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Any questions from yesterday?

Objectives

• Explain the concept of unmet needs and how those may impact 
expressions of distress.

• Apply the concepts of a person-centered care plan to the next care 
plan you contribute to in your facility.

• Explain the concept of trauma informed care and identify areas that 
staff in your facility are doing well, and areas for improvement.

• Describe the role of the social worker in end-of-life care that goes 
beyond the completion of advance directive documents.

Expressions of Distress 
A Means of Communicating Unmet Needs
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Needs Include

To feel loved

To have privacy

To belong

To have a friend

To feel useful and productive

To be safe and receive good care

To be understood

To express feelings

To be in charge of something

To see and be seen

What are the 

unmet needs?

https://cupofempathy.com/get-the-empathy-toolkit/
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Examples of 
Unmet Needs

Resident does not want the medication 
because her neighbor took it and recently 
died. She’s scared.

Young 68 year-old with mental illness is 
tired of people making decisions for him. 
He wants control.

80 year-old retired military officer with 
peripheral vascular disease and diabetes 
needs an amputation of his left lower leg 
but is hesitant. He thinks that if he loses 
his leg he won’t be useful anymore. 

Maladaptive Behavior

Behavior that is designed to respond, react, or adapt to a situation, but is 
unable to do so effectively

Behavior that does not help or actively hinders a person from navigating 
the world around them

https://www.betterhelp.com/advice/behavior/what-is-maladaptive-behavior-definition-and-symptoms/

Critical Elements of Care

Comprehensive Assessment

Comprehensive Care Plan

Care Plan Implementation by Qualified Persons

Care Plan Revisions

Provision of Care and Services

What is a Care Plan?

A formal document that states the care and services to be provided
• Interdisciplinary 
• Person-centered
• Individualized
• Strengths-based
• Address needs, goals, interventions/approaches

Focus on maintaining or improving resident level of functioning and health

One of the most scrutinized documents in a 
court of law and during a survey
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Person-Centered 
Care Plans for
Expressions of 

Distress

Care Plan Components

Focus statement (“Problem” is deficit-based)

• Should be detailed, comprehensive, include diagnoses, symptoms and 
triggers

Goal

• Person-centered, emphasize improving quality of life/care

• Emphasize pro-social behavior (rather than decreasing a maladaptive 
behavior)

Interventions (Approaches)

• What staff will do to help the resident meet the goal

A Care Plan 
Should NEVER
Be a Surprise!

Well Written Focus Statement

The resident is able to make decisions about becoming involved 
with others but demonstrates poor motivation to follow 
through on these decisions. This may be related to a pervasive 
sense of giving up and attempting to avoid situations in which 
she might say or do what she perceives as the wrong thing. This 
is exhibited by the resident identifying special interests/goals 
and then not taking any action towards accomplishment, as 
well as a verbalized fear of failure.

Davis E, Greenwald S, Pareti T.  The New Care Plan Answer Book for Activity, Psychosocial and 
Social Work Programs. Glenview, IL: SocialWork Consultation Group Publishing; 2011.
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Improving Care Plan Focus Statements

Unhelpful, generic

Fall risk

Refuses care

Unsafe leaves of absence

Person-centered, individualized

Expected/inevitable occurrence of a fall 
with or without injury related to 
substance use

May deny he needs help by delaying 
request for assistance or by declining care

Risk of pedestrian accidents, being taken 
advantage of in the community

Symptoms of Depression

May include:

Tearfulness

Isolation

Appetite change
Agitation

How would you describe “Agitated”?

What does the resident say and do when  
“agitated”? What does s/he look and sound like? 

For example, resident:
• Yells at staff in a loud voice

• Cries inconsolably 

• Propels wheelchair up and down the hall        
asking staff for reassurance

• Is unable to follow one-step directions
• Face turns red

Focusing on reducing the 
frequency of the 

expression is incorrect

Tearfulness will be reduced to 3x/week…

Number of complaints will be reduced to 2x/wk…

Repetitive verbalizations of ‘Help me, Help me’ will be 
reduced to…

Episodes of racial slurs will be reduced to 1x/day…”

17 18
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What’s the 
Message?

Even if the maladaptive 
behavior is reduced, the 
resident receives the 
message that the behavior is 
STILL permissible (just not as 
much)

• Racial slurs

• Yelling

• Hitting

Davis E, Greenwald S, Pareti T.  The New Care Plan Answer Book for Activity, Psychosocial and 
Social Work Programs. Glenview, IL: SocialWork Consultation Group Publishing; 2011.

Another Challenge - Accurate Recording

HOW is “per day” defined?
• 24 hours? When does it start and stop?

• Just the day shift?
• Who will follow the resident throughout the designated 

time period to determine number of episodes?
• What is the process to record the data?

Greenwald, Steven C., Social Work Policies, Procedures and Guidelines for Long-Term Care, SocialWork Consultation 
Group Publishing, 2002

Assess Symptoms - Care Plan Causes

Indications of distress are a means of communication

“What is the underlying CAUSE of these symptoms?”

