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ABSTRACT

It can be challenging to provide person-centred care for individuals with cognitive im-
pairment if they are unable to communicate their needs to facility providers
clearly. The high base rates of dementia and mild cognitive impairment (MCI) in
US nursing homes is well documented; however, our understanding of the unique
prevalence of cognitive levels in long-term care and short-stay residents is limited.
Our aim is to determine whether there are significant differences in specific cogni-
tive levels between these two groups. Long-term care and short-stay residents (N =
579) were randomly selected from 18 Maryland, US skilled nursing facilities; $45
met inclusion criteria for participation (mean age 79.41) and completed a cognitive
test (Brief Cognitive Assessment Tool (BCAT)). Based on BCAT scores, 78.9 per
cent of the long-term care residents had dementia compared to 61.4 per cent for
short-stay residents. The proportions of MCI, mild, and moderate to severe dementia
were significantly different between the two groups (p=0.00). The odds of residents
having moderate to severe dementia were 2.76 times greater for long-term care com-
pared to shortstay residents. BCAT total and factor scores were significantly differ-
ent between long-term care and short-stay nursing home residents (p<o.001). We
discuss the implications of these empirical findings in terms of facilitating person-
centred care in nursing homes.

KEY WORDS — long-term care, short stay, person-centred, cognitive assessment, de-
mentia, nursing homes, Brief Cognitive Assessment Tool (BCAT).

Introduction
In the United States of America (USA), the Affordable Care Act of 2010

mandated a transition to person-centred care for long-term care facilities
(Administration for Community Living 2014). Both before and subsequent
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to this legislation, the culture change movement has championed the idea
that institutions should provide home-like services and amenities tailored to
individual resident needs and choices, as opposed to treating residents like
medical patients (Rahman and Schnelle 2008). Despite mandated and pro-
fessional imperatives for nursing homes to transition to person-centred
care, recent studies reveal uneven commitment and unclear performance
records (Grabowski ef al. 2014). While there are numerous examples of in-
novation in this area, studies confirming the success of person-centred care
in achieving its goals are lacking (Rahman and Schnelle 2008; Williams et al.
2013). One potential obstacle is the high base rate of cognitive impairment
in residents (Sloane et al. 2004). From a practical standpoint, it can be
difficult to determine choice preferences, needs and values for individuals
with cognitive impairment if they are unable to communicate them
clearly to facility providers. Furthermore, mild cognitive impairment
(MCI) and dementia are frequently under-detected and misdiagnosed
(Cahill et al. 2010; Gaugler et al. 2015), which can lead to sub-optimal indi-
vidualised care. This issue is further complicated by the fact that US nursing
homes are not monolithic institutions, but consist of at least two different
types of resident sub-populations: long-term care and short stay. Whereas
long-term care residents typically remain in the facility for an extended
period of time, shortstay residents have a transitory status. This later
group is generally ‘skilled’ for rehabilitation and other short-term services
before going home (e.g. community dwelling, assisted living).

The fact that there are high base rates of dementia and MCI in US
nursing homes in general is well documented (Department of Health and
Human Services, Centers for Medicare & Medicaid Services 2013;
Magaziner et al. 2000; Mansbach, Mace and Clark 2014). However, our
understanding of the unique prevalence of cognitive levels in long-term
care and short-stay residents is limited. First, most of the prevalence and oc-
currence-based studies have focused on the long-term care resident, and
not on the shortstay resident (u.e sub-acute rehabilitation patient); or
they have combined the two as one group. Second, the largest source of
data concerning cognitive functioning of US nursing home residents
comes from reported Minimum Data Set information. The Minimum
Data Set cognitive screening measure is the Brief Interview for Mental
Status, which has been shown to be poor at differentiating among cognitive
levels (Mansbach, Mace and Clark 2014). Should empirical investigations
show that these two nursing home sub-populations are different from one
another, and yet both have high levels of cognitive impairment, facility
staff would have more information to provide person-centred care
successfully.
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The aim of the present study is to increase our understanding of cognitive
impairment among long-term care and shortstay nursing home residents.
Better information about cognitive capacities and deficits can help facility
staff in valuing their residents, treating them as individuals, creating positive
social environments and providing optimal care. We investigated two
primary questions. First, what is the prevalence of specific cognitive levels
in long-term care and short-stay residents? Second, are there significant dif-
ferences between these two groups in terms of these cognitive levels? We
discuss the implications of these empirical findings in terms of facilitating
person-centred care uniquely for both long-term care and shortstay
nursing home residents.

