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ABSTRACT

MODUPE ADEWUYI
DEMENTIA CARE CONTENT IN ENTRY-LEVEL UNDERGRADUATE NURSING 
CURRICULA IN THE UNITED STATES: A PILOT MIXED METHODS STUDY 
under the direction of LAURA P. KIMBLE, PhD, RN

The aim of this explanatory sequential mixed methods pilot study was to 

investigate the extent to which dementia care content were integrated into the United 

States entry-level undergraduate nursing programs’ curricula. Using a stratified multi

stage random sampling method, faculty members whose schools met the following 

inclusion criteria were recruited to participate in the quantitative phase of the study: I) 

having a state board approved pre-licensure nursing education program and 2) located in 

a state having more than 150 thousand projected Alzheimer’s disease in 2025. The 

recruited participants completed a valid, web-based survey to assess undergraduate 

nursing curricula and dementia care content within their programs. Of the three hundred 

individuals invited to participate in the study, 137 individuals consented and accessed the 

survey for a response rate of 46% . Quantitative analysis was conducted on the data 

from the 111 participants who completed 50% or more of the survey items.

For the qualitative phase, purposive sampling was used to recruit a sub-sample 

(N=8) from the participants in the quantitative phase. These participants responded to 

semi-structured interview questions via an email interviewing method. Quantitative data 

analysis involved descriptive statistics using the SPSS for Windows, version 23.0



xvi

statistical software package software. Content analysis was used to analyze the 

qualitative data using the QSR NVivo 10 software.

Participants were predominantly program directors, department directors, and/or 

deans (56%) of public schools (66%), located in urban areas (53%). More of the 

participants represented baccalaureate nursing programs (45%), than Associate degree 

programs (37%) or Diploma programs (3%). Dementia care content was included in 93% 

of nursing programs’ curricula. The most frequently reported sites used for dementia- 

related clinical experiences were hospitals (54.7%). Dementia content was primarily 

delivered via lecture (71%). Curriculum overload was the most frequently reported 

challenge (44%) in integrating dementia content into the curriculum. Qualitative 

analysis revealed five themes: components of dementia care content, influencing factors, 

instructional materials, teaching effectiveness/learning outcomes, and challenges/barriers 

and frustrations. Mixed methods integration of the strands indicated the qualitative 

findings supported and clarified the quantitative survey findings.

Findings from the mixed methods pilot study provided better understanding of the 

current state of dementia care content in entry-level nursing programs. With these 

insights, nurse educators can make more informed curriculum decisions that could 

improve graduates nurses’ knowledge, skills, and attitudes about persons living with 

dementia and their families/caregivers. A larger study based on this pilot work would 

help further identify educational approaches to the challenges in the integration of 

dementia care into nursing curricula.



CHAPTER 1 

INTRODUCTION TO THE STUDY 

Currently, there are about 44.4 million people living with dementia (PLWD) 

globally and this is expected to rise to almost 136 million by 2050 (Alzheimer’s Disease 

International, 2013). The rise in the prevalence of dementia is associated with an 

increase in the aging population globally (World Health Organization & Alzheimer’s 

Disease International, 2012). While dementia is not considered a normal part of aging, 

the the risk of developing dementia increases with age (Alzheimer’s Disease 

International, 2013; Duthey, 2013)

With an average life expectancy reaching the 80’s, it is estimated that there will 

be about 89 million Americans aged 65 and older by 2050 (Jacobsen, Kent, Lee, & 

Mather, 2011). In 2010, the United States was identified as one of the nine countries 

with the largest number of people with dementia (Duthey, 2013). Currently, one in nine 

or 5.2 million Americans aged 65 and older is living with Alzheimer’s disease (AD); the 

rate o f AD is expected to increase to 13.8 million by 2050 (Alzheimer’s Association, 

2016). According to the Alzheimer’s Association (2014), California will have over 

500,000 persons living with dementia by 2025 (PLWD). Other states with projected 

prevalence equal or above 150 thousand cases in 2025 include Washington, Florida, 

Georgia, Virginia, North Carolina, New Jersey, New York, Ohio, Pennsylvania, Illinois, 

Michigan, Ohio and Texas. (Alzheimer's Association, 2014). With no available cure and 

definite preventive strategies at present, dementia is a social, psychological, and financial
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threat that will detrimentally affect persons, families/caregivers, and the health care 

system as the utilization primary and secondary care resource increases (Chen, Reed, 

Happich, Nyhuis, & Lenox-Smith, 2014).

In addition to the decline in cognitive function, the manifestation of behavioral 

and psychological symptoms (BPS) is a major contributing factor to the enormous strain 

experienced by the PLWD, families/caregivers, and community’s resources, especially 

health care systems (Alzheimer’s Association, 2016). According to Okura et al. (2010), 

BPS greatly reduces the ability of the affected persons to perform instrumental activities 

of daily living and can obstruct effective caregiving from both informal and formal 

caregivers. Research studies’ findings demonstrated BPS increases the need for health 

care services by PLWD (Borroni, Agosti, & Padovani, 2008; Cerejeira, Lagarto, & 

Mukaetova-Ladinska, 2012; Hattori, 2012; Hersch & Falzgraf, 2007; Okura et al., 2010; 

Sawa, Matthews, Davidson, McKeith, & Brayne, 2009; Toot, Devine, Akporobaro, & 

Orrell, 2013).

Along with the manifestation of BPS among PLWD, there are comorbidities of 

serious medical conditions (Bynum et al., 2004; Maslow, 2006). Recent studies have 

shown that the presence of BPS and/ or comorbid medical conditions often lead to 

hospitalization (Silverstein & Maslow, 2006; Whiteman, Tilltson, Nicolas, & Stephen, 

2011). One major reason for emergency department (ED) visits by PLWD is decline in 

function with or without associated complications (Clevenger, Chu, Yang, & Hepbum, 

2012; Ng et al., 2014). According to Silverstein and Maslow (2006), about one-third of 

PLWD in the United States are hospitalized for various reasons annually. In fact, PLWD 

are hospitalized 2-3 times more often compared to people of the same age group who do



not have dementia (Silverstein & Maslow, 2006). This is consistent with the findings of 

Phelan, Borson, Grothaus, Balch, and Larson (2012) that after the onset of dementia the 

average annual admission rate was 419 per 1000 person-years, more than twice the rate 

of 200 per 1000 person-years in persons without dementia. In addition, Silverstein and 

Maslow (2006) reported that one-fourth of all elderly persons admitted into the hospital 

in the United States have dementia. Other studies revealed that the admission rates, 

particularly for circulatory, genitourinary, infectious, neurological, and respiratory 

conditions, were higher in persons with dementia in comparison with the same age group 

without dementia (Phelan et al., 2012; Sampson, Blanchard, Jones, Tookman, & King;

2009).

On a global scale, the devastating burden of dementia on affected individuals, 

families/caregivers, and communities prompted the World Health Organization (WHO) 

to declare dementia a public health priority in 2008 (WHO & Alzheimer's Disease 

International, 2012). Similarly, governments across the world are proposing coordinated 

national plans to mitigate the impact of dementia on affected individuals and 

families/caregivers. In the U.S., President Barack Obama signed into law the National 

Alzheimer’s Project Act (NAPA) on January 4, 2011 (United States [U.S.] Department of 

Health and Human Services, 2013). The law required the Secretary of the U.S. 

Department of Health and Human Services (HHS) to establish the National Alzheimer’s 

Project to, among other things, improve early diagnosis and coordination of care and 

treatment of Alzheimer’s disease (U.S. Department of Health and Human Services,

2013). Following the enacting of this law, the first National Plan to Address Alzheimer’s 

Disease was released on May 15,2012 (U.S. Department of Health and Human, 2013).



Given these initiatives, there is a growing need for dementia care content to be part of the 

educational preparation in health care professional programs include nursing programs.

Dementia care is described by Brooker (2007) as an individualized approach to 

assessing and meeting the needs of persons living with dementia (PLWD) and their 

families/caregivers. The effects of aging on the body coupled with dementia make 

dementia care very complex (McCloskey, 2004). Decline in cognitive function with or 

without the manifestation of BPS in the presence of acute illness poses unique challenges 

to health care providers including registered nurses (RNs) (McCloskey, 2004; Savage,

2010). To overcome those challenges, it is essential that RNs develop a certain level of 

competence in dementia care, to provide holistic and effective care to PLWD and their 

families/caregivers. In some countries, the need for nurses’ competency in dementia care 

is a national priority and it is included in their educational and registration frameworks. 

For example, Traynor, Inoue, and Crookes (2011) cited that the Japanese Nursing 

Association required that registration boards for the nursing workforce in Japan included 

dementia competencies in its generalist framework. In 2010, the Nursing and Midwifery 

Council's (NMC) in the United Kingdom ordered that all universities and colleges make 

dementia training mandatory for all nursing students (Duffin, 2010). In the U.S, the 

educational strategy advocating the inclusion of dementia care in nursing curricula is the 

recently released geropsychiatric nursing competency enhancements document aimed at 

improving the mental health care of older Americans (Harris, Mayo, Balas, Aaron, & 

Buron, 2013). There is no published specific mandate or requirement by U.S. nursing 

education regulation entities, such as American Association College of Nursing (AACN), 

for the inclusion of dementia competencies in nursing curricula. However, the political



urgency for the educational preparation of health care professionals in dementia care is 

obvious. The urgency is illustrated by one of the goals of the NAPA to ensure that U.S. 

health care professionals including RNs have the knowledge and skills needed for 

providing safety and quality dementia care (U.S. Department of Health and Human 

Services, 2013).

Statement of the Problem

There is a growing evidence indicating the health care services received by 

PLWD and their families/caregivers are often impersonal, ineffective and frequently lead 

to poor health and wellness outcomes (Mukadam & Sampson, 2011; Phelan et al., 2012; 

Royal College of Psychiatrists, 2013; Sampson et al., 2009; Silverstein & Maslow,

2006). In a quasi-experimental study testing a partnership intervention on family and 

staff well-being in long-term dementia care, Bramble, Moyle, and Shum (2011) reported 

there were negative family satisfaction outcomes in relation to staff consideration of their 

relatives with dementia and management effectiveness. Similarly, Cowdell (2010) 

reported that caring for older people with dementia in acute hospital settings was not 

always satisfactory. During hospitalizations, PLWD were at high risk for developing 

major complications of illness such as pressure sores, falls, and incontinence, as well as 

functional decline (Cowdell, 2010).

Possible causative factors for the poor experiences, and health and wellness 

outcomes of PLWD have been linked to issues ranging from staffing to building design 

(Borbasi, Jones, Lockwood, & Emden, 2006; Moyle, Olorenshaw, Wallis, & Borbasi, 

2008). Another significant factor is the lack of knowledge and skills among health care 

providers including nurses to recognize the presence of dementia and related health care



needs in acute care units (Gandesha, Souza, Chaplin, & Hood, 2012). In order to 

understand the educational preparation of health care professional students, some 

countries have examined the dementia content in their health care professional schools’ 

curricula. For example, studies conducted in the U.K and Australia examined how 

undergraduate programs are preparing medical students and pre-licensure nurses 

respectively to provide dementia care (Tullo & Gordon, 2013; Crookes & Traynor, n.d). 

A similar study in the U.S. could contribute to a better understanding of how prepared the 

nursing profession is in meeting the needs of PLWD and their families/caregivers. This 

is the issue, which this particular study addressed.

Purpose of the Study 

The purpose of this explanatory sequential mixed methods study was to 

investigate the extent to which entry-level undergraduate nursing programs in the U.S. 

are integrating dementia care content into their curricula.

Research Questions

The research questions which guided the study were as follows:

Quantitative Research Questions:

1. What percentage of schools of nursing integrates dementia care content into 

their entry-level undergraduate nursing curricula?

2. Does the integrating of dementia care content in the entry-level nursing 

undergraduate curricula differ according to institutional profile?

3. What are the resources and activities (inputs and outputs) used in integrating 

dementia care content into entry-level undergraduate nursing curricula?



4. What are the contextual situations associated with the development of dementia 

care content in undergraduate nursing curricula?

5. What assessment strategies are used in evaluating learning outcomes of 

dementia care content in entry-level undergraduate nursing programs?

Qualitative Research Question:

6. What are schools of nursing representatives’ perceptions and experiences 

regarding the integrating of dementia care content in their entry-level 

undergraduate nursing program curricula?

Mixed-Methods Research Question:

7. In what ways do the collected qualitative data explain the quantitative data on the 

integrating of dementia care content in entry-level undergraduate nursing 

programs’ curricula in preparing pre-licensure nurses to provide dementia care?

Theoretical Framework 

The theoretical framework for the study was informed by a synthesis of the 

program logic model and Gagne’s theory (see Figure 1). The program logic model is an 

operative, systematic, interactive and visual representation of the relationships among the 

resources invested in a program, the sequence of activities conducted and the targeted 

results/changes (Taylor-Powell, Jones, & Henert, 2003; Knowlton & Phillips, 2012).

Within a quantitative deductive model of thinking, the synthesized theoretical 

framework was used to guide inquiry and interpretation and afforded academic rigor to 

scholarly work (Kitchel & Ball, 2014). In additional, a theoretical framework also guided 

qualitative research particularly late in the analysis process as a basis for comparison with 

other theories (Anfara & Mertz, 2006; Creswell, 2007).



The main constructs in a logic model are input, output and outcome (Taylor- 

Powell et al., 2003). The construct input is the representation of the resources invested in 

a program (Taylor-Powell et al., 2003). The output construct has two components: 1) 

activities that are conducted to achieve the intended outcome and 2) targeted participants. 

The last construct is the outcome, which is defined as the intended effect of the program. 

This construct is often divided into short, medium, and long-term outcomes (Taylor- 

Powell et al., 2003). The short-term outcomes are the immediate effects of a program 

and often focus on the knowledge, attitudes, and skills gained by targeted populations 

(Taylor-Powell et al., 2003). In this study, the resources invested and activities 

conducted by schools of nursing in the integration of dementia care content into their 

entry-level undergraduate curricula were analyzed. With regards to the outcomes, only 

short term outcomes were analyzed in this study. This was done by analyzing how 

schools of nursing assess the curricula's learning outcomes in relation to students’ 

knowledge, skills, and attitudes on dementia care.

Contextual condition(s) or influential factor(s) are the other complementary 

component of the model (Chen, 1990). They are factors external to the program that may 

not be within the control of the program, but could influence the implementation of 

program activities and achievement of outcomes (Chen, 1990). Another component of 

the logic model is the arrows which depict the logical links between the model’s 

constructs (Chen, 1990). The feedback loop depicts the dynamic nature of a program and 

demonstrates what is learned through achievement of outcomes, influences and other 

components of the program (Chen, 1990). The logic model was appropriate to guide the 

study as there is a substantial body of literature regarding the use of a logic model in



assessing various issues in nursing practice and education (Instone & Palmer, 2013; 

Hallinan, 2010; MacPhee, 2009; Murray, Palmer, Wunderlich, Giancola, & Shaw, 2014).

The second component of the study’s theoretical framework was the learning 

outcomes as postulated by Gagne’s theory. Gagne’s theory is classified as an 

instructional theory (Duan, 2006). Duan (2006) explained that an instructional theory 

focuses on the conditions under which learning-specific performance outcomes can be 

intentionally arranged. The theory is based on 3 elements namely: 1) taxonomy of 

learning outcomes, 2) internal and external conditions necessary for achieving learning 

outcomes, and 3) nine events of instruction, which serve as a template for developing and 

delivering a unit of instruction (Duan, 2006). In this study, the taxonomy of learning 

outcomes and internal and external conditions outcomes were incorporated into the 

theoretical framework.

The Gagne theory’s taxonomy of learning outcomes was applied to the short-term 

outcome component of the program logic model in order to assess how schools of nursing 

are examining the learning outcomes of their students in dementia care. According to 

Gagne (1985), there are five categories of the taxonomy of learning outcomes namely: 1) 

intellectual skills, 2) verbal information, 3) cognitive strategies, 4) motor skills, and 5) 

attitudes.

Intellectual skill is described as knowing how or having procedural knowledge 

(Gagnd, 1985). As for the verbal information-learning outcome, Gagne (1985) explained 

that it is the ability to state ideas or have declarative knowledge. The ability to have 

certain techniques of thinking, ways of analyzing problems, and having approaches to 

solving problems fall under the cognitive strategies learning outcome (Gagne, 1989).
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The motor skills learning outcome is described as the execution of organized motor acts 

while the attitude learning outcome is the mental state that influences the choices of 

personal actions (Gagne, 1989). The application of Gagne theory’s taxonomy of learning 

outcomes in preparing learners with various preferred learning styles to perform 

psychomotor skills competently in clinical practice has been demonstrated in many 

published peer reviewed articles (Belfield, 2010; Buscombe, 2013; Condell & Elliott, 

1989; Coulter, 1990). The Gagne theory’s taxonomy of learning outcomes was 

appropriate for evaluating how schools of nursing are examining the learning outcomes 

of their students in dementia care. This is because dementia care entails not only having 

knowledge and cognitive dimensions, but also having motor skills, and cognitive 

strategies essential for effective and holistic nursing care of PLWD and their 

families/caregivers.

The theory’s element of internal and external conditions necessary for achieving 

learning outcomes was incorporated into the contextual conditions or influential factors’ 

complementary component of the program logic model. This integrated component was 

employed to further explore barriers and facilitators to the integration of dementia care 

content in entry-level undergraduate nursing curricula. Figure 1 summarizes the model 

for the study.
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Theoretical Framework
Program Logic Model and Gagne
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Logic Model 
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L Activities
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Clinical partnership
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Faculty

Jem r. Adapted fa*tM w ffttfof WHccnsift-CxicnsionpQ!*)

Figure 1 Theoretical Framework

The use of the logic model framework in this study provided a transparent, visual 

representation of connection between entry-level nursing programs’ invested resources 

and activities used in order to teach knowledge and skills of dementia care as well as 

influence positive attitudes among pre-licensure student nurses. This is consistent with 

Newton, Poon, Nunes, and Stone’s (2013) explanation on the purpose of the logic model. 

Also, the logic model enabled the identification of multiple variables that interacted 

among entry-level nursing programs’ resources, activities and, outcomes in an attempt to 

integrate dementia care content into their curricula. This approach identified the most 

used resources and activities among the responding entry-level nursing programs. Also, 

the approach identified contextual factors that shape those resources and activities. In 

addition, the model opened the doorway to future research on important mediators
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between dementia care specific learning outcomes (i.e., knowledge, skills, and attitude), 

and actual student learning outcomes.

According to Chen (1990), the logic model is a type of normative evaluation that 

falls into the prescriptive normative theory category. This is because a prescriptive 

theory compares collected data on a program to its operative status. In this context, the 

model reflected how entry-level programs comply with some of the essentials of 

baccalaureate education for professional nursing practice as required by the American 

Association College of Nursing (AACN, 2008) for accreditation. These essentials 

include the preparation of graduates with knowledge and skills necessary to provide high 

quality health care for patients (including PLWD and their families/caregivers) across the 

lifespan and across the continuum of health care environments (AACN, 2008).

Another rationale for using the program logic model as a component of the 

theoretical framework is illustrated by Chen’s (1990) explanation that a logic model 

facilitates the process of triangulation. First, evidence from different data sources and 

collection methods can be organized by program element rather than by source or 

method, so that the consistency of findings can be examined (Chen, 1990). In this way, 

the program logic model provided a framework for assessing the nature and extent of 

convergence of the different kinds of data on the integration of dementia care content in 

entry-level undergraduate nursing curricula. Secondly, the logic model supported the 

intent of the researcher to interpret the findings in the light of the expected relationship 

between the different essential elements of nursing programs such as availability of 

resources and faculty expertise (Chen, 1990).
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Significance of the Study 

Schools of nursing are in a strategic position to prepare pre-licensure nurses to 

provide holistic nursing care to patients/clients including persons with dementia and their 

families/caregivers. Yet little is known about the extent to which dementia care is 

included in entry-level undergraduate nursing curricula and how effective it is. With 

more than 3.1 million registered nurses nationwide providing services both at clinical and 

community sites, the nursing profession continues to be the largest health care profession 

in the U.S. (Rosseter, 2011). The quality and quantity of curricular content vary 

considerably between undergraduate nursing programs. In order for pre-licensure nurses 

to be well prepared to provide holistic, effective, and cost-efficient nursing services to 

PLWD and their families upon graduation, it is essential that undergraduate curricula 

include dementia care content.

With the rising prevalence in dementia, undergraduate nursing programs have 

great input in facilitating pre-licensure nurses’ knowledge, skills, attitude and 

competency in dementia care. Given the significant roles of registered nurses in 

dementia care, undergraduate nursing curricula should reflect the preparation of 

graduates to provide evidence-based, effective, holistic, age and culturally appropriate 

nursing care across life span in both clinical and community settings. It, therefore, 

follows that a better understanding of the inclusion of dementia care content in the entry- 

level undergraduate nursing curricula was an important first step toward improving the 

wellness and health outcomes of PLWD and their families/caregivers.

The significance of this study was further illustrated by the AACN’s (2008) 

position statement. According to the AACN (2008), nursing is a practice discipline that



includes both direct and indirect care activities that affect health outcomes. Among the 

nine essential outcomes of baccalaureate education for professional nursing practice 

outlined by the AACN (2008), the need for baccalaureate graduate nurses to be prepared 

with knowledge and skills in quality improvement and patient safety are included for the 

provision of high quality health care. Also, the AACN (2008) included the need for 

baccalaureate graduate nurses to be prepared to practice with individuals across the 

lifespan and across the continuum of health care environments. In addition, the AACN

(2008) emphasized the need for baccalaureate graduate nurses to understand and respect 

the variations of care, the increased complexity, and the increased use of health care 

resources inherent in caring for patients. In essence, graduate nurses are expected to be 

well prepared by their nursing programs to provide nursing care that leads to good health 

outcomes and wellness for PLWD and their families/caregivers.

Equally relevant to the significance of this study is the Institute of Medicine's 

(IOM) 2008 report entitled "Retooling for an Aging American: Building the Health Care 

Workforce." The report clearly stated that because there is inadequate geriatric training 

of health care workforce. Consequently, the best possible care to older patient is 

lacking. Therefore, the IOM’s report (2008) recommended the enhancement of generalist 

and frontline clinicians' skills in the care of older adults. In terms of research, the IOM’s 

report called for more research on the capabilities of the existing health care workforce.

It is only through the findings of research studies such as this study that the status and 

trends of dementia care content in entry-level undergraduate nursing programs can be 

examined.
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The closest parallel nursing research about dementia care with regard to nursing 

curricula are those conducted under the umbrella of geropsychiatric, gerontology, and 

mental health because dementia is a mental disorder predominantly diagnosed among 

elderly population. Research on gerontological, mental health, and geropsychiatric 

content in nursing curricula is a necessity given the growing elderly population with 

mental health disorders (Holtzen, Knickerbocker, Pascucci, & Tomajan, 1993; Batchelor- 

Aselage, DiMeglio, Aaron, & Dugger, 2014). There has been a growing interest in how 

geropsychiatric, gerontology, and mental health content is incorporated into 

undergraduate nursing education in the U.S (Aud, Bostick, Marek, & McDaniel, 2006; 

Batchelor-Aselage, et al., 2014; Berman et al., 2005; Fagerberg & Gilje, 2006; Giije, 

Lacey, & Moore, 2007; Ironside, Tageliareni, McLaughlin, King, & Mengel, 2010; 

Plowfield, Raymond, & Hayes, 2006; Rosenfeld, Bottrell, Fulmer, & Mezey, 1999). In 

1999, Rosenfeld et al. reported a great dearth in gerontological content of undergraduate 

nursing curricula within the U.S. Rosenfeld’s (1999) findings led to a national effort to 

bolster gerontological content in nursing education. By 2007, it was evident that there 

was an improvement within the curricula in regards to gerontological focus (Giije et al.,

2007). The improvement could be attributed to the action taken by the John A. Hartford 

Foundation in 2001 (Bednash, Mezey, & Tagliaren, 2011; Franklin et al, 2011;

Thomlow, Latimer, Kingsborough, & Arietti, 2006). The John A. Hartford Foundation 

provided a $3.99 million grant to the AACN in 2001, which funded projects in twenty 

baccalaureate and ten graduate school awardees to enhance their geriatric curricula 

nursing content (Latimer & Thomlow, 2006). The impact of these projects included an 

improvement in the infusion of gerontological content, innovative teaching strategies, and
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the development of faculty expertise. In addition, the Hartford Institute for Geriatric 

Nursing developed web based resources on evidence-based and practice protocols that 

could be used by faculty in entry-level nursing programs to develop curriculum, courses 

and student experience in geriatric nursing (Bednash et al., 2011; Hartford Institute for 

Geriatric Nursing, 2014). However, while gerontological content in/undergraduate 

nursing curricula has improved (Giije et al., 2007), there is no similar initiatives related to 

dementia care content.

Furthermore, to the best knowledge of the author, there are no peer-reviewed 

published studies that focused on investigating the inclusion of dementia care content in 

entry-level undergraduate nursing programs in the United States. This gap in the 

literature exists in spite of the growing data emerging from research highlighting the lack 

of dementia care knowledge, skills, and positive attitudes among registered nurses 

(Coffey et al., 2014; Fessey, 2007).

Definition of Terms 

The following terms with definitions for the study were as follows: 

Accreditation. “Accreditation is a voluntary, self-regulatory process by which 

non-governmental associations recognize educational institutions or programs that have 

been found to meet or exceed standards and criteria for educational quality” 

(Accreditation Commission for Education in Nursing, 2013).

Attitude. Ratanasiripong and Chai (2013) described attitude as an individual’s 

feeling response toward a behavior. It can either be physically or verbally expressed in a 

negative to positive continuum (Ratanasiripong & Chat, 2013).
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Commission on Collegiate Nursing Education. The Commission on Collegiate 

Nursing Education (CCNE) is an autonomous specialized/professional accrediting agency 

that assesses and identifies the quality and integrity of baccalaureate and graduate nursing 

programs to ensure continuing improvement in nursing programs and in professional 

practice (American Association of College of Nursing, 2016).

Dementia Care. A  holistic, appropriate, and effective nursing care aim at 

promoting wellness and meeting the needs of persons living dementia and their families/ 

caregivers as well as preventing complications (Brooker, 2007).

Learning. According to Illeris (2004), learning is a process that brings together 

cognitive, emotional, and environmental influences and experiences for acquiring, 

enhancing, or making changes in one's knowledge, skills, values, and worldviews.

Nursing. “Nursing is the protection, promotion, and optimization of health and 

abilities, prevention of illness and injury, alleviation of suffering through the diagnosis 

and treatment of human response, and advocacy in the care of individuals, families, 

communities, and populations.” (American Nurses Association, 2014).

Nursing Competency. Nursing competency is the ability to perform a task with 

desirable outcomes under the varied circumstances of the real world (Benner, 1982a).

Nursing Curriculum. “The totality of the philosophical approaches, curriculum 

goals, overall design, courses, strategies to ignite learning, delivery methods, interactions, 

learning climate, evaluation methods, curriculum policies, and resources that are within 

the authority of the school of nursing.” (Iwasiw, Goldenberg, & Andrusyszyn, 2014. p.6)

Major Neurocognitive Disorder (Dementia). Major neurocognitive disorder is a 

permanent and progressive cerebral syndrome marked by a gradual loss of cognitive,
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motor, emotional, and social functioning and ability to care for oneself (American 

Psychiatric Association, 2013).

Registered Nurses. Graduates of approved nursing programs (Baccalaureate, 

Diploma, or Associate degree) who are awarded licensure to practice as registered nurses 

upon passing the national licensing exam (NCLEX-RN) and after satisfying other 

licensure requirements (American Association of College of Nursing, 2014).

School o f  Nursing. An educational institution in which enrolled students learn the 

act of nursing as defined by American Nurses Association (2014).

Summary

In summary, this introductory chapter delineated the effect of dementia on 

PLWD, families/caregivers and the health care system. It identified the factors 

commonly associated with health outcomes of PLWD especially during hospitalization 

were identified. The statement of the problem, the purpose and significance of the study, 

as well as the theoretical framework were presented. Also, the definition of terms within 

the context of this study was presented.



CHAPTER 2 

REVIEW OF THE RELATED LITERATURE 

This chapter presents literature to provide an overview of the epidemiology and 

impact of dementia. Also, a literature review is provided on registered nurses’ 

experience of dementia care. The experience of PLWD and their families/caregivers are 

presented. In addition, research findings related to pre-licensure nurses’ knowledge and 

skills in dementia care as well as attitudes towards PLWD are discussed.

Synthesis of Literature 

Epidemiology and Impact of Dementia

The Diagnostic and Statistical Manual of Mental Disorders [DSM] published by 

the American Association of Psychologists (APA) provided the criteria for medical 

definition of dementia (Alzheimer’s Association, 2014). In the recent DSM-V published 

in 2013, the term dementia was replaced with major neurocognitive disorder (APA,

2013). Major neurocognitive disorder is described as a manifestation of significant 

cognitive decline, which includes decline in memory, language, or learning that could 

interfere with independence in daily activities (APA, 2013). The International Statistical 

Classification of Diseases and Related Health Problems 10th Revision (ICD-10) provided 

a similar definition of dementia. According to the ICD-10 published by the World Health 

Organization (WHO), dementia is an umbrella term for a syndrome due to chronic brain 

disease resulting in a disturbance o f multiple higher cortical functions, including 

memory, thinking, orientation, comprehension, calculation, learning capacity, language,
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and judgment (WHO, 2010). Often, the cognitive impairments are accompanied, and 

occasionally preceded by deterioration in emotional control, social behavior, or 

motivation (WHO, 2010). For the purposes of this research study, the term dementia 

rather than major neurocognitive disorder was used to facilitate easy and effective 

communication.

