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Title

Complementary Therapy for Advanced Dementia Palliation in Nursing Homes

Abstract

- Purpose 
This paper reports on an action research study that aimed to collaboratively develop 
a complementary therapy care intervention to augment palliative care choices 
available to nursing home residents with advanced dementia.

- Design/Methodology/Approach 
An action research design was adopted that consisted of a series of action cycles 
involving collaborative exploration, problem solving planning, development and 
evidence gathering. A combination of mixed methods were used when gaining data 
at the different stages including face to face delivered questionnaires, observational 
notes, focus groups, and the objective measure of the Neuropsychiatric Inventory 
adapted for Nursing Homes (NPI-NH).

- Findings 
Care home staff and relatives considered the use of Complementary Therapy to be a
helpful intervention promoting that it can reduce a sense of loneliness and provide
companionship  for  residents  experiencing  distress. Analysis  of  NPI-NH  scores
showed a reduction in presenting neuropsychiatric behaviours associated with stress
and distress.

- Research limitations/implications
Differing levels of participant group engagement may affect this study’s findings as it 
was noted that care home staff provided a fuller contribution to the project in 
comparison to relatives. 

- Practical implications 
Implementation guidance is needed when implementing complementary therapy 
within nursing home practice to promote consistency and successful integration of an
intervention that is not provided as routine care. 

- Originality/value 
The findings  of  this  study are  encouraging and  demonstrate  the  acceptability  of
complementary  therapies  to  residents  with  advanced  dementia,  where  positive
impacts on otherwise difficult to address dementia symptoms related to stress and
distress are highlighted.

INTRODUCTION

Dementia is an international public health priority, which places high demands on
long- term care services in terms of both demand and the complexity of care. The
policy  imperative  is  to  provide  integrated  health  and  social  care  that  is  person-
centred and evidence informed, mindful of the relationships within care and caring.
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For people with advanced dementia integrated long-term care, would ideally include
access to specialist palliative care (Murphy et al 2016; Tolson et al., 2017). Although
there  is  increasing  awareness  of  the  need  for  advanced  dementia  palliation,
inequalities  exist  when  compared  to  conditions  such  as  diabetes  and  cancer
(Keohane and Petrie, 2019, Alzheimer Scotland 2019). An opportunity exists within
care  home  practice  to  address  some  of  this  inequity  by  providing  non-
pharmacological  interventions  with  the  potential  to  provide  comfort  and  alleviate
advanced dementia related stress and distress (Palmer et al., 2018; Van der Steen,
2014). This is important as most care home residents with advanced dementia will
experience  dementia  related  stress  and  distress.  Current  guidance  is  to  avoid
inappropriate  prescribing  of  antipsychotic  medications when  managing
neuropsychiatric symptoms such as agitation and depression (Mulders et al 2016;
Moyle et al., 2017).

Complementary  Therapies  such  as  the  three  listed  below,  have  potential  within
dementia palliation as they can promote comfort and a sense of calm and could be
administered within the care home environment:

- Body Massage including variations such as simple hand and arm, back, or
lower leg and foot massage as informed by Beckman and Quesne (2005)

- Aromatherapy  in  the  form  of  inhalations,  compresses  and  as  an
accompaniment to the described forms of body massage influenced by Rhind
(2012) 

- Reflexology standard sessions informed by Crane (2012)  

Complementary therapies of this nature have long been used in the palliative care
setting (Macmillan Cancer Support, 2011) and as discussed by Tolson and Mitchell
(2019),   can  be  viewed  as  both  a  caring  sensory  intervention  and  a  form  of
meaningful activity for people with advanced dementia. 

The evidence for the use of complementary therapy for individuals with dementia is
mainly  anecdotal  with  a small  number  of  published research studies  (Wiles  and
Broker,  2019).  Systematic  reviews  of  the  use  of  complementary  therapy  with
dementia  demonstrate  variability  in  efficacy  (Wu  et  al.,  2017).  Mitchell  (2018)
highlights that the existing research literature focusses on either pain relief or the
specific  neuropsychiatric  symptom  of  agitation.  The  common  data  collection
measure used is the Cohen Mansfield Agitation Inventory (CMAI) (Cohen-Mansfield,
1991)  (Margenfeld  et  al.,  2019)  that  relies  on  observable  characteristics  of  a
behaviour that cause distress for a caregiver, where other subtle neuropsychiatric
behaviours that cause the individual with dementia distress can be difficult to detect
and may be overlooked. Agitation is only one neuropsychiatric symptom among an
array  of  others  including  depression,  aggression,  apathy,  delusions,  and
hallucinations (Hu et al., 2015). 
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This paper reports an action research study that aimed to collaboratively develop a
complementary  therapy  care  intervention  to  augment  palliative  care  choices
available to nursing home residents with advanced dementia (Mitchell 2018).  

