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Mentoring Team:

What is it?
 The mentoring team is comprised of 

registered nurses with bachelor’s and 
master’s degrees in nursing, 
experience in geriatric care and 
expertise in evaluation and clinical 
interventions.

 A mentoring team was created and 
overseen by a university professor for 
8 years

 Meetings were carried out on a 
weekly basis to

 Discuss clinical cases 

 Present latest relevant research results

 Coach mentors on different advanced 
clinical skills at bedside.



Activities for managing BPSD
WHAT ARE THE STEPS?



Planning BPSD interventions

1st step
 Cases are submitted to the mentoring 

team by staff from hospital, home care, 
long-term care facilities, or assisted living: 

 Screening of the submitted cases and a 
priority level is attributed to every case

2nd step
 Meeting with family members (review of 

life story and other relevant information 
about the patient)

 Ask them what they expect of our 
intervention and what would be a 
positive result according to their point of 
view

 Meeting with staff members to gather 
their perception of the situation, a clear 
description of BPSD, and knowing what 
has been tried.

 Ask them what they expect of our 
intervention and what would be a 
positive result according to their point of 
view

 BPSD frequency are assessed with CMAI 
and NPI.



Planning BPSD interventions

3rd step

 Meeting the patient

 Casual interaction

 Direct personal care to observe 

reactions and collaboration level

 Changing clothes

 Brushing teeth

 Washing different parts of the body

 …

 Clinical examination

 Review of medication



Interventions for BPDS

4th step

 Discussion with medical and 

interprofessional care providers to 

share relevant information and 

explain our approach

 Mentor develops a clinical plan 

and submits it to the weekly 

mentoring team meeting

 Mentor tests her/his intervention 

plan and makes necessary 

adjustments



Interventions for BPDS

5th step

 Mentor presents intervention plan 

to the clinical team of the 

patient’s institution

 Mentor provides medication 

recommendations to physician 

based on the patient’s level of 

BPSD in response to the previous 

prescribed medication.



Interventions for BPDS

6th step

 Intervention plan is applied for 4 

weeks

7th step

 Evaluation of the intervention plan 

 Prior and after the application of 

the plan, BPSD frequency are 

assessed with CMAI and NPI. 

 Accordingly, qualitative criteria set 

out by staff and family members 

are also evaluated. 



Does it work?



1st study



Does the intervention approach follow 

recommended clinical guidelines?

Screening procedure – 100%

Comprehensive clinical assessment –
97% clinical examination and 100% measuring instruments

Non-pharmacological interventions prioritized – 100%

Pharmacological interventions when indicated –

not measured

Effectiveness of the intervention plan monitored – 100%
- Qualitatively evaluated (100% with family)

- Quantitatively evaluated with measuring instruments



Frequency of BPSD



Clinical staff
98% satisfied with the plan!

The plan improved the situation

Mentors adapted the plan to the 

reality of their clinical setting

New skills learned will be transferable to 

other cases

Satisfied with the mentor’s approach



2nd study



How important is the 
nursing clinical 
assessment to identify 
biopyshological 
causes of BPSD?



All 110 cases clinical causes of BPSD were 

identified by nurses’ assessments

Anxiety

Depression

Perceptual symptoms

Pain

Social deprivation

Various physiological imbalances

Dehydration

Pre-morbid personality

Communication problems



Is every 
planned 
intervention 
rationally 
related to a 
cause?



Cause anxiety
Interventions: diversion, communication and hand massage

Cause various physiological imbalances : medical consultation

Cause dehydration
Interventions: hydration intervention, application of hydration cream

Communication problems
Interventions: communication adjustment, reframing, active listening

Cause pain
Interventions: medical consultation, management of pain, music 

therapy

Cause social deprivation
Interventions: occupational stimulation, leisure activities, physical 

exercises, active listening

Cause personality-related
Interventions: communication adjustment, behavioral approach, 

decisional approach 

Cause depression
Interventions: medical consultation, life review approach, 

occupational stimulation, leisure activities

Cause perceptual problems
Interventions: validation and diversion approaches



3rd study



In addition to planning 
interventions, nurses 
give recommendations 
regarding medication
DOES IT MAKE A DIFFERENCE?







Do doctors pay attention to nurses’  

recommendations? 

 We found a significant reduction of about 10% for the mean number 

of prescribed antipsychotics between the initial and the follow-up 

assessment (p = .03).



Worth it… well you decide…

 We observed a significant, albeit small, 
reduction in the 73 residents (80.2%) 
for which we had data on psychotropic 
medication both before and after the 
intervention: 

 5 cases (6.7%) antipsychotics were 
stopped following the mentors' 
recommendations

 11 cases (15.1%), the dose or the 
number of antipsychotics was 
reduced

 57 cases (78.1%) showed no 
change in prescriptions in spite of 
the recommendations by nurses.



Does the involvement of 

pharmacists make a difference?





One of the study aims was:

Reducing inappropriate use of antipsychotics by 

 personalizing pharmaceutical care and 

 optimal use of professional resources in long-term care.

Design: a controlled demonstration study (PEPS)



A vest with pockets….