Based on the increasing prevalence of cases and its devastating impact, the WHO 

declared dementia as a public health priority (WHO & Alzheimer’s Disease International, 

2012). The upsurge in prevalence of dementia is associated with a worldwide increase in 

the aging population (WHO, 2012). Aging is the most common risk factor associated 

with the development of dementia (Alzheimer’s Association, 2014).

For the next coming 17 years beginning from 2011, it is estimated that about 

10,000 people per day will celebrate their 65th birthday in the United States (Pruchno,

2012). With an average life expectancy reaching the 80’s, it is projected that there will 

be about 89 million Americans aged 65 years and older by 2050 (Jacobsen, et al., 2011). 

In 2007, Plassman et al. estimated that 13.9% of people age 71 and older in the United 

States have dementia. Statistical data show that this estimation is increasing yearly 

(Alzheimer’s Association, 2014).

The most common subtype of dementia seen among the elderly population is 

alzheimer’s disease (AD) (Alzheimer’s Association, 2014). However, dementia does not 

affect only elderly persons, as people below the age of 65 years can also be affected 

(Alzheimer’s Association, 2014). Other main subtypes of dementia include vascular 

dementia (VaD), ffontotemporal dementia (FTD), and dementia with Lewy bodies (DLB) 

(Alzheimer’s Association, 2014). The subtypes can occur either alone or in a cluster
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(Alzheimer’s Association, 2014). The concurrent presentation of two or more subtypes 

of dementias is called mixed dementia (Alzheimer’s Association, 2014). Roman, Nash, 

and Fillit (2012) reported that AD and VaD could manifest concomitantly in late-onset 

dementia as mixed dementia. The concurrent manifestation of AD and VaD could be 

attributed to the possibility that affected persons might have been exposed to vascular 

risk factors in their life course (Roman et al., 2012). Vascular risk factors are the main 

etiologies associated with VaD (Alzheimer’s Association, 2014).

Alzheimer’s disease (AD) is the 5th leading cause of death among the elderly 

population in the U.S. (Alzheimer’s Association, 2016). Among the ten leading causes of 

death that include heart disease and cancer, AD is the only disease without a definite 

approach to prevent the onset, cure the disease, or even slow its progression (Alzheimer’s 

Association, 2016). In 2013, over 84,000 Americans died from Alzheimer’s disease and 

this is expected to rise to 700,000 in 2016 (Alzheimer’s Association, 2016). The death 

rate cause by Alzheimer’s, according to Alzheimer’s Association (2016), is higher than 

those of breast and prostate cancer combined. The mortality rate estimation is expected 

to rise to 1.6 million in 2050, accounting for 43% of all older adult deaths in the U.S 

(Weuve, Herbert, Scherr, & Evans, 2014).

However, the presence of complications such as falls, injuries, urinary tract 

infections, pressure sores, malnutrition and/or dehydration play significant roles in the 

mortality rates associated with AD (Alzheimer’s Association, 2014; Koopmans, van der 

Sterren, & van der Steen, 2007; Pivi, Bertolucci, & Schultz, 2012). Other complications 

that could contribute to the mortality rate among PLWD include pneumonia, 

thromboembolism, stroke, and myocardial infarction (Alzheimer’s Association, 2014;
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Koopmans et a l, 2007). A significant predictor of complications leading to mortality 

among PLWD is behavioral and psychological symptoms (BPS) (Finkel, 2004).

Therefore, BPS is a major focus in dementia care (Cerejeira et al., 2012; Gitlin, Kales, & 

Lyketsos, 2012).

Behavioral and Psychological Symptoms in Dementia 

Behavioral and psychological symptoms (BPS) are a heterogeneous group of 

behaviors and non-cognitive symptoms that can occur as clusters in the course of 

dementia (Cerejeira et al., 2012; Gitlin et al., 2012; Okura et al., 2010; Taemeeyapradit, 

Udomittipong, & Tepparak, 2014). These symptoms include depression, psychosis, 

apathy, agitation, aggression, delusions, hallucinations, sleep disturbances, repetitive 

vocalizations, shadowing, argumentativeness, wandering, increased limitations in 

instrumental activities of daily living, and resistance to care (Cerejeira et al., 2012; Gitlin 

et al., 2012; Okura et al., 2010; Taemeeyapradit et al., 2014). The manifestation and 

severity of BPS in PLWD as dementia progresses is reported in many studies (Baiyewu et 

al., 2012; Cerejeira et al., 2012; Okura et al., 2010; Sawa et al., 2009). There is 

substantial evidence that over the course of dementia, about 67-95% of PLWD have at 

least one BPS (Burke, Hall, & Tariot, 2013; Chiu, Chen, Yip, Hua, & Tang, 2006; 

Femanadez et al., 2008; Hersch & Falzgraf, 2007; Taemeeyapradit et al., 2014). The 

high frequency of these symptoms in dementia was illustrated in numerous studies 

(Borroni et al. 2008; Chiu et al., 2006). Environmental stresses were noted to contribute 

to the manifestation of BPS (Bostrom, Squires, Mitchell, Sales, & Estabrooks, 2012).

The presence of comorbidity and/ or an unfamiliar environment can result in the 

manifestation of BPS such as aggressive or agitated behavior (Mion & Sandhu, 2014).



The progressive deterioration and severity of AD are measurable using instruments such 

as the Global Deterioration Scale. Developed by Reisberg, Ferris, de Leon, & Crook 

(1982), the scale describes the clinical manifestations of AD in seven stages (See 

Appendix A for the Global Deterioration Scale in Table 1). Other common scales used 

in assessing severity of dementia include Alzheimer’s Disease Assessment Scale- 

Cognitive (ADS-Cog), Clinical Dementia Rating (CDR), Clinicians Global Impression of 

Change, Functional Assessment Staging (FAST), Mini-Mental State Examination 

(MMSE), and Severe Impairment Battery ((Burke et al., 1988; Folstein, Folstein, & 

McHugh, 1975. Morris, 1993; Saxton, McGonigle-Gibson, Swihart, & Boiler, 1993; 

Schneider et al., 1997).

The impact of BPS on PLWD includes worsening functional level and quality of 

life, increased caregiver burden, early institutionalization, and increased costs of care 

(Gauthier et al., 2010; Gitlin et al., 2012; Wilcock, Ballard, Cooper, & Loft, 2008). Other 

ramifications are the use of physical restraints and sedation by health care providers in 

managing BPS which often lead to further cognitive and functional decline (Mion & 

Sandhu, 2014). Therefore, it is imperative that effective preventive and treatment 

strategies are used to mitigate BPS (Gitlin et al., 2012).

Evidence o f the benefits associated with pharmacological treatment in managing 

BPS is mixed. Kurz and Grimmer (2014) conducted a controlled trial to evaluate the 

efficacy of the drug called memantine hydrochloride extended release in treating 

Alzheimer's disease. The study’s result showed some improvement on cognitive ability, 

including verbal fluency, behavioral problems, and global clinical assessment. However, 

those improvements were not statistically significant. In contrast, early studies revealed
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that memantine treatment improves BPS in PLWD (Gauthier et al., 2010; Wilcock et al.,

2008).

Antipsychotic drugs are often prescribed for the management of the psychological 

component of BPS especially among older persons with dementia (Avom, Metzger, 

Fischer, & Choudhry, 2014; Kamble, Chen, Sherer, & Aparasu, 2009; Foebel et al., 2014; 

Gordon, 2014). Particularly, atypical antipsychotic are often prescribed to treat 

psychological symptoms because they have lessen extra-pyramidal side effects 

(Gurevich, Guller, Berner, & Tal, 2012). Despite the preference for atypical 

antipsychotic drugs in comparison with the typical antipsychotic drugs, data show that 

they have serious side effects on PLWD such as QTc prolongation and arrhythmia 

(Gurevich et al., 2012; Schneider, Dagerman, & Insel, 2006). Gurevich et al. (2012) 

recommended based on clinical judgment, the lower range of therapeutic doses should be 

used.

The extent to which antipsychotics are prescribed for treating BPS among PLWD, 

sometimes above the recommended doses, continuous to be high despite lack of approval 

and safety warning by the Food and Drug Administration [FDA] (Ballard, Waite, Birks, 

2006; Briesacher et la., 2005; Briesacher, Tjia, Field, Peterson, & Gurwitz, 2013; Food & 

Drug Administration, 2005). Data showed that about 22.0% of PLWD in nursing homes 

within the U.S. received antipsychotics in 2009-2010 for the treatment of BPS 

(Briesacher, et al., 2013).

On the other hand, many scholars and clinicians are leaning away from 

pharmacological interventions and recommending nonpharmacological interventions in 

the management BPS (Gitlin et al., 2012). Gauthier et al. (2010) suggested that non-
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pharmacological interventions should be the first-line of treatment, followed for a short 

period of time by the medication with lowest side effects profile. Non-pharmacological 

interventions in the management of BPS, according to Gauthier et al. (2010), could be 

classified into the following categories (i) cognitive-/emotion-oriented interventions 

(reminiscence therapy, simulated presence therapy, validation therapy); (ii) sensory 

stimulation interventions (acupuncture, aromatherapy, light therapy, massage/touch, 

music therapy, transcutaneous electrical nerve stimulation); (iii) behavior management 

(distraction, redirection, relaxation) techniques, and (iv) other psychosocial interventions 

such as animal-assisted therapy and exercise.

Another nonpharmacological intervention for BPS is the use of special care units 

(SCUs) which features trained staffing, special programming, a modified physical 

environment, and family involvement (Lai, Yeung, Mok, & Chi, 2009). Luttenberger, 

Donath, Uter, and Graessel (2012) described the purpose of SCUs as a non

pharmacological treatment of dementia symptoms. Verbeek, van Rossum, Zwakhalen, 

Kempen, and Hamers (2009) explained that currently in the Netherlands, SCUs or small- 

scale, homelike SCUs are the most common types of living environments for PLWD who 

cannot live on their own anymore. Compared to the traditional approach in which PLWD 

reside in institutions that follow a medical-somatic approach without specialization of 

dementia care, SCUs’ staff are specially trained to deal with BSP (Cerejeira et al., 2012). 

There is mixed evidence as to the effectiveness of these units in managing BSP among 

PLWD. Researchers found the SCU offers better organized care and family involvement 

(Luo, Fang, Liao, Elliott, & Zhang, 2010; Nobili et al, 2008). In contrast, Lai et al.’s

(2009) literature review revealed no strong significant benefits associated with having
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PLWD with BPS in special care units. The complexity of managing BPS in PLWD 

emphasizes the need for nurses to be competent with dementia care.

Prevention of Dementia 

There is no definitive evidence in the literature on strategies in preventing the 

onset of dementia. According to the Alzheimer's Association (2016), the influence of 

modifiable risk factors, such as exercise, diet, social and mental stimulation, and alcohol 

intake, in reducing incidence of dementia are currently being studied globally. 

Brookmeyer, Johnson, Ziegler-Graham, and Arrighi (2013) argued for the use of 

therapeutic and preventative strategies to reduce modifiable risk factors that contribute to 

the onset and progression of AD. In fact, scholars such as Barnes & Yaffe (2011) argued 

that 184,000—492,000 Alzheimer's disease cases in the U.S. could potentially be 

prevented by having 10-25% reduction in diabetes, midlife hypertension, midlife obesity, 

smoking, depression, cognitive inactivity, and physical inactivity.

Other studies’ findings suggested the onset of memory decline during the 

preclinical stage of dementia could be delayed by participation in cognitively stimulating 

leisure activities in late life such as crossword puzzles (Akbaraly et al., 2009; Alzheimer's 

Association, 2016; Hall et al., 2009; Pillai et al., 2011). The mechanism of effectiveness 

for the activities is unclear but is often attributed to their abilities to improve cognitive 

reserve (Hall et al., 2009; Pillai et al., 2011).

Studies have reported the benefit of Mediterranean-type diet, Dietary Approaches 

to Stop Hypertension diet, and delayed age-onset of alcohol intake in reducing dementia 

onset (Alzheimer's Association, 2016; Anstey, Mack, & Cherbuin, 2009; Scarmeas,

Stem, Tang, Mayeux, & Luchsinger, 2006; Singh et al., 2014). Other studies’ findings
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showed regular physical activity, such as walking, could mitigate the risk of dementia 

onset (Larson et al., 2006; Alzheimer's Association, 2016; van Uffelen, Chin, Hopman- 

Rock, & van Mechelen, 2008). In contrast, a meta-analysis study conducted by Forbes et 

al. (2008) reported there is insufficient evidence as to whether or not physical activity 

programs are beneficial as preventative strategies in the onset and/or progression of 

dementia.

In summary, there is mixed evidence on how modifiable risk factors could be 

reduced in preventing the onset of dementia. With regard to the non-modifiable risk 

factors, there is no published evidence on preventative strategies for them. Those factors 

include: Age, family history, and genetic mutations (heredity) (Alzheimer's Association, 

2016).

Impact of Dementia 

Whether the onset of dementia is late or early, the impact is substantial for the 

affected persons, families/caregivers, health care workers and social services (Wimo et 

al., 2013). In the course of the disease, many PLWD experience at least one burdensome 

intervention including hospitalization, emergency room visits, parenteral therapy, and/ or 

tube feeding (Mitchell et al, 2009). The disease process and the care needed by PLWD 

have high financial, social, psychological, and physical burden on the affected persons, 

families, and communities (Wimo & Martin, 2010). The total estimate for global societal 

costs of dementia in 2010 was US$ 604 billion, of which Western Europe and North 

America accounted for 70% (Wimo et al., 2013). The societal costs are further 

compounded because early-onset dementia affects persons at the heights of their career
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and productivity resulting in devastating consequences and financial loss for the persons’ 

family as well as society (Fadil et al., 2009).

The decline in cognition function and BPS greatly contribute to high level of 

disability and dependency for affected persons (Prince et al., 2012). In addition, data 

show the presence of comorbidities compound the manifestation of dementia and 

increases the burden o f PLWD and their caregivers (Zekry et al., 2008; Malone, et al., 

2009). As a result, many PLWD and their caregivers seek and accept services that could 

be outside specialty mental health care settings (IOM, 2012).

Due to dependencies and disabilities, most PLWD need help with all aspects of 

activities of daily living that include feeding, bathing, and toileting (Prince et al., 2012). 

Paid health care services are often used to meet the needs o f PLWD either at home or in 

health care institutions. Outside health care institutions, families are the main unpaid 

care providers (Richardson, Lee, Berg-Weger, & Grossberg, 2013). According to the 

Alzheimer’s Association (2016), 15.9 million Americans provided 18.1 billion hours of 

unpaid care to PLWD in 2016 in comparison with 17.7 billion hours of unpaid care 

provided by 15.5 million Americans in 2013. Based on an estimated value of $12.45 per 

hour, the total value of unpaid care increased from $220.2 billion in 2013 to $221.3 

billion in 2016 (Alzheimer’s Association, 2014; 2016). The estimation is an indication 

that families and informal caregivers provided about 80% of the care needed by PLWD at 

home (Alzheimer’s Association, 2014; 2016). The significance of this percentage can be 

better appreciated when considering the fact that families/caregivers provide care to the 

PLWD for many years before and even after they are placed in assisted living or nursing 

facilities (Nikzad-Terhune, Anderson, Newcomer, & Gaugler, 2010; Richardson et al.,
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2013). The impact of caregiving on dementia caregivers could be financially, physically, 

and emotionally devastating (Richardson et al., 2013). Collectively, the impact on 

caregivers is often referred to as caregiver burden.

Caregiver burden is a global concept and complex phenomenon (Rosas-Carrasco, 

et al., 2013). Kim, Chang, Rose, and Kim (2012) defined caregiver burden as a 

multidimensional response to negative appraisal and perceived stress as a result of 

providing direct care to ill persons. Similarly, caregiver burden is defined as a set of 

physical, psychological or emotional, social, and financial problems that family members 

may experience when caring for impaired older adults (Ankri, Andrieu, Beaufils, Grand, 

& Henrard, 2005; Kaufer, Borson, Kershaw, & Sadik, 2005). It, therefore, follows that 

dementia caregiver burden involves the physical, psychological, social, and financial 

constraints experienced by individuals providing care to PLWD.

There is enormous evidence that moderate to severe disability and BPS affecting 

basic daily activities in PLWD are related to high caregiver burden (Conde-Sala, Garre- 

Olmo, Turro-Garriga, Vilalta-Franch, & Lopez-Pousa, 2010; Prince et al., 2012; 

Springate & Tremont, 2014). The frequency and severity of BPS are determining factors 

on the burden experienced by the caregivers (Huang, Lee, Liao, Wang, & Lai, 2012). 

This is consistent with findings that dementia caregiver burden was strongly associated 

with deteriorating instrumental activities of daily living and other activities often 

associated with the loss o f cognitive function and presence of BPS (Davis & Tremont, 

2007; Shaji, George, Prince, & Jacob, 2009). Moreover, some studies indicated that the 

presence of caregiver burden was strongly associated with duration and severity of 

dementia, as well as, the educational level o f the caregivers (Garcia-Alberca, Lara, &
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Berthier, 2011). Other studies pointed out that regardless of the frequency and severity of 

the BPS, (e.g. aggression and lability), their mere manifestation could have significant 

negative effects on the caregivers (Matsumoto et al., 2007; van Vliet, de Vugt, Bakker, 

Koopmans, & Verhey 2010).

Socio-demographic factors strongly impact in caregiver burden. Several studies 

provided evidence that caregivers who are advanced in age experience more burden than 

younger caregivers (Leggett, Zarit, Taylor, & Galvin, 2011; Pinquart & Sorensen, 2011; 

Serrano-Aguilar, Lopez-Bastida, & Yanes-Lopez, 2006). With regard to gender, females 

are reported to experience more burden than male caregivers (Akpinar, Kucukguclu, & 

Yener, 2011; Papastavrou, Kalokerino, Papacostas, Tsangari, & Sourtzi, 2007). In most 

cultures, according to Torti, Gwyther, Reed, Friedman, and Schulman (2004), female 

dementia caregivers are expected to provide more quality care than male caregivers. This 

often leads to dementia female caregivers bearing a heavy burden across most cultures. 

Boughtwood, Adams, Shanley, Santalucia, and Kyriazopoulos (2011) reported that not 

only is female caregiving an accepted social norm within many culturally and 

linguistically diverse communities, but it is also considered culturally inappropriate for 

males to conduct certain caring tasks required for PLWD. To illustrate these types of 

tasks, Boughtwood et al. (2011) gave an example of a male child bathing his mother as a 

non-acceptable traditional norm. Moreover, the assumption of a nontraditional caring 

role by male caregivers often place them in difficult positions because they might have to 

transgress their community’s well-defined gender roles (Boughtwood et al., 2011; 

Shanley et al., 2012).
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Another socio-demographic factor examined in relation to caregiver burden is the 

relationship between the caregiver and the PLWD. Caregivers who are co-residents are 

reported to experience greater burden than those who live separately from the PLWD 

(Black et al., 2010; Conde-Sala et al., 2010). There are conflicting results from studies 

on the level of caregiver burden and the relationship status of the caregivers and the care 

recipients. A study by Andren and Elmstahl (2008) indicated that adult children showed 

a significantly higher degree of total burden, irrespective of age, compared to other 

family caregivers. Some studies revealed that caregivers who are spouses to the PLWD 

experienced more burden than caregivers who are not spouses (Conde-Sala et al. 2010; 

Rinaldi et al., 2005). Closely linked to this determinant is an existing satisfying pre

illness relationship between caregivers and persons with dementia and good family 

functioning which could mitigate dementia caregivers burden (Etters, Goodall, & 

Harrison, 2008; Steadman, Tremont, & Davis, 2007).

Other findings indicated that high amounts of time needed for taking care of 

PLWD is correlated with dementia caregiver burden (Serrano-Aguilar et al., 2006). This 

is consistant with Kim et al.’s (2012) finding that long hours of caring contribute to 

burnout and burden experienced by caregivers (Kim et al., 2012). Also, caregivers with 

lower income, lower self-efficacy, and/or pre-existing depressive symptoms were found 

to be more likely to experience higher burden (Gonyea, O'Connor, Carruth, & Boyle, 

2005; Rosas-Carrasco et al., 2013). Another contextual factor influencing dementia 

caregiver burden is ethnicity. Benedetti, Cohen, and Taylor’s (2013) study revealed that 

there is a strong cultural basis for belief that caregiving is a family responsibility for 

Australians of Italian heritage. Benedetti et al. (2013) explained that prior to the onset of
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dementia, care recipients might have expressed a clear expectation that in their older 

years their spouse/children should care for them in their family home. This type of 

expectation could lead to continued care at home, despite an increase in a caregiver 

burden (Benedetti et al. 2013).

Dementia Care

Multi-disciplinary approaches and multi- interventional strategies have been 

found to be significant in improving the quality of life for PLWD and their families/ 

caregivers (Alzheimer’s Association, 2014). Nursing care is essential in early 

identification of the signs and symptoms of dementia as well as in mitigating 

complications that arise from the disease process such as aspiration, falls, and nutritional 

and fluid deficiencies (Mitchell, et al., 2009; Wimo & Martin, 2010). High mortality 

among PLWD is associated with physical complications in dementia (Mitchell, et al., 

2009) and can be prevented with effective nursing care. Nursing as a caring profession 

entails a belief that PLWD are and remain caring, human, whole, and complete (Touhy, 

2004). Through the holistic perspective, interconnectedness is established in which there 

is sharing, growing, and finding joy between a whole individual to another whole person 

(Touhy, 2004).

One of the main advances in dementia care in recent years can be attributed to the 

advent of person-centered care principles (personhood). Kitwood (1997) defined the 

concept of personhood as a standing or status that is bestowed upon an individual by 

other people in the context of relationship and social being. The idea of personhood is 

cherished in person-centered care which is a concept and theory of caring with 

application to PLWD, nursing care in general and person-centered practice with older
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persons (Kitwood, 1997; McCormack and McCane, 2010). According to Kitwood 

(1997), personhood status is significant because people do not exist in isolation instead 

they are interrelated with others and need to be recognized by those around them. 

Therefore, Kitwood (1997) postulated that personhood entails recognition, respect and 

trust. It, therefore, follows that the focus of nursing care for PLWD should be directed 

toward knowing the affected persons and understanding how they are living and growing, 

as well as how they are expressing their dreams and aspirations (Touhy, 2004). This 

focus of dementia care on personhood concept disputes the misconception that the loss of 

cognitive abilities is associated with the loss of the quality of being human (Blanchard, 

2006).

According to Buron, (2008), personhood can be described as having three levels 

namely: biologic, individual, and sociologic. The biologic personhood is the first level 

and is an underlying attribute to the development of personhood with the ability to 

experience sensations (e.g. pleasure and pain) (Coker, 1998; Donovan, 1983; Harrison, 

1993; Moody, 2003 ). Since PLWD still experience sensation such as pain, Buron (2008) 

pointed out that there are no disputes among scholars about the entitlement of PLWD to 

biologic personhood. The second level is called individual personhood which is 

comprised of characteristics such as the ability to communicate, affect, cognitive 

functioning, emotions, past roles, rationality, spirituality, values, self-worth, and self- 

awareness (Coker, 1998; Harrison, 1993, Gillett, 2002; Perry, 2002; Touhy, 2004).

These characteristics, especially communication and cognitive functioning, are affected 

as dementia progresses (Buron, 2008). As a result, there is an on-going controversy as to 

the presence of individual personhood in PLWD (Buron, 2008). The last, third level is
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the sociologic personhood that is defined as the perceptions of society and others and of 

their treatment of the individual (Davis, 2004; Malloy & Hadjistavropoulos, 2004; Perry, 

2002). Considering the progressive deficits in communication and cognitive function 

among PLWD, Buron (2008) explained the sociologic personhood status of PLWD tends 

to be threatened as a result of change in the behaviors of their social contacts. In essence, 

while the biologic personhood is reserved, both individual and sociologic personhoods 

are threatened. The use of a personhood approach in dementia care, according to 

Kitwood (1997) and Buron (2008) can help in meeting the physical, psychological, and 

social needs of PLWD.

However, the implementation of a personhood approach to care requires 

acquisition of knowledge and skills by health care professionals. Stokes and Goudie 

(2002) explained the integration of the concept of personhood into dementia care 

necessitated a need for health care providers to develop skills in assessment, relationship 

formation, communication, the provision of activities, and management of challenging 

behavior. In addition, dementia person-centered care required the development of 

leadership skills and role modeling among managerial staff to guide the staff providing 

direct care (Thompson, Hope, &Pulsford, 2009). Considering that registered nurses are 

frontline care providers as well as health care managers, it is imperative that they develop 

those aforementioned skills.

Another aspect of development in dementia care is the recognition of the needs 

and contributions of family members and other informal caregivers (Thompson al et.,

2009). Similarly, Mitchell et al. (2009) argued that it could be possible to improve the 

quality of care received by patients with AD by providing coordinated care as well as
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involving family members and/ or significant others in understanding the course of the 

disease. This line of argument could be inferred to the other types of dementias. In 

essence, the recognition of family/caregivers’ contribution to the well-being of PLWD 

could lessen the associated burden of the disease (Mitchell et al., 2009).

Thompson et al (2009) identified early diagnosis of dementia and interventions 

for people in the early stages of dementia as another area of advancement in dementia 

care. The expansion of the role of memory clinics and interventions such as counseling 

and memory training for people recently diagnosed with dementia is an ongoing dynamic 

(Keady, Woods, Hahn, & Hill, 2004). The roles of nurses in clinics and interventions for 

dementia cannot be overemphasized.

Effectiveness of Dementia Care in Clinical and Community Settings 

Currently, there are many pharmacological and non-pharmacological 

interventions to help alleviate the symptoms of dementia and its impact on PLWD and 

caregivers/ families (Chapman, Williams, Strine, Anda, & Moore, 2006). Yet, numerous 

findings indicated that PLWD and/or their caregivers/families potentially are not 

receiving appropriate and quality care both in clinical and community settings (Chapman 

et al., 2006; Cowdell, 2010; Nolan, 2007).

Dementia is positively correlated with increased hospitalization, poorer outcomes 

of hospitalization, and mortality rate (Phelan et al., 2012; Zuliani et al., 2012; Zekry et 

al., 2009). The probability of PLWD visiting the ED and being hospitalized compare to 

persons without dementia was estimated to be 20% and 40% higher respectively (Phelan 

et al., 2012). Furthermore, many studies revealed that hospitalized PLWD are more
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likely to suffer from delirium, undertreated pain, falls, and under hydration and nutrition 

(Maslow, 2006; Zekry et al., 2009).

These negative outcomes have been attributed to many factors including failure 

of nurses to recognize the presence of dementia, failure to address the related health care 

needs of PLWD, and difficulty in providing nursing care in the presence of BPS 

(Gandesha, et al.,2012; Kang, Moyle, & Venturato, 2011; Nilsson, Lindkvist, Rasmussen, 

& Edvardsson, 2012). The difficulty of meeting the nursing needs of this population was 

further illustrated in a study by O’Connell, Orr, Ostaskiewicz and Gaski (2011), which 

compared the needs of patients admitted with a fracture of the neck of the femur, having 

a history of dementia and those without history of dementia. O’Connell et al. (2011) 

stated that those with dementia had more nursing care needs relating to agitation, eating 

and drinking, intravenous cannulae, showering, dressing, and incontinence. In addition, 

negative attitudes among nurses in an acute care ward towards PLWD were associated 

with higher perceived stress in meeting the nursing needs (Nilsson et al., 2012).

In the United Kingdom, the National Audit Office (2010) reported that 77% of 

caregivers were dissatisfied with the overall quality of dementia care provided. The same 

report revealed that PLWD had longer hospitalizations and worse physical and health 

outcomes. Similarly, Chan and Chan (2009) reported the care received by PLWD was 

ineffective. The ineffectiveness and poor health outcomes experienced by PLWD and/or 

their caregivers should be an impetus for all health care professions including nursing to 

assure that their practitioners have positive attitudes, be knowledgeable, and skillful in 

dementia care.
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Nursing Competency in Dementia Care 

Nursing competency is the expected application of knowledge, interpersonal 

decision-making and psychomotor skills for a safe practice role (National Council for 

State Boards of Nursing, 2004). An earlier definition was given by Benner (1982a) that 

nursing competency is the ability to perform a task with desirable outcomes under the 

varied circumstances of the real world. Both definitions by Benner (1982a) and National 

Council for State Boards of Nursing (2004) viewed nursing competency through the lens 

of static evaluation of a task performance. However, Sportsman (2010) challenged the 

notion of looking at nursing competency through this lens. Instead, Sportsman explained 

that it is a process that includes technical skills, clinical reasoning, problem-solving 

skills, and psychological and social temperament to adapt to changing environments and 

conditions. Additionally, Bums and Groove (2009) expanded the definition of nursing 

competency to include the ability of an individual to communicate with their peers, 

superiors, and patients.