Methods
Participants

A total of 579 individuals residing in 18 skilled nursing facilities in Maryland
were randomly selected for inclusion in the present study (February 2014 to
November 2014). All participants were either long-term care or short-stay
nursing home residents. Residents were considered long-term care if they
had been in the nursing home facility for more than 100 days at the time
of the study. Residents were considered short stay if they had been in the
nursing home for less than 100 days at the time of the study and were receiv-
ing sub-acute rehabilitation following a hospitalisation. There were 345
residents who met inclusion criteria for data analysis, which required a com-
pleted Brief Cognitive Assessment Tool (BCAT; Mansbach, MacDougall and
Rosenzweig 2012), long-term care or shortstay nursing home resident
status, age > 49 and proficiency in English. Participants with medical or psy-
chiatric impairments too severe to complete a BCAT were excluded.
Individuals with severe dementia were not excluded so long as they could
complete the BCAT. Of the g45 participants who met inclusion and exclu-
sion criteria for participation, 219 (61.7%) were long-term care and 132
(38.3%) were shortstay nursing home residents. Table 1 presents key
demographic features and levels of cognitive functioning for the long-
term care and shortstay nursing home sub-samples.

In the total sample, 51 per cent had moderate to severe dementia, 21 per
cent had mild dementia, 21 per cent had MCI and 7 per cent had normal
cognitive functioning based on BCAT scores. Participants in the total
sample ranged in age from 5o to 100, with a mean age of 79.41 (+10.79).
Sixty-six per cent of participants were female, 677 per cent were Caucasian,
45 per cent were widowed and ro per cent had 12 years of education or less.
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TABLE 1. Select demographics and diagnoses of participants

Long-term residents Short-stay residents
Characteristic N % N %
N 219 132
Gender:
Male 67 31.5 49 37.1
Female 146 68.5 83 62.9
Race:
Caucasian 136 63.8 94 71.2
African American 72 33.8 33 25.0
Other 5 2.4 5 3.8
Marital status:
Single, never married 54 25.4 18 13.6
Divorced 29 13.6 10 7.8
Widowed 93 48.7 64 48.5
Married 37 17.4 40 30.9
Education (years completed):
<8 5 2.3 2 1.5
9-11 14 6.6 12 9.1
12 81 37.9 46 34.8
13-15 34 16.0 28 21.2
16 34 16.0 25 18.9
17-18 17 8.0 11 8.3
>18 6 2.8 7 5.3
Missing 22 10.3 1 0.8
BCAT-identified cognitive levels'
No dementia 11 5.2 13 9.8
Mild cognitive impairment 34 16.0 38 28.
Mild dementia 37 17.4 36 27.9
Moderate to severe dementia 131 61.5 45 34.1

Note: 1. Determined by participant Brief Cognitive Assessment Tool (BCAT) scores.

Skilled nursing facilities

Table 2 presents key demographics for the facilities that were included in
this study. Eighty-three per cent of facilities were suburban, 56 per cent
had for-profit ownership status and 78 per cent had stand-alone licensure.
Seventeen per cent of facilities had less than 100 beds, 56 per cent had
100-199 beds and 28 per cent had 200 or more beds.