In other words, WHAT IS THE ASSESSMENT?
• Depressions, pain, trauma, loneliness, fear, confusion, substance abuse

Base the goal on causal factors, not symptoms

Greenwald, Steven C., Social Work Policies, Procedures and Guidelines for Long-Term Care, SocialWork Consultation 
Group Publishing, 2002

Instead of stopping an action 
or decreasing episodes, specify 
what the resident is supposed 
to do instead

Help the individual work 
toward achieving something 
positive

Emphasize Pro-Social
Desirable Action(s)!
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Beneficial Goals for Depression

Resident will respond positively to counseling sessions 2x/wk with social worker to identify 
strategies to adjust to long-term care living environment

Resident will interact in any demonstrable way with staff who visit to provide extra support 
3x/wk

Resident will identify one reasonable means of improving his emotional well-being by…

Greenwald, Steven C., Social Work Policies, Procedures and Guidelines for Long-Term Care, SocialWork Consultation Group Publishing, 2002

Improving Care Plan Goals

Unhelpful, generic

Resident will not use alcohol

Person-centered, individualized

Minimize harm when resident 
exercises her right to leave the 
facility and obtain substances

Resident will increase time spent 
preparing for the movie review 
club (watching and writing 
reviews) and decrease the 
number of outings to obtain 
substances. Resident will maintain assertiveness in reporting issues with his computer so he may 

continue to effectively communicate via internet, email, etc. throughout the quarter.

Focus on Strengths!
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Approaches/Interventions

Approaches / Interventions

What staff will do to help the resident meet 
the goal

Action verbs
Direct
Ask
Suggest
Inform
Question
Show
Indicate
Help
State
Look at

Davis E, Greenwald S, Pareti T.  The New Care Plan Answer Book for Activity, Psychosocial and 
Social Work Programs. Glenview, IL: SocialWork Consultation Group Publishing; 2011.

Behavioral Health Interventions
(what staff do to help achieve the goal)

• What interventions can staff do consistently?

• Are the interventions realistic (for staff and the facility’s resources)?

• Are they specific to the resident? Reflect their goals, needs and desires?

• Do the interventions include a trauma-informed perspective when 
appropriate?

• Are the interventions interdisciplinary?

• Is it clear what staff are supposed to do (or not do)?

• Can staff justify what they are doing according to the care plan?

• Is the care plan defensible?

Only Include What You are Trying or What 
You Know Already Works

Don’t include things on the care plan that staff aren’t doing

For example, don’t include interventions like “redirect”, 
“educate”, “remind”, or “explain the risks and benefits” if it’s 
already known it doesn’t work or if it’s less effective due to 
dementia, a personality disorder or mental health issue

Instead, state, “educated many times, but unable to retain 
information” or “reminders have been found to annoy resident 
and not improve behavior.”

29 30
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Poorly Written Interventions

Meet with resident

Make phone calls

Listen to music

Other then logging the behavior, ignore verbal abuse 
towards staff. Use sterile attention to provide necessary 
care or approach for all non-essential care

Improving Care Plan Interventions

Unhelpful, generic

Approach calmly

Monitor substance use disorder

Person-centered, individualized

To minimize a startle response, ensure 
resident sees you in the visual space on 
his right side. 

Limit opportunities to purchase alcohol

Discourage family from providing funds

Risk mitigation when drinking happens: 
medications may be placed on hold, 
remove privilege of power chair if drunk 
or intoxicated, call 911

Expanded Care Plan Components

Ineffective Interventions: list anything staff has tried that does not work, e.g. 
education, explanation, redirection

Triggers: the circumstances that elicit the expressions or maladaptive behaviors
• With a trauma lens, triggers are any stimulus that was paired with the trauma whether 

it is remembered or not (Pease-Banitt, Trauma Tool Kit)

• Triggers are reminders of dangerous or frightening things that happened in the past

Underlying Needs: autonomy, to be in charge, to feel safe, to receive good 
care, to be understood, to express feelings, to belong, to have privacy, to have 
a friend, to feel useful and productive

Expanded Components Cont.

Behaviors/Expressions Observed: what the resident is doing or saying
• Asks staff to do tasks he can do himself (adjust bed)
• Declines offers of help and then insists no one offered
• Follows staff into other residents’ rooms, harassing them until he gets his 

preferences met
• Alternating between being calm, alert and thankful to being dissatisfied and 

withdrawn, often without known triggers
• Reports pain but then declines medication

Strengths: verbalizes desire to get better, strong friend/family support, 
independent locomotion, smiles, responds to touch, engages in self-
directed hobbies, makes needs known, etc. 

33 34
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Care Planning     
(and documenting) 
Sensitive Content 

Focus on symptoms and triggers

May not be necessary to 
disclose the “story”

Uphold confidentiality

boilerplate verbiage

Improving Care Plan Focus Statements

Unhelpful, generic

Resident has a history of trauma 
that affects him negatively 
(Describe trauma)

The resident has a psychosocial 
well-being deficit related to trauma

Person-centered, individualized

Resident exhibits [symptom], possibly 
the result of prior traumatic 
experiences, which the resident may 
or may not be able or willing to 
acknowledge or explore further at 
this time. Other potential risk factors 
or possible/known triggers for prior 
trauma include [fill in].

Or, “No other risk factors for 
potential trauma history have been 
identified.”

Improving Care Plan Goals

Unhelpful, generic

Resident will not show signs of 
trauma

Person-centered, individualized

[Name] will engage in grounding 
strategies that she has identified 
work for her [strategies include]

[Name] will experience minimal 
distress from [symptoms] related 
to traumatic experiences.

37 38
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Improving Care Plan Interventions

Unhelpful, generic

Monitor signs of trauma

Person-centered, individualized

Monitor and document signs of 
trauma that include [list]…

Encourage [name] to use grounding 
strategies that include [list] to help 
her return to the present moment

Female staff will assist with showers

Ensure bedside table lamp is on at 
night

Imagine a New Nurse or Aide

Would the care plan be helpful?