The development of nursing competency is rooted in the cognitive knowledge and 

skills acquired by pre-licensure nurse students through formal (e.g. active learning 

strategies) and informal learning experiences (Shin, Sok, Hyun, & Kim, 2015). Most 

schools of nursing in the United States issue a grade for the mastery of didactic content 

(Sportsman, 2010). Cognitive knowledge of pre-licensure nurse students is often tested 

through written examinations such as essays and multiple choices questions (Zayyan,

2011). However, it is unclear how nursing competencies among pre-licensure nurses, 

especially during clinical, is evaluated quantitatively (Sportsman, 2010). As for clinical, 

a grade of pass/fail is often issued to reflect the ability of pre-licensure nurses to
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providing nursing care (Sportsman, 2010). The problem of quantifying competency 

during clinical is a dilemma among nurse educators (Sportsman, 2010; Rafiee, Moattari, 

Nikbakht, Kojuri, & Mousavinasab, 2014). In recent years, the evaluation of nursing 

clinical competency in undergraduate nursing programs has been studied by many nurse 

scholars (Garrett, MacPhee, & Jackson, 2013; DeBrew, & Lewallen; Todd, Manz, 

Hawkins, Parsons, & Hercinger, 2008). Many evaluation approaches, such as 

aquantitative tool for simulation, objective structured clinical examination, and objective 

structured video examination, have been studied and proven to valid and effective 

(Hemingway, Stephenson, Roberts, & McCann, 2014; Selim &Dawood, 2015; Selim, 

Ramadan, El-Gueneidy, & Gaafer, 2011; Todd, 2008).

Beginning from undergraduate nursing education and throughout the nursing 

career, the development of competency in various aspects of nursing practice is an 

ongoing activity for registered nurses (RNs). This continuous thread of competency 

development is reflective in Benner's (1982b) stages of clinical competence that was 

modeled after the Dreyfus model. According to Benner (1982b), there are five levels of 

competency through which RNs pass during the process of acquiring and developing 

nursing skills. Benner (1982b) described the first two of five levels of competency as: 

the first level, the novice level was described as when the RN has no experience with the 

situations in which he/she is expected to perform and he/she learned the objective 

attributes of a task that can be recognized without situational experience, but could help 

guide performance. The second level is the advanced beginner level. In this level, the 

RN is able to marginally demonstrate acceptable performance and operate on general
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guidelines with ability to begin perceiving recurrent meaningful patterns in her/his 

clinical practice to enable the RN to cope with enough real situations to note (or to have 

them pointed out by a mentor) without prioritizing. The remaining three levels of 

Benner’s five levels of competency (1982b) include: Competency level, the third level, is 

characterized by the RNs feeling of mastery and the ability to cope with and manage the 

many contingencies of clinical nursing in terms of long-range goals or plans that 

prioritize the attributes and aspects of the current and contemplated future situation. 

Proficient level, the fourth level, is characterized by the ability of the RN to perceive 

situations as wholes, rather than in terms of aspects. The RN is able to modify plans in 

response to any given situation. Expert level, the fifth and last of the competency level, 

is characterized by the RN’s ability to have an intuitive grasp of the situation and to focus 

on the accurate region of the problem without necessary relying on an analytical principle 

(rule or guideline) to connect her/his understanding of the situation to an appropriate 

action anymore.

Over the past years, many scholars have developed dementia competencies for 

nurses. Williams, Kelly, Leger-Krall, and Tappen (2005) developed eight dementia- 

specific competencies which focused on the development o f knowledge, skills and 

attitudes (KSA). KSA are recommended learning outcomes advocated by the Quality 

and Safety Education for Nurses [QSEN] (QSEN Institute, 2014). The QSEN identified 

and defined the knowledge, skills, and attitudes to be developed in nursing pre-licensure 

programs for improving the quality and safety of health care services (QSEN Institute,

2014). Quality in this context was defined as the utilization of data to monitor the 

outcomes of care processes, utilization of improvement methods to design and test



40

changes to continuously improve health care systems (QSEN Institute, 2014). As for 

safety, the QSEN Institute (2014) defined it as the minimizing of harm risk to patients 

and providers through both system effectiveness and individual performance. It, 

therefore, follows that the incorporation of KSA as the framework for dementia care 

competencies by Williams et al., (2005) was significant because it represents the QSEN 

definition of quality and safety competencies for pre-licensure graduates. Another set of 

competency areas were developed by the Michigan Dementia Coalition (2008). The 

Coalition developed seven competency areas focusing on the knowledge and skills 

needed by direct care workers in providing dementia care.

Similarly, Thompson et al. (2009) listed the competencies that health care and 

social care professionals should acquire in order to provide effective dementia care. The 

most recent list of competencies for staff working with PLWD came from Traynor et al.

(2011). Traynor et al. (2011) identified ten dementia care specific competencies. Along 

with five levels at which RNs practice dementia care namely: (i) Novice; (ii) Beginner; 

(iii) Competent; (iv) Proficient; and (v) Expert. The explanation for these five levels is 

identical to the five levels of competency by Benner, Sutphen, Leonard, & Day (2010). 

Appendix B lists the different dementia-specific competencies composed by Williams et 

al. (2005), Michigan Dementia Coalition (2008), Thompson et al. (2009) and Traynor et 

al. (2011).

Registered Nurses’ Roles and Competencies in Dementia Care

The optimization of any intervention for PLWD and their caregivers/families will 

depend on increasing awareness and improved education of the general population about 

dementia. RNs are in a unique position to inform, educate and empower individuals
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about health issues as well as influence policies (Abood, 2007; American Association 

College of Nursing, 2008). Maslow (2006) lamented that often dementia is not 

diagnosed or recognized in hospitalized patients. Clinical nurses are in a unique position 

of identifying subtle changes associated with the early stage of dementia (Maslow & 

Mezey, 2008).

The positive impact of an adequately prepared nursing workforce on the quality of 

life and the quality of care received by PLWD and their families/caregivers throughout 

the disease trajectory was stressed by Batchelor-Aselage et al. (2014). Additionally 

caregiver development, support programs, and care coordination are key strategies in 

thwarting the negative consequences of dementia (Dias et al., 2004). Also, the 

significance of non-pharmacological interventions in preventing and treating BPS has 

been emphasized (Gitlin et al., 2012). Registered nurses are instrumental in the reduction 

and/or prevention of complications in institutionalized and non- institutionalized PLWD 

through the implementation of non-pharmacological and pharmacological interventions 

(Deudon et al., 2009; Khan & Curtice, 2011). Examples of non-pharmacological 

interventions, according to Gitlin et al. (2012), include caregiver education and support, 

training in problem solving, and targeted therapy directed at the underlying causes for 

specific behaviors (e.g. implementing night-time routines to address sleep disturbances). 

Similarly, Rose and Lopez (2012) explained that nurses can play a significant role in 

raising awareness of the early symptoms of dementia and the benefits of early initiation 

of interventions to enhance quality of life.

Furthermore, there is a wealth o f evidence that the attitudes, skills, and knowledge 

of frontline staff working with people with dementia have the potential to influence the
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Chrzescijanski, Moyle, & Creedy, 2007). Registered nurses have a significant a role to 

play in de-stigmatizing dementia through open, honest, discussion and empowering 

family/caregivers to be effective caregivers (Rose & Lopez, 2012). Continuing education 

has become an important method of keeping RNs abreast with current knowledge and 

skills (Tame, 2011). Carefully planned continuing professional education (CPE) 

including continuing nursing education could contribute to the improvement of PLWD 

management and outcomes. However, undergraduate nursing education remains the 

essential foundation on which CPE and/or graduate nursing program can build. The 

aforementioned significant roles of nurses make it imperative for undergraduate nursing 

programs to ensure that they are well-prepared with knowledge and skills in dementia 

care as well as positive attitudes towards PLWD.

Registered Nurses’ Experiences in Dementia Care 

Evidence indicated the nursing profession is not equipped to manage the mental 

health care needs of aging population (Eden, Maslow, Le, & Blazer, 2012; IOM, 2012). 

The lack of educational readiness has impact on the experiences o f RNs when providing 

nursing care to PLWD. The dearth in nursing educational and professional preparedness 

is evident in the in-depth and rich research findings that are emerging on registered 

nurses’ experiences in dementia care. Recently, Marx et al.’s (2014) study reported that 

about 75% of the RNs, participants in their study experienced feelings of frustration and 

being overwhelmed by dementia care. About 66.7% of the participants reported they 

have been hit, bitten, or physically hurt by patients while 53.8% had experienced being 

disrespected by families (Marx et al., 2014). Also, many studies reported RNs’
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description of caring for the patient with dementia as stressful and challenging (Edberg & 

Edfors, 2008; National Audit Office, 2010). The findings by Edberg and Edfors (2008) 

illustrated the problems with decision-making among RNs when providing nursing care 

to PLWD with BPS. Similarly, Bourbonnais and Ducharme's (2010) study showed that 

RNs faced dilemmas when providing care to PLWD with BPS. For example, a nurse 

participant in the study reported concern about when to appropriately administer 

mediations for agitation to patients with dementia.

Furthermore, RNs working in acute care units experienced difficulty in providing 

the necessary care to meet the nursing needs of PLWD especially in the presence of BPS 

(Cronin, 2013; Nilsson et al., 2012). Elucidating problems faced by RNs, Edberg and 

Edfors (2008) stated the PLWD’s lack of inhibition and judgment, anxiety, and agitation 

reduced the RNs’ ability to deal with physical needs. Similarly, Nilsson et al. (2012) 

reported a higher prevalence of cognitively impaired patients and perceived stress were 

associated with negative attitudes among nurses in an acute care ward. Nilsson et al. 

(2012) reported a positive correlation between higher perceived stress among nursing 

staff caring for PLWD and difficulty in providing the necessary care to meet the nursing 

needs in the presence of BPS.

Another negative factor associated with dementia care is the higher frequencies of 

various types of aggressive acts mainly initiated by residents, which are experienced by 

health care aides and licensed practical nurses in dementia care units (Bostrom et al., 

2012). Based on this finding, Bostrom et al. (2012) recommended that leaders and 

managers in dementia care acknowledge the complex topic of workplace aggression and 

encourage an open discussion among frontline staff without assigning blame and to
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prevent staff perceived aggressive acts. Most often, registered nurses are the leaders and 

managers of these sets of frontline health care staff. Thus, RNs can implement educative 

and supportive strategies to improve other auxiliary staff and/ or professional’s 

knowledge, skills and attitude towards PLWD.

One of the major problems associated with the difficulty faced by nursing staff in 

providing quality dementia care is the lack of knowledge and skills. Coffey et al. (2014) 

reported that 83% of acute hospital nursing staff perceived they had insufficient training 

in dementia care. The same study revealed nurses perceived there is insufficient or 

unavailable of education on dementia specific communication strategies (Coffey et al., 

2014).

United States’ Policy Initiatives on Dementia Care Education 

In the United States, a number of dementia-related policies have emerged over the 

years due the high prevalence and health care related costs which are expected to exceed 

$1 trillion in the U.S (Alzheimer's Association, 2014). According to Chan and Chan 

(2009), dementia care has an inevitable political component. The political forces are 

already pushing for the training of nursing staff in dementia care (Smith, 2012; U.S. 

Department o f Health and Human Services, 2013). In 2010, the Patient Protection and 

Affordable Care Act was signed into law, providing goals to improve health care for all 

Americans across all age groups and income levels, with specific implications for the 

mental health services for older adults (U.S. Department of Health and Human Services, 

2010; Sorrell, 2012).

Following the Presidential Investment in Alzheimer’s research, provider 

education, and awareness in February 2012, the first National Plan to Address
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Human Services, 2013). The recent 2014 updated version of the National Alzheimer’s 

Project outlined 5 goals namely: 1) prevent and effectively treat Alzheimer’s disease by 

2025, 2) enhance care quality and efficiency, 3) expand supports for people with 

Alzheimer’s disease and their families, 4) enhance public awareness and engagement, 

and 5) improve data to track progress.

Significant strategies associated with the first goal include accelerating efforts to 

identify early and presymptomatic stages of Alzheimer's disease (U.S. Department of 

Health and Human Services, 2014). The listed strategies for achieving the second goal 

include timely and accurate diagnosis, educate and support people with Alzheimer’s 

disease and their families upon diagnosis, and experience of safe and effective transitions 

between care settings and systems by people with Alzheimer’s disease (U.S. Department 

of Health and Human Services, 2014). Other strategies include advance coordinated and 

integrated health and long-term services, support for individuals living with Alzheimer’s 

disease, and improve care for populations disproportionally affected by Alzheimer’s 

disease and for populations facing care challenges (U.S. Department of Health and 

Human Services, 2014). At state levels, many states have passed laws that require 

training for health care providers providing care to PLWD. For example, Massachusetts 

passed ACT H. 3947 into law in 2012 to improve the quality of care for PLWD by 

requiring dementia-specific training for staff in long-term care facilities (Smith, 2012).

A major strategy for meeting the National Alzheimer Project’s goal of enhancing care 

quality and efficiency is the development of a workforce with the requisite knowledge 

and skills to provide evidence-based services to all PLWD across the health care
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continuum (U.S. Department of Health and Human Services, 2013). However, the policy 

offers no particular insight into the content and method of delivery of dementia care 

education. In addition, there is no insight into whether the content should be included at 

undergraduate and graduate curriculum levels, or as continuing education for health care 

providers.

United States Entry-Level Nursing Programs 

In the U.S., pre-licensure graduate nurses are prepared through three traditional 

entry-level nursing programs namely: 1) Diploma program (DN); 2) Associate Degree in 

Nursing/Associate of Science in Nursing (ADN/ASN) degree program; and

3) Baccalaureate (BSN) degree program (AACN, 2014; Raines & Taglaireni, 2008). 

Post-graduation from any of these three programs, graduates are eligible to sit for the 

National Council Licensing Examination for RNs (NCLEX-RN) that give them initial 

licensure (Raines & Taglaireni, 2008). International graduates of similar accredited 

programs are eligible to sit for the NCLEX-RN. The NCLEX-RN examination measures 

minimum technical competency for entry-level nursing practice and is administered by 

the National Council of State Boards of Nursing [NCSBN] (Raines & Taglaireni, 2008).

The DN Nursing is a non-degree, three-year hospital-based nursing program 

(AACN, 2014). This type of program is disappearing due to the shift in nursing 

education from hospital-based instruction into college and university systems (AACN, 

2014). The ADN/ASN is typically a three year degree program offer at universities, 

community colleges, vocational schools or even some hospitals (AACN, 2014). 

Continuous advancement in health care and the need for professional development in 

nursing have resulted in recommendation for the baccalaureate degree to be the minimum
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level required for entry into professional nursing practice in the United States (AACN, 

2014; CCNE, 2010). However, DN and ADN/ASN programs still exist despite the 

continuous call to discontinue them from certain nursing entities (CCNE, 2010).

The revised essentials of baccalaureate education for professional nursing practice 

indicated the education for graduate nurses must include content and experiences across 

the lifespan (AACN, 2008). This means the aging population, most affected by 

dementia, is included in nursing education’s focus. The roles of RNs in patient-centered 

care include translating the plan of care to the patient, coordination of continuous care, 

and listening to, communicating with, and educating patients and caregivers regarding 

health, wellness, and disease management and prevention (AACN, 2008). In providing 

those services, the RNs base their nursing interventions on holistic, caring framework that 

is comprehensive and focuses on the mind, body, and spirit, as well as emotions of the 

clients and their families/caregivers (AACN, 2008). Another important issue discussed 

in the report on essential competencies of baccalaureate education (BSN) is that 

graduates of baccalaureate nursing programs will have the knowledge and authority to 

delegate tasks to other health care personnel, as well as to supervise and evaluate these 

personnel. It, therefore, follows that BSN graduates are accountable for their 

professional practice and image, as well as for outcomes of their own and delegated 

nursing care to other staff. The recent Institute of Medicine Report on the Future of 

Nursing (2010) stated that nursing programs should provide the "tools needed to evaluate 

and improve standards of care and the quality and safety of care" (p. 10). Against the 

backdrop of rising prevalence of PLWD, it is of great importance to know if present
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undergraduate nursing curricula reflect the preparation of pre-licensure nurses in 

providing effective, quality and safe nursing care to PLWD and their families/caregivers.

The level at which pre-licensure nurses are prepared during these programs could 

be the key to the quality of nursing care PLWD and their families/caregivers will receive. 

To instill these aforementioned competencies into pre-licensure nurses, Bums and Grove

(2009) explained that undergraduate programs are informed by standards and determined 

by the situational context in class and clinical settings.

The literature has highlighted the importance of involving persons with health 

conditions (service users) and their caregivers in the education of health care 

professionals (Minogue et al., 2007; Hope, Pulsford, & Thompson, 2007; Pulsford et al., 

2003; Pulsford, Hope, &Thompson, 2007). A clear evidence of the role of PLWD and 

their caregivers in the designing of curriculum is illustrated via the action of the Higher 

Education for Dementia Network (HEDN) in the development of the Curriculum for 

Dementia Education (CfDE) in 2003 and finally published in 2013 (HEDN, 2013). The 

CfDE was validated by PLWD and their families/caregivers via a small focus group 

(HEDN, 2013).

Hope et al. (2007) explained that the involvement of service users and their 

caregivers in teaching is a powerful way to foster empathy among health care 

professional students. Also, many studies revealed involvement of service users in health 

care education curricula could help to improve students’ skills and knowledge which 

could lead to an improvement of the quality of care provided (Ahuja & Williams, 2005; 

Collier & Stickley, 2010; Debyser, Grypdonck, Defloor, & Verhaeghe, 2011; Fitch, Daw, 

Balmer, Gray, & Skipper, 2008; Gutteridge & Dobbins, 2010; Morgan & Jones, 2009;
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Moss, Boath, Buckley, & Colgan, 2009; O’Reily, Bell, & Chen, 2011; Townend, Tew, 

Grant, & Repper, 2008).

With the advance of technology, the learning process in nursing education is 

shifting from traditional, face-to-face, lecture to a more virtual, interactive, classroom 

with vast availability and access to information. Examples of interactive teaching styles 

used in undergraduate nursing education include games, interactive videoconference, and 

cross word puzzles (Royse & Newton, 2007; Spiers, Paul, Samuel, & Weaver, 2012). In 

addition, simulation is fast becoming a popular teaching and learning strategy in 

facilitating safe learning clinical environment for pre-licensure nurses (Bender &

Randall, 2005; Guhde, 2010; Reese, Jeffries & Engum, 2010; Sharpnack & Madigan, 

2012; Smith, & Roehrs, 2009; Wane & Lotz, 2013).

According to Benner et al. (2010), one of the unique aspects of nursing education 

is its emphasis in clinical practice on knowing what, how, and when. Also, clinical 

experience is recognized by the AACN (2008) as an essential part of nursing programs in 

preparing students to care for a variety of patients across the lifespan and the continuum 

of care. Benner et al. (2010) also explained that clinical experience is essential to nursing 

education as a foundation for bridging the gap between theory and practice. In further 

support of the importance of clinical experience in any nursing program, Ironside et al.

(2010) explained the nature of clinical experiences shapes students’ knowledge, skills, 

and attitudes.
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Knowledge, Skills, and Attitudes of Pre-Licensure Nurses in Relation to

Dementia Care.

There is a large body of literature on dementia related topics, such as caregiver 

burden, PLWD’s experiences, and interventions (Andren & Elmstahl, 2005; Andren & 

Elmstahl, 2008; Arango Lasprilla, Moreno, Rogers, & Francis, 2009; Camargos, et al., 

2012; Grossberg, 2008; Langdon, Eagle, & Warner, 2007; Martin-Carrasco et al.,

2009; Norbergh, Helin, Dahl, Hellzen, & Asplund, 2006; Sansoni, Anderson, Varona, & 

Varela, 2013). However, limited data exist globally regarding the knowledge, skills and 

attitudes of pre-licensure nurses in relation to dementia care. Moreover, there is a great 

dearth in the literature on how undergraduate nursing programs prepare graduate nurses 

in regard to dementia care. This section of the literature review presents findings from a 

global perspective considering that very few studies have been conducted in the United 

States.

The inconsistency and variability of pre-licensure nurses’ knowledge, skills, and 

attitudes in dementia care is evident by the findings of many studies. One can argue that 

the inconsistency and variability are associated with the difference in curricula. A recent 

study conducted in the United Kingdom reported that final year pre-licensure nurses 

described dementia care as challenging and hazardous (Watts & Davies, 2014). The 

students in the study stated they were inadequate prepared for what they believed was 

knowledgeable work requiring interpersonal competence and confidence (Watts & 

Davies, 2014). The findings of two qualitative studies in Australia indicated pre- 

licensure nurses, especially during their first clinical placement, lacked the necessary 

knowledge and skills in dementia care (Baillie, Cox, & Merritt, 2012; Robinson & Cubit,
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2007). In a qualitative study conducted in Tasmania by Robinson and Cubit (2007), the 

BSN second year pre-licensure nurses used terms such as scared, intimidated, and 

uncertain to describe their feelings about how to respond to clients with dementia in 

residential care facilities. In contrast, Scerri and Scerri's (2013) study in Malta revealed 

pre-licensure nurses at first, second and third level of the general and mental health 

undergraduate nursing programs had adequate knowledge about dementia.

Baillie et al. (2012) reported findings o f four focus groups conducted to explore 

nursing students’ experiences of caring for older people with dementia in the hospital. 

The study provided evidence that pre-licensure nurses lacked the necessary knowledge 

and skills in dementia care particularly during their first clinical placement. The 

participants reported they needed more preparation earlier in their nursing program.

With regards to skills, findings from several studies indicated students 

experienced difficulties in communicating and providing basic nursing care to PLWD 

especially when patients were aggressive, anxious or agitated (Baillie et al., 2012; 

Robinson & Cubit, 2007). Thus, the presence of BPS is a nursing care challenge that 

needs to be addressed in undergraduate nursing programs.

The present trend of evidence on the attitudes o f pre-licensure nurses towards 

dementia and dementia care is mixed. De Witt, Weckmann, Nguyen, Parsons, and 

Hughes (2013) reported that U.S final year nursing students’ attitudes towards people 

with dementia were significantly more positive than those of final year medical and 

pharmacy students in the U.S and Ireland. This is similar to the findings of the study 

conducted in Australia by Scerri and Scerri (2013) who found that nursing students 

showed positive attitudes towards patients having Alzheimer's disease and dementia.



On the other hand, negative attitudes among pre-licensure student nurses towards 

PLWD and dementia care have been reported by many studies (Gould, Dupuis- 

Blanchard, & Maclennan, 2013; Kim, 2006; Robinson & Cubit, 2007). The presence of 

BPS appeared to be a significantly associated with fear of PLWD and negative attitudes 

towards dementia care among students in a study conducted in Australia (Robinson & 

Cubit, 2007). Similarly, Kim (2006) conducted a quantitative study in Korea to examine 

the attitudes of pre-licensure nurses towards elders in general and those with dementia. 

Results indicated students had more negative attitudes towards elders with dementia than 

those without dementia (Kim, 2006). Although there was an improvement in the 

students’ perception of the elderly persons’ generosity and flexibility during the 

practicum, these perceptions were not sustained during the 8 week follow-up (Kim,

2006). A recent study in Canada yielded a similar result showing that pre-licensure 

nurses had more negative attitudes towards elderly patients with dementia than those 

without dementia (Gould et al., 2013).

A growing body of literature has shown negative attitudes towards dementia is 

rooted in ageism and stigma associated with mental illnesses (Behuniak, 2011; Scholl, & 

Sabat, 2008). The stigma associated with dementia has been explained as one of the 

reasons for the incorporation of the disorder into major neurocognitive disorders (NCD) 

in the DSM-V to minimize the stigma (Benbow & Jolley, 2012; Ben-Zeev, Young, & 

Corrigan, 2010; Ganguli et al., 2011). Touhy (2004) explained the word dementia evokes 

images o f mute people sitting in wheelchairs in nursing homes condemned to a life of 

nothingness, or even worse, images of aggressive persons. In addition, Nolan, McCarron, 

McCallion, & Murphy-Lawless (2006) discussed how the term dementia evokes fear to
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engage with PLWD and social isolation. Similarly, Behuniak (2011) explained the term 

dementia is dehumanizing for an individual based on disgust and terror and reinforced by 

the social construction of people with AD as zombies. It is, therefore, evident that 

mitigation of dementia related stigma could contribute to the development of positive 

attitudes about PLWD among pre-licensure nurses.

Other barriers to learning dementia care among pre-licensure nurses are clinical 

nurse educators’ insufficient knowledge about advanced dementia care, lack of role 

models, negative role modeling, and impoverished care environments (Chan & Chan, 

2009; Skaalvik Normann, & Henriksen 2010; Watts & Davies, 2014). The inadequacy of 

nurse educators’ skills and knowledge is explained by Batchelor-Aselage et al. (2014) as 

a great paucity in the infusing of geropsychiatric content into nursing curricula. Another 

identified obstacle was the difficulty in teaching some of the principles of dementia care 

such as the person-centered (personhood) care. Skaalvik et al. (2010) conducted a 

qualitative study in Norway to explore the experiences of pre-licensure nurses in the 

application of person-centered care for patients with Alzheimer’s disease and dementia. 

The study’s findings illustrated that there was a significant challenge in the 

implementation of person-centered care in the clinical setting as taught theoretically. 

Skaalvik et al. (2010) described the students’ experience as hasty and lacked the 

emphasis on genuine person-centered care that requires knowledge, time spent with the 

PLWD, and tranquility. Some of the factors which were barriers to person-centered care 

were the nursing staffs focus on routines and ward orderliness (Skaalvik et al., 2010). 

Additional studies suggested there is a positive correlation between self-efficacy and 

knowledge of dementia and hours of teaching dementia care content in undergraduate
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professional social and health care programs including nursing programs ( Kwok, Lam, 

Yip, & Ho, 2011; Jordan,& Church, 2013).

Considering the current trend of data on the factors influencing the teaching- 

learning of dementia care among pre-licensure nurses, many nurse scholars encouraged 

curriculum development and/or change as well as development of creative and innovative 

teaching methods (Chen & Walsh, 2009; DeKeyser & Kahana, 2006; Pulsford et al., 

2003; Robinson & Cubit, 2007). For example, the Curriculum for UK Dementia 

Education (CfDE) was developed initially in 2003 with the final revision published in 

2013 by the Higher Education for Dementia Network (HEDN) (HEDN, 2013). The 

curriculum helps to guide universities in assuring their courses address the knowledge 

and skills that health and social care professional students need to care for people with 

dementia in the United kingdoms (HEDN, 2013). The curriculum consists of two parts 

namely: 1) ‘Full curriculum’ for dementia-specific programs at undergraduate or 

postgraduate level (such as a BSc (Hons) Dementia Care, MSc Dementia Studies), and

2) ‘Core curriculum’ for generic/professional undergraduate and pre-registration courses 

(such as BSc(Hons) Nursing with NMC registration, BA(Hons)/MA in Social Work) 

(HEDN, 2013). Among significant organizations that have endorsed this curriculum 

include the British Geriatrics Society (HEDN, 2013). See Table 1 for the list of core 

topics in the CfDE for undergraduate courses.



55

Table 1. Ten Core Topics in the Curriculum for UK Dementia Education (CfDE 
Developed for Undergraduate Courses

1) Prevention and keeping well
2) Identification of dementia
3) Understanding the experience of and communicating with people with 

dementia
4) Creating effective partnerships with carers and families
5) Equality, diversity, and inclusion in dementia
6) Developing person centered care, assessment, and care planning
7) Understanding legal and ethical aspects of working with people with 

dementia
8) Holistic health and supporting the daily life of people with people
9) End of life palliative care
10) Key professional abilities and collaborative working

Note: Source from Higher Education for Dementia Network (2013)

Dementia Care in the United States’ Undergraduate Entry-Level Nursing

Education Programs.

Dementia is one of the identified high risk, high volume conditions that pre

licensure nurses are unlikely to have experienced clinically (Bums & Poster, 2008). The 

Hartford Institute for Geriatric Nursing’s provision of relevant online dementia resources, 

modules, and tools for health care professionals speaks to the importance of knowledge 

and skills about dementia care among health care professionals (Hartford Institute for 

Geriatric Nursing, 2014). A key partnership was formed between the John A. Hartford 

Foundation in 2008 with the American Academy of Nursing in a 4-year project called the 

Geropsychiatric Nursing Collaborative (GPNC) (Hartford Institute for Geriatric Nursing,

2014). The partnership resulted in a collaborative strategy with key professional 

organizations to standardize competencies and curricula in geropsychiatric nursing to 

help improve nursing care of older adults and better serve their mental health needs
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(Beck, Buckwalter, & Evans, 2012). In addition, GPNC identified and disseminated 

curricular materials for faculty across levels of nursing education (Beck et al., 2012).

The GPNC developed and maintains a repository of tools for teaching neuropsychiatric 

content within a web-based site called the Portal of Geriatrics Online Education (POGOe) 

(Hartford Institute for Geriatric Nursing, 2014). Moreover, the GPNC identified core 

content topics in geropsychiatric nursing which included the three Ds—depression, 

dementia, and delirium, substance abuse, anxiety disorders, sleep disorders, chronic 

mental health disorders (e.g., schizophrenia, bipolar disorders), pain, elder suicide, and 

family caregiving (Beck et al., 2012). Among all the aforementioned topics, Beck et al.

(2012) emphasized there is poor coverage of content related to dementia and delirium in 

generalist baccalaureate psychiatric-mental health nursing textbooks. Most textbooks, 

according to Beck et al. (2012), provided an overview of dementia and encouraged nurses 

to seek non-pharmacological interventions for behavioral disturbances and care.

However, Beck et al. (2012) explained that problem-solving frameworks or theoretical 

models were not consistently provided for thinking through behavioral manifestations at 

the person, caregiver, and environmental levels. Moreover, Beck et al. (2012) argued that 

broad recommendations for interventions are helpful, but nurses must recognize the need 

to individualize care and respond to the specific needs of the individual with dementia 

with personalized interventions. Similarly, Melillo and Houde (2011) explained there is a 

critical need for explicit rationale for why nurses should recognize problem behaviors, 

such as agitation, wandering, feeding difficulties, sleep, and sexual disturbances, are 

forms of communication from PLWD (Melillo & Houde, 2011). All these 

recommendations are consistent with the AACN’s Essentials of Baccalaureate Nursing
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Education (2008) call for graduates to be prepared by academically and experientially 

expertized faculty to provide holistic, quality, and individualized nursing care.