Procedure

Data for the present study were collected, and procedures approved, as part
of a grant (‘Improving Dementia Care Through Improved Assessment
Practice’) awarded to the Beacon Institute by the Maryland Office of
Health Care Quality (OHCQ), who regulate nursing facilities in the state.
In order to determine the total number of individuals eligible for
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TABLE 2. Key characteristics of the facilities included in the present study

Characteristic N %

Geographic location:

Suburban 15 83.9

Rural 2 11.1

Urban 1 0.6
Ownership status:

Profit 10 55.6

Non-profit 8 444
Licensing:

Stand-alone facility 14 77.8

Continuing care campus 4 22.2
Facility bed size:

<100 3 16.7

100-199 10 55.6

2200 5 27.8
Five-star quality rating:"

Five stars 9 50.0

Four stars 5 27.8

Three stars o 0.00

Two stars 4 22.2

Notes: N=18. 1. Based on Centers for Medicare & Medicaid Services five-star quality rating
system.

participation, all facilities were instructed to compile a list of long-term care
and short-stay residents aged 5o or older and who had proficiency in
English. Then, a computerised pseudo-random number generator was
used by the researchers to randomly select up to 15 long-term care and
15 short-stay nursing home residents from each list for inclusion in the
study. Using this method prevented facility staff from determining participa-
tion and allowed all eligible residents to have an equal likelihood of being
selected for this population-based study. In order to prevent potential
bias, facility staff members were masked from the participant selection
process and the researchers responsible for randomisation did not have
access to identifying information of the residents eligible for inclusion.
Then, long-term care nursing home residents completed a BCAT over a
one-month period in February 2014, and short-stay nursing home residents
completed a BCAT in October 2014. Participants who were unable to com-
plete a BCAT, for medical or physical reasons, were excluded and replaced
by additional randomly selected participants until up to 15 long-term care
and 15 short-stay residents were selected from each facility. Individual facil-
ity social work staff (55%), nursing staff (25%), recreation staff (17%) and
therapy staff (2%) completed all of the testing for this study. All participat-
ing facility staff attended a formal training session on the study protocol and
demonstrated proficiency in administering the BCAT in a post-training test.
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A random audit of BCAT tests completed by facility staft also confirmed ac-
curacy of administration and scoring.

Measures

The Brief Cognitive Assessment Tool (BCAT). The BCAT (Mansbach,
MacDougall and Rosenzweig 2012) was selected by the Beacon Institute
as the cognitive evaluation tool for this study and was approved for inclusion
by the Maryland OHCQ. This 21-item, zero to jo-point instrument was
designed to assess cognitive functioning, and it can be individually adminis-
tered (by licensed provider or para-professional) in approximately 15
minutes. It has been validated in skilled nursing facilities (Mansbach,
Mace and Clark 2014) and various other settings (MacDougall et al. 2015;
Mansbach, MacDougall and Rosenzweig 2012). The BCAT produces a
total score suggesting specific cognitive levels, and it yields a Contextual
Memory Factor (CMF) score and an Executive Control Functions Factor
(ECFF) score. The BCAT CMF indicates memory abilities and is comprised
of both word list and story recall items. The ECFF measures executive func-
tions and includes several diverse items capturing several types of executive
skills. Total CMF and ECFF scores range from zero to 15 and zero to 7,
respectively. In the original BCAT development study, psychometric ana-
lyses confirmed strong evidence for internal reliability (Cronbach’s o=
0.92), test—retest reliability (r=0.99), and evidence of the construct validity
of BCAT score inferences through convergent, discriminant and predictive
validity analyses (Mansbach, MacDougall and Rosenzweig 2012). The BCAT
is sensitive to the full spectrum of cognitive functioning (normal, MCI, mild
dementia, moderate to severe dementia) (Mansbach, MacDougall and
Rosenzweig 2012). The BCAT had an internal consistency reliability of
0.84 (Cronbach’s a based on standardised items) in the current study.