METHODS

Design

Action Research has been described as a strategy that engages researchers and
participants  within  a  community  and  co-generative  process  (Greenwood,  2007).
Participation, partnership and collaboration are central tenets (Reason and Bradbury,
2013, 2001). This reported action research study adopted the mutual collaborative
approach  (Holter  and   Schwartz-Barcott,  1993)  whereby  the  researcher  and  the
participants worked collaboratively to explore and solve practice based challenges
and  issues  which  emerged  as  they  sought  to  understand  the  potential  of
complementary therapies and how to use them within  the care of residents with
advanced dementia.    

Once  they  had  determined  both  the  potential  acceptability  of  selected
complementary  therapies  and  had  prepared  a  person-centred  administration
protocol,  a  small  number  of  individual  resident  case  studies  were  prepared  and
influenced  by  the  work  of  Yin  (2014).  The  findings  of  these  case  studies  with
reference  to  impact  on  neuropsychiatric  behaviours  are  the  focus  of  this  paper,
which is contextualised within the fuller mixed method action research project.   

Study Aim

The aim of this study was to;

‘Collaboratively  introduce and explore  the  contribution  of  complementary  therapy
within the care of nursing home residents experiencing later stages of dementia’.

As is typical of action research, the study was undertaken in a series of action cycles
involving  collaborative  exploration,  problem  solving  planning,  development  and
evidence gathering. Working collaboratively with residents, visiting family and friends
(VFF)  and  care  home  staff  (CHS),  the  acceptability  of  different  complementary
therapy interventions was  explored,  alongside  development  for  an  administration
protocol to tailor selected interventions to the preferences of individual residents. The
emergent intervention protocol was then tested using a mixed methods approach
including qualitative and quantitative methods within resident centred case studies
(Mitchell 2018). 

Two  action  cycles  were  conducted  within  two  comparable  independent  sector
nursing homes (A & B) from different organisations. Nursing Home A was recruited
based on existing professional relationships with the Nursing Home manager, where
a keen interest to be involved in research was expressed. Nursing Home B was
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recruited  based  on  similarities  to  the  first  Nursing  Home  where  there  were  no
existing relationships. The nursing homes were of similar size in terms of resident
numbers, where each independent unit within either home resided 20 residents.

Participants Eligibility

To be an eligible member of CHS, individuals had to be permanent employees in a
caring  role  (full  or  part  time)  of  the  care  organisations.  To  be  considered  as  a
member of VFF, family or friends were required to have regular contact with the
residing residents defined as a minimum of once per fortnight.  Resident eligibility
required a diagnosis of dementia and for the condition to be advanced. This was in
addition to  a  minimum residency period of  one month.  Both  participating  homes
believed that a period of one month was ‘usually’ enough time for a new resident to
settle.  

Ethical Considerations

Ethical  approval  was  secured  from  [INSERT  ETHICS  COMMITTEE  NAME]
committee and  [INSERT ETHICS COMMITTEE NAME]. Management permissions
were also obtained from the providers and respective nursing home managers when
accessing both sites. 

For CHS and VFF, a standard consent process was adopted whereby participants
were  provided  with  information  before  being  asked  to  provide  written  consent.
However, when accessing and gaining consent on behalf of the residents involved in
this  research  study,  there  was  a  crucial  point  to  address,  because  all  of  the
participants  lacked  the  capacity  to  make  the  decision  about  whether  or  not  to
participate  in  research.  Further  details  on  the  ethical  considerations  within  this
project are discussed at length elsewhere because as discussed in relation to the
Adults  with  Incapacity  (Scotland)  Act  2000,  incapacity  is  not  an  ‘all  or  nothing’
concept where one should not assume that because someone lacks capacity that
they  are  now  no  longer  able  to  make  any  decisions  by  themselves.  In  brief,  a
twostep process was followed where written consent was obtained from the welfare
guardian or nearest relative for the purposes of research, where assent was further
gained directly from the resident via verbal (if possible) or non-verbal cues. 