All health care providers, regardless of their area of practice, are likely to provide 

services to PLWD. The Alzheimer’s Association (2014) acknowledged that physicians in 

non-specialist areas would be providing care to PLWD. Tullo and Allan (2011) 

emphasized a need for a robust educational foundation about dementia for undergraduate 

medical students that can be translated into competent care during postgraduate practice. 

This emphasis is particularly important for nurses as well because of the significant role 

RNs play in dementia care. In addition, Tullo and Allan (2011) emphasized the need to 

ensure that clear learning outcomes relevant to knowledge, skills, and attitudes of 

dementia care accompany early clinical experience (Tullo & Allan, 2011).

A well-supported clinical experience was described by Lea et al. (2014) as 

facilitating learning among pre-licensure nurses by integrating a conducive environment 

in clinical sites with good levels of staffs knowledge and skills as well as positive 

attitudes towards the population receiving the services. Early studies reported findings 

that most knowledge and attitudes regarding dementia care among pre-licensure nurses 

are primarily acquired during clinical experiences (Robinson & Cubit 2007; Skog, 

Negussie, & Grafstro"m, 2000). Some studies’ findings revealed the effectiveness of 

innovative pedagogical strategies with well-supported clinical experiences in improving 

pre-licensure nurses’ knowledge of dementia care (Lea et al., 2014; Eccleston et al.,

2015). With regards to learning activities during clinical experiences, a study conducted 

by Jordan and Church (2013) demonstrated that the implementation of psychosocial 

interactive activity by pre-licensure nurses during clinical rotations can contribute to the
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improvement of their self-efficacy in providing dementia care. Also, standardized patient 

learning activities with class lectures on dementia were effective in improving pre

licensure nurses’ ability to perform accurate assessment of dementia, demonstrate 

therapeutic communication skills, empathy and caring, and understand patient values, 

preferences, and beliefs (Webster & DiBartolo, 2014).

Findings on the effectiveness of pedagogical strategies in teaching the theoretical 

concepts of dementia care have been reported in some studies. For example, Austi and 

Balasubramania’s (2012) findings revealed that the use of video assisted teaching 

modules in teaching dementia care to third year pre-licensure nurses was highly effective.

Summary

This chapter provided an overview of the epidemiology and impact of dementia. 

Also, the health care services received by PLWD were reviewed. In addition, the chapter 

presented details on U.S policies on dementia care education for health care providers, 

registered nurses’ experiences of dementia care, and the knowledge, skills, and attitudes 

of pre-licensure nurses. Based on the literature, there is a dearth of research regarding 

nursing programs’ preparation of pre-licensure nurses in dementia care. The need to 

conduct research studies in this area was demonstrated considering the increasing 

prevalence o f PLWD with their caregivers/families who are in critical need of nursing 

care.



CHAPTER 3 

METHODOLOGY

This chapter provides detailed information on the research study’s design, the 

setting, sample, and justification for the sample size. In addition, the chapter presents 

information on the data collection instrument that was developed for the study. Details 

on the procedures and an overview of the data analysis including how collected data were 

analyzed for each research question are presented. Finally, information is provided on 

how ethical issues with respect to protection of human participants were addressed.

Research Design

The design for this study was explanatory sequential mixed methods as described 

by Creswell and Plano Clark (2011). A mixed methods study is a single study in which 

both qualitative and quantitative data are collected and analyzed concurrently or 

sequentially and the integration of the data occurs at one or more stages in the process of 

research (Creswell & Plano Clark, 2011).

The explanatory sequential mixed methods study design is a process by which 

quantitative data are collected and analyzed first. Then, the quantitative results are used 

in informing collection of qualitative data which is then analyzed to see how they further 

explains the quantitative results (Creswell & Plano Clark, 2011). Consistent with this 

design, the present study involved a quantitative phase (QUAN) first which was followed 

by a qualitative phase (qual). Then, the results of both phases were integrated to see how 

the qualitative findings further explained the quantitative results. A model of the

59
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procedures for the explanatory sequential mixed method design of this study is provided 

in Appendix C.

In this study, the quantitative data provided a general picture of what content of 

dementia care were included in the pre-licensure entry-level undergraduate nursing 

programs. Also, it gave an overview of where and how dementia care content 

was incorporated into entry-level undergraduate nursing curricula. The main benefit of 

having qualitative data in this study was that it elaborated on the findings of the 

quantitative results by exploring in-depth the perceptions and experiences of the 

representatives of schools of nursing on the integration of dementia care content in their 

curricula. This rationale was reflective of Ozlem’s (2011) explanation that the 

combination of qualitative and quantitative methods allows research questions to be 

answered from different angles and verified in the same context.

The purpose of conducting the investigation as a pilot study enabled the 

identification of a number of fundamental issues related to the process of conducting a 

large-scale study. Also, the approach highlighted how to balance and optimize the use of 

the research methods so as to avoid identified pitfalls and mistakes in a future study. As 

a pilot study, it laid the groundwork and informed the future design of a larger nationwide 

study on the status of dementia care content in entry-level nursing programs in the United 

States.

Setting

The study was a multisite study enabling the investigation of multiple programs 

using the same study design and methodology within a specific timeframe (Gold &

Dewa, 2005). The use o f a multisite approach also allowed access to a diverse sample
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using the same mixed methods design, instruments, and protocol (Oermann et al., 2011). 

Additionally, many scholars indicated the findings generated from data collected from 

multisite studies strengthens the evidence and influences practice and policies more than 

single site studies (Fiss et al., 2010; Flynn, 2009; Gold & Dewa, 2005; Oermann et al.,

2011). The effective use of multisite studies in educational and health research has been 

demonstrated in many studies (Gold & Dewa, 2005; Oermann et al., 2011).

Phase I Quantitative Strand

Design

The quantitative phase of the study employed a cross-sectional, descriptive design 

study. Cross-sectional is described as a snapshot of a phenomenon by single data 

collection of period (Levin, 2006; Polit & Beck, 2012; Olsen &St. Georgia, 2011). A 

descriptive study is designed to describe the existing distribution of variables and 

possible relationships between variables (Creswell and Plano Clark, 2011). The choice of 

descriptive design concurred with Arain, Campbell, Cooper, and Lancaster’s (2010) 

suggestion that analysis of pilot studies should be mainly descriptive. Moreover, 

considering that there is sparse published nursing research on dementia care content in 

nursing education, the design as a pilot study was in line with Grimes and Schulz’s 

(2002) explanation of descriptive studies as the first scientific tentative approach in new 

areas of inquiry.

Target Population

The targeted population for this study was entry-level undergraduate nursing 

programs in the United States. Entry-level undergraduate nursing programs were chosen 

as the target population because they are the basic source of fundamental knowledge and



skills for pre-licensure nurses (AACN, 2014). The inclusion of diploma and ADN/ASN 

programs in the study along with BSN programs was because diploma and ADN/ASN 

programs are still producing a substantial number of graduate nurses who passed the 

NCLEX-RN examination and became licensed to practice as registered nurses. In 2015, 

the number of graduates from ADN/ASN degree, BSN degree, and diploma degree 

programs in 2015 were 84,379; 70,857; and 2,607 respectively. In the same year, the 

passing rates for NCLEX-RN examination for ADN/ASN degree, BSN degree, and 

diploma degree programs were 82 %, 88 %, and 86% respectively (NCSBN, 2015). 

Thus, the percentage o f passing rate difference for NCLEX between graduates from the 

three programs in 2015 was less than 6% (NCSBN, 2015).

Sampling Frame

The sampling frame for the study was defined as all states in the U.S. that have a 

projected prevalence of Alzheimer’s above 150 thousand by 2025 as estimated in 

Alzheimer’s Association database (2014). See Table 2 for detail on the prevalence and 

percentage change in Alzheimer’s disease of the 11 states between 2014 and 2025.
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Table 2. States in the U.S. with greater than 150 thousand projected cases of 
Alzheimer’s in 2025 and percentage change between 2014 and 2025

State Projected Number 
w / Alzheimer's 
(in thousands)

2014

Projected Number w / 
Alzheimer's

(in thousands)

2025

Percentage Change 

2014-2025

Arizona 120.0 200.0 66.7

California 580.0 840.0 44.8

Florida 480.0 720.0 50.0

Georgia 130.0 190.0 46.2

Illinois 210.0 260.0 23.8

North Carolina 150.0 210.0 40.0

New Jersey 170.0 210.0 23.5

New York 380.0 460.0 21.1

Pennsylvania 270.0 320.0 18.5

Texas 330.0 490.0 48.5

Virginia 130.0 190.0 46.2

Total 11 2950 4090

Note: Source from Alzheimer’s Association (2014)

The U. S. 2025-projected prevalence in the Alzheimer’s database was used because it is 

the most recent projection of prevalence of Alzheimer’s per states. The use of this 

database minimized sampling frame error because it contained all the projected estimated 

projected prevalence Alzheimer’s. The decision to use a ceiling minimum of 150 

thousand in determining the states to include in the sample frame was to ensure an 

accurate reflection of the geographical areas where the impact of dementia care is 

expected to be most felt by the populace and health care systems. Eleven states met the
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criterion of projected Alzheimer’s prevalence of more than 150 thousand in 2025 

(Alzheimer’s Association, 2014). In total, estimates project over four million PLWD in 

these states alone by 2025.

Sampling Methods

A stratified multi-stage sampling method was used during the quantitative phase. 

A stratified multi-stage sampling is a process in which sampling is done sequentially 

across two or more hierarchical levels by dividing all members of the targeted population 

into strata and a random sample is selected from each strata (Battaglia, 2008; 

Onwuegbuzie & Leech, 2007). According to Creswell and Plano Clark (2011), an equal 

number of participants on a stratification characteristic can be represented in a final 

sample for data collection when the targeted population is first stratified and then 

randomly sampled. The sampling units in the first stage procedure are called primary 

sampling units (PSUs), from which secondary sampling units (SSUs) are identified for 

obtaining the study sample (Khan, Chand, & Ahmad, 2006; Murphy, 2008).

In the first stage of the multi-stage sampling, eleven states met the inclusion 

criterion of having more than 150 thousand projected cases of dementia in 2025 were the 

PSUs for inclusion in the sampling frame. In the second stage, ten schools of nursing 

(five ADN/ASN and diploma, and five BSN programs) were randomly selected within 

the 11 identified States. See Figure 2 for a visual representation of the multi-stage 

sampling procedure. This method was chosen to enhance homogeneity and 

representativeness (Polit & Beck, 2012). First, it allowed the relatively homogeneous sub 

grouping of the schools of nursing according to the states. Secondly, this method 

increased representativeness and reduced sampling error because all the schools of
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nursing within the selected states had an equal chance of being included in the sample 

through a random sampling method (Couper, 2000; Polit & Beck, 2012). The use of a 

multi-stage sampling method in producing quality data has been illustrated in many 

studies (Iyoke, Onah, & Onwasigwe, 2006; Jia, Usagawa, & Fu, 2014).

States in the United States.

States in the U.S. with 
more than 150,000 
projected cases of 
Alzheimer’s in 2025.

Arizona, California, Florida, Georgia, Illinois, North Carolina, New 
Jersey, New York, Pennsylvania, Texas, & Virginia.

Ten randomly selected schools of nursing offering entry-level nursing 
programs from each of the identified 11 states.

PSUs

SSUs

Minimum sample size of 30 approved schools of nursing.

Figure 2. Visual Representation of the Multi-Stage Sampling Method

The inclusion criteria for the study were: 1) school of nursing, 2) offers approved 

pre-licensure nursing education programs, and 3) located within a State having more than 

150 thousand projected Alzheimer’s in 2025.
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Instrumentation

The survey used in the quantitative phase was designed through a three step 

process, determining the content domain, sampling from content (item generation and 

item identification) and instrument construction. In this study, the construct was 

dementia care curriculum content within the pre-licensure nursing program. A literature 

review on the measurement of the construct was performed to determine the content 

domain for the instrument. The content domain is the content area related to the variables 

that are being measured (Polit & Beck, 2006). A clear image of the construct’s 

boundaries, dimensions, and components was obtained through a precise definition of its 

attributes and characteristics.

Many items used in the study survey were adapted with the developers’ 

permission from existing surveys by Rosenfeld et al. (1999), Ironside et al. (2010), and 

Tullo and Gordon (2010). Other items were developed by the researcher. All the items 

were focused on measuring the comprehensive classroom and clinical content of 

dementia care in entry-level nursing programs across the United States.

Rosenfeld et al.’s (1999) instrument was developed and used by the authors for 

their study entitled “Geriatric/Gerontological Nursing Content in Baccalaureate Nursing 

Programs." The survey is 19 self-report items with sub-items. Rosenfeld et al. (1999) 

reported a panel of 10 national gerontological nurse faculty experts conducted expert 

review and provided content validity evidence for the survey. For the current study, the 

term “Geriatric/Gerontological” was replaced with the term “Dementia or Dementia 

care.” The choice of Rosenfeld and colleagues’ instrument in the quantitative phase of



67

the study was appropriate because the question items were simple sentence structure with 

no ambiguity and vagueness, and the target population to which it was initially 

administered in Rosenfeld et al.’ s study remained the same (i.e. schools of nursing).

Rosenfeld et al.‘s (1999) instrument was further developed by Berman et al. 

(2005). Berman et al. (2005) abbreviated the instrument for use in a study that focused 

on comparing the findings on gerontological nursing content in baccalaureate nursing 

programs between 1997 and 2003. The abbreviated instrument underwent four revisions 

to assure clarity and appropriateness of length by eight expert gerontological nursing 

faculty and two statistical expert consultants in nursing education research. Similarly, 

Giije et al. (2007) adopted Rosenfeld et al.’s (1999) instrument for a national survey on 

gerontology and geriatric issues and trends in U.S. nursing programs. Evidence for 

content validity and the estimated time required for completion of the instrument were 

obtained through an expert panel review and a pilot study of undergraduate and graduate 

nursing faculty (Giije et al., 2007). There were no reported reliability testing data for the 

instrument.

Ironside et al. (2010) built on the work of Breman et al. (2005) by adapting many 

items and including new items reflecting on the insights obtained from focus groups with 

AD nursing faculty. The instrument was used by Ironside et al. (2010) in a national 

survey on gerontological nursing content in Associate Degree programs. There were 22 

total items on the instrument with an estimated completion time of 20 minutes (Ironside 

et al. 2010). Evidence for face validity was obtained through a panel of nationally 

recognized experts in geriatric nursing, from both service and academic settings (Ironside 

et al., 2010). Clarity of the items, the scope of the survey, and the completion time
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required were confirmed through pilot testing the instrument by representatives of two 

schools. Furthermore, Ironside et al. (2010) reported that the study’s staff pre-tested the 

ease of usage, formatting issues, and skip patterns. No reported reliability testing of the 

instrument was reported. In the cuurent study, the term “Geriatric/Gerontological” on the 

instrument were replaced with “Dementia or Dementia care.”

Tullo and Gordon’s (2013) instrument was developed and used in a national 

survey titled “Teaching and learning about dementia in UK medical schools.” The 

survey instrument was reviewed by medical educators at two United Kingdom medical 

schools and the British Geriatrics Society’s (BGS) Education and Training Committee 

(Tullo & Gordon’s (2013). There were no reported reliability data for the instrument.

The survey is a self-report questionnaire comprised of 16 open ended designed questions 

about teaching and learning on dementia with free-text spaces for participants to 

elaborate on their answers when necessary (Tullo & Gordon, 2013). For the current 

study, the terms “National Dementia Plan 2009” in the question item 10 was replaced 

with “National Alzheimer’s Project 2011” to reflect the U.S. plan for dementia care. In 

addition, the term “Medical school” was replaced with “School of nursing” in the 

instrument.

In the current study, adapted items from aforementioned three instruments 

(Rosenfeld et al., 1999; Ironside et al., 2010; Tullo & Gordon, 2013) were combined with 

other items developed by the researcher into one web-based survey with the title 

“Dementia Care Content in Entry-Level Undergraduate Nursing Curricula (DCCNC).” 

Appendix D shows a sample of the DCCNC instrument. The DCCNC was composed of 

40 multiple choice and open-ended items organized into 3 sections. Items in the first



69

section totaling 14 items focused on the institutional profile and were comprised of five 

adapted items from the surveys of Ironside et al. (2010) and Rosenfeld (1999) each. The 

remaining four items were developed by the researcher. The second section was 

comprised of 23 items that focused on curricular issues including resources, activities, 

and impact. Of the 23 items, six were adapted from the survey developed by Tullo and 

Gordon (2010), 16 items were adapted from the survey by Ironside et al. (2010) and one 

item was adapted from Rosenfeld et al. (1999). The third section consisted of 3 items 

adapted from Ironside et al (2010) to identify the role of the participants in the programs 

and obtain contact information.

The second step in developing the web-based survey instrument entailed for the 

current studyconducting expert review and obtaining content validity evidence for the 

survey items and the entire instrument (Zamanzadeh et al., 2015). Six of the nine content 

experts consulted to evaluate the instrument responded. See Appendix E for a sample of 

the email and rating document sent to the content experts. All the content experts were 

well known nurse scholars in mental health/ gerontology/nurse education. To obtain a 

content validity index for relevancy and clarity of each item (I-CVIs), the number of 

those judging the item as relevant or clear (rating 3 or 4) was divided by the number of 

content experts. A content validity index can be calculated at both item level (I-CVIs) 

and the scale-level (S-CVI) (Lynn, 1986). In item level, I-CVI is computed as the 

number of experts giving a rating 3 or 4 to the relevancy of each item, divided by the 

total number of experts (Lynn, 1986). The I-CVI expresses the proportion of agreement 

on the relevancy of each item, which is between zero and 1.0 and the SCVI is defined as
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“the proportion of total items judged content valid” or the proportion of items on an 

instrument that achieved a rating of 3 or 4 by the content experts (Lynn, 1986).

The content validity index test for the DCCNC instrument was conducted using 

Lynn’s (1986) strategy to ensure that the items measured the content domain. The I-CVI 

value (the proportion of agreement about relevance of an item) for each item on the 

instrument was computed by dividing the number of content experts who gave a rating of 

either 3 or 4 by the total number of experts that provided a rating value. Of the 40 items 

on the DCCNC instrument, 37 were submitted to the expert reviewers because the last 

three items were on the participants’ role and willingness to participate in the phase II 

qualitative phase of the study. Nineteen of the 37 items had an I-CVI score of 1.0 while 

13 items had an I-CVI score of 0.83. Based on the content expert raters’ rating values, 

the remaining five items had a I-CVI score of 0. 67 which was less than Lynn’s 

recommended cut-off for acceptability. The suggestions of the content expert raters were 

then incorporated into the five items and recalculated again. Those items scores changed 

to 0.83. Thus, all the finalized items were inclusive in the instrument, refined and 

organized in a suitable format and sequence in a usable form.

The Scale CVI approach used was the S-CVI/Average method. The calculation 

was done by computing the average I-CVI across the items based on the already 

calculated I-CVI for each item on the instrument. The result was 0.91. This approach 

met Lynn’s (1986) criterion of .80 as the lower limit of acceptability for a S- 

CVI/Average score and was considered to be strong evidence for content validity 

according to Polit, Beck, and Owen (2007).
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Procedures

Recruitment

Representatives of nursing schools were identified and recruited via an email 

invitation sent to the Deans/Directors o f schools of nursing located in the eleven selected 

states. See Appendix F for samples of the personalized email invitation and a reminder 

email invitation respectively for the quantitative phase. The invitation requested the 

Deans/Directors to identify and forward the invitation to a faculty member who was 

knowledgeable about dementia care content within the school’s curriculum. A second 

email invitation with the same content was sent two weeks following the initial email.

Both the email invitation to Deans/Directors contained pre-notification 

information including the study’s description, request for their voluntary participation, 

assurance of the confidentiality of responses and the contact information of the researcher 

for further information about the study. The email included a web-link for access to web- 

based informed consent and survey questions. In addition, the correspondence was 

personalized to promote a greater response rate (Joinson & Reips, 2007; Rogelberg & 

Stanton, 2007). These strategies were applied to establish a trusting relationship with the 

potential participants (Trevifio, 2009). The significance of establishing a trusting 

relationship is grounded in the social exchange theory developed by George C. Homans 

(Cook & Rice, 2003; Trevino, 2009). The social exchange theory posits that individuals 

are more likely to respond positively to a request when they trust the originator of the 

request and perceive the ratio of rewards to costs to be personally acceptable (Cook & 

Rice, 2003; Trevino, 2009). This idea has been supported by findings from many studies 

(Couper, 2008; Couper, Singer, Conrad, & Groves, 2008; Porter & Whitcomb, 2007).
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Quantitative Data Collection

The quantitative data was collected between September and December 2015 from 

representatives of the recruited schools of nursing via a web-based survey. The DCCNC 

instrument was made accessible to the participants through a link sent via email and 

accessed in an electronic format using Survey Monkey. The formatting and publication 

through Survey Monkey was facilitated with assistance from the Mercer’s University 

Information Technology department.

One of the basic guidelines upon which the web-based survey was established 

came from Toepoel, Das and van Soest’s (2009) recommendation that four to ten-items- 

per-screen should be placed on a single screen when using a web-based survey. This 

approach helped reduce the need for the participants to scroll as well as minimize item 

nonresponse which can negatively impact data quality (Manffeda, Zenel, & Vehovar, 

2002; Toepoel et al., 2009).

The recruited participants accessed the web-based survey by clicking on the web- 

link provided on the email invitation. The use of a web- link ensured that only a one-time 

response was obtained from each participant. Once the participants submitted their 

responses to the survey, the web- link became inactive. The estimated burden time for 

participants to complete the survey was 30 to 45 minutes. Recruitment and data 

collection were on-going events, occurring concurrently until an acceptable response rate 

for the qualitative phase was reached.

A web-based survey was appropriate for this study because it was time efficient 

and cost effective (Barrios, Villarroya, Borrego, & 0116,2011; Joinson & Reips, 2007; 

Porter, 2004). Also, considering the diverse geographical locations of potential
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participants of this study, it was the most effective means of administering the survey 

(Wyatt, 2000). The effectiveness of this method in collecting data from diverse 

geographical located participants has been reported in many studies (Gill, Leslie, Grech,

& Latour, 2013; Partridge et al., 2004; Pulcini, Jelic, Gul, & Loke, 2010; Rosenbaum, 

Schuck, Graziano, & Stephens, 2008; Shin, Johnson, & Rao. 2012). Additional 

advantages associated with this approach included direct data import into an analysis 

software which reduced entry errors and improve the data quality (Barrios et al., 2011; 

Joinson & Reips, 2007; Kaplowitz, Hadlock, & Levine, 2004).

Additionally, using a web-based survey allowed the tracking of survey responses 

in real time (Porter, 2004). This strategy enabled the researcher to keep track of the 

responses. Based on the tracking of the responses, a reminder was emailed to all 

potential participants until an acceptable response rate was reached. Since the survey was 

anonymous, it was not possible to identify those who had submitted, but the web-based 

survey link provided to them was inactivated once they submitted the survey.

Other justifications for the use of a web-based survey in this study were based on 

Wyatt’s (2000) two justifications that the potential participants should be avid internet 

users and their e-mail addresses should be known to the researcher for emailing reminder 

messages. In this study, the potential participants were users of internet and their email 

addresses were known to the researcher from public information of the schools. Further 

indication for the use of web-based survey was related to high acceptances of web-based 

survey among populations with higher levels of education and access to online facilities 

(Andrews, Nonnecke, & Preece, 2003; Barrios et al., 2011). The targeted population in 

this study was entry-level undergraduate nursing programs that were represented by
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faculty members. Faulty members in schools of nursing are usually master’s or doctoral 

degree prepared registered nurses. Furthermore, online facilities such as the use of 

internet are common infrastructures in schools of nursing because most communication, 

learning resources, and teaching occur via the internet. Therefore, web-based survey was 

a pertinent method for collecting data from the targeted population.

Data Management

All personal identifiers were removed from the collected data. The participants 

were then assigned identification number starting from 01 onward based on the 

submission time of the web-based survey. The electronic data were stored in a fire- 

walled computer and protected with a password. Only the researcher and her dissertation 

advisor knew the password. Hard copy documents were stored in a locked cabinet 

accessible to the researcher only. Three backups were made of the electronic data and 

burned to flash drives. The flash drives were kept in a locked cabinet and accessible to 

the researcher only. Data will be retained for a minimum of 5 years and continued to be 

stored in the aforementioned secured manner. The participants were informed that the 

collected data will be retained for further analysis.

Overview of Data Analysis Plan 

The qualitative data were imported directly from Survey Monkey into the SPSS 

for Windows, version 23.0 statistical software package to minimize data entry error. 

Variables were delineated and nominal and ordinal level variables were coded as 

appropriate. Free text responses were transformed into quantitative data by the 

researcher by reading the answers from all the participants to each free text item and 

identifying common responses for each item. Common responses for each item were
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assigned a number and considered a variable, which was then used in quantitative 

analysis and entered into the software.

Data cleaning was performed by running frequency distributions on all the 

variables. Normality of the variables was examined through histogram charts and p-p 

plots. Measurement of the central tendency was performed for continuous variables. The 

descriptive data analysis results were reported in numerical values and/or graphic/tabular 

form as frequency with the number and/or percentage o f the participants. Where the 

variables did not have normal distributions, the medians and ranges instead of means and 

standard deviations were reported.

The result of the frequency distributions revealed the presence of outliers and 

implausible values of the data. Outliers are values of the frequency distribution that are 

extremely lower or higher than the other values (Sharma & Petosa, 2014). In this 

context, identified outliers were identified as values greater or less than three standard 

deviations from the mean of each variable (Sharma & Petosa, 2014). Although the data 

was imported directly from the web-based site into the SPSS software, each identified 

outlier value was tracked back to the original submitted survey to further confirm absence 

of data entry error. Pallant (2010) explained that it is important to be certain that the 

outlier is genuine by checking that it is within the range of possible values for the 

variable. All the identified outlier values were within the range of possible values for the 

variables and therefore were considered genuine. One of the major concerns about 

outliers is their ability to distort statistical results (Pallant, 2010; Sharma & Petosa, 2014). 

In this context, the only distortive effect was on the means of continuous variables, thus 

medians were presented. Based on the aforementioned data checking steps, the
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researcher decided not to delete or transform any outlying values. On the other hand, 

identified implausible values were deleted and coded as missing. The researcher decided 

to code identified implausible values as missing when they were beyond the range of 

possible values for the variables or were nonsensical in the context of the questionnaire 

(Sharma & Petosa, 2014).

In addition, response rate, data quality, item nonresponse, error response, and 

length of text responses to open-ended questions were assessed using Barrios et al.’s 

(2011) techniques. Following the techniques, the response rate was calculated by 

dividing the number of survey links completed by the total of surveys sent to potential 

participants. The item nonresponse was calculated as the average number of unanswered 

items per survey returned. Error response values were treated as missing. The treatment 

of error response as missing is based on the fact they were skipped or there were 

implausible answers to an item: for instance, when there is no response to free- text item. 

The length of open-ended questions was assessed on the basis of the mean number of 

words given to the open-ended questions of the survey. For the data quality, it was 

measured by assessing the completeness, accuracy of the answers, and the length of 

open-ended responses.

Data Analysis Plan Per Quantitative Research Questions 

The collected data were analyzed to answer the quantitative research questions 

using the combinations of the adapted question-items from Rosenfeld et al. (1999), 

Ironside et al., (2010), and Tullo and Gordon (2013). See Table 3 for the cross-matching 

of question-items with the research questions and data analysis plan.
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Table 3 Cross-Matching of Question-items with Research Questions and Data Analysis 
Plan.

Research Questions Question Items Data Analysis 
Plan per Research 
Question

What percentage of schools Section 1 (Institutional Profile) Univariate
of nursing integrates Question 14 descriptive
dementia care content into statistics.
their entry-level
undergraduate nursing
curricula?
Does the integrating of Section 1 (Institutional Profile) Univariate
dementia care content in Questions: 1,2. 3 ,4 ,5 , 6, 7, 8, 9, descriptive
the entry-level nursing 10,11, 12,13 ,14 statistics and Chi-
under graduate curricula square test.
differ according to
institutional profile?
What are the resources and Section 2 (Dementia care Content Univariate
activities (inputs and in Entry-Level Nursing descriptive
outputs) used integrating Curriculum) statistics.
dementia care content into Questions: 1, 2,3,10,14,15,21,22 .
entry-level undergraduate
nursing curricula?
What are the contextual Section 2 (Dementia care Content Univariate
situations associated with in Entry-Level Nursing descriptive
the development of Curriculum) statistics.
dementia care content in Questions: 20,23
undergraduate nursing
programs?
What assessment strategies Section 2 (Dementia care Content Univariate
are used in evaluating in Entry-Level Nursing descriptive
learning outcomes of Curriculum) statistics.
dementia care content in Questions: 7, 8, 9,19
entry-level undergraduate
nursing programs?
Note: Recoding of some variables was performed to create new variables before 
statistical analysis was conducted
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Justification for Phase I Sample Size

The targeted minimum sample size for phase I was 30. This sample size was 

based on the rationale that the sample would be a large enough to produce statistical 

results and small enough to be practical (Isaac & Michael, 1995; Hogg, Tanis, & 

Zimmerman, 2014). A final analytical sample size of 111 was obtained.

