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WORKSHOP GOALS AND OBJECTIVES

The Importance of Social Workers in the Team-Based Model of Hospice Care

• Explore how 21st Century technologies have disrupted the 20th Century model of healthcare
• Describe how successful models of 21st Century healthcare recognize and prioritize social change
alongside technological implementations
• Understand how social workers are uniquely qualified professionals to facilitate the social changes
necessary to transform from 20th to 21st Century models of team care using hospice as an example
• Envision ways attendees can come away from this session ready to lead and support transformation in
their respective organizations

Difficult Resident or Personality Disorder – A Long Term Care Perspective

• Understand the prevalence of personality disorders in late life as well as the most prominent
characteristics
• Discuss how to differentiate difficult behaviors from personality disorder
• Discover psychotherapeutic treatment strategies and medications used to treat personality disorders
• Examine recommendations for long term care staff when dealing with personality disorders

Suicide in LTC Settings
• Discuss the prevalence of suicide in older adults and residents in LTC settings
• Explore general issues that contribute to suicide in later life, such as risk factors, the most common
methods utilized, and frequent common warning signs
• Review information on suicide screening, conducting risk assessments, interventional strategies, and
guidance on documentation
• Determine if patients are suicidal or simply ready for death and help patients die with dignity and
emotional support
• Understand the 5 stages of dying by Elizabeth Kubler Ross and interventions to support patients in this
process

Substitute Decision-Making and End of Life Care
• Understand key differences between power of attorney and guardianship
• Identify appropriate decision-making supports for different situations
• Understand the decision-making standards used by guardians and healthcare attorneys-in-fact
• Outline the order of priority in Iowa law for making end-of-life decisions
• Identify who has authority to make medical and end-of-life decisions in various circumstances

Dealing with Difficult Behaviors
• Discover what motivates various types of behavior at work
• Identify triggers and circumstances that result in these behaviors to minimize destructive conflict,
damaged trust and more
• Examine options to understand when and when not to address concerns to ensure best professional
practice
• Apply tools and techniques to address difficult behavior and build stronger cross-disciplinary teams
Long Term Care Social Workers of Iowa

1040 Market Street, Carlisle, IA 50047 ltcswi@mchsi.com

www.ltcswi.com

515-989-6068
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Care Perspective
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DISCLAIMER
“There is no commercial support for this program
nor are there any relationships between the CE
Sponsor, presenting organization, presenter,
program content, research, grants, or other funding
that could reasonably be construed as conflicts of
interest.”
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OBJECTIVES

• Review the 3 clusters of
personality disorders.
• Discuss symptoms of each
personality disorder.
• Differentiate difficult
behaviors from personality
disorders.
• After attending this session,
participants will be able to list
4 main psychotherapeutic
treatments for personality
disorders.
• Review guidelines for
responding to a person with a
personality disorder.
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Personality
Disorder
or Difficult
Resident
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The Case
of
Alice Rose

1. Metal spoon to bank on
metal bar by toilet
2. Whistle to blow when staff
don’t respond to call light
3. Able to turn on tears to get
what she wants
Is she a personality disorder?
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WHAT ARE PERSONALITY DISORDERS?
Definition:
• An enduring
pattern of inner
experience and
behavior that
deviates markedly
from the
expectations of
the individual’s
culture.

Characteristics:
• Feelings, thoughts,
and behaviors that do
not adapt to a wide
range of settings.
• Patterns usually begin
in adolescence
• May lead to problems
in social and work
situations.
• Severity ranges from
mild to severe.

6

2

10/24/2022

TYPES OF PERSONALITY DISORDERS
Three clusters based on similar characteristics and symptoms.
Many people with one diagnosed personality disorder also have
signs and symptoms of at least one additional personality disorder.
Cluster A: “Odd and Eccentric” Character

Cluster B: The “Dramatic and Emotional” Character

Cluster C: The “Anxious and Fearful” Character

7

CLUSTER A:
“ODD AND ECCENTRIC” CHARACTER
1.

2.

3.

4.

5.

Features:
• Distrust
• Detachment
• Restricted emotional expression
• Perceptual distortions
• Peculiar behaviors

8

PARANOID PERSONALITY DISORDER
Long-term distrust and suspicion of others but does not have
a full-blown psychotic disorder such as schizophrenia.
• Long history of
being
suspicious in
general:
➢ Hostile,
angry, easily
irritable

• Think everyone is
trying to take
advantage of
them
➢ Government,
businesses,
neighbors

• See a conspiracy behind every turn
➢Interesting views expressed
• Readily sue other people

9
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SCHIZOID PERSONALITY
DISORDER
Definition: Pervasive pattern of detachment from
social relationships and restricted range of
expression of emotions in interpersonal settings.