CYCLE 1 

Cycle 1 was undertaken in Nursing Home A and was considered as the preparatory
cycle that was concerned with laying foundations and building a preliminary evidence
base.  This  included  exploring  the  views  of  CHS  and  VFF  through  face-to-face
structured interviews to determine perceived acceptability and possible uses of three
complementary therapies namely, Body Massage, Aromatherapy and Reflexology.
Doing this provided a foundation and insight on how to move forward in a way that
was inclusive of the multiple perspectives within a care home community. 
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 Five residents were recruited to test the intervention using person centred case
studies. These case studies were based on two theoretical propositions: 

 It is possible to provide person-centred complementary therapy interventions
tailored to individual preferences within nursing home practice.  

 Individualised complementary therapy has the potential  to make a positive
contribution to the care of residents with later stage dementia.

A  selection of complementary therapies was introduced within the residents care
plans providing a 30-60 minute long intervention, 2-3 times per week over 14 weeks.
Residents  were  actively  encouraged  to  select  their  intervention  (if  possible).
Complementary therapy consultation records detailing  the intervention session and
any  modifications  to  the  individualised  protocol  in  the  moment  of  care,  were
recorded.  In the first 30 minutes immediately following the intervention, staff were
asked to note their own observations of resident behaviour adding to the consultation
records.  Relatives  were  invited  to  provide  written  feedback  on  a  weekly  basis
reflecting on their thoughts about the impact, if at all, of the complementary therapy
interventions sessions that their relative was receiving. 

In addition to the therapist, staff and family views, the objective measurement tool of
the Neuropsychiatric Inventory adapted for Nursing Homes (NPI-NH) was completed
on a fortnightly basis by a trained nurse within the study site. The NPI-NH provides a
brief  assessment  of  neuropsychiatric  symptomatology  in  clinical  practice  settings
where observed changes in the NPI-NH scores were indicative of intervention impact
at an individual resident level. The version used in the study has been modified for
its  specific  use  in  extended  care  facilities  that  care  for  residents  with  dementia
(Wood et al., 2002). 

At  the  end  of  Cycle  1,  the  experience  and  the  practicalities  of  introducing
complementary  therapy  for  individual  residents  was explored  with  CHS during  a
recorded focus group, and by individual telephone interviews with VFF. 

CYCLE 2

Cycle 2, conducted in Nursing Home B, built upon the findings and lessons learned
from the first  action cycle.  This new complementary therapy naïve nursing home
community allowed us to further explore implementation lessons and to repeat the
case studies to gain a better understanding of the impact on individual residents.      

As action research is by nature emergent and negotiated, we began Cycle 2 by
sharing findings from the first study home via a focus group with CHS. This focus
group  additionally  had  the  purpose  of  co-constructing  a  set  of  implementation
principles to prepare for the case studies. A brief  questionnaire was prepared to
capture views of staff who had been unable to participate in the focus group.  As
relationships between the researcher and care home community were developed the
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VFF and CHS requested taster sessions for themselves so that they could better
understand how it felt  to receive the different therapies. They felt this experience
would better equip them to contribute to choices about which therapies the residents
may  benefit  from and how they  might  be  tailored  towards an  individual’s  needs
should that person not be able to verbalise or make known their own preferences.
Following  this  preparatory  work,  and  with  minor  refinement  to  the  administration
protocol  to  capture  staff  and  family  views  about  resident  potential  intervention
preferences,  residents  were  recruited  to  participate  in  case  studies  using  the
previously described case study methods.  

RESULTS

Cycle 1 Findings

When exploring CHS and VFF perceptions on the use of complementary therapy in
nursing homes, 13 CHS and 8 VFF completed face to face structured interviews.
These highlighted that both groups perceived the use of the three complementary
therapy interventions to be acceptable in care homes for individuals experiencing
later  stages of  dementia.  This  was under  the  proviso  that  when considering the
implementation of complementary therapy that the interventions can be adapted to
an individual’s needs and circumstances, and reflect individual residents’ wants and
wishes, whilst at all times respecting their dignity. 