Would they know what to do?

Does the care plan instill warmth or negativity?

Applying Person-Directed Care Principles to the Care Planning Process for People with Dementia
Wisconsin Department of Health and Family Services, Bureau of Aging and Disability Resources

https://www.dhs.wisconsin.gov/sites/default/files/legacy/aging/dementia/Pubs/Applying_PersonDirected_
CarePrinciples.pdf

Trauma Informed Care

© Carla Cheatham
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Potential Sources

Verbal, emotional, sexual, physical abuse or assault

Physical or emotional neglect, poverty, homelessness

Attachment injuries, loss of roles

Institutionalization, loss of mobility and/or other loss of control

Bullying, shaming, marginalization, discrimination

Exposure to substance abuse, imprisonment

Generational trauma (i.e., grandchildren of holocaust victims)

Loss of relationship

Natural Disasters, accidents, injury, illness, disability, medical treatment

War, torture, or other acts of terrorism

Witnessing any of these
© Carla Cheatham

COVID-19

ICU - Potential 
Source of Trauma

• Sedation, restraint, intubation, 
light, noise

• >80% mechanically-vented ICU 
patients experience delirium

• Delirium predicts PTSD, cognitive 
declines, six-month mortality

• Full PTSD in 18-34% of all patients 
after ICU care

© Carla Cheatham(Granja et al., 2008)
(adapted from Anderson, Ganzel, Jannsen, 2018 & Ganzel, 2018)

“Institutional environments can feel dehumanizing.”

• Rigid routines and norms

• Loud noises

• Interference with sleep and privacy

• Physical illness and fear of death

• Isolation

• Need for personal care

• Little control over who touches them or how

Trauma-Informed Care by Scott Janssen, 
http://www.todaysgeriatricmedicine.com/news/ex_022719.shtml
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Losses Related To           
Aging and Illness

• Independence – living space, driving

• Daily living skills (ADLs and IADLs)

• Finances

• Death of partner or spouse

• Loss of meaningful roles

• Health and cognition

• Nursing home “placement”

Things we attribute and medicate as signs of 
aging may be signs of trauma. 

Changes in:

• Intake

• Cognition

• Sleep

• Verbalization

• Socialization

• Activity

• Anxiety

Rev. Carla Cheatham, MA, MDiv, PhD, TRT

Trauma Definition

Individual trauma results from an event, series of events, or set of 
circumstances that is experienced by an individual as physically or 

emotionally harmful or life threatening and that has lasting adverse 
effects on the individual’s functioning and mental, physical, social, 

emotional, or spiritual well-being. 

(SAMHSA, 2014)

CMS uses this definition of trauma

Emotional and Psychological Trauma

“Result of extraordinarily stressful events that shatter your sense of 
security, making you feel helpless in a dangerous world. Often involve a 
threat to life or safety, but any situation that leaves you feeling 
overwhelmed and isolated can result in trauma, even if it doesn’t 
involve physical harm. The more frightened and helpless you feel, the 
more likely you are to be traumatized.”

(emphasis added)

Emotional and Psychological Trauma
https://www.helpguide.org/articles/ptsd-trauma/coping-with-emotional-and-

psychological-trauma.htm

49 50

51 52

https://www.helpguide.org/articles/ptsd-trauma/coping-with-emotional-and-psychological-trauma.htm


9/22/2020

14

Psychological Trauma

60% men, 50% women (ages 15 -54 years) 

Trauma doesn’t go away because people age

Age Range          Any Psychological Trauma
65-69   years       59.72 % 
70-74   years       64.77 %
75+      years       75.51%

National Comorbidity Survey (N = 5,877) national, representative epidemiological 
survey of U.S.; see also Kessler et al (1995) & Pietrzak et al. (2012)
(Adapted from Anderson, Ganzel, Jannsen, 2018 & Ganzel, 2018)

© Carla Cheatham

COVID-19 is a Pre-Traumatic Condition: 
Two Core Variables

Lifelines: How COVID-19 Creates 'Pre-Traumatic Conditions' in the Brain
By ALEX MCOWEN & PETER BIELLO • MAY 4, 2020

Dr. Van der Kolk
Psychiatrist, trauma 
researcher, and author of 
The Body Keeps the Score: 
Brain, Mind, and Body in 
the Healing of Trauma

1. Immobilization – cannot move (quarantine, shelter-in-place)
2. Unpredictability – not knowing what is going to happen next, 

cannot say tomorrow will be a different day or the day after

When the world is unpredictable and you    
cannot move, then the vulnerability to        

become traumatized is very great. 

After a Disaster, We See Increased…

• Morbidity and mortality
• Depression
• Anxiety
• Suicide
• Substance use
• Overdose
• Violence
• Heart attacks
• Strokes
• More…

How the COVID-19 Pandemic is Highlighting the Importance of Trauma-Informed Care: Q&A with Dr. Edward Machtinger
https://www.chcs.org/how-the-covid-19-pandemic-is-highlighting-the-importance-of-trauma-informed-care-qa-with-dr-edward-machtinger/

“My framework for thinking 
about this is that there are two 
pandemics – one caused by the 
virus and the other caused by 

the trauma and stress 
associated with the pandemic.”

https://www.chcs.org/how-the-covid-19-pandemic-is-highlighting-the-
importance-of-trauma-informed-care-qa-with-dr-edward-machtinger/
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Predictable second wave of death after exposure to mass trauma.