• Not as disabling as schizophrenia
• Does not cause hallucinations, delusions, or complete
disconnection from reality like schizophrenia
Socially withdrawn:
• Do not want interpersonal relationships so they do not seek
them out
• Work history reveal jobs that require little human interaction
• Seen by others as eccentric, isolated, lonely
• Commonly present as hidden neighbors,
quiet co-workers
• Pass through life unnoticed

10

SCHIZOTYPAL PERSONALITY
DISORDER
Definition: Lifelong pattern of social and
interpersonal deficits marked by acute
discomfort with and decreased capacity
for close relationships
•
•

Cognitive and
perceptual distortions
Eccentricities of
behavior

•

Strikingly odd, even to lay persons
➢ “Hey, look at that!”

•

Magical thinkers
➢Tarot, astrology, UFOs

•

Embrace fantasy worlds
➢Star Wars, Dungeons and Dragons

•

Bizarre in dress, mannerisms, speech
➢Dress up like movie characters

•

Poor interpersonal skills
➢“Oh, grow up!”
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CLUSTER B:
THE “DRAMATIC AND EMOTIONAL” CHARACTER

1.

2.

FEATURES:
• Intense, roller-coaster relationships
• Affective lability
• Great need for feedback from others
• Excessive and inappropriate anger
• Tendency to elicit negative responses from caregivers
• Characterized by dramatic, overly emotional thinking
or behavior and include:
• Antisocial
• Borderline
• Histrionic

12
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ANTISOCIAL PERSONALITY
DISORDER
Definition: (formerly called sociopathic)
Long-term pattern of disregard for and violation of rights
of others, since age 15

• Usually has history of repeated criminality or
antisocial actions
➢ Con men, career criminals, addicts
• Never conforms to social norms without reason
➢ Early history of violence or criminality
• Lack a conscience
➢ “Do unto others before they do unto you”
• World is full of suckers
➢ Manipulative, even charming at first glance
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BORDERLINE
PERSONALITY DISORDER
Definition: Long-term pattern of unstable interpersonal
relationships, self image, and affects
1. Unstable mood, relationships, emotions
• Emotional chameleon
➢ Feel empty inside
• Cutters, multiple suicide attempts/gestures
2. Engender chaos
• Reduces their anxiety
• Splitting
➢ Watch everyone around them get angry
3. Multiple marriages, adventure seekers, poor decisions about
people, situations

14

HISTRIONIC PERSONALITY
DISORDER

Definition:
Pervasive pattern of excessive
emotionality and attention seeking

• Colorful, dramatic, extremely extroverted
➢ Excitable, but shallow emotionally
• Everyone must see them
➢ Like a peacock
• Cannot develop deep, long-lasting
relationships
➢ Everything is skin deep
• Respond only to external success measures
➢ Money, physical beauty
➢ Spend time with plastic surgeons

15
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NARCISSISTIC PERSONALITY
DISORDER
Definition: Pervasive pattern of grandiosity,
need for admiration, lack of empathy

• Heightened sense of self importance
➢ For absolutely no reason
• Grandiose about abilities, attractiveness
➢ Feel unique in someway
➢ Need to associate with other high status persons
• Unempathic
➢ Step over anyone, anytime

16

CLUSTER C:
THE “ANXIOUS AND FEARFUL” CHARACTER

1.

2.

❖ Features:
• Timidity and insecurity
• Hypersensitivity to criticism
• Tendency to anticipate rejections
• Indecisiveness
• Tendency to be overly precise and cautious, and
fretfulness.
❖ Characterized by anxious, fearful thinking or behavior
and include:
• Avoidant
• Dependent
• Obsessive Compulsive

17

AVOIDANT PERSONALITY
DISORDER

Definition: Lifelong pattern of social
inhibition, feelings of inadequacy, and
hypersensitivity to negative evaluation
• Similar to social phobia

➢ Lifestyle similar to schizoid personality
• Extreme fear of rejection
➢ Desire human relationships
• Opposite of Narcissism
➢ Need guarantees of acceptance
❖ Family only people trusted

18
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DEPENDENT PERSONALITY
DISORDER

Definition: Pervasive/ excessive need to be
taken care of

• Subordinate their own needs for those of others
➢ No one asks their opinion

• Subordinate their own
needs for those of
others
➢ No one asks their
opinion
➢ Lack selfconfidence
• Intensely anxious about
being alone
➢ No personal
reflection
• Exaggerated feelings of
being helpless
➢ “Just do it”

➢ Lack self-confidence
• Gets others to assume responsibility
➢ “My husband does all that…”
• Intensely anxious about being
alone
➢ No personal reflection
• Exaggerated feelings of being
helpless
➢ “Just do it”
➢ all that…”

19

OBSESSIVE-COMPULSIVE
PERSONALITY DISORDER (OCPD)
Definition: Pervasive pattern of preoccupation with
orderliness, perfectionism, mental and interpersonal control.
➢ Not the same as obsessive-compulsive disorder, a type
of anxiety disorder

• Morally rigid, inflexible
➢ No little white lies
• Seek orderliness
➢ Stubborn, indecisive
• Worry intensely about making a
mistake
➢ Nothing ever finished
➢ Ten-year engagements, e.g.