Mindful of these perceptions, five individual case studies were developed. Residents
who met the eligibility criteria as outlined in the participant eligibility section were
recruited  with  the  involvement  and  support  of  CHS,  VFF  following  an  ethically
approved process. 

Table  1  provides  an  overview  of  the  included  resident  characteristics  and
interventions that were received within Nursing Home A.  

[INSERT  TABLE  1:  CYCLE  1  RESIDENT  CHARACTERISTICS  AND
INTERVENTION OVERVIEW]

The individual  and group NPI-NH scores that  were recorded in Nursing Home A
during the case study period can be seen in Figure 1. Group scores were calculated
on the mean average of all included residents. 

[INSERT FIGURE 1: NURSING HOME A: NPI-NH RESULTS]



Journal of Integrated Care

The 1st,  2nd and 3rd NPI-NH’s recorded display the residents’ symptoms over a 6-
week period  before  any complementary  therapy intervention  was introduced into
their weekly care plan.  On completion of the 3rd NPI-NH, Interventions were then
introduced into said plans and given 4 weeks to become embedded. The NPI-NH
was then completed again every 2 weeks for another 6 weeks, accounting for the 4 th,
5th and 6th NPI-NH. 

In relation to the grouped resident NPI-NH results, there is a clear distinction in the
NPI-NH scores,  where  residents’  scores  have reduced,  demonstrating  a  positive
sign.  However,  towards the  end  of  the  complementary  therapy  interventions the
scores begin to rise. This gives the indication that potentially the complementary
therapy interventions have a time frame where when the residents’ become familiar
with the therapy, the effects begin to reduce. Comparing the first NPI-NH average
with the last, there is still a large difference in the presence of behaviour as recorded
via the scores. All residents who experienced a change in behaviour, experienced a
positive one, whereby scores were reduced. 

Over the duration of the intervention phase, 31 comments were made on the 57
interventions that were provided to residents by CHS.  The majority of the comments
point to the intervention having a positive impact, where several words continuously
reappear such as ‘relaxed’ ‘settled’, and ‘content’. However, on very few occasions, it
was noted that the intervention did not make a difference. Only two comments were
offered from VFF. These member of VFF believed the residents’ enjoyed receiving
the intervention. However, it was also noted from both comments that VFF did not
see any noticeable differences in their relative’s overall behaviour. 

When reflecting on the experiences and practicalities of the case study process, 5
CHS participated in a focus group and 3 VFF via individual telephone interviews.
Both groups reflected that the one to one time that residents were receiving during
these  interventions  were  a  major  benefit  to  the  process,  with  staff  additionally
commenting that some of their work pressures were relieved due to the additional
support  being  provided  to  residents.  A  criticism  included  that  VFF  felt  the
communicative  dialogue  between  staff  and  themselves  could  have  been  better
concerning the complementary therapy interventions providing a possible reason for
poor VFF engagement.

Cycle 2 Findings

In Nursing Home B, 10 CHS collaboratively worked with the summary script detailing
the findings from Nursing Home A and co-constructed principles of implementation.
This equated to 5 CHS during the initial focus group and an additional 5 CHS via the
additional  questionnaire.   The  agreed  principles  were  that  the  complementary
therapist should. 
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 Take a holistic view by acknowledging the whole person rather than just the
symptoms presented.  

 Be flexible in their approach and respond to an individual’s needs.  

 Work collaboratively with CHS, VFF, and residents,  to promote successful
implementation.  

 Be  transparent  and  provide  feedback  on  the  complementary  therapy
interventions to both CHS and VFF.  

 Be  appropriately  qualified  when  administering  and  undertaking  the
complementary therapy interventions. 

These principles of implementation would be the foundation for any nursing home to
consider when introducing complementary therapy into the environment.

Mindful of the principles of implementation, ten residents were recruited to participate
in  further  individual  case  studies.  Table  2  provides  an  overview of  the  included
resident characteristics and interventions that were received within Nursing Home B. 

[INSERT  TABLE  2:  CYCLE  2  RESIDENT  CHARACTERISTICS  AND
INTERVENTION OVERVIEW]

The individual  and group NPI-NH scores that  were recorded in Nursing Home B
during the case study period can be seen in Figure 2. Group scores were calculated
on the mean average of all included residents.