Phase II Qualitative Strand

Research Approach

The qualitative strand was the second phase of this study and was conducted after 

completion of the quantitative phase. The qualitative phase focused on collecting and 

analyzing qualitative data to help explain the quantitative results. The emphasis in this 

phase was to describe in-depth the issues which emerged from the results of the 

quantitative phase.

With a focus on gathering and analyzing qualitative data on the status of dementia 

care content in entry-level undergraduate nursing, the method for the qualitative phase 

was based on descriptive phenomenology as described by Giorgi with an emphasis on 

Ashworth’s lifeworld approach (Ashworth, 2003,2006; Giorgi, 1997). Descriptive 

phenomenological design is one of the major approaches for organizing and analyzing 

data that explicate the essence of human experience (Moerer-Urdahl & Creswell, 2004). 

One version of this approach is to explicitly focus on the lifeworld, which is described as 

a human universal consisting of essential features (e.g., Dalhberg, 2006; Todres, Galvin 

and Dahlberg 2007; Ashworth, 2003,2006). Many pedagogical researchers have adopted 

the use of lifeworld research with reflective and practical focus on lived experience (van 

Manen, 1990; Finlay, 2009; Zipin. 2009).



Giorgi’s (1997) framework on phenomenological methodology has three 

interlocking steps: (1) phenomenological reduction, (2) description, and (3) search for 

essences. Giorgi’s framework highlighted the essential and general structures of a 

phenomenon (Giogi, 1997). Giogi’s (1997) approach was appropriate for the qualitative 

phase of this study because it allowed the collection of rich and in-depth data from 

diverse participants. The qualitative data facilitated a better understanding of the present 

status of dementia care content in entry-level undergraduate nursing curricula. In this 

context, the researcher gained access to experience of the schools of nursing through the 

recruited participants. As representatives of the schools, the participants conveyed the 

collective experience of their institutions regarding the integration of dementia care 

content in entry-level nursing programs’ curricula.

Based on the results of the quantitative data analysis, an interview guide was 

developed and administered by email to the recruited sub-sample. Thus, the content of 

the protocol questions was grounded in the quantitative results. The interview guide was 

comprised of nine open-ended questions. Further probing questions were used in 

addition follow-up emails to clarify participants’ responses.

Procedures

Recruitment

Participants who indicated interest in participating in the qualitative phase of the 

study on the web-based survey were contacted via email after the quantitative phase was 

completed. See Appendix G for samples of the personalized email invitation and follow- 

up email respectively for the qualitative phase.
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A purposive sampling method was used to recruit a sub-sample of eight faculty 

members of the entry-level undergraduate nursing programs who participated in the 

quantitative phase, expressed interest in participating in the qualitative phase, and 

indicated on the web-based survey that their programs have dementia care content as 

either a stand-alone course or as integrated content in a course. The sampling method 

allowed the intentional selection of information-rich participants who could provide rich 

insights and in-depth data about issues of central importance about the phenomenon 

(Creswell & Plano Clark, 2011; Patton, 2002). The participants received an incentive of 

$25.00 in the form of Amazon eGift card emailed to them after completion of the 

qualitative phase.

Data Collection Strategy

An Email interviewing method was utilized for collecting data in March 2016 

from the recruited sub-sample. Data collection continued until a point was reached at 

which no more emergent patterns were recognized from the analysis. This point of 

redundancy has been acknowledged by qualitative researchers as data saturation 

(Onwegbuzie & Leech, 2007; Polit & Beck, 2012). The use of an email interview has 

been demonstrated in many research studies as an effective qualitative data collection 

technique in capturing and reflecting narrative accounts of participants’ experiences as 

well as provoking their in-depth reflection (Cook, 2012; James, 2007; Kazmer & Xie, 

2008; Beck, 2005).

Email interviewing was chosen because it helped to generate in-depth descriptive 

and reflective accounts about the perceptions and experiences on the integrating dementia 

care content in entry-level nursing curricula by representatives of schools of nursing



across the U.S. Also, this method reduced the cost and potential errors associated with 

recording and transcribing interview data, as little editing or formatting was required 

(Meho, 2006). Given that nursing faculty are often busy, this method removed the need 

for prompt response and interview time as would have been required in other types of 

interviewing (James & Busher, 2006). It, therefore, gave the participants time to reflect 

and look for information necessary in responding to a question (Bampton & Cowton, 

2002; James & Busher, 2006). Moreover, the E-interview method helped to eliminate the 

problem of seeking and agreeing on a convenient time for data collection due to the 

different time zones between participants and the researcher (James & Busher, 2006).

The developed list of interview questions was emailed to the participants 

individually. See Appendix H for a sample of the email interview questions. Participants 

were requested to respond within fourteen days. In order to reduce the possibility of an 

extended response time, a reminder was sent a week after the initial email. Thereafter, 

participants who had not responded were designated as non-responders. Other 

participants who had expressed interest in participating in qualitative phase were emailed 

the same information and interview questions until a saturation point was reached. A 

sample of eight was obtained.

A potential disadvantage associated with the e-mail method was that more than 

one email between the researcher and participants was needed to clarify questions and/or 

answers in order to obtain quality data. To avoid interview fatigue, the questions were 

stated in a simple and direct manner. With regards to the participant’s burden, it was 

estimated to take about 30-45 minutes to complete the questions.
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Data Management

The same procedure as explained under the quantitative phase was used to 

safeguard the qualitative data. All the text-data collected via the E-Interviews were 

redacted of all personal identifiers. The content of the emails was accessible only to the 

researcher and the dissertation chair.

Overview o f Data Analysis 

The analysis of text data was started as soon as the first data were collected by 

applying the phenomenological-based analytic approach as described by Giorgi (Giorgi, 

2006; Polit & Beck, 2012). The researcher used Giorgi‘s steps of data analysis including 

a thorough reading of the text, identifying significant statements, clustering of themes, 

and generating descriptions and concepts to themes (Giorgi & Giorgi, 2003; Giorgi, 

2006).

Data Analysis Plan per Research Question 

The qualitative research question was: What are the perceptions and experiences 

o f schools o f  nursing representatives regarding the integrating o f dementia care content 

in their entry-level undergraduate nursing program curricula? The scope of this 

question was intentionally broad to encapsulate the further understanding of the 

quantitative results.

The data collected through the E-Interview were imported into QSR Nvivo 10.0 

software to facilitate the analysis. First, the researcher read the all E-text data repeatedly 

to obtain a sense of the experiences and perceptions of the participants. The reading of 

each participant’s E-text data enabled the researcher to identify meaningful units from the
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participants’ words based on the research questions. The researcher then assigned 

descriptive codes to the identified unit creating nodes in the software.

The descriptive codes that could be fitted together meaningfully were grouped in 

categories. The grouped categories allowed the identification of main themes. Next, the 

researcher re-examined and restructured the whole data according to the identified main 

themes. Finally, thematic coding was performed by the researcher to determine the 

general themes. The general themes were used to establish a report structure on which 

the descriptions of the findings were presented.

Justification for Phase II Sample Size 

A sample size of 10-12 was targeted for qualitative phase. This targeted sample 

size was appropriate considering that the design for the qualitative phase was 

phenomenological design. The sample size was consistent with Creswell’s (as cited in 

Mason, 2010) suggestion that five to 25 participants should be recruited in a 

phenomenological design study. Similarly, Morse (as cited in Mason, 2010) suggested 

that at least six participants should be recruited for a phenomenological design study.

The linking of sample size with data saturation was consistent with Onwuegbuzie and 

Leech’s (2007) and Polit and Beck’s (2012) suggestions that qualitative data collection 

should continue until redundancy with no new information emerged. Ultimately, eight 

participants completed the qualitative phase at which point data saturation was reached.

Mixed Methods Analysis 

In the mixed methods analysis, the findings of the two previous phases were 

integrated. By so doing, this analytic process generated results on the way (s) the 

collected data explained the extent to which dementia care content was integrated into
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entry-level undergraduate nursing programs’ curricula. These findings were important in 

understanding the preparation of pre-licensure nurses to provide effective and holistic 

nursing care to persons with dementia care and their families/caregivers.

Protection of Human Subjects

Prior to study implementation, approval was obtained from the Mercer 

University’s Institution Review Board (IRB). The study’s procedures were in 

compliance with the ethical guidelines approved by the board. Appendix I contains a 

copy of the IRB approval letter.

Information on the aim of the study, eligibility criteria, voluntary status, data 

collection method, participant burden, confidentiality o f all collected data, anonymity of 

the participants, anticipated future benefits of the study, and expected dissemination 

method for the findings were provided to potential participants. Informed consent 

information for quantitative phase I was provided on the first page of the web-based 

survey. For the qualitative phase II, informed consent information during the quantitative 

phase included the participants giving their consent to participate in the phase. In both 

phases, the participants had the option to either participate or not to participate in the 

study. Participation in the study was totally voluntary. Incentive in the form of a $25 

Amazon eGift card was emailed to each participant who participated in the qualitative 

phase.

The participants’ autonomy was maintained by redacting all collected data of 

personal identifiers. Identification numbers were then assigned to each participants. 

Confidentiality was ensured by keeping all the hard and electronic data copies protected 

under lock cabinet and passwords respectively; accessible to the researcher and her
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dissertation chairperson only. There were no immediate benefits to the participants in 

relation to the study’s results. However, the results added to the body of knowledge 

about dementia care content in the entry-level undergraduate nursing programs.

Trustworthiness and Rigor

According to Bums and Grove (2009), rigor is associated with openness, 

scrupulous adherence to a philosophical perspective, thoroughness in collecting data and 

consideration of all of the data. In order to establish trustworthiness and rigor, this study 

relied on the parallel quantitative and qualitative critical appraisal criteria for mixed- 

method studies. Sale and Brazil (2004) developed the critical appraisal criteria for 

mixed-method studies. The criteria were based on the trustworthiness and rigor 

framework by Lincoln and Guba’s (1985,1986). Finally, to be consistent with 

Ashworth’s (1997) suggestion on credibility, the researcher’s epoche is presented.

Lincoln and Guba’s (1985, 1986) framework has a cross-paradigm appeal 

reflecting positivism vs. naturalism. The positive part is the quantitative component 

while the naturalism part, according to Sale and Brazil (2004), encompasses 

constructivism and interpretation representing qualitative research. Sale and Brazil 

(2004) explained that trustworthiness and rigor in mixed methods studies can be 

demonstrated under what Lincoln and Guba referred to as: 1) Truth value (credibility for 

qualitative methods vs. internal validity for quantitative methods) and 2) Applicability 

(transferability for qualitative methods vs. external validity for quantitative methods). 

Truth Value

First, the suggestion of Bumard (1991) and Appleton (1995) was employed in 

establishing the credibility of the qualitative data by having another researcher, in this
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case the researcher’s dissertation chair, verify the study findings. Secondly, the 

suggestions of Guba and Lincoln (1981; 1989) was used further to establish credibility of 

the qualitative data by keeping an audit trail of how decisions were made regarding the 

data analysis as well as notes on key thoughts, hunches and lines of inquiry during the 

data collection. The dissertation committee then checked both of these.

Confirmability o f qualitative data is the comparative version of objectivity in 

quantitative research (Lincoln & Guba, 1986). To establish the confirmability of the 

qualitative data Guba and Lincoln’s (1981; 1989) criterion of neutrality was applied. 

Neutrality is the minimizing of the researcher’s subjectivity (Guba & Lincoln, 1981; 

1989). To ensure that the researcher’s previous experience would not influence the way 

the data were presented, Ashworth’s (1997) suggestion was applied. Ashworth (1997) 

suggested that researchers first make known their pre-suppositions explicitly and 

acknowledge their subjective judgment. In accordance with Ashworth’s (1997) 

suggestion, the researcher presented an epoche under the rigor and trustworthiness 

section. In addition, a reflective journal was kept by the researcher throughout the 

research process as a form of audit trail. Reflexivity is the process of self-examination 

during which researchers explore the paradoxes and contradictions of their lives which 

could be shaping their research studies (Davies & Dodd 2002; Lincoln & Guba 2003).

According to Bradbury-Jones (2007), continued reflexivity facilitates the means 

by which researchers can explicitly be transparent about their own subjectivity views 

including prejudices. Also, it ensures that researchers are mindful of how their subjective 

views have enabling and disenabling potential which could impinge their studies 

(Bradbury-Jones, 2007). Many researchers have advocated for the use of continuous
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reflexivity in ensuring rigor of qualitative studies (Bradbury-Jones, 2007; Cutcliffe, 2003; 

Rolfe, 2006).

With regards to the quantitative data, internal validity was established by using 

previously tested surveys and statistically robust data analytic approaches. Moreover, 

recruitment and data collection occurred through standardized protocols. The 

combination of multiple methods in this current study constituted triangulation. The 

triangulation technique is described as the use of multiple techniques for gathering and/or 

handling data within a single study (Adami & AliceKiger 2005). Two of the four types 

of triangulation identified by Patton (1999) namely: methods triangulation and theory 

triangulation were applied in this study. Patton (1999) described methods triangulation 

as the use of different data collection methods to confirm the consistency of findings. In 

this study, method triangulation was employed by collecting data from a web-based 

survey and E-Interviews. This strategy was chosen because different collected data on 

the same topic in a study can be compared for enhancing the validity of the findings 

(Creswell & Plano Clark, 2011). The use of theory triangulation in this study is 

consistent with Patton’s (1999) description of theory triangulation as the use of multiple 

theoretical perspectives to examine and interpret data. To apply the theory triangulation 

in this study, a theoretical framework synthesized from the program logic model and 

Gagne’s theory was used to examine and interpret the collected data.

Applicability Criteria

Transferability is a quality factor for qualitative research under the applicability 

criteria (Lincoln & Guba, 1986). Transferability was facilitated by providing an explicit 

explanation of the study‘s design targeted population, step by step information on the
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recruitment, sampling frame, inclusion and exclusion criteria, sampling, data measurable 

instrument/interview guide, data collection, and data analysis methods employed in the 

qualitative phase of the study (Francisco, Butterfoss, & Capwell, 2001; Greenhalgh,

1997; Lincoln & Guba, 1985). In addition, in-depth information was provided in the data 

analysis section on how the issue of missing data in the quantitative phase was resolved 

(Fowkes & Fulton, 1991).

Under the applicability criteria, the quality factor for quantitative methods is 

external validity which is also known as generalizability (Polit & Beck, 2012). Polit and 

Beck (2012) defined generalizability as the degree to which the findings can be 

generalized from the study sample to the entire population. To ensure the generalizability 

of this study’s results, random sampling in the second stage of the multi-stages sampling 

method was used during the quantitative phase. The use of random sampling ensured 

that all potential participants located in the selected states were included in the sample 

frame and given an equal opportunity to participate.

Reliability and Dependability

Epoche. A researcher’s epoche can further establish a study’s credibility 

(Ashworth, 1997). Epoche, according to Bednall (2006), is a continuity and sequence act 

of setting aside of past events/experiences’ impact on a researcher’s memory during data 

collection. Epoche differs from bracketing which is a single act that occurs at or 

immediately prior to data interpretation (Bednall, 2006). The process of epoche 

constitutes a continuous reflective state starting in the very early stages of the research 

study design, through data collection and stopping immediately prior to a data 

interpretation (Bednall, 2006). During the process of reflection, personal and
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professional experiences are recalled by the researcher forming a list of items with 

potential for the researcher’s bias that need to be tethered because they could impinge 

upon the research (Bednall, 2006).

The researcher recalled experiences throughout the past 10 years of her 

professional career in dementia care nursing. Some were negative, while others were 

positive and meaningful. Among the multiple flashbacks during the researcher’s 

reflection, three main events significantly stood out. First, as a registered nurse with 

years of working experience in many clinical settings, the researcher has had firsthand 

experience of the nursing care of persons with dementia. From the experience, the 

researcher witnessed the difficulty faced by registered nurses when providing nursing 

care to PLWD especially in the presence of behavioral, psychological symptoms (BPS). 

Also, the researcher had nursing colleagues who confirmed they had never encountered 

PLWD nor were they taught much about dementia during their undergraduate nursing 

programs. Similarly, the researcher encountered families/caregivers’ frustration and lack 

of satisfaction with the nursing care received by their relatives diagnosed with dementia.

Secondly, as a clinical instructor teaching mental health and community health 

nursing to entry-level undergraduate pre-licensure nurses, the researcher was able to 

assess the level of clinical contact with PLWD and their families/caregivers by pre

licensure student nurses. These experiences as a nurse educator were a significant 

turning point in the researcher’s life. These experiences have engendered deep 

reflections in the researcher’s exploration of the relationship between nursing education 

and nursing practice with regard to dementia care.
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Summary

This chapter presented the methodology which was used in the study. The 

rationales for the design, data collection methods and data analysis plan were discussed in 

depth. The advantages and disadvantages associated with designs and methods presented 

were discussed. The strategies applied in minimizing some of the associated 

disadvantages were explained in detail. The ethical considerations of the study were 

presented. Finally, the strategies that were applied to establish the trustworthiness and 

rigor of the study were discussed.



CHAPTER 4 

RESULTS

This chapter presents the data analysis for the study. Detailed information is 

provided about how the data were prepared for analysis. Survey responses rates and 

procedures for obtaining the final analytic sample for the qualitative strand and the 

qualitative sub-sample are described. Data analysis results in relation to each research 

question are presented including mixed methods integration of the quantitative and 

qualitative findings to help clarify quantitative results.

Data Preparation and Coding Procedures

The quantitative data were imported directly from SurveyMonkey into SPSS for 

Windows, version 23.0 statistical software to minimize data entry errors. Nominal and 

ordinal level variables were recoded as necessary to facilitate data analysis. 

Transformation of the free text responses within the survey into quantitative codes was 

conducted by the researcher reading the answers from all the participants and identifying 

common responses for each question. Common responses for each question were then 

assigned a numeric code, entered into the SPSS database, and used in the quantitative 

analysis.

Data cleaning was performed by running frequency distributions on all the 

variables. Normality of interval/ratio variables was examined through histogram charts 

and p-p plots. Measurement of central tendency was performed for continuous variables.
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When the variables did not have normal distributions, the medians inalong with means 

and standard deviations were reported.

The qualitative data obtained in the email interviews were imported into QSR 

NVivo 10 software for coding. A qualitative conventional content analysis approach was 

used to analyze the collected text data. According to Hsieh and Shannon (2005), 

qualitative content analysis is a systematic classification process of coding and 

identifying themes or patterns for subjective interpretation of text data content.

First, the researcher read all the text data repeatedly to obtain a sense of the 

experiences and perceptions of the participants. Words, sentences, or paragraphs that 

contained aspects related to each other and appeared to capture key thoughts or concepts 

were highlighted and identified as meaningful units. The researcher then assigned 

descriptive codes to the identified units, thereby creating nodes in the software. The 

codes (nodes) that addressed similar issues were identified and combined together into 

subcategories. Thereafter, the subcategories that focused on comparable issues were 

grouped together into categories. Mayring (2000) acknowledged this process as 

inductive category development. Considering both the redundancy and uniqueness of the 

participants’ responses, a thematic coding was then performed to determine the main 

themes. Consistent with the mixed methods approach, the identified themes were used to 

help clarify and elaborate the quantitative study findings. Appendix J contains the code 

theme definitions.
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Quantitative Phase I-Response Rates and Formation 

of the Final Analytical Sample 

Deans and Directors of three hundred state board of nursing approved pre

licensure registered nursing program were contacted to participate in the web-based 

survey or forward the survey to an individual faculty member in their school who was 

knowledgeable of the undergraduate nursing curriculum. One hundred and thirty-nine 

participants accessed the survey. However, two participants declined consent to 

participate in the study. Thus, the response rate was 46% (137/300). Nulty (2008) 

suggested a response rate of 33% was acceptable for a web-based survey. Using this 

criterion, the response rate for this study was acceptable. Item responses to individual 

questions varied. Consequently, participants who submitted surveys with incomplete 

data for 50% or more of the items were not included in the final data analysis. Twenty- 

eight (20. 1%) of the 139 participants’ submitted surveys were missing data for more than 

50% of items. Consequently, the final analytical sample for the quantitative strand was 

111. Eighty-six participants responded to a question about their role in the program.

The majority (n=48, 55.8%) identified their roles as the Program Director/ Department 

Chair /Head of Department/Dean. About 20% participants identified their roles as 

faculty member who had specialty in mental health and/or geriatric with excellent 

knowledge about dementia care.

Profile o f the Participants’ Roles and Institutions Represented in the Study 

Eighty-six participants responded to the question about their role in the program. 

The majority (n=48, 55.8%) identified their roles as the Program Director/ Department 

Chair /Head of Department/Dean. About 20% of participants identified their roles as



faculty member who had specialty in mental health and/or geriatric with excellent 

knowledge about dementia care. The institutional profiles are summarized in Table 4. 

The majority of the participants were representatives of public institutions and were 

located in urban areas. Responses to the question on the type of entry-level nursing 

programs within each school showed that some institutions offered more than one 

program. Very few diploma programs were represented in the data. One hundred 

participants (90.1%) reported NCLEX-RN passing rate of above 75%.

Participants reported use of multiple instructional materials in teaching nursing 

courses. More than 75% of the sample reported using case studies, NCLEX-RN review 

questions, and simulations. Over 75% described their curricula as having individual 

courses offered in identified specialties such as mental health.
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Table 4. Key Institutional Profile Results (N=l 11)

Characteristic
n %

Location
Urban 58 52.3
Rural 23 20.7
Suburban 30 27.0

Financial Support
Public 73 65.8
Private 38 34.2

Type o f  Nursing Program
Diploma 4 2.9
Associate Degree in Nursing/Associate o f  Science in
Nursing 52 37.4
Baccalaureate 62 44.6

NCLEX-RN Passing Rate in 2014
Less than 49% 2 1.8
50-75% 9 8.1
Above 75% 100 90.1

Curriculum Description
Individual courses offered in identified specific specialties. 88 79.3
Nursing specialties integrated within general nursing 22 19.8
courses
Other: 1 .9

Note: Percentages do not add to 100% for type of program because institutions could 
report more than one type of pre-licensure nursing program.

In Table 5, the participants’ reports of their schools’ use of dementia-related 

instructional materials within nursing courses is summarized. Participants reported the 

utilization of multiple types of instructional materials. More than 75% of the sample 

reported using case studies, NCLEX-RN review questions, and simulations. Over 75% 

described their curricula as having individual courses offered in identified specialties 

such as mental health.
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Table 5. Instructional Materials Used in Teaching Any Nursing Content

Instructional Materials n %

Case studies 109 78.4
NCLEX-RN review questions 107 77.0
Simulations 104 74.8
Specific web sites or other 100 71.9
online materials
Study guides 80 57.6
CDs and/or DVDs 78 56.1
Streamed video 57 41.0
Online educator discussion 40 28.8
forums
Presentations downloadable to 39 28.1
iPod or MP3
Resources housed on 31 22.3
PDAs/handheld technology
Other 11 7.9

Within the institutional profile, questions were asked regarding program size with 

respect to number o f students and faculty, along with the number of faculty with 

expertise in dementia. These data are reported in Table 6. The number of pre-licensure 

students in the nursing programs, the number of full-time faculty members and the 

number of faculty with expertise in dementia varied widely.
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Table 6. Descriptive Statistics for Program Size and Faculty Expertise in Dementia 

Variable Mean fSD)

Required Semesters before Students’ 5.60 (2.0)
Graduation

Graduated Pre-Licensure Student Nurses in 77.5 (64.0)
2014

Full-time faculty member during 2014-2015 17.60 (15.4)

Full-time faculty member specializes in mental 2.27 (1.8) 
health and/or geriatric with excellent 
knowledge of dementia

Note: SD= Standard Deviation

Additional information obtained from the institutional profile was that fifty-nine 

of the 111 participants had clinical partnerships with institutes/centers that focused on 

dementia. Fifty-one percent (n=32) of representatives of BSN programs. Forty-six 

percent (n=24) of ADN/ASA programs, and seventy-five percent of diploma programs 

(n=3) reported clinical partnerships with dementia focused clinical sites. Chi-square 

analysis revealed a greater proportion of entry-level nursing programs in urban areas 

reported clinical partnerships with dementia centers (52.3%) compared to entry-level 

programs in rural areas (47.7%), Of* (2) =111, 6.50, p  .039).

Data Analysis for Research Questions 

The first research question asked, “What percentage o f schools o f nursing 

integrate dementia care content into their entry-level undergraduate nursing curricula? 

Of the 111 participants, 103 (74.1%) indicated dementia care content was included in 

their curricula. Four (3. 6%) of the 103 participants reporting dementia care content in

Observed Median 
Range

3-10 5.0

0-432 68.0

2-103 12.0

0-10 2.0
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their curricula were from diploma nursing programs, while 45 (40.5%) and 61 (55. %) 

participants were from Associate Degree in Nursing/Associate of Science in Nursing 

(ADN/ASN) and BSN programs respectively.

The second research question was “Does the integrating o f dementia care content 

in the entry-level nursing undergraduate curricula differ according to institutional 

profile? Of the eight (5.8%) participants that indicated their curricula did not include 

dementia care content, seven of the eight programs were ADN/ASA programs while one 

was a diploma program. It should be noted that representatives o f programs who 

reported not including dementia care content in their curriculum were instructed within 

the survey to not answer any additional items and exit the survey. This was because the 

remaining survey items were not applicable to their programs. All eight participants of 

programs not integrating dementia content into the curriculum reported an NCLEX-RN 

passing rate above 75%. Only three representatives reported having a clinical partnership 

with a center/institute focused on dementia care. The data suggested the lack of 

integration of dementia care content was more prevalent among responding ADN/ASA 

programs.

Research question 3 asked, "What are the resources and activities (inputs 

and outputs) used in integrating dementia care content into entry-level undergraduate 

nursing curricula? ” Survey data were collected related to multiple resources and 

activities including: a) integration of dementia care content into specific nursing courses, 

b) dementia-specific competencies required before graduation, c) learning outcomes 

related to dementia care, d) faculty recognition and efforts in curriculum change and 

improvements, e) instructional methods used by faculty to teach dementia care, f) clinical
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experiences in the curriculum regarding dementia care, g) satisfaction with the amount 

and quality of dementia care content, h) familiarity and usage of resources on dementia 

care content, and involvement of persons with dementia and their caregivers in 

curriculum development.

Integration o f  dementia care content. Dementia care content was integrated into 

nursing courses throughout the curricula of the majority of participants’ programs (n=65, 

63.7 %). Twenty (19.6%) participants had dementia care content taught in a stand-alone 

course(s), while 17 (16.7%) had the content taught both in stand-alone course(s) and 

integrated throughout the nursing courses.

The teaching of dementia in class occurred during multiple semesters in most 

responding programs. The most cited was third semester (n=43, 30.9 %), followed by 

second and fourth semesters with equal response rates (n=41, 29.5%).

Dementia-care competencies required prior to graduation. The majority of the 

participants’ curricula required pre-licensure student nurses to acquire more than one 

dementia-specific competency before graduation. Table 7 reports the percentage of 

participants who required students to meet the competency. The most frequently reported 

required competency was the utilization of effective communication to meet 

cognitive/emotional needs of PLWD. The least cited required competency was the 

promotion of a positive environment.
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Table 7. Identified Dementia-Specific Competencies Required by Pre-Licensure 
Student Nurses Prior to Graduation.

Dementia-Specific Competency

Recognizes, prevents, and manages distress behaviors including 
agitation, pacing, exit-seeking, combativeness, withdrawal, and 
repetitive vocalizations

Understand ethical issues that arise in dementia care and 
incorporates these into Person- Centered care approaches

Utilize effective communication to cognitive/emotional needs of the 
person with dementia

Understanding legal aspects of working with people with dementia 

Knowledge of the characteristics of dementia disorder 

Assist persons with dementia with Daily Living Activities 

Promote a Positive Environment 

Facilitate Therapeutic Interventions

Understand and respond to special needs of family and/or caregivers 
of persons with dementia

Other: Awareness of stigma

n(%)

63 (45.3%)

66 (47.5%)

76 (54.7%)

54 (38.8%) 

72 (51.8%) 

59 (42.4%) 

53 (38.1%)

64 (46.0%) 

57(41.0%)

1 (.7%)

Note: Percentages do not add to 100% because institutions reported more than one 
competency

Learning outcomes related to dementia care. A ffee-text question on the survey 

requested participants to indicate four significant learning outcomes relevant to dementia 

care in their curricula. Only 75 participants responded to this question. Manifest content 

analysis, as described by Potter and Levine-Donnerstein (1999), was applied in analyzing 

the free text responses. Fifty-seven of the responses were specific learning outcomes
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related to dementia care. The remaining eighteen responses were not dementia-specific 

and more related to either geriatric, mental health, or the nursing curricula in general. 

Some participants stated there were no dementia care specific learning outcomes in their 

curricula, while others indicated that they were not sure of the learning outcomes.

From the 57 responses on specific learning outcomes related to dementia care, 21 

participants included statements on assessment including signs and symptoms of 

dementia. Twenty-five participants included learning outcomes focused on application 

of nursing interventions as well as use of appropriate therapeutic communication skills in 

caring for PLWD. Fifteen participants reported learning outcomes that focused on 

family/caregivers. Nine participants’ learning outcomes included differentiation of 

dementia from other related disorders such as amnesia, delirium, and depression.

Faculty recognition. Participants were asked to rank their interest in formal 

recognition of faculty with expertise in dementia care by a national certification 

organization on a 3-point Likert scale from ‘definitely interested’ through to ‘Not at all 

interested.’ The Likert scale was recoded to 2 options namely “Interested” and “Not at 

all interested.” The majority of the 87 participants to this question indicated interest in a 

formal recognition by a national certification organization (n=78, 89.7%).