Statistical analysis

All statistical analyses were performed using SPSS. Descriptive statistics were
used to report participant demographics and cognitive levels. Contingency
tables, independent sample ttests and Pearson’s chi-square tests for inde-
pendence were used to compare subjects from the long-term care and
short-stay nursing home sub-samples to determine whether there were sign-
ificant differences in key demographic variables. These include age, gender,
marital status, education and race. Contingency tables and Pearson’s chi-
square tests for independence were also used to determine whether there
were significant differences in levels of cognitive functioning (normal,
MCI, mild dementia, moderate to severe dementia) between the long-term
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care and short-stay nursing home sub-samples. Cramer’s V, Phi and the odds
ratio were used to measure effect sizes for the chi-square tests for independ-
ence when appropriate. Differences in the classification of MCI sub-types
were also explored between the two sub-samples. A one-way multivariate
analysis of variance (MANOVA) was used to investigate mean differences
of BCAT and BCAT factor scores (CMF, ECFF). Partial eta-squared was
used to measure MANOVA effect sizes.

Results

A Pearson’s chi-square test for independence indicated that there was not a
significant association between gender and long-term care or shortstay
status, x*(1, 845) =1.17, p=0.28. Similarly, education was not significantly
different between the long-term care and shortstay nursing home residents,
x* (7, 322) =7.98, p=0.34. Race was also not significantly different between
the long-term care and short-stay nursing home residents, x*(5, 345) = 6.00,
p=0.31. Long-term care nursing home participants were not significantly
older (mean=78.85, standard deviation (SD)=11.57) than shortstay
nursing home patients (mean=380.92, SD=9.360), #(343)=—1.23, p=
0.22. Only marital status was significantly different between the long-term
care and short-stay nursing home residents, x*(4, $45) = 19.41, p=0.00.
The effect size, as estimated by Cramer’s V, was medium (¢.=0.24)
(Gravetter and Wallnau 2008; Lowry 2012). The long-term care nursing
home sub-group had a significantly greater proportion of single residents,
while the short-stay nursing home sub-group had a significantly greater
portion of married residents.

A contingency table of cognitive levels (normal, MCI, mild dementia,
moderate to severe dementia) by nursing home residential status (long-
term care, short stay) is reported in Table g. Based on BCAT scores, 78.9
per cent of the long-term care residents had dementia and 21.1 per cent
did not have dementia. Of the shortstay residents, 61.4 per cent had de-
mentia and 38.6 per cent did not have dementia based on BCAT scores.
A Pearson’s chi-square test for independence indicated that long-term
care and shortstay nursing home residents had significantly different
levels of cognitive functioning in general, x*(3, 345) =24.77, p=0.00.
The effect size, estimated by Cramer’s V, was medium to large (¢.=0.27)
(Gravetter and Wallnau 2008; Lowry 2012). At a more granular level, the
long-term care and short-stay nursing home residents significantly differed
in their proportions of MCI, mild and moderate to severe dementia at the
p<o.op level. Only the proportion of residents with normal cognition was
not significantly different between the two sub-samples. The short-stay
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TABLE g. Cross-tabulation of Brief Cognitive Assessment Tool (BCAT) cog-
nitive levels and resident status

Skilled nursing facility resident status

BCAT-identified cognitive level" Long-term Short-stay Total

No dementia 11 (45.8; 5.2)" 13 (54.2; 9.8)" 24 (7.0)

Mild cognitive impairment 34 (47.2; 16.0)" 38 (52.8; 28.8)" 72 (20.9)
Mild dementia 37 (50.7; 17.4)* 36 (49.3; 27.3)" 73 (21.2)
Moderate to severe dementia 131 (74.4; 61.5)" 45 (25.6; 54.1)° 176 (51.0)
Total 219 (61.7) 132 (38.3) 345 (100)

Notes: %°(3, 345) =24.77, p=0.00, ¢,=0.27. 1. Determined by participant BCAT scores.
Numbers in parentheses indicate: (row %; column %).

Significance level: Sub-categories with different superscript letters indicate column proportions
that are significantly different at the p<o.0p level.