20

PROBLEMS IN LTC

• Too
eccentric
or constant
suspiciousness

3

• Lack of
trust

4

Suspicious
of good
will

• “Trying to
lure me
in…”

5
Report perceived abuse to
the state

2

Reject care
by facility
providers

Suspicious of good will

• Become
more and
more
socially
isolated
• Highly
anxious
with
roommate

Others
avoid them

Reject care by facility
providers

Odd and Eccentric

1

Others avoid them

Odd and
eccentric

Report
perceived
abuse to
the state
• Paranoia
about
costs,
medicines,
what staff
does to
other
residents

21
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Problems in LTC
Dramatic and Emotional
• Take advantage of others, causes chaos
• Peers relegated to servants, take money for “favors”
• Splitting caused among workers, family, providers
Dramatic emotional displays
• Disrupts existing peer relationships
Anger, depression about lack of status
• Not treated uniquely
Noncompliance
• No meds, refuses to eat or bathe

22

Problems in LTC
Anxious and
Fearful
• Overuse of
medical and
facility staff
• Want
everything
done for
them

Inability to make
decisions
leads to delays,
frustration
• Simple
decisions, too

Rigidity with
schedules
leads to
problems with
busy staff
• Refuses bath
at 9:01

Fear of rejection
leads to “nursing
home
depression”
• Planted in their
room
• Attempts by
facility to
socialize
increase
anxiety and
depressed
mood

23

RECOMMENDATIONS FOR CLUSTER

A

Paranoid PD:
➢ Patients rarely seek treatment due to mistrust of others
• Maintain respectful, straightforward, unintrusive style
• Try to build trust
• Do not be overly warm- will make paranoia worse
➢ Supportive therapy
• Antipsychotics for those who are overtly psychotic
Schizoid PD
➢ Patients rarely seek treatment- do not see value in the relationship
• May seek trouble for co-morbid illness, like depression
• Brought in for treatment by others
• Interested, caring attitude
• Avoid confrontation
➢ Supportive therapy or insight- oriented therapy
➢ Medications address co-morbidity

24
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RECOMMENDATIONS FOR
CLUSTER A
Schizotypal PD:


Patients avoid treatment, hard to establish rapport



Supportive relationship that counters cognitive distortions



Dialectical Behavior Therapy



Take an educational approach for developing social skills or developing
activities with less social involvement



Antipsychotics can decrease psychotic-like symptoms

25

RECOMMENDATIONS FOR
CLUSTER B




Antisocial PD:
➢

Very disruptive effect on others

➢

Little evidence that disorder can be successfully treated

➢

Some patients can form therapeutic alliances with
therapists

Borderline PD:
➢

Patients can create extreme countertransference

➢

Intense Psychotherapy

➢

Provide corrective experience of developing stable,
trusting relationship with therapist who doesn’t retaliate

26

RECOMMENDATIONS FOR
CLUSTER B
 Histrionic PD:
 Individual psychodynamic psychotherapy
➢ Increase patient’s awareness of how self- esteem is

maladaptively tied to their ability to attract attention

➢ How shallow relationships reflect unconscious fear of

commitment



Narcissistic PD :
 Individual psychodynamic psychotherapy
 Convey empathy for disappointments due to high risk of

narcissistic injury

➢ Fosters idealized transference to the therapist which will

gradually be lost

➢ Highlights excessive reaction by patient to frustration/

disappointment

 Prolonged treatment

27
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RECOMMENDATIONS FOR
CLUSTER C
Avoidant PD:


Supportive therapy



Antidepressants or Anxiolytics for Anxiety

✓ Be sensitive to hypersensitivities
✓ Gentle interpretation of avoidance patterns
Dependent PD:


Patients often present complaining of depression or anxiety related to
threatened relationship



Individual psychotherapy
✓ Explore fears of independence
✓ Techniques to increase self-esteem, sense of effectiveness, and
independent functioning
✓ Watch for transference reactions that increase dependency!