How the COVID-19 Pandemic is Highlighting the Importance of Trauma-Informed Care: Q&A with Dr. Edward Machtinger
https://www.chcs.org/how-the-covid-19-pandemic-is-highlighting-the-importance-of-trauma-informed-care-qa-with-dr-edward-machtinger/

What TIC Looks Like—4 Concepts 

“A program, organization, or system that is trauma-informed:

1) Realizes the widespread impact of trauma and understands potential 
paths for recovery;

2) Recognizes the signs and symptoms of trauma in clients, families, staff, 
and others involved with the system;

3) Responds by fully integrating knowledge about trauma into policies, 
procedures, and practices; and

4) Seeks to actively resist re-traumatization."

https://www.samhsa.gov/nctic/trauma-interventions

TIC is a mindset, not a toolset

• Seek understanding

• Identify with emotions

• No judgment

• Minimize harm

• Enhance safety

• Give choice

• Respect one’s past and appreciate 
how it informs the present

Universal 
Precautions 

Model
Gloving and gowning no matter 
level of hazard

Assume all individuals have a 
history of trauma and glove up 
metaphorically to reduce 
possibility of triggering or       
re-traumatizing others.

Trauma-Informed Organization Change Manual, http://socialwork.buffalo.edu/social-research/institutes-
centers/institute-on-trauma-and-trauma-informed-care/Trauma-Informed-Organizational-Change-Manual0.html
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Meet “George”

George is a 70 year old resident who is 
morbidly obese and insists on double 
portions. He keeps snacks in his room and 
family brings him home-cooked meals. His 
blood sugars, when he allows them to be 
checked, vary wildly. 

His current life choices of eating beyond his 
daily caloric needs, storing food in his room 
which has resulted in insects, and declining 
his blood sugar being checked all have 
potential negative health implications.

More  later…

Shift from “What’s wrong with you?” to “What happened to you?”

A TIC approach seeks to understand expressions of distress

Common Scenario – Resident becomes agitated 
(hits staff, yells) before and during a bath

Most facilities immediately implement interventions:
• Cover body parts
• Approach slowly
• Use meaningful distractions
• Consistent caregiver
• Offer choices
• Encourage resident to do tasks (rather than doing for them)

Incorporate a trauma-informed care perspective:
• WHY is the resident exhibiting agitation?
• Did something happen to him/her?
• Are there unmet needs?

Trauma-informed staff 
consider whether their 

approach or behavior may be 
hurtful or insensitive to the 
needs of a trauma survivor.

(adapted from Anderson, Ganzel, & 
Janssen, 2018; Ganzel, 2018)
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Expressions of Distress & Retraumatization

“The trauma is a thing of the past, but your body keeps reacting as if 
you are still in imminent danger.”

“To the observer…a person may seem overly reactive for no apparent 
reason. It can be easy to misinterpret their reaction/s and respond 
inappropriately in attitude and behavior. This can compound the 
trauma and ‘re-traumatize’ the person.”

Kezelman C, Stavropoulos P. Talking About Trauma, Guide to Conversations and 
Screening for Health and Other Service Providers. Blue Knot Foundation; 2018. 

Our Biology Picks One of These

Fight Flight Freeze

“George”

Trauma-informed lens:
George suffered severe neglect as a child, was 
malnourished and often hungry. He needs to feel in 
control and not have fear that he will starve. His eating 
habits were definitely helpful for him in the past.

IDT Approaches:
How to create sense of safety for George?

Consider talking with him about a TIC approach.

How to ensure he has choice and is in charge?

How to build trust with him (instead of shaming him)?

How to refocus discussions that are not on weight loss?

How to enhance his resiliency?

What are his strengths? How can staff use strengths in 
the care plan?

Trauma Screening
Trauma Assessment and Treatment

Screening

Generalists (all staff) need to be 
trained to be ready to notice, 
respond, and refer to a specialist

Basic knowledge about a given area

Not being asked to treat trauma, but 
to provide safe space to empower 
healing and prevent re-traumatization

Assessment and Treatment

Specialists (clinical social workers, 
psychologists, etc.) must be 
specifically trained to provide a 
thorough evaluation of trauma and 
develop a treatment plan

Experts in diagnosing and treatment 
in this field of study 

65 66
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Trauma screening is within the scope of 
practice of appropriately trained healthcare 
professionals who do not have licensure in 

behavioral health.”

-Barbara Ganzel

An Arizona 
Nursing 
Home

We CAN harm an individual

“While non-clinical workers 
who are trained can 

provide the screening, they 
need to understand their 

role is to provide validation 
and supportive responses.”

Trauma-Informed Organizational Change Manual, page 76 
http://socialwork.buffalo.edu/social-research/institutes-centers/institute-on-trauma-

and-trauma-informed-care/Trauma-Informed-Organizational-Change-Manual0.html

Staff With Good Training Should Not Fear Screening

The chances of being traumatized by a properly administered screen are far 
lower than the chances of re-traumatizing a person if you do not screen

But, just talking about trauma does not create instant catharsis

Exercise caution and be mindful what you are asking people

Be prepared to respond appropriately and with “next steps” or resources

SAMSHA. 2014. Trauma-informed care https://store.samhsa.gov/shin/content//SMA14-4816/SMA14-4816.pdf
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2 Types of Screening

Direct & Indirect

Screening will not capture all traumatized people upfront

Capacity determines strategy, not exclusion.

Barbara Ganzel, LMSW, PhD

No Matter What Type of Screening
Always…

• Use Universal Precautions

• Focus on trauma-related triggers, symptoms and expressions of 
distress (or maladaptive behaviors)

Figuring out triggers often amounts to figuring out the original 
trauma, but more organically, and in the context of a long term, 
trusting relationship.