Faculty efforts in curriculum changes/improvement. Sixty-nine (79.3%) of 87 

respondents to the question on changes to the curriculum as a result of the National 

Alzheimer’s Project Act (NAPA) 2011 reported there had not been any changes or plan 

for change to the curriculum due to the recommendations of the National Alzheimer’s 

Project Act 2011. Thus, only 18 (20.7%) participants indicated there have been changes 

or plan of changes to the curriculum as a result of NAPA. Of the 18 participants, none
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were represented by diploma programs, while 6 and 12 were representatives of 

ADN/ASN and BSN programs respectively. As to faculty efforts to enhance dementia 

care content and experiences within the curriculum in the past years, more than 65% of 

participants reported very minimal effort (n=59, 67.8%).

Instructional Methods Used by Faculty to Teach Dementia Care. Figure 3 shows 

the multiple instructional methods used by faculty to teach about dementia care to pre

licensure student nurses in the participants’ programs. The most commonly reported 

method was lecture (n=99,71.2%) while the least reported was E-leaming podcast (n=6, 

4.3%). Other major instructional methods reported by many participants included 

clinical experiences and case studies.

Instructional Methods Used Used By Nursing Faculty to Teach 
About Dementia Care

Instructional Methods

Figure 3. Instructional Methods Used by Nursing Faculty to Teach About Dementia 
Care

Clinical experiences in entry-level nursing curriculum regarding dementia care. 

Multiple sites were used for dementia care clinical experiences by the participants’ 

programs. Figure 4 presents the percentage of entry-level nursing programs that used the
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different types of clinical sites. The most frequently reported sites were hospitals, mental 

health facilities, and nursing homes. The least used clinical site was churches. 

Irrespective of geographical location, all responding programs cited hospitals as the most 

commonly used site for clinical experience about dementia care. Clinical experiences 

were reported to take place during multiple semesters o f the programs. Forty-one 

(29.5%) participants provided dementia care clinical experiences during the second 

semester, 39 (28.1%) in the fourth semester, and 37 (26.2%) in the third semester.

Figure 4. Sites Used for Dementia Care Clinical Experiences

Clinical Sites Used for Dementia Care Experience
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Note: Other sites included Alzheimer's day care center and simulation laboratory.

Satisfaction with amount and quality o f  dementia care content. Participants were 

asked if they were “very satisfied” through to ‘not satisfied’ on a 4-point Likert scale 

with the amount and quality of dementia care content being taught as well as level at
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which learning needs of their students were being met in class and during clinical 

experience. Overall, participants were most satisfied with the amount of dementia care 

content and least satisfied with the quality of dementia care clinical experiences (Table 

8).

Table 8. Participants’ Satisfaction with Amount, Quality, and Learning Needs of Pre- 
Licensure Student Nurses around Dementia Care Content

Participants’ Satisfaction Very Satisfied Satisfied Somewhat Not
with: Satisfied Satisfied

N % n % n % n %

Amount of dementia care 12 11.8 42 41.2 42 41.2 6 5.9
content currently taught
throughout the entry-level
undergraduate nursing
curriculum

Overall quality of dementia 16 15.7 47 46.1 32 31.4 7 6.9
care content currently taught
throughout the entry-level
undergraduate nursing
curriculum

Learning needs met for 12 11.8 44 43.1 40 39.2 6 5.9
students regarding dementia 
care content taught in the 
classroom

Overall quality of dementia 9 10.3 34 39.1 39 44.8 5 5.7
care clinical experiences in 
the curriculum

Learning needs met for 9 10.3 35 40.2 39 44.8 4 4.6
students regarding dementia 
care during their clinical 
experiences

Familiarity and usage o f  resources on dementia care content. Most of the 87 

participants who responded to questions on familiarity with resources on dementia care
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content were either unfamiliar and/or rarely used them. The majority of participants were 

not familiar with and therefore did not use the curriculum for UK Dementia Education 

[10 core topics for undergraduate courses] (n=75, 86.2%). More than 30% indicated 

familiarity with the three cited resources developed by the Hartford Institute for Geriatric 

Nursing, but rarely did they use them. These resources were Geriatric Nursing Education 

Consortium (GNEC) Podcasts [Complex Care Needs in Older Adults with Dementia], 

Geriatric Nursing Education Consortium (GNEC), and The Portal of Geriatrics Online 

Education. In total, less than 20% of the participants reported frequent utilization of the 

three cited Hartford Institute for Geriatric Nursing Institute’s resources. Figure 5 depicts 

percentages of the response.

Figure 5. Familiarity and Usage of Resources on Dementia Care Content

Familiarity with Resources on Dementia Care Content

GNEC Podcasts GNEC The Portal of Curriculum for
Geriatrics Online UK Dementia 

Education Education

Dementia-Specific Resource

UnfamiGarity 

s- Familiarity with this resource but rarely use it 

Key: ^  Familiarity with this resource and often use it

Note: GNEC= Geriatric Nursing Education Consortium Podcasts [Complex Care Needs 
in Older Adults with Dementia] and GNEC=Geriatric Nursing Education Consortium.
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Involvement o f  people with dementia and their caregivers. The majority of 

participants reported their programs (n=71, 81.6%) did not involve PLWD or their 

caregivers in the designing and/ or delivery of dementia care content. A Chi square test 

revealed that there was no statistically significant relationship between the 

presence/absence of clinical partnership with a dementia focused center/institute and the 

involvement of PLWD and/or their caregivers in the designing and/or delivery of 

dementia care content among the participants’ programs, Of* (1) =43, .176, p  = .378).

Fifty-three (60.9%) participants reported pre-licensure student nurses were 

required to interact with PLWD in the clinical environment before graduation. All the 

responding diploma programs indicated their students were expected to interact with 

PLWD. Only 21 (60.0%) and 32 (58.2%) of ADN/ASN and BSN respectively required 

their students to interact with PLWD in the clinical environment before graduation. A 

chi square test indicated a statistically significant relationship between the 

presence/absence of clinical partnership with dementia care focused centers/institutes and 

the requirement for pre-licensure student nurses to interact with PLWD before 

graduation, (jf  (1) =87, 5A0,p  .020). A significantly greater proportion of programs 

that required pre-licensure student nurses interact with PLWD before graduation had 

clinical partnerships with a dementia care center/institute.

Research Question 4 asked, “What are the contextual situations associated with 

the development o f  dementia care content in undergraduate nursing curricula? ’’ To 

address this question, participants were asked about challenging factors and facilitating 

factors to integrating dementia care content into the undergraduate nursing curriculum. 

Table 9 reports data for what factors were challenges in the integration dementia care
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content into curricula. The majority of the participants indicated more than one 

challenging factor. The most commonly identified factor was the curriculum being 

already overloaded (43.9%). Another frequently cited challenge was the shortage of 

faculty with expertise (34.5%). Absence of faculty leadership in dementia was the least 

frequently cited factor (20%).

Table 9. Challenging Factors in the Integration Dementia Care Content into Curricula

Challenging Factors n (%)

Curriculum already overload with other content 61 (43.9%)
Shortage of faculty with expertise 48 (34.5%
Lack of time and resources for innovation 44(31.7%)
Overextended faculty 44 (31.7%)
Lack of priority among faculty for enhancing dementia care content 40 (28.8%
Lack of faculty ownership of content 32 (23.0%)
Lack of high quality clinical sites 34 (24.5%)
Lack/few amount of dementia care content on licensing exam 27 (19.4%
Lack of clearly articulated dementia care content in courses 25 (18.0%)
Absence of faculty leadership for strengthening dementia care 
content

20 (14.4%)

The percentage of participants reporting specific facilitating factors in the 

integration of dementia care content in entry-level nursing program is presented in Table 

10. Flexibility of faculty and curriculum was the most commonly identified facilitating 

factor. Anoher frequently rported facilitating factors were support from school’s 

administration for change and workshops on new teaching strategies.
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Table 10. Facilitating Factors in the Integration of Dementia Care Content into Curricula

Facilitating Factors n (%)

Flexibility of faculty and curriculum 56 (40.3 %)
Presence of a champion/leader on the faculty 50 (36.0 %)
Support from the school's administration for change 48 (34.5 %)
Workshops on new teaching strategies for dementia care
content 48 (34.5 %)
Enough time to develop and implement curriculum
change 47 (33.8 %)
Knowledge about existing resources 47 (30.2 %)
State Board of Nursing requirements 30 (21.6 %)
Funding or support for faculty development in dementia
care 30 (21.6 %)
Availability of a model curriculum 27 (19.4 %)
Access to an expert in dementia care 28 (20.1 %)
Accreditation requirements 23 (16.5 %)
Access to expertise in curriculum development 20 (14.4 %)

Research question 5 asked, “What assessment strategies are used in evaluating 

learning outcomes o f  dementia care content in entry-level undergraduate nursing 

programs? Only 30 (29.4%) participants’ schools of nursing had evaluated dementia 

care teaching effectiveness. Multiple approaches were used by these schools of nursing 

in evaluating the effectiveness o f teaching dementia care that included change in the 

students’ knowledge, skills, and attitudes with response percentages of 20 (14.4%), 12 

(8.6%), and 16 (11.5%) respectively.

Phase II Qualitative Strand: Data Analysis 

The qualitative research question was “What are schools o f nursing 

representatives ’perceptions and experiences regarding the integrating o f dementia care 

content in their entry-level undergraduate nursing program curricula? ” A conventional 

qualitative content analysis approach was used to analyze the data. According to Hsieh
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and Shannon (2005), qualitative content analysis is a systematic classification process of 

coding and identifying themes or patterns for subjective interpretation of text data 

content. Consistent with this study’s phenomenological design, this approach was 

appropriate for the analysis of qualitative data because there is sparse existing theory or 

research literature on the integration of dementia care content into entry-level nursing 

programs.

The collected email interview data texts were imported into QSR NVivo 10 

software for coding. First, the researcher read all the text data repeatedly to obtain a 

sense of the experiences and perceptions of the participants. Words, sentences, or 

paragraphs that contained aspects related to each other and appeared to capture key 

thoughts or concepts were highlighted and identified as meaningful units.

The researcher then assigned descriptive codes to the identified units, thereby 

creating nodes in the software. The codes (nodes) that addressed similar issues were 

identified and combined together into subcategories. Thereafter, the subcategories 

that focused on comparable issues were grouped together into categories. Mayring 

(2000) acknowledged this process as inductive category development. The process 

concurred with Kondracki and Wellma’s (2002) explanation that categories and names 

for categories should flow from the data when performing conventional content analysis. 

Considering the redundancy and uniqueness of the participants’ responses, a thematic 

coding was then performed to determine the main themes.
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Qualitative Findings

Main Themes

Five themes emerged from the data analysis: (a) Components of dementia care 

content, (b) Influencing factors, (c) Instructional materials, (d) Teaching 

effectiveness/Leaming outcomes, (e) Challenges or Barriers, and Frustrations. Each of 

the themes will be discussed with supporting quotations.

Components o f  dementia care content. The qualitative findings showed a

similarity in the components of dementia care content across entry-level nursing

programs. All the participants’ comments showed their curricula included multiple key

components of dementia care content. The essential core components identified by the

participants included definition and pathology of dementia; differentiation between

dementia, depression, and delirium; signs and symptoms; nursing assessment and

interventions; as well as families/caregivers’ needs. The statement below by participant

#03 gave a comprehensive picture of the categories that included most of aforementioned

components of dementia care content in a curriculum:

Pre-licensure student nurses are required to contrast and compare different 
neurocognitive disorders and understand the differences in diagnostic 
criteria, treatment regimens, education of families and clients, limits on 
expectations for patients afflicted with AD vs VNCD (vascular 
neurocognitive disorders), and expected outcomes in the context of 
psychiatric/mental health nursing.

Participant #06 gave rationales for ensuring that pre-licensure student

nurses understand the difference between the three disorders:

Recognition and differentiation of dementia from delirium and depression, 
this is one of the main objectives of the course. So many older adults are 
misdiagnosed and it is essential for nursing pre-licensure student nurses to 
understand the differences between these three disorders.
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Interestingly, as part of the key components, pre-licensure student nurses were 

encouraged to conduct self-assessment on their perceptions and preconceived ideas on 

aging. Similarly, participant # 08 highlighted this idea: . .Exploring personal values

about working with older adults and addressing the concept of ageism.”

Participants’ responses to a question on dementia care component areas within the 

curriculum that need to be strengthened revealed that clinical experience was a major 

area that needed to be improved. Participant #04 noted:" ...More time in the clinical 

experience would provide the pre-licensure student nurses with a picture of the long-term 

needs of these older adults and their family caregivers..."

The need to improve dementia care clinical experiences was echoed by participant

#07:

I would like to see more emphasis given to exactly how best to practically 
work with these types of clients. When I went to nursing school we were 
ALWAYS taught to reorient them. In my experience, this is NOT 
ALWAYS the best way to deal with these types of patients and can lead to 
more aggression.

A similar response came from participant #06: “As much as the pre-licensure

student nurses receive content about dementia, I do not believe that they get enough of

the human response.” Furthermore, participant #06 gave a detailed rationale as to the

need for dementia care clinical experience.

More time should be devoted to the practical aspects of what exactly 
nurses can do to help these patients. How can we best interact with them 
and provide them the care they need so that we can maximize their quality 
of life and reduce their suffering throughout the progression of this 
disease.
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Other areas within the dementia care content identified by participants that 

needed to be improved included more information on geriatric syndromes and more 

emphasis on differentiating nursing care of dementia and delirium.

Influencing Factors. The second main theme was influencing factors. These

factors included those impacting decisions that had to be made regarding semesters,

clinical placement, and clinical sites for teaching/learning dementia care content within

the programs. With regard to factors that influenced decisions on the choice of

semesters) during which dementia care content was taught to pre-licensure student

nurses and how the content was being taught both theoretically and clinically, the

participants’ responses were diverse. One influencing factor appeared to be the

integration of dementia care content into a specific course. Participant #08 gave a good

illustration of this factor:

... we introduce this content in a course called Vulnerable Populations. 
This course begins in the second semester o f the program and includes 
identifying vulnerable populations, mental illness, problems associated 
with older adults (Alzheimer’s/dementias, mobility, sensory), family 
violence, caring for the terminally ill, chronic issues associated with 
lifestyle, and children with medical concerns.

Some nursing programs spread dementia care content across courses in the 

curricula. Thus, the content was integrated into several courses and therefore taught 

during several semesters. An example of how this dispersion of dementia care content 

was conducted is seen in the statement by participant #04: ".. .Aspects of dementia care 

are emphasized from the first semester of Pathophysiologic Basis of Nursing, second and 

third semester with Medical-Surgical Nursing, and their last semester with a course on 

Care of the Older Adult... "
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Not all participants agreed that dementia care content should be integrated into 

other courses. Participant #02 gave a detailed explanation as to why it should be offered 

as a stand-alone course.

I think it should always be a priority to integrate this content in all entry- 
level nursing programs. However, there is so much that is unique to care of older 
adults that I think it really does need to be addressed in a specific course set aside 
for this content. When it is grouped with medical surgical nursing, often the 
uniqueness of the older population- especially those with dementia, is 
overlooked. Providing an opportunity for pre-licensure student nurses to practice 
basic skills in a rehabilitation hospital that often has a higher number of older 
adults might accomplish this; or even providing memory care settings for clinical 
rotations would be beneficial. The key is finding units and settings that have a 
very proactive approach to care of the aging patient as well as the patients with 
dementia.

Some participants explained their institutions’ rationale for changing the teaching 

of dementia care content from one semester to another. A response that illuminated such 

rationale was shown by participant #05:

...Our curriculum changed Nursing Care of the Older Adult from Junior II 
semester to Senior II. It was felt pre-licensure student nurses needed the 
foundational knowledge gained from previous semesters caring for older adults in 
the hospital in order to progress to health and wellness o f the older adult in a 
community setting...

Factors that were identified by the participants to influence selection of clinical 

sites for dementia care experience included sites' accessibility, proximity, and 

availability. A good explanation of this factor was provided by participant # 07.

We (like many nursing programs across the country) struggle to find adequate 
clinical sites for student experiences so one large factor is simply one of 
availability. The college I teach at is in a rural part o f ... which also makes 
finding appropriate clinical sites very challenging at times....

The use of alternate non-traditional clinical sites is becoming common among 

health care professional programs due to limited availability of traditional clinical sites.
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Some participants explained that there were difficulties with getting clinical sites for 

dementia care experience. Some programs used community based sites while others 

developed alternative approaches to facilitate experiential learning. The use of 

community based site for dementia care clinical experiences was explained in detail by 

participant #05:

At present, our pre-licensure student nurses select a “well” (minimal dementia) 
older adult living independently in the community and spend at least 12 hours 
with them completing geriatric assessment tools, home safety evaluation, 
reminiscence, community assessment and disaster planning. The pre-licensure 
student nurses deliberately do not complete a physical exam. When “issues” are 
found with home safety and disaster planning, the pre-licensure student nurses 
assist the older adult to remedy the situation. If issues are found on assessment 
tools (e.g., depression screening), the older adult is encouraged and supported to 
reach out to their PCP and family.

Similarly, participant #04 commented:

Unfortunately, clinical sites are becoming difficult to secure and out number of 
pre-licensure student nurses is increasing...Use of the STAR center also provides 
different experiences pre-licensure student nurses have not encountered in the 
clinical sites. Community sites (adult day care included) are also part of certain 
courses.

Participants’ responses on their pre-licensure student nurses’ interactions with 

PLWD varied and appeared to be based on assumptions. Two participants acknowledged 

the presence of PLWD in most clinical sites and therefore the possibility of pre-licensure 

student nurses’ exposure to dementia care. However, interactions with PLWD were not 

predictable and were assumed to be only possible at nursing home and hospital sites. 

Participant #01 explained:

Not all pre-licensure student nurses have the opportunity to rotate through a 
nursing home as a clinical site; however, the faculty believe that with the elderly 
being a large segment of the population, all pre-licensure student nurses have 
exposure in clinical to dementia care.
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However, participant #02 gave an opposing view about the presence of PLWD in 

most clinical sites: “I don’t think there are adequate numbers of older adults with 

dementia present in many hospital settings so all pre-licensure student nurses don’t 

always get adequate exposure to the unique needs o f this population.”

Furthermore, the participants indicated that decisions on semesters during which 

dementia care content should be taught was determined by the type o f clinical sites 

available for experiential learning. A statement by participant #07 elucidated this 

influencing factor:

...Our faculty decided that within the foundational course ..., this content is best 
discussed and emphasized clinically... My guess is that due to the fact that first 
semester pre-licensure student nurses are the only semester exposed to a long
term care area clinical site, that is most probably one of the reasons the content is 
introduced in their initial semester.
Similarly, participant #01 explained: "Dementia care is covered in greatest detail

during the 1st semester. During this semester, pre-licensure student nurses encounter

patients with dementia in clinical (whether in nursing homes or LTAC facilities)."

Also, time allocation was identified as an influencing factor in determining the

quality of clinical experience:

...Currently the pre-licensure student nurses only get assigned to 2 ten-hour days 
in a long-term care area. Of those 2 weeks some of them will get to work with 
dementia care patients and others will not. Unfortunately it is “hit or miss” for 
the limited clinical hours allotted in our Associate Degree 
program.. .(Participant # 07)

On the other hand, some participants verbalized their views in regards to the 

disadvantages of pre-license student nurses having dementia care clinical experience 

prior to having theoretical knowledge of dementia and dementia care. Also, they 

explained the impediments of not having a specific dementia care clinical rotation or not
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having specific courses within which dementia care content is integrated. Participant #06

gave a detailed explanation on both impediments:

.. .The pre-licensure student nurses have a short clinical experience in a long term 
care facility during their first semester in the program. I do not think this is a good 
idea. Many of the pre-licensure student nurses get a negative perception of older 
adults and dementia by going to the nursing home their first semester BEFORE 
being taught about older adults and dementia. The pre-licensure student nurses do 
not have a specific clinical rotation in geriatrics unfortunately...

Also, participant #06 explained an action that was taken to rectify the problem by

having clinical experiences connected to dementia care:

... we do not have a specific rotation for dementia care in our program.
The pre-licensure student nurses do get to go to a nursing home in their 
first semester but it is mainly for learning about basic patient care, such as 
bathing and feeding and ambulation. I have talked with the coordinator 
about making this geared more for older adult care and management rather 
than foundational skills acquisition. (Participant #06).

Instructional Materials. The third main theme was instructional materials.

Several participants detailed the use of multiple instructional materials in teaching 

dementia care to pre-licensure student nurses. These ranged from traditional to 

innovatively developed materials. Under this theme, participants’ comments on the 

teaching materials and limitations associated with those materials.

Remarking about the variety of materials used in teaching dementia care content, 

participant #06 commented: “I use a combination of lecture highlighting main concepts 

in the readings (textbook, research articles, and associated online resources) and in class 

videos from Hartford Institute for Geriatric Nursing Consult Geri.org.” Highlighting the 

use of tube clip in teaching dementia care, participant#07 stated:
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I show my pre-licensure student nurses you tube clips done by an expert working 
in the field. She talks about simple yet important things like how to get a 
dementia client to cooperate during bathing, how to teach family members how to 
take away car keys when driving is no longer safe, etc.

Participant #07 echoed the use of films documenting in teaching dementia care 

content:

One other way we expose our pre-licensure student nurses to dementia care is 
done in the lab setting. They are exposed to 2 different films documenting the 
lives of clients diagnosed with Alzheimer’s Disease. One film is shown by 
breaking up parts of the documentary and watching it from several weeks from 
the time the client is diagnosed through her death. We find this to be very eye- 
opening for pre-licensure student nurses and many struggle at the end with grief 
as they connect to the client as the weeks of the course continue.

An innovative teaching activity was described by participant #07: "...we also

expose our pre-licensure student nurses to an “Into Aging” experience where they are

given various deficits and asked to perform different tasks. This exercise is also very

eye-opening for most pre-licensure student nurses."

External resources, such as public health questionnaire-9, were also used and

given to pre-licensure student nurses as explained by participant #04:

I have tried to provide many external sources for the pre-licensure student nurses 
to use during their pre- licensure education and for them to use while working as a 
nurse. Some include the Beer’s Criteria for polypharmacy, different screening and 
assessment tools (SAGE, Mini-cog, CAM and PHQ9)

As to the limitations associated with instructional materials, participant #06

pointed out:

...Most books are focused on the basics and less content is on what we can 
actually do to intervene and provide comfort and support for these patients. How 
do we approach them? How can we negotiate the care we need to do with them? 
How do we ensure they receive adequate nutrition and hydration without forceful 
means? How can we support and calm down patients whose dementia symptoms 
are not well managed?
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Participants were asked to give their views regarding the use of technology, such

as Avatar online simulation (Virtual Simulation), in teaching dementia care content to

pre-licensure student nurses. Participant #06 gave a detailed explanation that included

the associated advantages and costs.

There are some very good geriatric simulation programs out there that can help to 
give students a real life perspective in a safe environment in the care of older 
adults, with or without dementia. Since my geriatric class does not have a co
requisite clinical, I thought that the best way to get some hands on realistic 
experience would be to incorporate a geriatric simulation program as part of the 
course. The only negative thing I have found is that it is costly and it would be an 
added expense to the students usually. The benefits of geriatric simulation have 
been studied in geriatric medicine and are quite good. The school I work at would 
put the cost of this simulation onto the student (on top of all their other fees) and 
so that is why I wanted to run a trial or a few trials first using grant money so I 
can be sure it is well received and useful in meeting the course objectives (in 
addition to the other parts of the course that will remain the same).”

Teaching Effectiveness and Learning Outcomes. The fourth major theme was 

teaching effectiveness and learning outcomes. Participants were asked to describe how 

their programs evaluate teaching effectiveness and learning outcomes related to dementia 

care content. The participants’ comments showed the diversity of evaluation tools used 

by their programs. Some programs administered surveys through Qualtrix to their 

students to evaluate the course content and theoretical teaching effectiveness of faculty 

member. Other programs based their evaluation of teaching and learning outcomes on 

the results of HESI, ATI, quizzes, and classroom examinations’ items that addressed 

dementia care.

The evaluation of the effectiveness of clinical teaching was viewed to be 

challenging. When pre-licensure student nurses are not equally exposed to PLWD and /or 

had very limited opportunities to engage in the nursing care of PLWD, it might be
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difficult to justify the effectiveness of clinical teaching. This difficulty was explained by 

participant #07:

Teaching effectiveness is done mostly via formalized testing (which ends up 
being a small portion of Exam 2 for my class). I would say that approximately 12 
questions total for the semester. Also, the clinical evaluation would be another 
way in which dementia care content is evaluated BUT that would only be true for 
those pre-licensure student nurses who are exposed to a dementia patient in the 
long-term (or hospitalized) setting.

Furthermore, it appeared that the objectives of a course and locally developed 

clinical evaluation tools could be used to assess the teaching effectiveness. Participant 

#08 described how those approaches were applied: "Program objectives are written and 

evaluated by the pre-licensure student nurses each semester.... A clinical evaluation tool 

is completed by the pre-licensure student nurses which has a component related to care of 

the older adult."

Other programs used direct observation of clinical skills in evaluating learning

outcomes as elaborated by participant #01: "I think evaluating pre-licensure student

nurses’ clinical performance when providing dementia care is another way to determine

that learning outcomes are met."

Consistent with using of evaluation approach in accordance with course

objectives, for programs that integrate dementia care content across the curriculum, the

evaluation of teaching effectiveness varied per the course' objectives and expected

outcomes. For example, participant #04 stated:

There are a variety o f teaching/learning strategies on dementia care used 
throughout the program. Evaluation would depend on the learning objective and 
the expected outcomes. In my course, Care of the Older Adult (an on line course), 
I assess their attitudes about care for the older adults and what their past 
experiences have been. From that starting point, each week the pre-licensure 
student nurses have reading assignments (text, web based sites such as CDC,
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GEriRN, etc. or selected journal articles). An exercise is presented on the 
discussion board weekly -  case study, puzzles (crossword, jigsaw, and quizzes 
without grading), games, critical thinking exercise, sensory kit experience, and 
others. They complete the exercise and then post on the discussion board their 
reaction to the exercise and respond to 3 other posts by classmates. There is credit 
in completing the exercise, but it is their change in attitudes towards caring for the 
older adults that is revealed.

On the other hand, participant #04 described the evaluation of pre-licensure

student nurses’ attitudes to dementia care as difficult:

I cannot grade their change in attitudes, but it is evident in their posts. Evaluation 
of their knowledge about the care of older adults is through unit exams based on 
the stated learning objectives from the text and others reading assignments.

Challenges or Barriers and Frustrations. The fifth major theme was challenges

or barriers and frustrations. The identified challenges varied by type of programs, but

time allocation for both theoretical and clinical experience was a major common

challenge identified by most participants. Also, overloaded curriculum was pinpointed as

a major challenge to the integration of dementia care content by many participants.

Participant #06 indicated that because the nursing program was at or above its maximum

capacity for credits that the college allowed, it is difficulty to introduce dementia care

content into the curriculum. Participant #07 gave a more detailed explanation:

Although I think this is a very important topic, at this time with the challenges we 
ALREADY have in trying to teach too much in too little time, I honestly do not 
know exactly how this would best be accomplished. The one thing I am certain of 
is this: if our program was to add content of this type, we would first have to 
decide what content areas to delete. I have been teaching for 6 years now and 
there is way too much content trying to be taught.. .this confuses pre-licensure 
student nurses. I am sure if enough time was devoted to this issue, our program 
could find areas where there is outdated content which could be deleted in order 
to add more of this type of content. Otherwise I would say this information needs 
to be taught in longer (BSN) programs or courses given in specialty areas of 
nursing.
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The impact of time allocation on content coverage as a challenge was identified in

the comments by some participants with more emphasis being made on acquisition of

theoretical knowledge and less on the clinical skills needed for caring PLWD. Some

participant associated this challenge with the program being either an accelerated BSN or

DN, or ADN/ASA programs.

Another participant identified faculty’s clinical preference as a challenge.

Participant #01 commented:

I don’t see any challenges in the classroom. As for clinical, most faculty are not 
intrigued about spending clinical time at a nursing home (which I think is the 
perfect setting to learn about the many facets of dementia care).

One o f the advantages associated with teaching of dementia care during senior 

year is that in-depth theoretical coverage and experiential learning can be achieved. 

However, there are some challenges associated with it as well. Participant #05 explained: 

“ .. .Student engagement. This course is now at the end of the program and pre-licensure 

student nurses have “senioritis” and feel they cannot fail. Makes it difficult to keep them 

on task.”

Also, the attitude of pre-licensure student nurses towards dementia was identified

by a participant as a factor obstructing the teaching/learning of dementia care. Below is

the comment by participant #06:

My teaching methods aim to get at the affective aspects of dementia patients and 
their care however, the young student body we have very much correlates medical 
conditions with negative connotations. Such as dementia is bad, the patient 
symptoms can be frightening, so the patient is not one we want to care for. Same 
is true for other conditions I have found such as obesity is viewed as bad due to 
all the conditions it can contribute to, however the “obese” patient is also viewed 
in a negative light. I would like to see every student get a rotation in a specialized 
memory care or dementia unit.
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Some participants voiced their frustration about the state of geriatric nursing

education and the attitude of student nurses to geriatric population. This frustration was

clearly illustrated in the comment of participant #06.