28

RECOMMENDATIONS FOR
CLUSTER C
Obsessive-Compulsive PD:

➢ Avoid intellectualizing
➢ Focus on feelings which patients try to avoid
➢ Confront defense mechanisms such as rationalization,
isolation, undoing, and reaction formation
➢ Will engage in power struggles with therapist due to
need for control

29

SUMMARY OF GUIDELINES FOR
RESPONDING TO A PERSON WITH A
PERSONALITY DISORDER
Ensure the presenting medical or physical issues are appropriately addressed.

It can be easy to
minimize these issues
or be distracted by
demanding
behaviors.

Identify a strength and/or something you like about
the person.
Develop an understanding
of the person’s history or
Helps decrease the
experiences.

dislike that can
develop in response
to other disengaging
behaviors.

Consider how this
may have contributed
to the development of
certain personality
traits.

30
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SUMMARY OF GUIDELINES FOR
RESPONDING TO A PERSON WITH A
PERSONALITY DISORDER (CONT’D)
• Try to understand why a person is behaving the way they do.
➢ Validation is like empathy but also involves letting the person know that
their behaviors are understandable given their past experiences and
the current situation.
➢ ‘It sounds like it’s really hard for you knowing what to do with those
feelings now, when you’ve never really had a role model for how to
manage them”.
• When the person is distressed or angry, validate their experience and
use soothing, reassuring words and actions.
➢ Maintain safety and set limits around what is acceptable in expressing
anger.
➢ Leave the situation if feeling threatened.
• Maintain hope and be clear on the issues that you can help with.
➢ Effects of any treatment for personality symptoms may take awhile —
➢ Be positive about small changes.

31

Personality Disorder
or
Difficult Resident

Maybe Neither

32

They see you as damaged and broken and unhinged,
And they tiptoe around you like your feelings are so fragile,
Like you do not know how to understand
The difference between kindness and cruelty,
Like you are a ticking time bomb
About to go off any second.
And at some point, you started believing it.
At some point you thought
They are right and you are wrong,
You aren’t a survivor,
Instead, you are an unpredictable thing
made of hurt and pain.

Stop.
You are so much more
You see,
You may be damaged and broken and unhinged,
But so are shooting stars and comets.

33
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Suicide in LTC Settings
Prevalence, Risk Factors,
& Interventional
Strategies
Presented by

Brenda Sprinkle, Ph.D.
Regional Clinical Director

1

DISCLAIMER

The information offered in this presentation is the
opinion of the presenters and is for informational
purposes only. Contents of the presentation should not
be substituted for professional psychological or medical
advice, diagnosis, or treatment.

2

3
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Mortality statistics

Many older adults
may end their lives
by refusing food
and / or needed
medications; but
these deaths are
typically not
officially deemed
suicides.

Means of suicide
differ by age,
gender, and
location.

Detection of
suicide risk in older
adults is crucial;
interventions can
then follow.

4

Suicide risk
Percentage
Suicide Deaths

Older Adult
Population at
Highest Risk

3 Main
Reasons this
Population is
High Risk

• Elderly make up 12% of the US population, but account for 18% of
the suicide deaths

• Caucasian men, with those over 85 years being the highest in the
country
• Risk declines for women as they age, but increases for men

1.They plan more carefully and use deadly methods
2.Older adults are less likely to be discovered and rescued
3.Due to their physical frailty they are less likely to survive an attempt

5

Completed Suicide in LTC
Individual-level risk factors for completed suicide in LTC generally mirror
those of suicide in the general population:
• male gender,

• impaired mobility,

• history of depression,

• deterioration of overall health status,

• substance abuse,

• low mood,

• loss of spouse within the past year,

• impaired sleep,

• previous history of suicidal behavior,

• functional impairment,

• intact cognition,

• and pain.

6
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Role of Psychiatric Illness
Research has shown that psychiatric illness is present in from 71%
to 97% of suicides, with affective disorder being the most common.

Major depression is most closely associated with suicide.
Primary psychotic disorders including schizophrenia, schizoaffective
illness, and delusional disorder, as well as anxiety disorders, tend to be
present in lower proportions than in depression.

7

The Role of Social Factors

Review of literature clearly and consistently demonstrate a role for social factors
in the pathogenesis, and therefore prevention, of suicide in older adults as well.
Two broad categories in this domain warrant special note:

• stressful life events as predisposing factors
• and social connectedness as a buffer that serves to reduce suicide risk.

8

5 Ds
of
Late Life Suicide
Older adult depression
interplays complexly with a
certain risk factors,
the “5 Ds” of late-life suicide

Depression
Disease (including chronic
illness)
Disability (including pain)
Disconnectedness (i.e.,
Loneliness, feeling like a burden)

Deadly means (firearms)

9
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Two Key Components for Suicide
• The 5 Ds can come together in a deadly combination that
thwarts “belongingness” and fosters “perceived
burdensomeness”.
• “Just like we have a need for food and water and air, we
need to be connected to other human beings, so when
that need is unmet, a lot of negative health outcomes
happen, including suicide.”