Concept courtesy of Leanna Anderson, MSW, LICSW
and Barbara Ganzel, LMSW, PhD 

Direct Screening

Appropriate when the 
individual has capacity and 
agrees with being asked 
questions (or, completing 
the tool independently)

No evidence-based 
instruments validated for 
use with people who have 
diminished capacity due to 
cognitive impairment, 
delirium, or who are 
seriously physically ill
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Asking About Traumatic Experiences

• “Many people have had difficult experiences during their life. I would like 
to ask you a few questions…is that okay?”

• “Part of my job is to let you know that when people have major life 
changes, get hurt or sick, that memories of the past can come back as 
distressing thoughts, feelings, dreams or unexpected reactions in the 
present.”

• “Our goal is to provide the best care for you that we can. Is there anything 
you would like to share about your experience in the hospital or in the 
rehab setting that are upsetting to you?”

• “Are you currently bothered by any recent or past upsetting experience?”

If at any point the person says ‘no’, honor that and note it in your 
documentation. 

Introducing the Screening Process is Important

Human tendency to discount, push aside, dissociate from traumatic events or 
situations 

Include examples of traumatic events before screening to help frame the 
questions

• Death of a loved one

• Natural disaster

• Military combat

• Sexual assault or mugging

• Serious illness or intense medical treatment

• Being parted from your parents when you were young

Direct Screening (for CURRENT symptoms)

In your life, have you ever had any experience that was so 
frightening, horrible, or upsetting that, in the past month, you…
1. Have had nightmares about it or thought about it when you did not want to?   

YES/NO 
2. Tried hard not to think about it or went out of your way to avoid situations that 

reminded you of it?   YES/NO 
3. Were constantly on guard, watchful, or easily startled?  YES/NO 
4. Felt numb or detached from others, activities, or your surroundings?    YES/NO
5. Felt guilty or unable to stop blaming yourself or others for the event(s) or any 

problems the event(s) may have caused?     YES/NO

If yes, ask if they would like to share what has been bothering them. If no, accept 
that and note it.

Slide courtesy of Barbara Ganzel
Chapter 4 SAMHSA TIP-57 (2014)

Other Direct Screening Questions

Have you ever been in a situation in which you were afraid you were 
going to die?                

Have you ever experienced something that made you feel less safe in 
the world or changed you in a way that has made life more difficult?

Have you had any experiences in your life that have made it hard to 
trust/feel happy/express your needs/connect with others?

(adapted from Anderson, Ganzel, Janssen, 2018 & Ganzel, 2018)

© Carla Cheatham
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Importance of Perceptions

“It is important to remember that 
what happened is not nearly as 
important as what the trauma means 
to the individual.”

SAMHSA Tip #57, page 51

Indirect Trauma Screening

A screening tool may not appropriate when an individual has limited capacity.

There may be enough indicators for staff to act as if the person is 
experiencing posttraumatic stress. 

Acting AS IF is a very important feature of a trauma-informed care approach.

Trauma-Informed Care by Scott Janssen, 
http://www.todaysgeriatricmedicine.com/news/ex_022719.shtml

Indirect Screening

• During admission and day-to-day care, pay attention to comments or 
symptoms that could indicate traumatic stress. 

• Review medical record, collaborate with IDT and possibly family

• After sufficient trust has been established, ask permission to discuss 
previous comments (for resident with capacity). 

• If continued assessment/discussion indicates presence of symptoms of 
traumatic stress, ask if they want to speak to someone. If they do, make a 
referral.

Courtesy of Barbara L. Ganzel   PhD, LMSW  
Director, Gerontology Institute

Associate Professor, Gerontology, Ithaca College

Indirect screening and observation can be 
used in conjunction with direct screening 
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INdirect Screening

In your life, have you ever had any experience that was so frightening, 
horrible, or upsetting that, in the past month, you…

1. Have had nightmares about it or thought about it when you did not want to?   YES/NO  
Source ___________________

2. Tried hard not to think about it or went out of your way to avoid situations that reminded 
you of it?   YES/NO   Source __________________________

3. Were constantly on guard, watchful, or easily startled?  YES/NO   Source _____________
4. Felt numb or detached from others, activities, or your surroundings?    YES/NO

Source ________________________
5. Felt guilty or unable to stop blaming yourself or others for the event(s) or any problems 

the event(s) may have caused?     YES/NO   Source _____________________

If yes, ask if they would like to share what has been bothering them. If no, accept that and 
note it.

Slide courtesy of Barbara Ganzel
Chapter 4 SAMHSA TIP-57 (2014)

Supplement the PC-PTSD-5

If a resident discloses a traumatic event
• DO respond with validating language. For example, “I’m really glad you told me – this will 

help us take the best possible care of you.”
• DON’T try to investigate or ask for details right away – allow them to talk.

• If they are getting upset or going into disturbing material, gently close the conversation and follow up with a clinical referral right away

• DO document any reported traumas and inform the clinical team. Include all known or 
suspected trauma triggers associated with the disclosed experience. This helps the team 
avoid those triggers. 

• DO let the resident know that you will need to let a few key staff members know about 
“what happened” so that staff can avoid doing things that trigger difficult memories.

• Do refer to the disclosed experience in general terms. Avoid naming “what happened” 
unless the resident defines it in a given way.

• DO let the resident know that they won’t need to talk about “what happened” if they 
don’t want to -- but they may find that they do want to talk about it as time goes on. Let 
the resident know someone can be available for them to talk to if and when they are 
ready, including right away. Follow up.

