org/
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