TABLE 4. Descriptive statistics for Brief Cognitive Assessment Tool (BCAT)
and BCAT factor scores by resident status

Resident status and measures N Median Mean SD Range
Long-term:
BCAT 213 18.00 19.78 14.20 o047
CMF 213 5.00 6.08 4.98 o-15
ECFF 213 1.00 2.22 2.39 o7
Short-stay:
BCAT 132 $1.00 20.79 10.79 149
CMF 132 10.00 9.57 3.78 o-15
ECFF 131 4.00 3.42 2.41 o7

Notes: SD: standard deviation. CMF: Contextual Memory Factor. ECFF: Executive Control
Functions Factor.

nursing home sub-sample had a significantly greater proportion of residents
with MCI and mild dementia at the p<o.op level. The proportion of resi-
dents with moderate to severe dementia was significantly greater at the
p<o.op level for the long-term care nursing home sub-sample. Based on
an odds ratio, the odds of having moderate to severe dementia were 2.76
times greater for nursing home residents who were long-term care com-
pared to short stay.

A one-way MANOVA was conducted to explore the mean differences of
the BCAT and the BCAT factor scores between the long-term care and
shortstay nursing home residents. The BCAT and BCAT factor scores by
nursing home sub-group are presented in Table 4. There was a statistically
significant difference in BCAT scores between long-term care and short-stay
nursing home residents, I(1, §42) =46.84, p=0.00. Likewise, there was a
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statistically significant difference in CMF scores between long-term care and
shortstay nursing home residents, F(1, §42) = 46.49, p=o0.00. Finally, there
was a statistically significant difference in ECFF scores between long-term
care and shortstay nursing home residents, {1, §42) =20.47, p=0.00.
The effect sizes, calculated using partial eta-squared, for the differences in
BCAT, CMF and ECFF scores, were 0.12, 0.12 and 0.06, respectively.

Discussion

From the standpoint of cognitive functioning, the findings of the present
study support the view that short-stay and long-term care residents differ
in their deficits and preserved strengths. Looking at general cognition
based on BCAT scores, short-stay residents have significantly higher cogni-
tive functioning than long-term care residents, although both groups can
be described as having high prevalence of cognitive deficits. Based on
BCAT scores, 79 per cent of the long-term care residents had dementia
compared to 61 per cent for shortstay residents. Our finding that 79 per
cent of long-term care residents have dementia is notably higher than pre-
viously reported (Magaziner et al. 2000; Mansbach, Mace and Clark 2014).
We offer two possible explanations for this difference. First, we used the
BCAT, which has demonstrated excellent utility in differentiating MCI
and dementia (Mansbach, MacDougall and Rosenzweig 2012; Mansbach,
Mace and Clark 2014), whereas many previous studies have used screening
tools that may be less sensitive to identifying specific cognitive levels.
Second, many of the previous studies have blended long-term care and
shortstay residents, possibly obscuring actual differences between the two
nursing home sub-populations.

The shortstay sub-sample had a mean BCAT score that is ten points
higher than the mean score for the long-term care group. In comparing
the short-stay and long-term care sub-groups, cognitive status stands out as
a key variable because most of the demographic characteristics (age, educa-
tion, race) did not differ in the present sample. Only marital status was
found to be significantly different, with a significantly greater proportion
of single residents in long-term care and married residents receiving
short-stay services. This was not surprising, as marital status, in the context
of family structures, has been identified as a potential buffer against place-
ment in long-term care (Noél-Miller 2010).

At a more granular level, both groups demonstrate a high occurrence of
memory and executive deficits, as measured by the CMF and ECFF scores,
respectively. However, shortstay residents function cognitively better in
terms of both domains than their long-term care peers. Furthermore,
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short-stay residents are more likely to have MCI and mild dementia, whereas
long-term care residents are more likely to have moderate and severe de-
mentia. This is consistent with the odds ratio, which estimates that moderate
to severe dementia is almost three times more frequent for nursing home
residents who are long-term care as compared to short stay. This has particu-
lar relevance for long-term care residents, because those with moderate and
severe dementia may have difficulties communicating their needs and par-
ticipating in care decisions. Therefore, it is very important that facilities
ensure that family, friends and other social supports be integrated into
person-centred decisions. At the same time, nursing facility staff should
make every effort to include long-term residents in care decisions, but
may need to work diligently and patiently to ensure that these residents
do indeed have a voice in their care.