• DO uphold the resident’s privacy, even if the information is unusual.
• DO assess current safety. Was it a recent event or far in the past?

Courtesy of Barbara L. Ganzel   PhD, LMSW  
Director, Gerontology Institute

Associate Professor, Gerontology, Ithaca College

Trauma Positive Screens

Facility must have screening procedures and what to do in the event of 
a positive screen.

• For a positive screen, a comprehensive assessment by a qualified individual 
(with clinical expertise) is warranted

“Screening procedures should always define the steps to take after a 
positive or negative screening; Screening is only as good as the actions 

taken afterward to address a positive screen.”

Talking About Trauma, Guide to Conversations and Screening for Health and Other Service Providers 
https://www.blueknot.org.au/Portals/2/Newsletter/Talking%20About%20Trauma%20Services_WEB.pdf?ver=2018-04-06-160830-113
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Negative 

Screens

Process to follow-up and re-screen later

A “no” could mean they don’t want to talk 
about it, or they don’t recognize 
something as possibly traumatic

How can staff integrate trauma screening into their 
daily workflow, without adding additional tasks?

Where is it a natural fit to ask residents and families 
about trauma and trauma symptoms?

What are staff already doing that is providing valuable 
information, possibly related to trauma?

The Minimum Data Set (MDS)

18 different sections, almost all of them can relate to trauma history, symptom 
or trigger
• C “Delirium” – strong predictor of trauma and PTSD
• D “Mood” (PHQ-9) – presence of symptoms including little interest or 

pleasure in doing things, trouble falling asleep or staying asleep, feeling bad 
about yourself, trouble concentrating or thought that you would be better 
off dead

• E “Behaviors” – physician and verbal aggression towards self and others, 
pacing, rummaging, screaming and rejection of care

• H “Bowel and Bladder” – new or worsened incontinence
• I “Active Diagnoses” – e.g. dementia, cancer, organ failure, mood disorders, 

respiratory failure
• P “Restraints and Alarms” – physical restraints and alarms (devices applied 

to the individual in bed or wheelchair or directly to body (wanderguard 
bracelet)

Behavioral and Emotional Status 
Critical Element (CE) Pathway

One of over 40 protocols from CMS to assist surveyors to determine if a 
facility meets regulatory requirements associated for a specific care area

Two questions on this pathway specifically address trauma:
1. Did the facility provide appropriate treatment and services to correct 

the assessed problem for a resident who displays or is diagnosed with a 
mental or psychosocial adjustment difficulty, or who has a history of 
trauma and/or post-traumatic stress disorder (PTSD)?, and 

2. Did the facility ensure that the resident whose assessment did not 
reveal or who does not have a diagnosis of a mental or psychosocial 
adjustment difficulty, or a documented history of trauma and/or PTSD 
does not display a pattern of decreased social interaction and/or 
increased withdrawal, anger, or depressive behaviors, unless the 
resident’s clinical condition demonstrates that such a pattern is 
unavoidable? 

89 90

91 92



9/22/2020

24

Social Work Role in End-of-Life Care

Perspectives

Words We Use About Death

Passed on

– We pass gas, we don’t pass on.

Expired

– Milk and warranties expire.

Sorry for your loss

– She’s not lost. Her face isn’t on a milk carton.

The “D” Word

Dying

Die

Death

Dead

93 94
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Appreciating your experiences to better 

appreciate theirs.

What are your biggest fears about the end of your life?

What are your biggest hopes about 
the end of your life?

What may go unasked….

“How am I going to die?”
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Do you want to know 
what to expect?

Why does this person need to know?

Consequences can be devastating. There are no do overs.

I wish I would have known. I feel so guilty.

I should have…

Death is NOT synonymous

with failure
“She’s a fighter.”

“He’ll win this 
battle.”

Describe the “Good Fight” or “Battle”
What does it mean to the individual?
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Person Centered Exploration

Please share with me what you understand about your illness at this time.

What do you understand about your treatment options and goals?

How has the illness impacted your daily life?

What does a good day look like to you and how many good days have you 
had in the past 2 weeks?

What do you fear most with changes due to the illness?

What is the most important thing 
I should know about you for 

us to work together?

What should I know about you 
that’s not in your medical chart?

Small Questions, Big Improvements in Patient-Centered Care by Madge Kaplan, Institute of Healthcare Improvement
http://www.ihi.org/communities/blogs/_layouts/15/ihi/community/blog/itemview.aspx?List=7d1126ec-8f63-4a3b-

9926-c44ea3036813&ID=191

Wonderful Insight

Finish the sentence, 

“What matters to me at the end of my life is_______”

You’ll see that this isn’t really about dying. It’s about 
figuring out how you want to live, till the very end.

The Conversation Project Institute of Healthcare Improvement (IHI)

http://theconversationproject.org/

Living with _______ instead of dying from_____.

We are NOT our diseases and diagnoses

Avoid labeling, e.g. “She’s a cancer patient.”

Talking About Illness
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Follow Their 
Lead

Denial

Denial is a shock absorber that helps you bear an overwhelming 
situation and cope with it

It marks the beginning of a longer process of grief and letting    
go of life

Kast V: Encounter of self and the world in mourning. Schweiz Rundsch
Med Prax 82:993-995, 1993

Aren’t Advance Directives Enough?