…to hide
medicines



Background 

 Dispositions of Quebec’s law 41 

Any prescription: prolong, adjust (     0)

 Collective prescribing (OC)

For frequently prescribed medications in LTC or to 

respond to an urgent situation requiring a timely

medication prescription, when access to a physician is

difficult



Background

 Increased autonomy of LTC nurses through

empowerment: clinical geriatric exam; competencies

increased through recent CE training 

of nurses in QC

 2018: difficulties with access to physicians in many QC 

LTC facilities



PEPS is…

an initiative of the Department of Pharmacy of the CIUSSS-CN 
health-board, in partnership with 

• Its administration, medical and other departments

• Residents’ committees

• Quebec’s INESSS

• Quebec’s Ministry of Health (major funding 2017-19)

• Research Centre of the CHU de Québec and CEVQ

• Acknowledgement by OPQ, CMQ, OIIQ and APES



Aims of the PEPS project

 Increase the proportion of LTC residents receiving an
appropriate pharmacotherapy by

 Decreasing the number of medications of questionnable
benefit

 Other aims

o Decrease medication regimen complexity

o Maintain residents’ comfort

o Maintain/improve satisfaction with practices for the team,
the users and their families



Intervention elements

 Adaptation of law 41 to actual, clinical practice

 Development of new collective prescriptions 

 Training/information for pharmacists and the care team

 Pharmacist as an independant prescriber for appendix 2 

medications (ex: acetaminophen, laxatifs, creams)

 Critical reviews, adjustments and follow-up of pharmacotherapy

 Implemention of local follow-up committees



Additional intervention elements

1. Pharmacy staff: involvement of a number of pharmacy students

2. Support for clinical practice: Develop tools (ex: decision

algorithms), coaching

3. Distribute care tasks to the most appropriate ressource

4. Encourage local autonomy and leadership of teams



Medication review

 Complete and critical review at admission and every 6 months
thereafter

 Focus on inappropriate medications in geriatric patients -
specifically

o Validated criteria (Beers 2015, OptimaMed in severe
dementia) 

o Benefits and risks within the therapeutic plan

o Taking life expectancy into acount

o Resident/family centered (care level !)



Evaluation study

Design: 

• Controlled study; 

• Open, dynamic cohort: all residents >65 included

Data:

• From computerized residents files: 

• demographics, diagnoses on admission, medication

Analyses:

• Time series (0, 3, 6, 9, 12 months)

• Repeated measures mixed logistic regression models 

• Adjustment for age, time since arrival, comorbidity score



Results: study sample

Two control sites: 281 residents included

 Chosen to minimize bias :

Two intervention sites: 408 residents

 Pilot/feasibility: to develop and validate the intervention and its
tools

 Priorities for selection of homes

Absence of other research projects (biais)

Availability and capacity of care teams to absorb clinical changes



Table 1 : Resident/participant characteristics

Non exposed Exposed p-value

Number of residents 281 408 n/a

Women, n (%) 185 (66) 268 (66) 0.96

Mean age (sd) 85.8 (7.8) 84.1 (8.6) 0.01

Mean time since
admission  (yrs, sd)

2.2 (4.4) 2.3 (4.0) 0.77

Charlson comorbidity
score

4.43 (2.73) 4.64 (2.67) 0.33

ALL residents



Table 2 : Resident/participant characteristics

Non exposed Exposed p-value

Number of residents 154 258 n/a

Women, n (%) 103 (67) 173 (67) 0.97

Mean age (sd) 87.0 (6.9) 85.1 (8.2) 0.02

Mean time since
admission  (yrs, sd)

2.5 (2.4) 2.6 (3.0) 0.73

Charlson comorbidity
score

5.0 (2.7) 5.3 (2.6) 0.28

Residents with a dementia diagnosis on admission



Mean number of regular and ALL medications among
ALL residents included in the study

Adjusted for age, time since arrival and comorbidity score

p-values 
<0.01 for diff 
in diff tests 
for regular
and ALL 
medications



Mean number of regular and ALL medications among residents with dementia

p-values 
<0.01 for diff 
in diff tests 
for regular
and ALL 
medications

Adjusted for age, 
time since arrival
and comorbidity
score



Proportion of residents receiving at least one possibly inappropriate
regular antipsychotic among ALL residents

Adjusted for age, time since arrival and comorbidity score

p=0.08 for 
the diff in 
diff test

Haloperidol: 45%
Quetiapine 23%
Risperidone 21%
Olanzepine 10%



Proportion of residents receiving at least one possibly inappropriate
antipsychotic among residents with dementia

Adjusted for age, time since arrival and 
comorbidity score

p= 0.02 for 
the diff in 
diff test

Regular antipsychotics
Haloperidol: 42%
Quetiapine 23%
Risperidone 24%
Olanzepine 9%



Main results after 12 months

 Mean number of all medications decreased from 10.6 to 8.9 

among the exposed and from 12.96 to 12.5 in the control 

group, p < 0.01

 Decrease in all inappropriate medications (PIM) smaller and ns

 Proportion of ALL residents with at least one regular probably

inappropriate antipsychotic fell by 4.2% among the unexposed

and 12.7% among the exposed, p = 0.08

 Proportion of residents with dementia and at least one 

regular antipsychotic fell by 2.2% among the unexposed and 

18% among the exposed, p = 0.02



Recommendations from the care team

To implement or further develop PEPS:

 Train and inform all care team members to make them aware of changes in 

clinical practice and to reassure them

 Clarify each member’s roles and get consensus on how to function

 Offer ressources and tools to all team members in order to support them

 Make sure there is good communication and follow-up within the team 

 Implement a regular follow-up and reminders for the  PEPS model (create

indicators?)
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