[INSERT FIGURE 2: NURSING HOME B: NPI-NH RESULTS]

The 1st NPI-NH acted as the baseline for resident’s symptoms. On completion of the
1st,  Interventions  were  then  introduced  into  the  resident’s  weekly  care  plans  for
approximately 10 weeks. Resident K’s data was excluded from the result because
the resident sadly died during the study period. Resident L’s data has also been
excluded from the grouped resident NPI-NH results because of unusually high NPI-
NH scores. Nursing staff made the researcher aware that Resident L was potentially
experiencing an episode of delirium throughout the process due to a Urinary Tract
Infection. Residents G, L, O and P had a delay to starting the NPI-NH recording
process where they were approximately 2 weeks behind, resulting in only 4 NPI-NH
results being recorded. The grouped resident NPI-NH figure therefore only displays
four averaged NPI-NH points for all included residents as opposed to five. 

There is a clear indication that the complementary therapy intervention has impacted
on the neuropsychiatric behaviours presented by residents in a positive way. From
the first NPI-NH completed in comparison to the last, only one resident (Resident L)
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experienced  an  increase  in  their  presenting  behaviours.  As  highlighted,  this
unusually high score could have been caused by other health issues. 

Over the duration of the intervention phase, 21 comments were made on the 118
interventions  that  were  provided  to  residents  by  CHS  at  fortnightly  intervals  as
opposed to the previous cycles 30-minute post observation.  From the responses
given,  it  becomes clear that residents seemed to enjoy and welcome having the
intervention. Similar words from the previous cycle continuously reappear such as
‘relaxed’ ‘comforting’, and ‘attention’. Only one comment was made from VFF which
described  the  intervention  as  mentioning  also  that  the  family  believed  that  the
intervention had increased the resident’s overall quality of life.

DISCUSSION

The study has found that it was possible to introduce complementary therapy into the
care of nursing home residents with advanced dementia in ways that were reflective
of  individual  preference and choice.  For participating residents,  this  innovation in
care  appeared  to  be  welcome  and  associated  with  observable  benefits  as
demonstrated through a reduction in neuropsychiatric symptoms reflected in NPI-NH
scores and perceived benefits through a sense of companionship that offset feelings
of loneliness. Given that these benefits were evident from interventions delivered on
average  twice  weekly  over  30-60  minutes,  these  findings  are  encouraging  and
indicative of the potential of complementary therapy within advanced dementia care
palliation. These findings align to the policy rhetoric worldwide where national and
international organisations are calling for the development of evidence-based non-
pharmacologic interventions for people with dementia, with the aims of supporting
those experiencing neuropsychiatric symptoms, stimulating cognitive function, quality
of life (World Health Organisation, 2015).

The NPI-NH results taken in isolation should be interpreted with caution because it
was never fully considered in this study as a standalone outcome measure. The NPI-
NH itself requires commitment to a longer period as well as a larger sample to have
any significant impact on the results. However, nursing staff who completed the NPI-
NH were trained and provided with information on how to use the measurement tool
in  practice.  In  addition  to  this,  all  NPI-NH  scores  for  individual  residents  were
provided from one member of nursing staff (one rater per resident). This promoted
the inter-reliability of scores because of consistency in the information provided to
staff  across  homes,  and  consistency  in  scores  being  recorded  for  residents,
removing differences of opinions from each member of nursing staff. As discussed in
(Iverson et al., 2002), a point to be mindful of is that a beneficial clinically meaningful
change in the Neuropsychiatric Inventory has been defined as plus or minus 9 points
in an individual residents score. As some residents in this study did not have a score
of above 9 at baseline suggests that their score has had no significance overall.
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However, the NPI-NH scores taken in tandem with other data sets in the individual
resident  case  studies  are  seen  as  a  useful  objective  and  practical  indicator  to
demonstrate the potential of complementary therapy impacting on neuropsychiatric
behaviours related to dementia. 

The objectivity of using the NPI-NH was considered superior to reliance on staff’s
subjective  views  about  the  impact  of  the  intervention  with  individual  residents.
Therefore, it is reasonable to speculate that an improvement in NPI-NH scores is
indicative of a satisfactory or good experience of care. 

The NPI-NH was acceptable to use with the nursing staff in this environment as they
were involved when selecting which objective measure to use within practice.