Both short-stay and long-term care residents had relatively low propor-
tions of residents with normal cognition. The finding that short-stay resi-
dents typically have cognitive deficits is important, not only from a
person-centred care perspective while they are in the nursing home, but
this also has implications for when they leave. Discharge planners should
be particularly mindful that short-stay residents with cognitive impairment
have increased risks of incident disabilities and subsequent functional
declines (Dodge et al. 2005). Since communication of cognitive status is a
critical variable in the success of care transitions (Snow et al. 2009), facility
staff have a unique and important opportunity to impact post-nursing home
care positively through sharing information about the cognitive functioning
of discharged residents.

Generally, US nursing homes do not routinely utilise cognitive measures
that are sensitive to the full spectrum of cognitive functioning levels. Yet, this
study underscores the importance of utilising instruments that accurately
identify specific cognitive levels (i.e. normal, MCI, mild dementia, moderate
dementia, severe dementia). At the same time, our results reveal that long-
term care and shortstay residents cognitively function quite differently from
one another. Certainly facilities and clinicians who utilise instruments that
are sensitive to the cognitive continuum are in a better position to optimise
care decisions that are affected by cognitive status for both short-stay and
long-term care residents.

Nursing home employees have difficult jobs. This is particularly the case
for frontline workers such as nursing and personal care aides, who often
work long hours, are prone to job-related injuries and are poorly paid
(Deutschman 2000; Zimmerman et al. 2005). Furthermore, stress asso-
ciated with, and negative attitudes towards, residents with dementia can
undermine person-centred care (Zimmerman et al. 2005). The success of
person-centred care largely depends on the quality of the relationships
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between workers and residents (Kitwood 19g7). Therefore, a critically im-
portant target for improving care is to invest in the people who provide it.
There is empirical evidence that attitudes towards residents with cognitive im-
pairment and skills for taking care of them can be improved through staff
training (Gurnik and Hollis-Sawyer 2003; McKenzie and Peragine 2003).
For both shortstay and long-tem care residents, person-centred care will
likely be better in facilities that value training, especially training in dementia
care (Zimmerman et al. 2005). We recommend, based on our findings, that
training emphasises improving communication patterns, particularly as they
pertain to residents with moderate to severe dementia. Certainly communi-
cation is a two-way process. However, residents with significant cognitive
deficits often have difficulty both processing communication from front-
line staff as well as making their needs understood. In working with
persons with more severe dementia, especially long-term care residents
who are most likely to have severe cognitive deficits, staff are reminded to
use short phrases, start questions with the main point (avoid ‘left-branching’
statements), minimise background noise and use repetition strategies.
There are limitations to the present study that bear consideration. While
the BCAT has demonstrated strong validity and reliability in previous re-
search, it is a unitary test that was administered by facility staff. We did
not rely on clinician-administered comprehensive cognitive evaluations,
which may have produced somewhat different occurrence rates of cognitive
impairment. Whereas the resident participants in this study were randomly
selected, the participating facilities were not. Facilities were contacted and
asked if they wanted to participate in this research. Perhaps these facilities
were more motivated to improve person-centred care than non-participat-
ing facilities. While we included participants with severe dementia, residents
with medical or psychiatric impairments too severe to complete the cogni-
tive assessment were excluded. This could have skewed the results of our
population-based study towards more cognitively competent residents.
Random selection and lenient eligibility criteria were used to enhance the
generalisability of our findings to residents in skilled nursing facilities with
severe impairments. Despite these limitations, enhanced understanding of
the cognitive functioning of both shortstay and long-term care residents
offers an opportunity for all facility staff to impact resident care positively.