As a geriatric nurse focused in palliative and hospice care, I am most certainly 
disappointed in the state of geriatric nursing education in this country. Many 
programs do not even have a designated course in this and among those that do, 
many do not offer concurrent clinical experiences (such as my program). With the 
expected growth of older adults looming over the next few decades it is 
imperative that we improve the education of our nursing pre-licensure student 
nurses and also existing nurses. This should be a priority for every accredited 
nursing program in this country. The care of millions of older adults is important 
and we should not lose sight of this. If there was a way to boost the overall 
attitudes of young nursing pre-licensure student nurses towards older adults, I 
would think that would be an important part of this integration. I try my best to 
shed positive light on older adults but much of this younger generation is not 
interested and would rather care for children than our older adult population.

Along with the seven themes, it was noted that none of the qualitative strand

participants commented on the involvement of PLWD or their caregivers in the design

and/or teaching of dementia care content. The researcher could not determine the

rationale for the participants not responding to this question.

Mixed-Methods Integration 

Research question 7 was, “In what ways do the collected qualitative data explain 

the quantitative results on integrating o f  dementia care content in current entry-level 

nursing programs, in preparing pre-licensure nurses to provide dementia care? ” To 

answer the mixed-methods question the qualitative findings and quantitative results were 

integrated and analyzed. The sub-headings that follow delineate how the qualitative 

findings provided further understanding of the quantitative results.

From the quantitative results, 103 of 137 participants reported the inclusion of 

dementia care content in their entry-level nursing programs’ curricula. The findings from
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the qualitative data analysis revealed key components of dementia care content within the 

programs’ curricula that included definition and pathology of dementia; differentiation 

between dementia, depression, and delirium; signs and symptoms; nursing assessment 

and interventions; as well as families/caregivers’ needs. In addition, the qualitative 

findings revealed content areas that needed to be improved, such as providing more 

information on geriatric syndromes, differentiating nursing care of dementia and 

delirium, and improving clinical time and clinical experience.

With regard to the use of innovative technology approaches in teaching dementia 

care content to pre-licensure nurses, the quantitative results showed that 22.3% of 

participants used resources housed on PDAs or other handheld technology while only one 

participant indicated the Avatar online simulation (Virtual Simulation) in teaching 

dementia care content to pre-licensure student nurses. Factors encouraging the use of 

innovative technology in teaching dementia care content was revealed by qualitative 

findings. For example, a participant explained that the geriatric class within which 

dementia care content was being taught did not have a co-requisite clinical. One 

participant indicated that the best way to obtain some “hands on” realistic experience 

would be to incorporate an online simulation program, such as Avatar online simulation, 

as part of the course.

Moreover, the quantitative results identified the most common sites used for 

dementia care clinical experiences by participants’ programs. An in-depth understanding 

of the factors influencing the selection of clinical sites was provided from the 

participants’ comments in the qualitative findings. As explained by some of the 

participants, availability o f clinical sites, especially in rural areas, was a major
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influencing factor. Another factor revealed in depth was the semester assigned for 

teaching dementia care content which was also linked to the types of clinical sites 

available. Also, the qualitative data revealed the use of community based sites for 

dementia care experience.

In addition, it was evidenced from the quantitative results that overloaded 

curriculum was identified by 43.9% participants as a major challenge to the integration of 

dementia care content into entry-level nursing programs. The qualitative findings 

expounded on this result by giving an in-depth explanation of what an overloaded 

curricula entailed as well as participant in the qualitative phase provided suggestions as to 

possible rectifying approaches to this challenge. A participant described overloaded 

curriculum as over reaching the maximum capacity for credits that schools of nursing 

allowed. Another participant associated overloaded curriculum with having too much 

content to teach in too little time. Importantly, the qualitative data provided suggestions 

on how to overcome the issue of overloaded curriculum. For example, a participant 

suggested removal of outdated content which can be replaced with dementia care content.

Also, not enough time allocation in programs for dementia related clincial was 

identified by 33.8% participants in the quantitative results and further confirmed by the 

qualitative findings especially many ADN/ASA programs. For example, one participant 

explained that the limited clinical hours allotted in Associate Degree program allowed for 

only 2 ten-hour days in a long-term care area during which the students might have 

dementia care experience.

The quantitative results revealed the semesters during which dementia care 

content was taught in the responding programs. The qualitative findings further



125

elaborated on this issue by providing detailed explanation on the factors that influenced 

faculty’s decisions as to the semesters to assigned for the teaching of dementia care 

content. The qualitative findings showed type of clinical sites available during a 

particular semester was a major determining factor. Some participants explained 

dementia care was taught during the first semester because it is the only semester during 

which pre-licensure student nurses were exposed to clinical sites, such as long-term care 

area and nursing, where there are many persons with dementia.

Additionally, per the quantitative results, only 29.4% of participants had 

evaluated dementia care teaching effectiveness. As for learning outcomes, only 57 

participants indicated specific learning outcomes related to dementia care. The 

qualitative findings gave in-sight into the methods used in evaluating both teaching 

effectiveness and learning outcomes. Qualitative findings revealed the methods used 

included the administration of surveys to the students to evaluate course content and 

theoretical teaching effectiveness of faculty members. Also, the qualitative findings 

showed evaluation of teaching and learning outcomes could be based on the results of 

HESI, ATI, quizzes, and classroom examinations’ items that addressed dementia care, 

and direct observation by faculty of students’ clinical skills.

On the other hand, the qualitative findings did not shed additional light on the 

involvement o f PLWD or their caregivers in the designing and/ or delivery of dementia 

care content. The quantitative results indicated 81.6% participants did not involve 

PLWD or their caregivers in the designing and/or delivery of dementia care content and 

none of the participants in the qualitative sample chose to respond to interview questions 

about this issue. Appendix K, depicts the synthesis of the quantitative results/ qualitative
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findings as they relate to the logic model program constructs (inputs, outputs, and 

outcomes) and Gagne theory taxonomy of learning outcomes.

Summary

This chapter presented a detailed discussion of how the quantitative and 

qualitative data were prepared for analysis. Quantitative survey response rates were 

reported and the sampe was described. Analytical results in relation to each quantitative 

and qualitative research question were presented. The chapter concluded with a 

presentation of the mixed methods integration of the quantitative and qualitative findings.



CHAPTER FIVE 

DISCUSSION AND RECOMMENDATIONS 

This chapter presents a discussion of the results of this research study including 

content, resources, activities, and methods used by entry-level nursing programs in 

teaching dementia care. The results will be linked to current literature findings. The 

implications of the study for nursing practice will be presented as well as the study’s 

strengths and limitations. Recommendations for future research based on the study’s 

results will be provided. Finally, conclusive statements will be made.

Discussion

The current study provided preliminary results showing variation in the 

integration of dementia care content into the United States entry-level undergraduate 

nursing programs’ curricula. The successful implementation of this study’s phases in a 

manner consistent with its design provided evidenced of its feasibility as defined by 

National Institute for Health Research (2015). The results revealed dementia care content 

was integrated into a majority of the responding programs’ curricula. In comparison with 

ADN and diploma programs, the integration was more evident among the BSN programs. 

Only eight (5.8%) responding programs (seven ADN/ASA and one DN) indicated they 

have not integrated dementia care content into their curricula. While 5.8% might appear 

to be a small percentage of the participants, it is of significant concern for a number of 

reasons. First, none of 5.8% participants reported less than a 75% NCLEX-RN pass rate 

which is an indication that their graduates are probably employed registered nurses.

127
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Secondly, dementia is a public health priority with a rising prevalence (WHO,

2012) and a growing need for nursing interventions. The absence of opportunities to 

learn about dementia care both theoretically and clinically during undergraduate 

programs could later reflect on graduate nurses’ future abilities to provide competent 

nursing care to PLWD and/or their caregivers/families. This assumption is well 

supported by findings in the literature summarized by the AACN, (2015) on the positive 

correlation between educational preparation of pre-licensure student nurses and their 

knowledge, skills, and attitudes in providing competent and effective nursing care to 

diverse population. Negative impact on the nursing care received by PLWD and their 

caregivers/families due to lack of dementia care knowledge, skills, and poor attitude 

among registered nurses has been reported by many published studies (Coffey et al., 

2014; Gandesha et al., 2012; Kang et al., 2011; Nilsson, Lindkvist, Rasmussen, & 

Edvardsson, 2012).

Comprehensively, most of the nursing programs covered many core topics on 

dementia care. It is significant the topics covered went beyond physiological and 

pharmacological interventions to include non-pharmacological intervention, nursing 

assessment, communication skills, and nursing interventions. The inclusion of these core 

topics is consistent with many dementia-specific competencies identified by the 

responding programs. Both the aforementioned core topics and the identified 

competencies are in concurrence with many scholars’ findings (Bonner, 2013; Michigan 

Dementia Coalition., 2008; Thompson et al., 2009; Traynor et al., 2011; Williams et al., 

2005). However, in comparison with the other cited dementia-specific competencies for 

pre-licensure student nurses, the acquisition of the competency of providing a positive



environment received a low response rate of 38.1 %. The implication of this competency 

in nursing practice is evident in a recent study by Digby and Bloomer (2014) which 

showed PLWD and their family/caregivers valued environmental/design features that 

promoted feelings of being in a home setting, quiet spaces, privacy, and appropriate 

amenities. Thus, acquisition of positive environmental competency by pre-licensure 

student nurses could contribute to the quality of nursing care received by PLWD and their 

family/caregivers. Furthermore, less than 50% of the responding programs reported 

teaching students to meet the competency related to ethical and legal issues. The 

importance of including ethics and legal issues within dementia care content cannot be 

underestimated because they exist within the social domain of dementia (Woods & Pratt,

2005). Ethical nursing practice is an important component of quality dementia care 

(Daly & Fahey-McCarthy, 2014); therefore, the inclusion of ethics and legal content as 

part of the teaching modules is of great value. Daly and Fahey-McCarthy (2014) 

emphasized the importance of ethics stating the nurse needs an understanding of ethics 

and of the theory behind ethical decision-making in order to be ethically competent to 

explore and resolve ethical dilemmas in practice. Moreover, Batsch, Mittleman, and 

Alzheimer’s Disease International (2012) stressed that knowledge of ethics in dementia 

care is very significant because PLWD are vulnerable and at risk for stigmatization.

Another important finding in this study was that all the responding programs 

devoted less than 50% of cited courses to dementia care content. Some of the programs 

allocated zero percentage in cited courses. Even in mental health courses, there were 4 

(4.6%) responding programs that indicated no inclusion of dementia care modules. Of 

the remaining responding programs, only 29.9% responding programs indicated 26% and
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greater percentage devoted to dementia care content. The percentage of a course devoted 

to dementia care content could be a reflection of the quantity of its coverage within the 

programs’ curricula. The implication is seen in the study conducted by Henderson, 

Happell, and Martin (2007) which identified the quantity of theoretical education as an 

influencing variable on pre-licensure student nurses’ self-reported knowledge, skills, and 

attitudes and interest in caring for people experiencing mental health problems.

In addition, the components of dementia care content described by some 

responding schools were very scanty and/ or not dementia-specific focused. However, 

few responding programs had specific-focused core content on dementia care. Those 

identified dementia-specific core topics ranged from the physiological-psychopathology 

processes and pharmacological interventions to musing assessment, risk management, 

care planning, and evaluation, communication skills, and non- pharmacological 

interventions. The significant impact of teaching those core topics in improving the 

quality of life and wellbeing of PLWD and their family/caregivers is evident in the 

literature (Kilgore, 2015; Voyer, 2015). Also, it is noteworthy that other areas being 

taught included caregivers’ needs, safety, community resources, and development of 

personal values/concept of ageism. The significance of teaching about those topics has 

been reported by many scholars (Chan & Chan, 2009; Eggenberger, Heimerl, & Bennett, 

2013; Reinhard, Given, Petlick & Bemis). All the aforementioned components being 

included in dementia care content are significant and is consistent with an existing valid 

dementia specific -curriculum called “Curriculum for Dementia Education (CADE)” 

(HEDN, 2013).
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A significant component in the dementia care content mentioned by many 

participants was differentiation between amnestic disorders, dementia, depression, and 

delirium. The impact of delirium on the trajectory of cognitive function among PLWD 

and overlapping signs and symptoms of dementia and depression have led to many 

scholars’ call for increased awareness about these four conditions among healthcare 

professionals (Arnold, 2005; Downing Caprio, & Lyness, 2013).

This study also revealed the impact of geographical location on the extent to 

which dementia care content is covered. The results showed most responding nursing 

programs that had a clinical partnership with a dementia focused center/institute were 

located in the urban areas and were more likely to require their pre-licensure student 

nurses to interact with PLWD before graduation than those that did not have such 

partnership. This raises the question as to whether urban areas offer more opportunities 

for nursing programs to partner with dementia care focused institutes/centers and for their 

students to have more experiential learning. Even if dementia-focused institutes/centers 

are more prevalent in urban areas compared to rural and sub-urban areas, PLWD are not 

defined by geographical locations. The Alzheimer’s Association database (2014) showed 

that PLWD’s geographical locations spread across urban, rural, and sub-urban areas. It 

was, therefore, surprising that about 40% of responding programs reported they could not 

guarantee that their students will interact with PLWD and/or their families/caregivers 

before graduation. Opportunity to interact with PLWD and their families/caregivers is 

very essential as it could contribute to the acquisition of skills and development of 

positive attitude. The essence of these positive interactions is supported by American 

Association of College of Nursing’s (n.d.) statement “Learning to perform as a ‘nurse’ is
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predicated on engaging in experiential learning with actual patients/clients.” Also, the 

necessity for health care professional students to interact with PLWD and their caregivers 

was emphasized by Tullo and Gordon (2013).

The semester(s) during which dementia care content were taught to students 

varied among responding programs. Some programs favored placing their students in 

sites where they could have dementia care clinical experience during their junior 

semesters prior to in-depth theoretical teaching on dementia that often took place during 

senior year semesters. Arguments against such practices were revealed in some 

participants’ comments from the qualitative data. According to Benner et al. (2010), 

many students felt clinical practice was totally separate from what they learned 

theoretically in classroom. Having pre-licensure nurses’ placement for dementia clinical 

experience prior to classroom theoretical learning can contribute to knowledge to practice 

gap as evidenced by several studies’ findings (Baillie et al., 2012; Robinson & Cubit, 

2007; Smythe et al., 2014). Overall, the representatives of responding programs appeared 

to be very satisfied with the amount o f dementia care content, but not with the quality of 

dementia care clinical experiences. The lack of satisfaction with clinical experience has 

been reported and attributed to many factors including lack of role models, negative role 

modeling, and impoverished care environments (Chan & Chan, 2009; Skaalvik Normann, 

& Henriksen 2010; Watts & Davies, 2014).

Curriculum overload and inflexibility were among the top listed challenges 

experienced by responding participants. The implication of these barriers is that no or 

limited content on dementia care could be included in the curriculum despite the obvious 

felt need by nurse educators. Regular review of the curriculum could help faculty
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identify content that is less relevant to current issues and needs. Programs would then 

have to make decisions as to the time allocation and content coverage for those identified 

areas to allow more devotion to current educational needs.

The lack of faculty members with specialized knowledge on dementia care was a 

frequently cited challenge identified by responding programs in the integration into their 

curricula. This is consistent with the study by Batchelor-Aselage et al. (2014) that 

revealed the inadequacy of nurse educators’ skills and knowledge as a great paucity in the 

infusing of geropsychiatric content into nursing curricula. A similar challenge was 

identified by Rosenfeld et al. (1999) in the integration of gerontology into nursing 

programs. The training of nursing faculty in gerontology by the Hartford Institute for 

Geriatric Nursing Institute has helped to increase the number of nurse educators with 

expertise in gerontology. The positive impact of the training was seen in the increased 

coverage of gerontology in nursing curricula (Berman et al., 2005; Gilji et al., 2007).

As for the facilitating factors in the integration of dementia care into curricula, 

flexibility of faculty and curriculum was the most cited. Other highly identified 

facilitating factors were support from school’s administration for change and workshops 

on new teaching strategies that have same response rate. Programs that allow input from 

faculty to changes the curricula and give their faculty training on pedagogical strategies 

could contribute to regular curriculum reviews and improvement in teaching 

effectiveness.

With regard to the resources used in teaching dementia care, textbooks were 

identified by the participants. One significant qualitative finding was the lack of in-depth 

useful information on dementia care in many nursing textbooks including those on mental



health. This finding concurs with Beck at al. (2012) explanation that there was poor 

coverage of content related to dementia and delirium in generalist baccalaureate 

psychiatric-mental health nursing textbooks as well as a lack of problem-solving 

frameworks or theoretical models for thinking through behavioral manifestations at the 

person, caregiver, and environmental levels. Moreover, Beck et al., (2012) argued that 

most textbooks provided broad recommendations for interventions that are helpful, but 

nurses must recognize the need to individualize care and respond to the specific needs of 

the individual with dementia with personalized interventions.

Lecture topped the list of teaching methods used by responding programs while e- 

podcast was the least used. Very few responding programs highlighted the use of 

technological and innovative pedagogical approaches, such as Avatar online simulation 

(Virtual Simulation) and video documentary called Grace.

With the advance of technology, learning process in nursing education appears to 

be shifting from the traditional face-to-face, lecture-styled situation to more virtual and 

interactive approaches that include the use of interactive jeopardy game, interactive 

videoconference, cross word, virtual simulation, and puzzles (Bender & Randall, 2005; 

Guise, Chambers, & Valimaki, 2012; Royse & Newton, 2007; Spiers, Paul, Samuel, & 

Weaver, 2012). In as much traditional lecture has its own advantages, Benner et al. 

(2010) lamented that one of the weakness of pedagogical approaches in nursing education 

is the persistence use of lecture during which much information is given by nurse 

educators with little involvement of the learners. Also, Handwerker (2012) argued that 

lecture disallowed infusion of clinical examples which could help students to develop a 

sense of salience and produce situated cognition.
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With an ever-evolving informative technologies that have great positive 

influences on many learners’ learning styles, Tiffany and Hoglund (2013) emphasized 

that nurse educators need to apply innovative and technological invested pedagogical 

strategies to better prepare graduate nurses to provide safe and quality nursing care. The 

use of virtual online simulation, such as Avatar, provides an innovative and interactive 

simulated environment via an internet connection for pre-licensure student nurses to 

experience real-world situations (Kidd, Knisley, & Morgan, 2012; Tiffany & Hoglund,

2013). The effectiveness of using technological and innovative teaching approaches in 

undergraduate nursing education has been reported by many scholars (Royse & Newton, 

2007; Spiers, Paul, Samuel, & Weaver, 2012).

The current study demonstrated sparse utilization of constructive theory-based 

pedagogical approaches such as case studies with problem-learning among some 

participants. Handwerker et al. (2012) called for a shift from didactic teaching to student 

and patient centered activities in the classroom to reflect experiential learning that occur 

in clinical. It is essential that a learning environment is created in which students are able 

to think, collaborate, make inquiry, engage in discussion, and gain new understanding 

about dementia care. Thus, there is a need for nurse educators to use innovative and 

technological approaches as well as constructive theory-based pedagogical approaches in 

teaching dementia care.

On the other hand, responding nursing programs used multiple diverse sites for 

dementia care clinical experience. Hospitals were the most cited clinical sites, followed 

by mental health facilities and nursing homes. The use of hospitals for clinical learnings 

is good considering the high number of PLWD that are hospitalized annually for various
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health reasons that range from circulatory, genitourinary, infectious, neurological to 

respiratory conditions (Phelan et al., 2012; Sampson et al., 2009; Silverstein & Maslow,

2006). Having dementia care clinical experience in hospitals could enable students to 

learn the nursing management of PLWD presenting with comorbidities andI or 

complications. In addition, respondent programs mentioned the use of community-based 

sites. The utilization of such sites is essential as it enable students to learn about proper 

coordination of dementia care that involve identifying and utilization of community 

resources and interventions such as referring caregivers to respite care (Sussman & 

Regehr, 2009).

The current study’s results showed that simulation was a method used by many 

responding programs in teaching dementia care to pre-licensure student nurses. This 

result is consistent with previous studies’ reports on the popularity of using innovative 

simulation techniques as teaching and learning strategies in facilitating a safe learning 

clinical environment for pre-licensure student nurses (Brown, 2008; Fay-Hillier, Regan, 

& Gordon, 2012).

It was important that a responding program included the assessment of ageism 

among student because it could help in reducing negative attitudes and stigma associated 

with dementia. Many studies have reported that negative attitudes towards dementia is 

rooted in ageism and stigma associated with mental illnesses (Behuniak, 2011; Scholl, & 

Sabat, 2008).

Learning outcome evaluation is critical to assess the acquisition of core concepts 

in dementia care by pre-licensure student nurses (Tullo & Gordon, 2013). The study 

revealed some significant differences among responding programs in the evaluation of
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dementia care-specific learning outcomes. In comparison with responding programs that 

taught dementia care content in specific courses, the majority of those that weaved 

dementia care content throughout their curricula indicated absence of evaluation on pre

licensure nurses’ dementia- specific learning outcomes. The absence of evaluation could 

be attributed to difficulty for those programs to delineate dementia-specific learning 

outcomes specifically.

Moreover, the less frequently evaluated learning outcome was students’ attitudes 

toward PLWD. Similar results have been reported in studies conducted on dementia 

content in medical professional curricula (Nagle, Usita, & Edland, 2013; Tullo &

Gordon, 2013). Among the responding programs that evaluated pre-licensure student 

nurses’ attitudes to PLWD, some reported negative attitudes especially among senior year 

students. These findings concur with previous published findings on pre-licensure 

student nurses’ attitudes towards PLWD (Gould et al., 2013; Kim, 2006; Robinson & 

Cubit, 2007). The influence of education on attitudes is illustrated by Ratanasiripong and 

Chat’s (2013) explanation that an attitude is influenced by beliefs, sequential and 

information integration processes, and past experiences. Therefore, an attitude is not 

innate, but acquired through cognitive learning experiences (Prislin & Crano, 2006). 

According to Gagne (1989), one of the most effective ways of changing attitudes 

appeared to be by means of the human model or the "vicarious reinforcement" described 

by Bandura in 1969. It, therefore, follows that pre-licensure nurses can learn positive 

attitudes towards PLWD and dementia care during their undergraduate nursing programs. 

Moreover, the influence of attitude on the quality of nursing care makes it essential for it 

to be part of learning outcomes evaluation.
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Furthermore, more than 80 % of the responding programs indicated that PLWD 

and/or their caregivers were not involved in the designing and/  or teaching of dementia 

care content. The need to involve service users and/ or their caregivers in health care 

professional education has been emphasized by many scholars (McKeown, Malihi-Shoja, 

& Downe, 2010; Spencer, Godolphin, Karpenko, & Towle, 2011). In mental health 

nursing, the benefits of involving service user and their caregivers were highlighted in 

many studies (Benbow, Taylor, Mustafa, & Morgan, 2011; HEDN, 2013; Tew, Gell, & 

Foster, 2004). Many previous findings indicated the involvement of patients and their 

caregivers in healthcare education curricula has in a powerful way foster empathy, 

improve skills and knowledge among healthcare professional students, as well as benefit 

service users by the improved quality of care they received (Ahuja & Williams, 2005; 

Collier & Stickley, 2010; Debyser, Grypdonck, Defloor, & Verhaeghe, 2011; Fitch, Daw, 

Balmer, Gray, & Skipper 2008; Gutteridge & Dobbins, 2010; Hope et al., 2007; Morgan 

& Jones, 2009; Moss, Boath, Buckley, & Colgan, 2009; O’Reily, Bell, & Chen, 2011; 

Repper & Breeze, 2007; Townend, Tew, Grant, & Repper, 2008).

With regard to having PLWD and/or their caregivers teaching about dementia 

care to pre-licensure student nurses, there are some identified challenges (e.g. 

communication problems) that could affect the effectiveness of such method (Hope et al.,

2007). This challenge has been refuted in recent years by many scholars (Cantley, 

Woodhouse, & Smith, 2005; Berenbaum, 2005). Bryden (2005) in her book explained 

that PLWD in the early stages of dementia might not have communication problems and 

be able to provide considerable insight into their conditions/situations to students. Also,



139

Hope et al. (2007) believed that the use of creative and sensitive approaches could help to 

enable PLWD to share their insights about their condition.

The World Health Organization & Alzheimer’s Disease International (2012) 

recognized dementia as a public health priority that needed to be addressed using 

apparatus from health care, community resources, and political institutions. Chan and 

Chan (2009) emphasized that dementia care has an inevitable political component. One 

of the major recent political and legal actions was the signing into law of National 

Alzheimer’s Project Act (NAPA) on January 4, 2011 by President Barack Obama (U.S. 

Department of Health and Human Services, 2013). This law was a significant milestone 

in the history of the U.S in its effort to ensure that the psychosocial, economical and 

health care needs of PLWD and their caregivers/families are met adequately nationwide. 

The results revealed that in spite of this significant political statement and legal 

status/implications, many nurse educators in the study were unaware of the law. More 

than half of the participants were not aware of NAPA. The lack of awareness about the 

law among the responding programs reflected an absence of recognition of NAPA’s 

recommendations as revealed in the low response rates to programs’ efforts to review or 

integrate them into the curricula.

Of significance was the lack of awareness about online resources on dementia 

among some participants. The Hartford Institute for Geriatric Nursing Institute 

developed and published three of the four cited resources. All the cited online resources 

provide nurse educators a variety of useful content, including videos that can be used for 

teaching dementia care. The lack of knowledge about those available resources could
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contribute to the difficulty faced by nurse educators in teaching core topics on dementia 

care.

Another significant finding in this study was the emphasis responding programs 

placed on NCLEX-RN exam items in relation to the content of their curricula. In fact, a 

statement by a respondent in the commentary box of the web-based survey indicated that 

unless NCLEX-RN exam focuses more on dementia care, it is not an area of high priority 

in the program curriculum. This approach is understandable considering that each 

program is evaluated on passing rates of first time test takers and could be under the 

scrutiny by the National League for nursing accrediting commission accredited 

institutions if  their rates fall below the national rate mean (Handwerker, 2012). In order 

to maintain accreditation, all entry-level nursing programs aim at ensuring high 

percentages of their students pass the NLEX-RN (Handwerker, 2012). With such a 

focus, Partusch, (2008) explained test blueprints are developed to reflect areas of content 

on NCLEX-RN. Therefore, there is a great possibility for entry-level nursing programs 

not to teach pre-licensure student nurses contents deemed to be not focused areas for 

inclusion on the NCLEX-RN. Dementia is a high public health priority that must be 

recognized and deemed as focused areas by the National Council o f State Boards of 

Nursing [NCSBN] and schools of nursing. All of whom are in the unique position of 

recognizing and responding to nursing education needs including dementia care.

Among identified challenges, curriculum overload topped the list. Curriculum 

overload, or content saturated as labelled by Giddens and Brady (2007), continues to be a 

critical issue in nursing education. A nursing curriculum should be a reflection of 

nursing education’s responses to the current and emerging health needs of society along
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with the learning needs of students. It is, therefore, important that nurse educators shift 

away from content-based curriculum model that focuses mainly on the inclusion of 

content without a regard for conceptualization of the learners. This is because population 

needs continue to be dynamic and diverse as well as increase over time. There is a need 

for nurse educators to adapt curriculum models, such as integrated and concept based 

models, that have been proven to alleviate the issue of content saturation and foster the 

acquisition of theoretical concepts, nursing knowledge, and critical thinking skills 

(Kantor, 2010) across all areas of nursing practice by pre-licensure student nurses 

(Giddens et al., 2008; Giddens & Morton, 2010). The adaption of such models could 

help to eliminate the major challenge to the integration of dementia care into entry-level 

undergraduate nursing curricula.

Strengths and Limitations of the Study

Strengths

To the researcher’s best knowledge, this is the one of the first dissertation studies 

to systematically present detailed description of the integration of dementia care content, 

both qualitatively and quantitatively, into entry-level nursing curricula around dementia 

within the USA. This study recruited an appropriate sample (i.e. faculty members 

teaching in entry-level nursing programs) that were in the best position to provide the 

needed data to answer the research questions. Also, the sample represented a large 

spectrum of entry-level nursing programs from 11 states within the USA. The selected 

states were predicted to have a very high prevalence of PLWD in coming years by the 

Alzheimer’s Association (2014).
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Moreover, the application of random sampling in the second stage of the multi

stage sampling method during the quantitative phase ensured that all potential 

participants located in the selected states were included in the sampling frame and given 

an equal opportunity to participate. There is a need to apply caution in generalizing the 

results of this pilot study because of the diversity of curriculum design among entry-level 

nursing programs.

Another strength of this study was the application of methods triangulation (i.e. 

literature review, quantitative web-based survey, and qualitative email interviews) and 

theory triangulation (i.e. theoretical framework synthesized from the program logic 

model and Gagne’s theory). The application of both triangulation techniques yielded in- 

depth valid data from the perspectives o f responding entry-level nursing programs and 

individual participants on the integration of dementia care content into their curricula. 

Limitations

This study had a number of limitations. First, as a cross-sectional study, only a 

one-time snapshot o f dementia care content within entry-level nursing programs’ 

curricula was performed. Thus, causation cannot be inferred. Secondly, the main 

technique of obtaining data was by self-report from the recruited participants who 

responded on behalf of their institutions. Based on the request in the email recruitment 

invitation, the researcher’s assumption was that the participants were well informed about 

dementia care content in their curricula. Also, it was assumed that the participants would 

obtain necessary information from other faculty members in order to respond to the 

questions accurately and effectively. Biased responses could have occurred based on 

inadequate knowledge of the participants about dementia care content in their curricula



and/or lack of consultation with other faculty members. The limitation of a single 

institutional representative as the respondent could account for the 28 participants who 

indicated their programs integrated dementia care content in the curricula, but they did 

not respond to the questions on the web-based survey that focused on the teaching and 

clinical placements. Also, this could account for the variation of response rates across the 

items on the web-based survey. Moreover, the study did not use any other method to 

confirm the accuracy of responses. Such methods that could have been used include 

reviewing of each responding programs’ curricula for verifying some of the responses. 