Limitations of Traditional 
Advance Directives

• May not be available when needed

• Not transferred with patient

• Not specific enough

• May be over-ridden by treating physician

Dunn, P, et al. The POLST Paradigm: Respecting the Wishes of Patients 
and Families. Annals of Long-Term Care. 2007;15(9):33-40
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At the end of life, don’t living wills 

make our job easier?

Non-specific
Can’t predict

Emotional issues complicate decision-making

Nothing ever becomes real 

till it is experienced.

John Keats

Think your 
family knows 
your wishes?

Think again…..

Effect on family when 
wishes are not 
communicated

113 114
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Interventions by default

Advance Directives

• All adults

• Planning for future care

• Completed and signed by the 
individual

• Advance directive documents 

POLST (Physician Orders for Life 
Sustaining Treatment)

• Individual with serious illness

• Focus is on current care

• Medical provider signs the document 
(since it is an order)

• Medical orders

Your Life Your Choices

1. The Basics
2. Thought-provoking exercises
3. Health conditions and treatments
4. Your health care preferences
5. How to talk about your wishes

https://img1.wsimg.com/blobby/go/61535c30-e76f-4ed9-9a7f-713426130c05/downloads/1d34u5o6t_646659.pdf

What are your….
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Values & Beliefs

Values are things (concepts) that are important to us

– Compassion, silence, humor, honesty, autonomy

– We make decisions based on our values

Beliefs are assumptions about the world

– Based on our experiences

– How we see ourselves and other people

What gives your 
life meaning?

How Do Perceptions 
of  Quality of  Life 

Change Over Time?

Progression of Illness

Teach the natural progression of the disease to anticipate and 
prepare for expected changes and realistic treatment choices. 
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Ongoing Discussions

What changes can the person expect over time with this disease?

How will those changes impact their quality of life?

How will providers and staff help manage the changes/challenges?

What may be the cause of the person’s death?

Choosing How We Die?

• Pneumonia

• Pancreatic cancer

• Stroke

• Heart failure

• Kidney failure (and on dialysis)

• Brain tumor

• Dementia

• COPD

Words
Have 

Meaning

Vegetable or not?

It’s just not that simple….

http://www.vickisawyer.com/Permission to use image from Vicki Sawyer,
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Pull the plug

Do everything possible…Stop the breathing machine

Comfort is most important

No machines

That’s not living

What does 

“do everything possible”
mean?

“DO SOMETHING!” “Do everything that IS possible” 

• Keep the body dry

• Keep the mouth moist

• Treat pain and other symptoms

• Gently wash a tired body

• Comfort and ease suffering

• Sit at the beside and hold a hand

• Play favorite music

• Allow a pet to cuddle on the bed

• Gently massage tired muscles

• Encourage visits no matter the time of day or night

• Communicate with family

• Teach them about the dying process and physical changes

• Tend to their comfort, grief and sadness

• Honor a life by witnessing and creating space for death
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Your Beliefs and Values
Page 21

Can’t contribute to family’s well being

Severe pain most of the time

Can’t control my bowel

Can’t recognize family

Severe financial burden on my family

Rely on feeding tube to live

My situation causes severe emotional burden for my family

Life Like This Would Be…

Difficult, but 
acceptable

Worth living, 
but just barely

Not worth 
living

Can’t answer 
now

What else do you need to know?
What does this mean to you? Would you 
rather die than be kept alive?

Worth living, but just barely

Is there a combination of factors that would make your 
life “not worth living”?

Treatments 
and Decisions
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Dementia Coma

Stroke Terminal
Illness

Antibiotics - Dialysis - Oxygen - Blood Transfusion - Hospitalization - CPR

Cardiopulmonary 
Resuscitation 
(CPR)

C

P

R

I

n

c

l

u

d

e

s

Cardiac compression

Endotracheal intubation

Artificial ventilation

Defibrillation

Advanced cardiac life support drugs
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CPR as an Entry Point
to a Cascade of Events

• Mechanical ventilation
• Tracheostomy
• “Bed bound”
• Weakened and atrophied muscles
• Placement of tube for feedings (skin care, 

risk of infection, aspiration)
• Surgeries
• Suctioning to remove secretions
• Continual adding of medications and 

resultant side effects

Consider an Analogy

Intraocular Lens Implant

What are the Risks of CPR?

Sore or broken ribs

Punctured lungs

Vomiting and aspiration

Bruising and tissue injury

Liver contusions or laceration

Likely need mechanical ventilation

Are we doing a good job of 
informing our residents and 

their families about CPR?
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ORIGINAL Intention for CPR

To treat sudden, reversible cardiac arrest due to electrocution, 
drowning or problems during surgery…

…in otherwise healthy persons

CPR Misunderstandings

Families/patients may think:
– CPR is a “last chance” for continued life
– Choosing DNR means they are “choosing to die”

Ask, “What do you expect to happen?”

And…

“What do you think would be done differently, after the resuscitation, that 
wasn’t being done before?”

David Giansiracusa, MD
Memorial Sloan-Kettering Cancer Center

Survival rate of CPR on TV: 66%

Real Life in-hospital CPR survival rates:
All hospital patients: 15% (One third may be resuscitated 
but did not live long enough to leave the hospital)

Frail elders: <5% (Only 18% regained mental ability to know 
who they were)

Individuals with advanced chronic illness <1%

Prehosp Emerg Care 1997 Apr-June;1(2):120-2 
Resuscitation. 2009 Nov;80(11):1275-9. doi: 
10.1016/j.resuscitation.2009.07.008. Epub 2009 Aug 20.

CPR = ICU
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DOESN’T mean you 
will suffer

Do Not Resuscitate

Words Are Powerful!