Loneliness and Companionship

When identifying and selecting residents to participate in the case studies within both
nursing homes, both companionship and loneliness were considered key factors that
influenced CHS and VFF decision-making. In total, nine out of the fifteen residents
across  both  homes  were  recruited  with  the  primary  reason  being  related  to
loneliness  and  companionship.  Varying  reasons  such  a  lack  of  family  or  friend
visitation, or a need for more one to one time were noted. Other reasons included,
four being identified as participants due to staff feeling they may help behavioural
symptoms, one recruited due to likelihood of enjoyment from therapy, and one for
supporting mobility issues. In this study it was not clear if this was a consequence of
not understanding the intended therapeutic benefit of complementary therapy, or an
insightful  recognition  of  the  link  between  a  comforting  experience,  a  sense  of
wellbeing, connecting and human contact that is central to complementary therapy.
As discussed in the literature, feelings of loneliness may lead to stress because of
the absence of social  integration (Burke and Segrin,  2014).  Loneliness itself  has
been shown to affect  quality of  sleep, reduce immune system effectiveness, and
increase stress responses (Masi et al., 2011). It could therefore have been possible,
that CHS and VFF may have additionally linked the need for residents to have social
integration  of  this  form  in  their  care  plans.  These  contributing  factors  were  not
originally  considered  because  the  literature  that  was  reviewed  in  terms  of  non-
pharmacological interventions moved towards reducing medications, stress, distress,
pain  and  dementia-related  behaviour  (Wilfling  et  al.,  2015;  Payne  et  al.,  2012;
O’Brien et al., 2011). However, the alleviation of loneliness and isolation is a major
priority that is likely to remain high on the policy agenda with an ageing population
(Grant,  2016)  and potentially  should be considered when considering the use of
these interventions. 

From the surrounding literature on loneliness and social isolation, what we currently
know is that it is a common issue among older people and those in palliative care
(Perissinotto  et  al.,  2019;  Golden  et  al.,  2009),  is  a  growing  concern  to  society
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(Holwerda et al., 2016) and is strongly associated with adverse health effects such
as depression, physical impairment, quality of life, cognitive decline and increased
mortality (Theeke, 2010). Gierveld et al (2016) further add that in the past decade,
the several reviews of the effectiveness of loneliness interventions that have been
published  repeatedly  arrive  at  the  conclusion  that  few  existing  interventions
successfully reduce loneliness and social  isolation. Additionally, to date, no study
has looked at complementary therapy in relation to loneliness and social isolation or
providing comfort. There is a lack of deep understanding of the nature of loneliness
and based on the findings and experience gained in this study as well as existing
literature, it would suggest that this is particularly true for nursing home residents
experiencing advanced dementia, and those in palliative care (Victor, 2012). 

The data sets across both nursing homes had also highlighted that the predominant
choice of intervention was variations of massage where there is a need for physical
contact. This is possibly the residents’ own way of expressing a need for human
contact and connection. It is important to appreciate that just a decade ago, the role
of touch in nursing was often only associated with tasks related to delivering physical
care or clinical procedures (Dean et al., 2017). Touch has already been recognised
as an integral part to communicating care, comfort and compassion and evidence is
growing  of  its  importance  within  the  patient  experience  (Bensing  et  al.,  2013;
Deledda et al., 2013), however, this study highlights that although literature might
recognise the importance of touch, in practice its use is variable as is awareness of
its therapeutic potential.  

IMPLICATIONS

Research Limitations

A limitation that may affect the findings from this study might be the differing levels of
participant group engagement. This study was intended to be a collaborative project,
achieving shared project decision making and planning with CHS and VFF from both
participating nursing homes. This has not been the case because the CHS provided
a  fuller  contribution  to  the  project  in  comparison  to  that  of  the  VFF  based  on
anticipated  levels  of  participation  as  set  out  by  the  researcher.  When  trying  to
engage VFF, many of whom are older themselves,  it  was perhaps unrealistic to
anticipate that they would engage at the same level as staff.  Additionally, as lack
visitation  from  VFF  was  a  selection  criterion  for  some  residents,  a  reduce
contribution would therefore happen.  However,  if  contribution from the participant
groups was balanced, the results may have differed.

The intervention protocol has been developed, refined and tested under standard
care home practice conditions as part of an emergent action research design. The
encouraging findings suggest that complementary therapy has potential and is viable
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within dementia palliation as part of care home practice but further testing under trial
conditions would be warranted. 