This Photo by Unknown Author is licensed under CC BY-NC-ND

• “That’s one of the key parts of the theory, and the other is
feeling like a burden on others, so much so that you start
to believe that others would be better off if you were
gone.”

10

Lethality
• Making things worse, older people—both men and
women—use more immediately lethal means,
(firearms), at higher rates than other age groups.
• Approximately 75 percent of suicides among men
over 65 involve firearms.
• The lethality of all means of suicide increases
among older adults because they are more
physically vulnerable than people in other age
groups.
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Most Common Methods
of Suicide in LTC:
•
•
•
•
•

hanging
jumping;
drug overdose;
firearm;
wrist slashing;

•
•
•
•
•

asphyxiation;
refusing to eat or drink;
medication refusal;
drowning; and
self-poisoning.

When compared to methods of suicide in the
community, cases in LTC facilities were less likely to
involve firearms and 2.6 times more likely to involve
falls.

12
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The Difference Between Suicide and Self-harm
Suicide is an intentional, self-inflicted act that
results in death.
• The difficulty in distinguishing suicidal
behaviors from purposeful self-harm is in
determining the person’s intent.
• For example, was the intention of the behavior
to end the person’s life, a call for help, or a
means of temporary escape?
• Suicidal behaviors that do not result in death
are considered “nonfatal,” or more commonly,
“suicide attempts”.

Self-harm is an intentional and often repetitive
behavior that involves the infliction of harm to
one’s body and without suicidal intent.
• The majority of individuals who engage in
self-harm do not wish to die.
• They use self-harm as a coping mechanism
that provides temporary relief from
psychological distress

13

Common Risk Factors
Depression and
mental health
problems

Prior suicide
attempts in their
lives

Feelings of
hopelessness

Financial hardship

Family discord or
multiple losses

Substance use
disorders (including
prescription
medications)

Physical illness,
disability and
chronic unrelieved
pain

Social isolation

14

I

• Ideation

S

• Substance Use

P

• Purposelessness

A

• Anxiety/Agitation

T

• Trapped

H • Hopelessness/Helplessness
W • Withdrawal
A

Remember
“IS PATH WARM?”

Suicide Assessment
& Prevention
for Older Adults:
Warning Signs

• Anger

R

• Recklessness

M

• Mood Changes

From the American Association of
Suicidology (AAS) website
(www.suicidology.org).

15
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Loss of interest in
activities that they
use to enjoy

Cutting back social
interactions, ADL
care and hygiene

Breaking medical
regimens (stopping
diets, prescriptions,
etc.)

Significant loss of
spouse or loved
ones

Feeling hopeless or
worthless

Putting affairs in
order, giving things
away, making
changes to wills

Stockpiling
medications or
trying to obtain
lethal methods

Preoccupation
with death or lack
of safety

Expression of
suicide intent,
means, and plan

Warning
Signs

16

Suicide Screening
• Suicide:
• Ask the patients about thoughts of hurting
themselves
• if YES, ask whether they have a plan
• if YES, ask what it is
• if YES, assess access
• Patients with a plan & access require emergent
psychiatric evaluation in ER or local crisis unit.

17

Do they have a previous suicide attempt?

ASSESS RISK

Do they have a family history of suicide?
Are there repeated suicidal ideations?
Is the resident male?
Are they white?
Is the resident less cognitively impaired than most residents?
Has their physical health worsened recently?
Do increased social stressors now exist?
Have they suffered an onset of or worsened disability?
Is there a friend or family member overly sympathetic to their
suicidal wishes?

18
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ASSESS OPPORTUNITY

Are they ambulatory?
Can they readily leave the facility?
Is a method of suicide available (overdose, hanging, fall downstairs, cutting wrists,
suffocation)?
Has staff reduced available methods (remove cords, shoestrings and belts, plastic
utensils, plastic bags, pill hoarding)?
Is their cognition intact enough to formulate a plan?
Are they physically capable of carrying out a plan?

19

Other Considerations

Morbid Rumination - Thoughts about
death are not the same as suicidal
ideation.
Determine if the patient has Morbid
Rumination (i.e. “I am ready to die, I
wish I were dead) – thoughts due to
depression.

Passively Suicidal - ambiguous actions
which tend to be actively selfdestructive and considered to depict
suicidal intent. Instances of these
actions include failing to feed oneself or
to participate in basic self-care. This is
different then not eating because the
resident is not hungry.

20

Suicide Assessment & Prevention
for Older Adults: Resiliency Factors
1. Sense of meaning and purpose in life.
2. Sense of hope.
3. Sense of optimism.
4. Religious (or spiritual) practice.
5. Active social networks and support from family and friends.
6. Good health care practices.
7. Positive help-seeking behaviors.
8. Engagement in activities of personal interest.