Use “intensive comfort treatment” rather than “comfort measures only”

Use “Allow Natural Death” instead of “Do Not Resuscitate”

Focus on what can be anticipated and what can be done 
rather than what is not going to be done

David Giansiracusa, MD
Memorial Sloan-Kettering Cancer Center

Other Treatments to Consider

Kidney Dialysis

Process to circulate blood outside the body to remove waste 
products when the kidneys have failed.
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Mechanical Ventilator
(Breathing Machine, Respirator)

Tube (diameter of a dime) placed in the windpipe (through the 
nose or base of the neck) that allows the machine to breathe 
for the person

Feeding Tubes

A tube used to carry liquid nutrition and fluids into 
your body

Nasogastric tube in the nose (1-4 weeks)

PEG tube or G-tube inserted directly into 
stomach for long-term supplementation

Original Intention for 
Artificial Nutrition

Developed for the patient 
who for a temporary reason 
cannot eat and drink

– Intended for a          
time-specific duration

Food = Heavy Symbolic Load
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Research shows…

Withdrawing support is MUCH MORE DIFFICULT
than withholding support

The Truth About “Starvation”

Near the end of life, after a few days of not eating or drinking, the person 
no longer experiences hunger or thirst

The person is not “starving to death”

Foregoing nutrition and hydration near the end of life leads to greater 
comfort

The underlying disease process 

causes death

Slomka, Jacquelyn, PhD, RN. “Withholding nutrition at the end of life: Clinical and ethical issues.” 
Cleveland Clinic Journal of Medicine, 2003, 70(6), 548-552.

The person is not dying because they are not eating.

They are not eating because they are dying.

Current Health

My life right now 
is just fine

My life right now 
is difficult, but 

acceptable

My life right now 
is worth living, 
but just barely

My life right now 
is not worth 

living
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Preferences for Different 
Life-Sustaining Treatment

I would want to 
receive this 
treatment

I would rather die 
naturally and not 

have this treatment

I don’t know/can’t 
answer right now

Antibiotics

CPR

Feeding tube: Short 
time

Rest of my life

Dialysis: short time

Rest of my life

Mechanical 
Ventilator: short time

Rest of my life

Comfort Care

Other tx (fill in)

What IS Comfort Care?

Relief from pain and symptoms

Medications to control pain, 
nausea, fatigue and shortness 
of breath

Keep your body clean, dry and 
comfortable

Sometimes includes 
treatments 

(antibiotics, chemotherapy, or 
even surgery)

What Does Comfort Care Mean to the 
Resident and Family?

Severe Dementia

This means you:

– Cannot think or talk clearly, are confused and no longer recognize 
family members

– Seem uninterested in what’s happening around you

– Are not in any pain

– Are able to walk, but get lost without supervision

– Need help with getting dressed, bathing, and bowel and bladder 
functions
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Severe Dementia

Life like this would 
be difficult, but 

acceptable

Life like this would 
be worth living, 
but just barely

Life like this would 
not be worth 

living

Severe Dementia

I would want to 
receive this 
treatment

I would rather die 
naturally and not have 

this treatment

I don’t know/can’t 
answer right now

Antibiotics

CPR

Feeding tube: Short time

Rest of my life

Dialysis: short time

Rest of my life

Mechanical Ventilator:
short time

Rest of my life

Comfort Care

Other tx (fill in)

Personal Self-Assessment Scale (PSAS)

Adaptation from Palliative 
Performance Scale (PPSv2) to 
determine functional assessment

Useful communication tool for 
making medical decisions based on 
objective markers of quality of life

http://oktodie.com/pdf/PSAS.Form.Final.pdf

Dr. Monica Williams-Murphy, MD
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Conversation Starters

“We should also consider the situations that your particular illness can cause; that way 
you can be confident we will do what you want.”

“It seems to me that it’s really important that you…”

“I’m wondering if you would talk with me about some difficult issues?”

“I would like to make sure I understand what is important to you.”

“Some people feel talking about advance directives is frightening. I’m wondering how 
you feel about it?”

40-80% of information received 
orally is forgotten immediately 

and over half is incorrect

Ian Anderson Continuing Education Program in End-of-Life Care 

Closing the Gap of Communication

“I want to make sure I’ve done a good job with sharing 
important information with you.”

– “Outlining the plan with you”

– “Describing the next steps”

Can you tell me what you heard me say?

And, please tell me if I heard you correctly.

Write information down for them!

COVID Perspective
Are They Ready for the ‘Next Normal’?

Some people are seeking meaning from the crisis and 
moving into the “next normal” BUT others are not yet 

ready for this step, they are not ready yet for hope, they 
are feeling rising uncertainty and worry.

Mendy A, Lass Stewart M, VanAkin K. (2020) A leader’s guide: Communicating with teams, stakeholders, and communities during COVID-19 [Article]. 
https://www.mckinsey.com/business-functions/organization/our-insights/a-leaders-guide-communicating-with-teams-stakeholders-and-communities-during-covid-19.
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What is most 
important to you 

today?

What is most 
important at 
this moment?

Remember that you are facilitating 
another  person’s process.  

It is not your process.  
Do not intrude. Do not control.  

Do not force your own needs and 
insights into the foreground. 

If you do not trust a person’s process, 
that person will not trust you.  

The Tao of Leadership

Next Steps
What concepts resonated with you?

What ideas bubbled up?

Did you identify areas for improvement?

What ideas do you have to take action?
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Thank you for 

your time. 

Paige
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