Acknowledgements

Special thanks to The Beacon Institute and the Maryland Office of Health Care
Quality (OHCQ) for their support of this research. Data for the present study
were collected, and procedures approved, as part of a grant (‘Improving

https://doi.org/10.1017/50144686X15000926 Published online by Cambridge University Press


https://doi.org/10.1017/S0144686X15000926

12 William E. Mansbach et al.

Dementia Care Through Improved Assessment Practice’) awarded to the Beacon
Institute by the Maryland OHCQ, who regulate nursing facilities in the state. The
Beacon Institute obtained grant funding, assisted in the study design, and aided fa-
cility and participant recruitment. W. E. Mansbach is the principle investigator,
designed the study, assisted with data interpretation, and wrote the Introduction
and Discussion sections. R. A. Mace assisted with the design of the study, supervised
data collection, analysed and interpreted the data, and wrote the Method and
Results sections. K. M. Clark assisted with the study design, supervised data collec-
tion, and assisted with the reviewing/revising of the manuscript. I. E. Firth obtained
grant funding, and assisted with the study design and the reviewing/revising of the
manuscript. All authors read and approved the final paper and are aware of its sub-
mission. There are no conflicts of interest.

References

Administration for Community Living 2014. Guidance for Implementing Standards for
Person-centered Planning and Self-direction in Home and Community-based Services
Programs. Available online at http://www.acl.gov/Programs/CDAP/OIP/docs/
2402-a-Guidance.pdf [Accessed 17 December 2014].

Cahill, S., Diaz-Ponce, A. M., Coen, R. F. and Walsh, C. 2010. The underdetection of
cognitive impairment in nursing homes in the Dublin area. The need for on-going
cognitive assessment. Age and Ageing, 39, 1, 128-31.

Department of Health and Human Services, Centers for Medicare & Medicaid
Services 2018. Nursing Home Data Compendium (2013 Edition). Available online at
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification / Certification
andComplianc/downloads/nursinghomedatacompendium_xso8.pdf.

Deutschman, M. 2000. What you hear when you listen to staff. Nursing Homes Long
Term Care Management, 49, 6, 37—43.

Dodge, H.H., Kadowaki, T., Hayakawa, T., Yamakawa, M., Sekikawa, A. and
Ueshima, H. 2005. Cognitive impairment as a strong predictor of incident disabil-
ity in specific ADL-IADL tasks among community-dwelling elders: the Azuchi
Study. The Gerontologist, 45, 2, 222-30.

Gaugler, J.E., Ascher-Svanum, H., Roth, D.L., Fafowora, T., Siderowf, A. and
Beach, T.G. 2013. Characteristics of patients misdiagnosed with Alzheimer’s
disease and their medication use: an analysis of the NACC-UDS database. BMC
Geriatrics, 13, 137, 1-23.

Grabowski, D. C,, Elliot, A., Leitzell, B., Cohen, L. W. and Zimmerman, S. 2014. Who
are the innovators? Nursing homes implementing culture change. The
Gerontologist, 54, supplement, S65—75.

Gravetter, F. and Wallnau, L. 2008. Essentials of Statistics for the Behavioral Sciences.
Sixth edition, Thomas Wadsworth, Belmont, California.

Gurnik, M. and Hollis-Sawyer, L. 2003. Empowering assisted living frontline care
staffs to better care for Alzheimer’s and dementia residents. Ageing International,
28, 1, 82—97.

Kitwood, T. 1997. Dementia Reconsidered. Open University Press, Bristol, Pennsylvania.

Lowry, R. 2012. Concepts & Applications of Inferential Statistics. Available online at
http://vassarstats.net/textbook/ [Accessed 17 December 2014].

MacDougall, E. E., Mansbach, W. E., Clark, K. M. and Mace, R. A. 2015. The Brief
Cognitive Assessment Tool (BCAT): cross-validation in a community dwelling
older adult sample. International Psychogeriatrics, 277, 2, 243—50.

https://doi.org/10.1017/50144686X15000926 Published online by Cambridge University Press


http://www.acl.gov/Programs/CDAP/OIP/docs/2402-a-Guidance.pdf
http://www.acl.gov/Programs/CDAP/OIP/docs/2402-a-Guidance.pdf
http://www.acl.gov/Programs/CDAP/OIP/docs/2402-a-Guidance.pdf
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/downloads/nursinghomedatacompendium_508.pdf
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/downloads/nursinghomedatacompendium_508.pdf
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/downloads/nursinghomedatacompendium_508.pdf
http://vassarstats.net/textbook/
http://vassarstats.net/textbook/
https://doi.org/10.1017/S0144686X15000926

Nursing home cognitive functioning comparison 1§

Magaziner, J., German, P., Zimmerman, S.I., Hebel, J.R., Burton, L., Gruber-
Baldini, A. L., May, C. and Kittner, S. 2000. The prevalence of dementia in a state-
wide sample of new nursing home admissions aged 65 and older: diagnosis by
expert panel. Epidemiology of Dementia in Nursing Homes Research Group.
Gerontologist, 40, 6, 663—72.