21
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INTERVENTION
Determine if the resident needs to be hospitalized.

Based on NH policy the resident may be on 1:1 - or 15-minute checks until they
can be evaluated by psychology or psychiatry.
If patient does not need hospitalization, you can develop a safety plan if needed.
The resident should begin individual therapy if they are not already in therapy.
Resident may need a referral for psychiatric medication evaluation.
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No Suicide Contracts – Not Recommended
for the Following Reasons
• There is no reliable data indicating any effectiveness of no-suicide contracts.
• Staff are given a false sense of security that the client who signs a no-suicide contract
will remain safe, ultimately increasing the risk to both client and staff.
• Staff’s use of and reliance on no-suicide contracts causes a decrease in staff’s overall
clinical vigilance.
• Staff may mistakenly believe they have legal protection simply by using a no-suicide
contract. In fact, they have chosen to handle a clearly identified risk in a clinically
unsupported and ineffective way, thereby increasing their liability if harm should occur.
• Staff must rely solely on a promise from a recently suicidal client, and it is very difficult
to discern if such a client is able to be honest about his or her suicidal ideation. Even if
the client is sincere in his or her promise to refrain from self-harm, the client’s clinical
picture can change in a matter of moments and render him or her unable to keep that
promise.
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Safety Plan

Use a safety plan which is made
collaboratively to address what
the resident will do if he or she
feels suicidal.

Research on these types of
interventions have
demonstrated outcomes such as:
• a reduction in suicide attempts,
• faster resolution of suicidal
crises,
• and fewer hospitalizations.

24
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WHAT IS A SAFETY PLAN - A Safety Plan is a prioritized
written list of coping strategies and sources of support patients
can use who have been deemed to be at high risk for suicide.
Patients can use these strategies before or during a suicidal
crisis. The plan is brief, is in the patient’s own words, and is easy
to read.

WHO SHOULD HAVE A SAFETY PLAN - Any patient who
has a suicidal crisis should have a comprehensive suicide risk
assessment. Clinicians should then collaborate with the patient on
developing a safety plan.

Safety Plan

HOW SHOULD A SAFETY PLAN BE DONE - Safety Planning
is a clinical process. Listening to, empathizing with, and engaging
the patient in the process can promote the development of the
Safety Plan and the likelihood of its use.
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Safety
Plan For
Resident

Step 1:
When to Get Help

• What are the warning signs that you are
beginning to struggle with your problems
(These can include thoughts, feelings, or
behaviors)?

Step 2:
Coping Skills

• What can you do, by yourself to take your mind
off the problem/ What obstacles might there
be to using these coping skills?

Step 3:
Social Support

• If you are unable to deal with your distressed
mood, alone contact a trusted family member,
friend or staff. List several people in case your
first choice is not available.

Step 4:
Continue to Seek Help
from Professionals

• Engage in or continue individual therapy.
Psychiatric medication may need to be
considered if not already using.
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KUBLER-R0SS’
FIVE STAGES OF DYING

Denial - disbelief
in the serious of
the illness

Anger - injustice
of dying

Bargaining make deals to
prolong life

Depression feelings of loss,
hopelessness,
preparatory grief

Acceptance coming to terms
with death, a
feeling of
readiness to
meet it

27
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KUBLER-R0SS’
GRIEF CYCLE

There is no specific
order in which people
grieve and not everyone
goes through all stages.
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DEPRESSIVE SYMPTOMS
OF DYING PATIENTS
• Feelings of:
➢
➢
➢
➢
➢
➢
➢

Hopelessness
Powerlessness
Anxiety
Pain
Suffering
Physical Debilitation
Loss of control over bodily functions
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SPIRITUAL AND EXISTENTIAL ASPECTS
OF DEATH ANXIETY

Meaning of life

Life after death
This Photo by Unknown Author is licensed under CC BY-NC-ND
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EVIDENCE-BASED PRACTICE WITH
TERMINALLY ILL PATIENTS
• Problem-focused/solving coping
and information seeking
• Fighting spirit and confrontation
• Focusing on positives
• Self-restraint
• Seeking social support
• Expressing feelings or venting
• Using humor
• Finding increased life meaning

This Photo by Unknown Author is licensed under CC BY-ND
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FOCUS OF THERAPY
Coping and support

Existential and spiritual concerns

Decision making and meaningful concerns

Bearing witness at the end of life

Ensuring a dignified death
• Helping to resolve guilt, regret, family issues
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INTERVENTIONS

This Photo by Unknown Author is licensed under CC BY

Explore

Teach

Skills

Goals

Empower

Explore fears
and
apprehensions

Teach
communication
skills to improve
communication
with staff/family
members

Cognitive
coping skills
(Relaxation &
breathing
techniques,
mediation,
redirection
and imagery)

Goal setting

Empower a
sense of
control

33
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WORKING WITH FAMILY
There is strong evidence that poor communication
with family members is a major barrier to
palliation at the end of life.
However, family involvement can also help
ameliorate suffering and promote a good death.