Implications for Practice

When implementing Complementary Therapy within Nursing Homes for individuals
with advanced dementia, this study has highlighted that certain considerations must
be made. These are a need to develop implementation guidelines for nursing homes
concerning eligibility and applicability of residents. This would support the integration
of  a  therapeutic  intervention  that  is  not  offered  as  routinely  provided  care  and
ensures consistency of practice across care. 

Regardless  of  the circumstances in  which complementary  therapy is  being  used
(pain, advanced dementia palliation), its provision needs to be considered, bearing in
mind that it possesses contraindications and risks that could be harmful to residents.
Working  collaboratively  with  CHS  throughout  both  nursing  homes,  and  being
informed by the findings from this study, a checklist for CHS has been developed
with the aim of providing a criteria to determine if complementary therapy is suitable
for  the  nursing  home and  the  individual  residents.  The  checklist  is  available  on
request from the authors. 

CONCLUSION 

The findings  of  this  study are  encouraging and  demonstrate  the  acceptability  of
complementary  therapies  to  participating  residents  with  advanced  dementia.
Statistical findings have indicated through the use of the objective measure of the
NPI-NH that complementary therapy may play a role in supporting residents who are
experiencing  neuropsychiatric  behaviours  by  alleviating  and  reducing  their
presenting neuropsychiatric symptoms. Although the results from the measure are
positive,  further  research  is  needed  under  controlled  circumstances  to  test  the
clinical efficacy of complementary therapy on neuropsychiatric behaviours. The key
qualitative findings of this study highlighted the potential of complementary therapy
being  utilised  and  introduced  into  residents’  weekly  care  plans  as  a  therapeutic
intervention  to  offset  loneliness  and  provide  companionship.  Similarly,  further
research  is  recommended  to  more  fully  understand  the  potential  benefits  of  the
original caring intervention protocol developed through this study.  

The findings produced remain promising in the pursuit for a broader range of non-
pharmacological  interventions with therapeutic intention for people with advanced
dementia  by  highlighting  potential  uses  of  complementary  therapy  and
demonstrating that they can be implemented into practice successfully.
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Table 1: CYCLE 1 RESIDENT CHARACTERISTICS AND INTERVENTION OVERVIEW

Cycle 1: Nursing Home A

Resident Characteristics

Age Length of 
Admission

Diagnosi
s

Type (if known) Completed

Resident A 91 2.4 years Yes Alzheimer’s Yes

Resident B 93 2.4 years Yes Unknown Yes

Resident C 91 6.4 years Yes Unknown Yes 

Resident D 85 4.9 years Yes Unknown Yes 

Resident E 82 4.10 years Yes Alzheimer’s Yes 

Intervention Overview

Resident 

A B C D E Total
Variations of Massage 4 11 4 15 9 43

Reflexology 8 0 6 0 0 14

Aromatherapy (Solo) 0 0 0 0 0 0

Aromatherapy (Addition)

Total Received 12 11 10 15 9 57



Figure 1: NURSING HOME A: NPI-NH RESULTS
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Table 2: CYCLE 2 RESIDENT CHARACTERISTICS AND INTERVENTION OVERVIEW

Cycle 2: Nursing Home B

Resident Characteristics

Age Length of 
Admission

Diagnosi
s

Type (if known) Completed

Resident G 83 3 years Yes Alzheimer’s Yes

Resident H 71 11 months Yes Lewy Body Yes

Resident I 87 3 years Yes Unknown Yes 

Resident J 81 2 years Yes Unknown Yes 

Resident K 84 2 years Yes Alzheimer’s No

Resident L 88 2 years Yes Alzheimer’s Yes

Resident M 81 5 years Yes Unknown Yes 

Resident N 72 8 months Yes Alzheimer’s Yes

Resident O 86 7 months Yes Unknown Yes 

Resident P 80 5 years Yes Not Known Yes  

Intervention Overview

Resident 

G H I J K L M N O P Total
Variations of 
Massage 

13 0 8 10 4 0 0 24 8 9 76

Reflexology 1 20 0 4 0 7 10 0 0 0 42

Aromatherapy 
(Solo)

0 0 0 0 0 0 0 0 0 0 0

Aromatherapy 
(Addition)
Total Received 14 20 8 14 4 7 10 24 8 9 118



Figure 2: NURSING HOME B: NPI-NH RESULTS
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