Mansbach, W. E., MacDougall, E. E. and Rosenzweig, A. S. 2012. The Brief Cognitive
Assessment Tool (BCAT): a new test emphasizing contextual memory, executive
functions, attentional capacity, and the prediction of instrumental activities of
daily living. Journal of Clinical and Experimental Neuropsychology, 34, 2, 183—04.

Mansbach, W.E., Mace, R. A. and Clark, K. M. 2014. Differentiating levels of cogni-
tive functioning: a comparison of the Brief Interview for Mental Status (BIMS) and
the Brief Cognitive Assessment Tool (BCAT) in a nursing home sample. Aging and
Mental Health, 18, 7, g21-8.

McKenzie, C.S. and Peragine, G. 2003. Measuring and enhancing self-efficacy
among professional caregivers of individuals with dementia. American Journal of
Alzheimer’s Disease & Other Dementias, 18, 5, 291—9.

Noél-Miller, C. 2o10. Spousal loss, children, and the risk of nursing home admission.
Journals of Gerontology: Psychological Sciences and Social Sciences, 65B, 3, 370-80.

Rahman, A. N. and Schnelle, J. F. 2008. The nursing home culture-change movement:
recent past, present, and future directions for research. The Gerontologist, 48, 2, 142-8.

Sloane, S. D., Hoeffer, B., Mitchell, C. M., McKenzie, D. A., Barrick, A. L., Rader, J.,
Stewart, B.]., Talerico, K. A., Rasin, J. H., Zink, R.C. and Koch, G.G. 2004.
Effect of person-centered showering and the towel bath on bathing-associated ag-
gression, agitation, and discomfort in nursing home residents with dementia: a
randomized, controlled trial. Journal of American Geriatric Society, 52, 11, 1795-804.

Snow, V., Beck, D., Budnitz, T., Miller, D. C., Potter, J., Wears, R. L., Weiss, K. B,,
Williams, M. V. and Williams, M. V. 2009. Transitions of Care Consensus policy
statement: American College of Physicians, Society of General Internal
Medicine, Society of Hospital Medicine, American Geriatrics Society, American
College of Emergency Physicians, and Society for Academic Emergency
Medicine. Journal of Hospital Medicine, 4, 6, $64—70.

Williams, J., Hadjistavropoulos, T., Ghandehari, O. O., Yao, X. and Lix, L. 20193. An
evaluation of a person-centred care programme for long-term care facilities.
Ageing & Sociely, 35, 3, 457-88.

Zimmerman, S., Williams, C. S., Reed, P. S., Boustani, M., Preisser, J. S., Heck, E. and
Sloane, P. D. 2005. Attitudes, stress, and satisfaction of staff who care for residents
with dementia. The Gerontologist, 45, supplement 1, g6-105.

Accepted 20 July 2015; first published online 1 October 201 5
Address for correspondence:
William E. Mansbach,
Mansbach Health Tools, LLC,
P.O. Box go?, Simpsonville,
MD 21150, USA

E-mail: wmansbach@thebcat.com

https://doi.org/10.1017/50144686X15000926 Published online by Cambridge University Press


mailto:wmansbach@thebcat.com
https://doi.org/10.1017/S0144686X15000926

	A comparison of cognitive functioning in long-term care and short-stay nursing home residents
	Introduction
	Methods
	Participants
	Skilled nursing facilities
	Procedure
	Measures
	The Brief Cognitive Assessment Tool (BCAT)

	Statistical analysis

	Results
	Discussion
	Acknowledgements
	References