Working with the family as well as the patient
can greatly benefit the patient.
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WORKING WITH STAFF

Death anxiety is a
negative affective
state that may be
experienced by nurses
and other health care
workers who are
exposed to sickness,
trauma, violence, and
death factors.

Nurses may become
anxious and feel
overwhelmed with
the work stressors
associated with death
and dying (Kent et al,
2012).

Furthermore, nurses
may feel unprepared
to communicate
effectively with
patients who are dying
and their family (Nia
et al 2015)
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CASES
• “I want you to tell my husband to let me
die.”
• “I want someone to hold my hand when I
die.”
• “I want my sons at my bedside when I die.”
• “I will die and I will control how that
happens.”
• “It doesn’t matter that I am dying, I will
smoke anyway.”
• “I am dying and I am OK.”

This Photo by Unknown Author is licensed under CC BY-NC
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For More Information Contact:

Deer Oaks the Behavioral
Health Organization
Phone: 888-365-6271
Email: info@deeroaks.com
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Dealing with Difficult Behavior
Guiding Questions for Today
1. How can we see behaviors around us with new insight?
2. What can we do to manage our own response even when
it is hard?
3. What take aways can we apply as we wrap up today?

Organizations Today
•
•
•
•
•
•

History, Legacy, and Past Practices
Mission, Purpose, Goals
Stakeholders & Relationships
Internal/External Customer Service
Culture & Climate
Silo vs. Matrix Collaboration

•
•
•
•
•

✓
✓
✓
✓
✓
✓
✓
✓
✓
✓

We make choices about what we bring to our job, our responsibilities, and our team.
In every organization there are decisions within our control and outside of our control.
The choice remains ours in how we share, connect and succeed.
At any given point teams can decide what effort they offer to creating a stronger future.
Every day we build our reputation through each and every interaction.
We represent our personal brand, our team/department, and organization.
Relationships are critical to get work done in safe ways with reliability and quality.
We choose the value we place on others based on many factors that influence us.
When relationships and trust are damaged, it takes desire and effort to move forward.
Most people are trying their best to take care of responsibilities in ways they know how.

Work Prioritization
Roles & Responsibilities
Input & Participation
Leadership & Team Styles
Change & Adaptability

Notes:
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Dealing with Difficult Behavior
Expectations and Behaviors
What is Behavior?
Behavior is the combination of responses or reactions
made by an organism in any situation related to the
environment.

Behavior can be:
✓ Conscious or subconscious, overt or covert, voluntary or involuntary
Why Do Individuals Choose to Continue Specific Behaviors?
✓ The behavior has worked for them in the past.
✓ They believe it will work for them in the future.
✓ They don’t know what to “change to.”

What behaviors do you see in your workplace?

All behavior is motivated – the real question is by what?

The behavior we reinforce…gets repeated.

Workplace Hot Buttons
a. It stresses me out most when...
b. I don't like it when people...
c. I get the most frustrated when...

2022
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Dealing with Difficult Behavior
Emotional Intelligence (EQ)
In the late 1900’s, it became clear that “intelligence”
from just a “book smarts” approach didn’t cover
everything. In 1960s and 1970s multiple types of
intelligence were introduced. One of those areas of
intelligence was and remains Emotional Intelligence
(EQ).
Emotional Intelligence is a critical skill set that helps us
be more effective in our daily lives. It consists of five
areas:
•
•
•
•
•

self-awareness
self-management
social awareness
relationship management, and
motivation.

Emotional Intelligence is a critical skill set that helps us be more effective in our daily lives.
We’ll review four key components and why some researchers say it accounts for 58% of our
work performance. The good news is – it is something everyone can choose to improve yet it
takes practice.

Human Emotions
Most researchers agree on basic emotions to
include: love, anger and fear. Others argue
happiness, surprise, disgust, fear, anger, sadness
are core emotions. Emotions are
influenced biologically, psychologically, and
social-culturally.

Emotions VERSUS Feelings
A FEELING lasts about 45 seconds and is then
released. An EMOTION, however, is a feeling with a story attached to it. That emotion can last
for as long as you keep feeding that story without letting go. The key is to raise our awareness
to the difference between a feeling and an emotion in the moment it occurs and make a
conscious choice about how we let it affect us.