Future studies could ideally include an objective review of the programs’ curriculum.

This may allow objective analysis of the contents’ components with time allocated, 

instructional materials/methods, and clinical experience with the time allocated.

With regard to items on the DCNCC instrument and interview questions in this 

study, there was none on hours allocated to teaching dementia care content. This could 

have shed more light on the quantity of coverage. A future study could include 

items/questions on this area.

Based on many of participants’ responses on the teaching effectiveness and 

learning outcomes, it was obvious that both items were perceived as having the same 

meaning. For the current study, effective teaching was conceptualized as the evaluation 

of content and methods o f delivery while the learning outcomes showed the impact of the 

teaching. Teaching is a complex activity for which evaluation of the used strategies and 

impact (learning outcomes) could help to improve. The researcher decided to evaluate 

the effectiveness of teaching in addition to the learning outcomes. The lack of 

clarification o f the meaning of the terms within the context of the study led to this
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confusion. A future study using the same interview guide should provide a guiding 

definition of effective teaching and learning outcome.

Implications

There are educational, clinical, and curriculum implications that can be learned 

from this study. The educational implications included the feasibility of integrating 

dementia care content into the curricula despite multiple challenges being encountered. 

Another implication is the utilization of multiple instructional methods and materials in 

teaching about dementia care. The clinical implications included the types of site used 

for clinical experiences and types of dementia specific competencies being taught which 

could reflect on the quality of dementia care to be provided by pre-licensure nurses upon 

graduation.

The third implication is the ned for curriculum flexibility in accommodating 

dementia care content. Nursing programs’ curricula prepare graduate nurses to practice 

nursing practice. However, Benner et al.’s (2010) study revealed that student nurses were 

unprepared to meet the demand of modem practice. A mandate for current nursing 

practice is meeting the nursing needs of PLWD and their families/caregivers. With more 

than 3.1 million registered nurses nationwide providing nursing services both at clinical 

and community sites, the nursing profession continues to be the largest health care 

profession in the U.S. (Rosseter, 2011). Definitely, registered nurses have a significant 

role to play in dementia care. However, without registered nurses being educated about 

dementia care, it is not possible to provide quality care to individuals living with 

dementia and their families/caregivers. Therefore, entry level undergraduate nursing 

programs must provide the essential learning content for students to gain dementia care
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knowledge, skills, and positive attitudes. The impact of dementia care content in entry- 

level nursing programs could contribute toward improving the wellness and health 

outcomes of PLWD and their families/caregivers through competent nursing care.

By better understanding of the current state of dementia care content in entry- 

level nursing programs, nurse educators would be informed of important curriculum 

decisions that could improve graduate nurses’ knowledge and skills as well as attitude 

towards PLWD and their families/caregivers. Evidently, the inclusion of dementia care 

content in entry level undergraduate nursing programs’ curricula is challenging for 

faculty and institutions. The findings from this study provide preliminary data on the 

status and how dementia care content is included in entry level undergraduate nursing 

programs within the United States. Also, the preliminary data highlighted some of the 

challenges being experienced.

Conclusions

This mixed method pilot dissertation study adds in-depth evidence to the very 

sparse published literature on integration of dementia care content into entry-level 

nursing programs’ curricula. There is a need for more research and increased awareness 

among nurse educators regarding the significance of adequate preparation of future 

graduate nurses to meet the nursing needs of individuals living with dementia and their 

families/caregivers.

Summary

This chapter presented an extended discussion of the findings of the study. The 

findings were linked to evidence in the literature. The strengths and limitations of the 

study were discussed. Suggestions were presented as to future studies to answer some
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questions that arose based on the findings. The implication of the findings to current 

practice were discussed. Overall, key issues that deserve further investigation were 

identified. Finally, conclusive statements were presented.
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Appendix C

Phase Procedure Product

\ /

I 1 2 ---------------I Qualitative Data Collection

\ 7

Integration of 
QUANTITATIVE 
and qualitative

QUANTITATIVE

QUANTITATIVE Data

Purposeful sampling; Interview 
Protocol Development

Cross-sectional web- 
based survey 
recruitment & data 
collection

Data screening 
(Univariate) 
Quantitative analysis 
using SPSS

Purposive selection 
o f  participants from 
the quantitative 
sample

Developing 
interview guide 
Email Interview 
with each o f  the 
participants 
Qualitative data 
preparation

Coding and thematic 
analysis using QSR 
Nvivo Software 
Within and across 
thematic analysis

Interpretation and 
explanation o f  
QUANTITATIVE 
& qualitative

Numeric data

Descriptive & inference 
statistics

•  Interview protocol
•  Text data (interview 

scripts)

•  Codes and themes
•  Cross-thematic matrix

•  Written summary o f  
findings

Diagram of the Explanatory Sequential Mixed-Methods Study Design
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Appendix D

Sample of the Dementia Care Content in Entry-Level Undergraduate Nursing Curricula
Instrument.

. Pfljge l  qf5: Introductory ;
Dementia Care Content in Entry-Level Undergraduate Nursing Curricula in the
United States: A  Pilot M ixed M ethods Study

Thank you for participating in this study!
For the purpose of this survey, dementia care is defined as a holistic, appropriate and 
effective nursing care aim a t promoting wellness and meeting the needs of persons living 
dementia and their families/ caregivers as well as preventing complications (Brooker,
2007). Please note:

• It could take an estimated 30 to 45 minutes to complete the survey
• Neither your name nor the name of your school will be used in conjunction with any of 

the information you provide. Only aggregate data will be reported.
• The requested participant’s profile on this survey is to enable the researcher to contact 

you if you choose to participate in the qualitative phase of this study which will start after 
the completion of this web-based survey (Quantitative phase).

• The institutional profile data requested on the survey allows the researcher to describe the 
participating schools.

• Again, please note that no identifier will be associated with the aggregate data that 
will be reported a t the completion of the study.

• If you do not want to participate in this web-based survey (Quantitative phase)., click on 
the “stop survey” arrow or close the browser window.

Instruction on completion of the survey:
• You do not have to complete the questionnaire all at once. You can exit the survey and 

return to finish it later using the link you were provided in your invitation email. To exit 
the survey, use the "Save and Exit” button”. When you return to complete your survey 
later using your link, you will be taken to the introductory screen. Simply press the 
"Click Here to Start" button again and you will be returned to the place in the survey 
where you exited.

• When you complete each page of the survey, click '’Next" to continue.
• To submit the survey, use the "Save and Submit" button”.
• If you would like to print the completed questionnaire, you may do so by selecting File- 

Print on your Web browser menu before submitting the questionnaire.
• If you would like to provide additional information in a response, please enter that 

information in the comment section at the end of the questionnaire.
• You will not be able to make changes online after submitting the questionnaire.

Once again, thank you for participating in this study.
Have a question or need help? Contact: modupe.f.adewuvi@mercerlive.mercer.edu

mailto:modupe.f.adewuvi@mercerlive.mercer.edu
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Appendix D (Continues)

Institution Profile
1). Which of the following best describes the geographical location of your 
institution? *
C Urban (A geographical place with minimum size of 2,500 population)
(-

Rural (A place with minimum size of fewer than 2,500 population)
C Suburban (A place within a commuting distant of an urban area)

2) Which of the following best describes the financial support of your institution? * 

°  Public

^  Private

3). W hat type of nursing program is offered in your institution (check all that 
apply)?*

^  Diploma 
n

Associate Degree in Nursing/Associate of Science in Nursing 

Baccalaureate

4). How many semesters are the pre-licensure students expected to complete before 
graduation?*

5). How many pre-licensure students graduated from your school in
2014?*

6).W hat is the NCLEX-RN passing rate of your school in 2014?*

Less than 25%

C 25-49%

C 50-75%

C Above 75%



189

Appendix D 0Continues)

7). Is there any institute/ center in your institution or clinical partner that focuses on 
dementia where students can learn about dementia care?*

8). During the 2014-2015 academic year, approximately how many full-time faculty 
members were employed in the nursing program?

9). Approximately how many of the full time faculty members have a specialty in 
mental health and/or geriatrics with excellent knowledge of dementia? *

10). During the 2014-2015 academic year, approximately how many part-time 
/adjunct faculty were employed in the nursing program?*
I  !
11). Approximately how many of these part-time /adjunct faculty has a specialty in 
mental health and/or geriatrics with excellent knowledge of dementia? *

12). Which of the following instructional materials currently are used in your 
nursing program . These can be materials to teach any nursing content (check all 
that apply)? * 
n

Specific Web sites or other online materials

r Yes

No

C  CD and/or DVDs 

^  Simulations 

^  Streamed video

^  Presentations or demonstrations downloadable to iPod or MP3 
r-i

Online educator discussion forums
n

Resources housed on PDAs or other handheld technology

^  NCLEX-RN review questions 
n

Case studies 

^  Study 

^  Other:
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Appendix D (Continues)

13). Which of the following best describes your curriculum?*

Individual courses are offered in identified specialties such as Medical/Surgical 
nursing and Mental Health Nursing

o Nursing specialties are integrated within general nursing courses (Concept-based 
curriculum), such as Continuity of Care

^  Other: I  J
14). Does your curriculum include teaching dementia care content to pre-licensure 
students?*

Yes (Automatically, the participants will be taken to next question)

^  No (Automatically, the participants will be taken to submission page)
I t #  V'"*, ' • :y ■■ ' • ' ' •' ’■■■
l l l tg e 3 ,o f5  :

Dementia Care Content in Entry-Level Nursing Curriculum
1). Which of the following best describes how dementia care nursing content is 

taught in your program?*

It is taught in a stand-alone course or courses
O It is integrated in nursing courses throughout the curriculum

Dementia care is taught in a stand-alone course and it is integrated throughout the 
nursing courses

2). In which semester of your curriculum is the stand-alone and/or integrated 
dementia care course taught (Check all that apply)?*Required
□

C

n

□
n
n

n
□

First semester 

Second semester 

Third semester 

Fourth semester 

Fifth semester 

Sixth semester 

Seventh semester 

Eighth semester



191

Appendix D (Continues)
3). Which methods are used to deliver teaching on dementia? (Check all that 
apply)*

Clinical experience

^  Lecture
p

Seminar
p

Case-studies 

Home/community visit 

^  Simulation 

^  Problem-based learning 

^  E-leaming podcast 

^  Other: I-------------- i
4). How satisfied are you with the amount of dementia care content currently taught 
throughout the entry-level undergraduate nursing curriculum?*

^  Very satisfied

^  Satisfied 
O Somewhat satisfied
0

Not satisfied
5). How satisfied are you with the overall quality of dementia care content currently 
taught throughout the entry-level undergraduate nursing curriculum?*
Cj' Very satisfied 

Satisfied
0

Somewhat satisfied
a

J Not satisfied

6). How satisfied are you that the learning needs of the students regarding dementia 
care are being met by the content taught in the classroom?*
0

Very satisfied

^  Satisfied 
0

Somewhat satisfied 

^  Not satisfied
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Appendix D (Continues)
7). Has there been an attempt at your school to evaluate the effectiveness of teaching 
about dementia care to your pre-licensure nurses?*

C Yes

°  No
8). Did the evaluation of the effectiveness of teaching about dementia care include 
any of the following? (Check all that apply)*
■OT*

Change in your students’ knowledge
p

Change in your students’ skills
p

Change in your students’ attitudes

^  Other: L .  . . . . . .
9). List four most significant learning outcomes relevant to dementia care in your 
curriculum*

i

a a . , .  ■ - ... W- .  ______ ± r
10). Are people with dementia or their caregivers involved in the design or delivery 
of dementia care content a t your institution?*

°  Yes

°  No
11). Are students required to interact with patients with dementia in the clinical 
environment before they graduate?*

°  Yes

°  No
12).Have there been any changes, or plans for changes, to the curriculum in your 
institution in response to the National Alzheimer’s Project Act 2011?*

^  Yes

C No
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13). During the 2014/2015 academic year, which of the following best describes your 
faculty’s efforts to enhance dementia care content and experiences within the 
curriculum?*
f ,
~ We have had minimal, if  any, discussion about enhancing dementia care content 

within the curriculum.

y We have had considerable discussion about enhancing dementia care content within 
our curriculum.

We have developed a plan for enhancing dementia care content and experiences 
within our curriculum.
C"i We are implementing our plan to enhance the dementia care content and experiences 
within our curriculum.
14). For teaching dementia care, which of the following clinical sites are used in your 
program? (Check all that apply)*
I - . .1 Hospitals
n Assisted living facilities
n Residential housing
□ Rehab centers
□ Home health/care management
□ Ambulatory care
c Churches
□ Adult day care
□ Seniors' independent living facilities
□ Memory impairment units or facilities
n Mental health facilities
□ Nursing homes
n Other: 1



194

15). In which semester(s) of the program do the clinical experiences on dementia 
care occur? (Check all that apply) *
r

r
n
r
r
n

r

r

First semester 

Second semester 

Third semester 

Fourth semester 

Fifth semester 

Sixth semester 

Seventh semester 

Eighth semester

16). How satisfied are you with the overall quality of dementia care clinical 
experiences in your curriculum?*
C:

Very satisfied 

*"■ Satisfied
Cj

Somewhat satisfied 

Not satisfied
17). How satisfied are you that the learning needs of the students regarding 
dementia care are being met during their clinical experiences?*

f
Very satisfied 

Satisfied
f:

Somewhat satisfied
0

Not satisfied
18). Some faculty have developed expertise in teaching dementia care, but do not 
have formal recognition for their expertise. Overall, how interested do you think 
your faculty might be in obtaining formal recognition from a national certification 
organization?*

Definitely interested
o Possibly interested
C

Not at all interested
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19). Which of the following dementia-specific competencies are students required are 
included in your curriculum that the students required to have acquired before 
graduation. *

^  Recognizes, prevents, and manages distress behaviors including agitation, pacing, 
exit-seeking, combativeness, withdrawal, and repetitive vocalizations

Understand ethical issues that arise in dementia care and incorporates these into 
Person- Centered care approaches

^ Utilize effective communication to cognitive/emotional needs of the person with 
dementia

^  Understanding legal aspects of working with people with dementia

^  Knowledge of the characteristics of dementia disorder 
n Assist persons with dementia with Daily Living Activities 

^  Promote a Positive Environment 

Facilitate Therapeutic Interventions
r-f

Understand and respond to special needs of family and/or caregivers of persons with 
dementia_________

^  Other: I
20). Below is a list o f  possible challenging factors for the integrating o f  dementia care content in 
entry-level nursing programs. Select the 6 most important challenging factors that are barriers to 
the integration o f  dem entia care content in your curriculum. [Please select no more than 6]*

^  Lack of time and resources for innovation

^  Lack of faculty ownership of content 
n

Lack of high quality clinical sites 

Shortage of faculty with expertise

Absence of faculty leadership for strengthening dementia care content
n Lack of priority among faculty for enhancing dementia care content

^  Lack of clearly articulated dementia care content in courses 
r

Lack/few amount o f dementia care content on licensing exam 

^  Overextended faculty

^  Curriculum already overloaded with other content
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21). Using the scale below, please indicate which o f the following best describes your school's 
familiarity with and use o f  the listed resources that have dementia content.*

Unfamiliar Familiar with this 
with this resource but rarely use
resource it

I am familiar with this 
resource and often use 
it

Resource
Geriatric Nursing Education 
Consortium (GNEC) Podcasts 
[Complex Care Needs in Older 
Adults with Dementia] (Hartford 
Institute for Geriatric Nursing 
2014)_______________________
Geriatric Nursing Education 
Consortium (GNEC) 
[Dementia] (Hartford Institute 
for GeriatricNursing, 2014)

C

The Portal of Geriatrics Online 
Education (Hartford Institute for 
Geriatric Nursing, 2014)
CvuTiculum for UK Dementia

uhdergradiwtecoute 
Education for Dementia 
Network. 2013).)

22) For each o f the general content areas listed below, estimate the percentage devoted to dementia 
care nursing concepts as an integrated course.*

None Less than 10-25% 26-50%
l U y o

Fundamentals C C C C. C
Adult Health C c c r c

C , r . r r c
Health
Assessment

o C r c c

Phfumacology c r r c c

Mental Health c r r c r

Ethics/Legal c c c c C
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23). Below is a list of possible facilitating factors for the integrating of dementia care 
content in entry-level nursing programs. Select the 6 most im portant facilitating factors in 
the integration of dementia care content in your curriculum. [Please select no more than
6]*

C

C

n
n

c
□
n

n
□

Flexibility of faculty and curriculum 

Support from the school's administration for change 

Workshops on new teaching strategies for dementia care content 

Support system for enhancing dementia care nursing content 

Presence of a champion/leader on the faculty 

Enough time to develop and implement curriculum change 

Funding or support for faculty development in dementia care 

Knowledge about existing resources 

Availability of a model curriculum 

^  Access to an expert in dementia care 

State Board of Nursing requirements 

Accreditation requirements

□
C

□ Access to expertise in curriculum development

^  Other: C"

Participant's Profile
1) Which of the following best describes your role with respect to the nursing program?*

f
Program Director, Department Chair, Head of Department, Dean

C

c

c

c

Curriculum coordinator, Level coordinator, Course coordinator 

Member of curriculum committee 

Faculty member with expertise in dementia care nursing 

Other: I-------------- ’
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Appendix D (Continues)

2) Would you be willing to participate in the qualitative phase of this study which will start 
after the completion this web-based survey?*

C Yes (Automatically, participants will be taken to the next question)

No (Automatically, participants will be taken to the submission page)

3) Please update your contact information in the below Helds as: E-mail address: 
Telephone num ber

Continue to next page

Thank you for taking time out to participate in this survey. The information you 
have provided is truly valued.

Submit and log out
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Appendix E

A Sample of the Email and Rating Document Sent to Content Experts.

Introductory Letter

Georgia Baptist College of Nursing
April 1st, 2015

Dear D r.__________ :
Thank you for agreeing to serve as an expert reviewer for the Dementia Care Content in 

Entry-Level Undergraduate Nursing Curricula (DCCNC) instrument.

The DCCNC is a self-administered instrument that is designed to measure the integration 
of dementia care content in entry-level nursing curricula in the United States. The instrument 
comprises of adapted items from three surveys, with the authors’ permission. The targeted 
population is faculty members representing recruited entry-level nursing programs. For the 
purpose of this instrument development, dementia care was defined as taking an individualized 
approach to assess and meet the needs o f people living with dementia (Brooker, 2007).

Accompanying this introductory letter is a copy of the rating document for the instrument 
with instructions on how to rate the items. You may scan and send the document back to me by 
email at modupe.f.adewuyi@live.mercer.edu or you may fax it to my dissertation chair, Dr. 
Laura Kimble at 678-547-677. If you will be faxing the document, please send me an email so 
that I can pick it up.

Your expert rating, comments, and suggestions would contribute to the strengthening of 
the DCCNC instrument. Your response within two weeks of receiving these documents will be 
highly appreciated. Please, let me know if  you have any question.

Thank you for your assistance.

Sincerely,
Modupe Adewuyi, MSN, MPH, APHN-BC, CHES 
PhD Student
Telephone: 404-380-0790;
Email: Modupe.F.Adewuyi@live.mercer.edu

mailto:modupe.f.adewuyi@live.mercer.edu
mailto:Modupe.F.Adewuyi@live.mercer.edu
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Rating Document for Dementia Care Content in Entry-Level Undergraduate Nursing

Curricula (DCCNC) Instrument

Important Note
For the purpose of this instrument development, dementia care was defined as taking an 
individualized approach to assess and meet the needs of people living with dementia 
(Brooker, 2007).

Please, rate each item individually using the four criteria namely relevance, clarity, 
simplicity, and ambiguity on a four-point scale as indicated below. A space is provided on 
this document for your suggestions on how to improve any items for which you scored less 
than 4 point as well as for your comments on concepts that may be missing.

Relevant Clarity Simplicity Ambiguity Comments and 
Suggestions

Four Point Scale- 
Please enter the 
number in the 
relevant column 
that represents your 
rating in each of the 
areas for the items 
listed below.

1= Not relevant 
2= Item need some 
revision
3= Relevant but 
need minor 
revision
4=Very relevant

1= Not clear 
2= Item need 
some revision 
3= Clear but 
need minor 
revision 
4= Very clear

1 - Not simple 
2= Item need 
some revision 
3= Simple but 
need minor 
revision 
4= Very simple

1= Doubtful 
2 -  Item need 
some revision 
3= No doubt 
but need 
minor 
revision 
4= Meaning is 
clear

Suggestions how to 
improve any items 
that is scored less 
than 4 on the scale 
point.
Comments on 
concepts that may 
be missing.
Any other 
suggestions

Item
Note: the items on the DCCNC instrument are included under the column “Item.”



201

Appendix F

Sample of the Personalized Email Invitation for Quantitative Phase

Dear Dr. /Prof____________ :
My name is Modupe Adewuyi. I am a registered nurse with a public health and mental 

health background who has a strong interest in how dementia care is provided in the United 
States and how nursing can best address the growing health crisis of dementia. I am currently a 
PhD student at the Georgia Baptist College of Nursing, Mercer University, Atlanta, GA.

The purpose of this email is to inquire if  you or a representative from your school of 
nursing who is knowledgeable about undergraduate curricula is interested in participating in my 
dissertation study. The study will focus on the extent to which entry-level undergraduate nursing 
programs in the United States are integrating dementia care content into their curricula. 
Participating in the research involves completing an online survey where participants who are 
administrators or faculty in pre-licensure nursing programs answer questions about how 
dementia-related content is included in their nursing programs. At the end of the online survey 
you will be given the option of indicating whether you are interested in answering additional 
emailed questions to obtain more in-depth information. While participating in the study may not 
benefit you or your school of nursing directly, the information gained from this study will 
provide insight into the current practices regarding nursing education in dementia care and will 
inform nurse administrators and educators about how they can better prepare nurses to care for 
dementia patients and their families/ caregivers.

If you would be interested in taking the survey, please click on this link and access the 
web-based informed consent and survey questions: https://www.surveymonkey.eom/s/RN3D35X

If you think another administrator or faculty member within your school of nursing 
would be more knowledgeable to answer questions about your curricula, I would greatly 
appreciate it if  you would forward this email to him or her.

If you have any questions about the study you may contact me via email at 
modupe.f.adewuyi@mercerlive.mercer.edu or by telephone at 404-380-0790. You may also 
contact my dissertation advisor, Dr. Laura Kimble at Kimble_lp@mercer.edu or by telephone at 
678-547-6782. Mercer University’s Institutional Review Board (IRB) reviewed study 
#H1507197 and approved it on July 21,2015.

Thank you in advance for your time and participation.

Modupe Adewuyi, MSN, MPH, APHN-BC, CHES
PhD in Nursing Student

https://www.surveymonkey.eom/s/RN3D35X
mailto:modupe.f.adewuyi@mercerlive.mercer.edu
mailto:Kimble_lp@mercer.edu
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Sample of the Personalized Email Invitation for Qualitative Phase 

Dear Dr. /Prof :

As you may recall, you participated in my quantitative web-based survey 
regarding integration of dementia-care content into your undergraduate nursing program. 
At that time, you indicated you would be willing to provide qualitative data about your 

program. I have now completed the quantitative phase o f my study and am ready to start 
the qualitative phase.

The purpose of this email is to inquire if you are still interested and willing to 
participate in the study’s qualitative phase. Your participation would involve responding 
to the attached set o f questions via email. You may type your responses into the attached 
interview document and attach it to your return email to me or you can simply include 
your responses in the body of your reply to me. If  you choose to participate in this phase 
of the study, you will receive a $25 gift card for your time.

If you are no longer willing to participate in the qualitative portion of the study, 
kindly reply to this email and let me know. Your participation in the qualitative phase is 
totally voluntary.

If you have any questions about the study, you may contact me via email at 
modupe.f.adewuyi@mercerlive.mercer.edu or by telephone at 404-380-0790. You may 
also contact my dissertation advisor, Dr. Laura Kimble at Kimble_lp@mercer.edu or by 
telephone at 678-547-6782. Mercer University’s Institutional Review Board (IRB) 
reviewed study #H1507197 and approved it on July 21,2015.

Thank you in advance for your time and participation.

Modupe Adewuyi, MSN, MPH, APHN-BC, CHES 
PhD in Nursing Student

mailto:modupe.f.adewuyi@mercerlive.mercer.edu
mailto:Kimble_lp@mercer.edu
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Sample of the Follow-Up Email Interview Questions

Dear Dr. /Prof________:
Again, thank you for participating in the qualitative phase of my dissertation 

study. Based on the findings from on-going data analysis, there is a need to get 
participants' perceptions on two issues. I would appreciate it if you could kindly share 
your perceptions with me on the involvement of people living with dementia and/or their 
caregivers in the design or delivery of dementia care content in entry-level nursing 
programs. Also, what are your views regarding the use of technology such as Avatar in 
teaching dementia care content to pre-licensure student nurses?

Once again, thank you so much.

Sincerely,
Modupe Adewuyi, MSN, MPH, APHN-BC, CHES
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Appendix H

Sample of the Email Interview Questions

Instruction for Email Interview Questions 
For the purpose of this email interview, dementia care is defined as a holistic, 

appropriate and effective nursing care aim at promoting wellness and meeting the needs 
of persons living dementia and their families/ caregivers as well as preventing 
complications (Brooker, 2007). Please respond to the following questions. Provide as 
much detail as possible. If you need any clarification about the questions, feel free to 
contact me, Modupe Adewuyi at the following email address: 
modupe.f.adewuvi@mercerlive.mercer.edu.

Interview Questions:
1. What do you consider to be the key components of dementia care content in your pre
licensure nursing curriculum?
2. What components do you think are lacking or need to be strengthened?
3. Programs vary about the semester(s) when they introduce and/or emphasize dementia 
care within their curriculum. Describe how your faculty decided when dementia care is 
taught within your program both theoretically and clinically. What factors influenced 
these decisions?
4. Describe how clinical sites are chosen for students’ clinical experience on dementia 
care. What factors influence the faculty selection of these clinical sites?
5. Describe how teaching effectiveness related to dementia care content is evaluated in 
your program.
6. Describe how pre-licensure nursing students’ learning outcomes related to dementia 
care are evaluated in your program.
7. Describe the greatest challenges or barriers that exist in your program to teaching 
dementia care content both in the classroom and clinical.
8. If, as an outcome of this research, the researcher developed a modular curriculum 
focusing on dementia care for entry-level nursing programs? What do you think should 
be the core modules? What do you think should be taught within these modules and 
which ones should receive the most time?
9. Please provide any additional thoughts or comments you have regarding integration of 
dementia care content into entry-level nursing programs. I am interested in what you 
think about whether or not it should be a priority for nursing programs and how 
integration could be best accomplished.

Thank you for participating in the qualitative phase of this study.

mailto:modupe.f.adewuvi@mercerlive.mercer.edu
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Copy of Mercer IRB Approval 
21-Jul-2015

nc*i
A m m t c  Pi  M i m o m

Modupe Adewuyi 
Mercer University 

Georgia Baptist College of Nursing 
Atlanta, GA

RE: Dementia Care Content in Entry-Level Undergraduate Nursing 
Curricula in the United States: A Mixed Methods PUot Study (H1507197)

Dear Adewuyi:
Your application entitled: Dementia Care Content in Entry-Level Undergraduate 

Nursing Curricula in the United States: A Mixed Methods Pilot Study (HI 507197) was 
reviewed by this Institutional Review Board for Human Subjects Research in accordance 
with Federal Regulations 21 CFR 56.1 lOfbl and 45 CFR 46.1 lOfbl (for expedited 
review) and was approved under Category 7 per 63 FR 60364.

Your application was approved for one year of study on 21-Jul-2015. The 
protocol expires 20-Jul-2016. If the study continues beyond one year, it must be re
evaluated by the IRB Committee.

Item(s) Approved:
New Application use of online survey
Please complete the survey for the IRB and the Office of Research Compliance. 

To access the survey, click on the following link: 
https://www.surveymonkey.eom/s/K7CTT8R

Respectfully,

Ava Chambliss-Richardson, M.ED., CIP, CIM 
Member
Intuitional Review Board
Mercer University IRB & Office of Research Compliance
Phone (478) 301-4101
Fax (478) 301-2329
ORC Mercer@Mercer.Edu

1400 Cokaman Ave » Macon, Geoi^a 31207 
(478)301-4101 • FAX <478)301-2329

https://www.surveymonkey.eom/s/K7CTT8R
mailto:Mercer@Mercer.Edu
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Appendix J

Sample of the Code Theme Book: Coding Dictionary 

Themes Definition
Components of dementia The topics included in the dementia care content that were
care content/Weak areas covered in the entry-level nursing programs’ curricula and those

areas that needed to be improved.

Influencing factors The factors that influence decide-making regarding the content,
course (s) within which dementia care is integrated, spread out 
across curriculum, clinical sites, and semester(s) during which 
theoretical and clinical teaching took place.

Instructional materials The materials/resources, including innovative technology, used
in teaching dementia care content both theoretically and for 
clinical experiences to pre-licensure student nurses as well as the 
associated limitations.

Teaching
effectiveness/Learning
outcomes

The strategies used in evaluating effectiveness of the methods 
used in teaching dementia care content. As well as the strategies 
used in evaluating the learning outcomes of pre-licensure student 
nurses about dementia care content.

Challenges or Barriers, and The obstacles encountered in the integration of dementia care 
Frustrations content into entry-level nursing programs’ curricula. As well as

issues about the integration of dementia care content into entry- 
level nursing programs’ curricula that were of grave concern and 
frustrating to the participants.
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