2022
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Dealing with Difficult Behavior
Self-Assessment Exercise
T. Bradberry, Emotional Intelligence 2.0
On a scale from 1-5, rate the following. For this scale, 1 is low and 5 is high.
___

1. Associate different internal physical cues with different emotions

___

2. Relax when under pressure in situations

___

3. Know the impact that your behavior has on others

___

4. Initiate successful resolution of conflict with others

___

5. Calm yourself quickly when angry

___

6. Know when you are becoming angry

___

7. Recognize when others are distressed

___

8. Build consensus (get agreement on tough stuff) with others

___

9. Know what senses you are currently using

___

10. Get motivated on routine tasks or work

___

11. Help others manage their emotions

___

12. Make others feel good

___

13. Identify when you experience mood shifts

___

14. Stay calm when you are the target of anger from others

___

15. Show empathy to others

___

16. Provide advice and emotional support to others as needed

___

17. Know when you become defensive

___

18. Follow your words with actions

___

19. Engage in personal conversations with others when appropriate

___

20. Accurately reflect people’s feelings back to them

Component

Your Question

Score

Self-Awareness

1, 6, 9, 13, and 17

___

Self-Management

2, 5, 10, 14, and 18

___

Social Awareness

3, 7, 11, 15, and 19

___

Relationship Management 4, 8, 12, 16, and 20

2022
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Dealing with Difficult Behavior
The Four EQ Dimensions
Summarized, here are some additional ways we can strengthen our professional skills:
Self Awareness

Social Awareness

Your ability to understand and be
aware of feelings

Your ability to understand how
others are feeling even without
being told

•
•
•
•
•
•

Quit treating feelings as good or bad.
Observe the ripple effect of
emotions.
Feel your emotions physically.
Know who & what pushes your
buttons.
Stop and ask yourself WHY you do
the things you do.
Spot your emotions in books,
movies, music and sport/games.

•
•
•
•
•
•
•
•
•

Greet people by name.
Watch body language.
Pay attention to timing.
Be present in the moment.
Listen…really listen.
See it from their perspective.
Test for accuracy.
Step back and look at the big
picture.
Catch the mood of the room.

Self-Management

Relationship Management

Your capacity to balance emotions so
they don't interfere with daily goals

Your ability to get along with others
and to establish positive relationship

•
•
•
•
•
•
•
•
•
•

Breathe.
Count to ten (or 100).
Sleep.
Sleep on it/Take a break.
Find humor; smile and laugh more.
Set aside time for problem solving.
Take control of your self-talk.
Focus on what you can do, not just
what you can’t.
Speak to someone who is NOT
emotionally invested into your
problems.
Accept that change will continually
happen.

2022

•
•
•
•
•
•
•
•
•

Acknowledge the other person’s
feelings.
Don’t avoid the inevitable; have the
tough conversation.
When you care, show it.
Explain decisions; don’t just make
them.
Avoid giving mixed signals.
If you are mad, know the reason.
Make your feedback direct and
constructive.
Receive feedback well.
Offer a “fix it” statement during a
broken conversation.
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Dealing with Difficult Behavior
Leading Others Through Change
•

Recognize what has changed and what has not (e.g., commitment to others, safety, or
responsibility).

•

Offer information multiple ways and multiple times to process it during change.

•

Mark the endings of old ways or practices and treat the past with respect.

•

Acknowledge losses with empathy, knowing people need time to adjust.

Stages & Phases - When the Change is Hard (Modified Kubler/Ross)
• Shock - Initial paralysis or numbness of hearing news
• Denial - Trying to avoid the inevitable
• Emotion - Frustrated outpouring of unreleased emotion or overflowing emotion
• Reflection & Bargaining - Seeking options for a way out
• Upward Turn - Look at new pathways, test out options with hesitant exploration
• Reconstruction - Seeking out and implementing realistic solutions
• Acceptance - Finally finding a way forward
Notes:

The Momentum of Change
Goal: Progress over Time

Leading Forward
1. Change is an event and a process.
2. In the absence of information, people make it up.
3. Meet people where they are at, not where you expect them to be.
4. Normalize doubt during change.
5. Continuous learning is the expectation.
6. What we celebrate in our organizations, we become.
7. Recognize what has changed, and what has not.
8. Change is going to happen. Being change-ready is a choice.
2022
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Dealing with Difficult Behavior
We are all one conversation away from a whole new understanding.

What is your ONE thing going to be?

The Peerman Group, A Division of Meridian People Development, LLC
416 W Bremer Ave, Suite C Waverly, IA 50677
celina@workplacechameleon.com | Office: 319-243-3424 | www.peermangroup.com

Check out our podcast at www.workplacechameleon or wherever you listen to podcasts!
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