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NEW 
CHANGES 
Since October 24, 2022, surveyors have been using 
these updated guidelines, with a focus on psychiatric 
diagnoses and addressing inconsistencies in 
documentation.
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Regulatory Grouping: 
Pharmacy Services

Pharmacy Services

   §483.40(e) Psychotropic Drugs. Based on a 
comprehensive assessment of a resident, the facility 
must ensure that--
   §483.40(e)(1) Residents who have not used 
psychotropic drugs are not given these dugs unless the 
medication is necessary to treat a specific condition as 
diagnosed and documented in the clinical record;
   §483.40(e)(2) Resident who use psychotropic drugs 
receive gradual dose reductions, and behavioral 
interventions, unless clinically contraindicated, in an 
effort to discontinue these drugs; 
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Walking in Their Shoes

PUT YOURSELF IN THE RESIDENTS’ SHOES FOR 
A MINUTE:
• You are a 34-year-old who has a history of 

homelessness, schizophrenia, and substance 
use. You have been at the facility for 5 days 
and your behaviors are yelling, refusing 
medications and care.

WEAR THEIR SHOES:
• What is it like to be schizophrenic?
• What are you adjusting to?
• Are you withdrawing? In pain? Scared?

When was the last time you had a hug?
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Defining a Behavior

DEFINING A BEHAVIOR
• WHAT IS A behavior?
• What constitutes a “behavior?”
• Behavior is generally defined as:
⚬ The way in which one acts or conducts 

oneself, especially toward others. (Oxford 
Languages)

• Is yelling because they are hungry or in pain a 
behavior? Is this behavior out of character for 
the resident? An issue at all?

• Is normalizing behaviors an issue?

DOCUMENT, DOCUMENT, DOCUMENT!
• Documentation improves quality of care, 

accuracy, and reduces behaviors overall
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Importance of Documentation

Importance of accurate and timely documentation

• Accurate documentation ensures that all relevant 
information regarding residents' behaviors, interventions, and 
outcomes is recorded correctly. 

For example, if a resident exhibits signs of aggression, such as 
hitting a staff member, accurate documentation of the incident 
is crucial for understanding the context, implementing 
appropriate interventions, and ensuring the safety of both the 
resident and staff.

What this documentation should look like:
⚬ Mr. Jones’ CNA reported that while providing bedside care 

at 0941, the resident hit the CNA on the left arm and 
stated, “leave me alone!” 

What this documentation shouldn’t look like
⚬ Resident was agitated.
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Documentation Best Practices

• Use objective language: Caregivers should avoid subjective interpretations and use neutral, 
descriptive language when documenting behaviors. 
⚬ For example, instead of stating that a resident "seemed angry," the caregiver would describe specific 

behaviors observed (e.g., clenched fists, raised voice, documenting what the resident said in quotes).
• Include date, time, and details of behavior: Accurate documentation requires including essential 

details such as the date, time, duration, and context of the behavior. 
⚬ For instance, documenting that a resident displayed wandering behavior at 3:00 PM near the facility's 

exit provides crucial information for implementing safety measures and interventions.
• Document interventions and outcomes: Caregivers should document the interventions used to 

address behaviors and their outcomes. 
⚬ For example, if a resident exhibits agitation, the caregiver would document the interventions employed 

(e.g., offering reassurance, providing a calming activity) and whether these interventions were effective 
in reducing the resident's agitation.

• Maintain confidentiality: Caregivers must adhere to HIPAA regulations and maintain residents' privacy 
and confidentiality when documenting behaviors. 
⚬ For example, documentation should be stored securely and only accessed by authorized personnel to 

protect residents' sensitive information.
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Documenting Types of Behaviors

Verbal Behaviors: 
Defined as aggression such as regularly cursing or yelling at staff or other residents; loud 
disruptive noises that can potentially trigger other residents’ behaviors.

⚬ For example, Mr. Smith repeatedly yelled “shut up, I hate you!” to staff members 
during the AM shift. He was difficult to redirect but responded to calming music. 

Documentation for: Yelling/Screaming
• Behavior: Resident found wandering the hall, yelling and cursing at staff “I hate you!” 

while attempted to redirect to room.
• Intervention: Attempted to calm resident with 1:1 talk about family.

• Behavior: Resident yelling out repeatedly ”help” without reason, all needs met, 
continues to yell.

• Intervention: Calmly approach and offer favorite snack/drink, unable to redirect.

BHS MENTAL HEALTH SERVICES - 
SKILLED NURSING/LONG TERM CARE



Associated Cognitive Issues

• Homelessness
⚬ Toxic stress, depression, SU/SA
⚬ TBI (53%) (Hwang, et al. 2008)

• Substance use/abuse
⚬ Affects positive forms of motivation, engaging in 

socialization, eating, irritability, solve problems, 
make decisions, reduces impulse control (Basal 
Ganglia, Prefrontal Cortex (PFC), and amygdala)

• Psychosis
⚬ Neuronal loss, dopamine and structural neuronal 

changes, PFC and temporal areas (Karlsgodt, et al., 
2010)

⚬ PFC – decision making, planning, impulse 
inhibition, cognitive control and goal-directed 
behavior
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Challenging Behaviors

WHAT ARE THE MOST COMMON 
CHALLENGING BEHAVIORS?

⚬ Obscene or abusive language
⚬ Socially inappropriate sexual 

behavior
⚬ Urinating, defecating in 

inappropriate places
⚬ Hoarding
⚬ Wearing too few or too many 

clothes
⚬ Poor safety awareness
⚬ Attention seeking behavior (calling 

out)
⚬ Territoriality
⚬ Resisting care, Exit seeking, pacing

WHAT ARE THE MOST COMMON 
CAUSES OF CHALLENGING BEHAVIORS?
Environmental vs Biological

⚬ Changes in living conditions
⚬ Medical issues (e.g., dementia, pain)
⚬ Hunger
⚬ Feeling hot/cold
⚬ Sleep (not enough/too much)
⚬ Psychotic disorders
⚬ Bored, afraid, lonely
⚬ Cultural, language differences
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The ABC’s of Behavior:
ANTECEDENT – What happened before the behavior 
occurred
• Pain, hunger, hot/cold, call light not answered, feeling 

ignored, lonely, etc.

BEHAVIOR – What the resident did
• Internal vs External Behavior (pain vs hitting/yelling)

CONSEQUENCE – What happened immediately after the 
behavior
• Received pain medications, attention, etc., can increase or 

decrease likelihood of behavior reoccurring

Example:
A: The patient wants to smoke
B: The patient yells out
C: Receives attention/goes to smoke

Help change the cycle: Redirect/refocus, reinforce positive 
behaviors.
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Working with and Documenting Behaviors

• A – Antecedent: What happened right before the behavior?

• B – Behavior: What the resident did—observable actions and statements.

• C – Consequence / Intervention: What staff did in response.

• O – Outcome: How the resident responded afterward and for how long.

• F – Follow-Up: What needs to happen next, including notifications or care 
plan updates.

ABCOF MODEL
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Working with 
Behavior
• A systems approach
• An individual approach
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Existing National Programs 

BEHAVIORAL HEALTH PROGRAMS



 Allows SNFs to better partner with acute hospitals to 
address difficult to discharge patients ​

 Provides funding to increase resources to behaviorally 

complex patients​

 Increases staff retention through additional funding, 

training, and staff resources ​

 Reduces acute transfers and decreases acute length of stay​

 Reduces out of state placements ​

 Helps to stabilize patients in the lowest care setting ​

 Overall savings to the healthcare system

Developing Value-Based Programs
IN SKILLED NURSING FACILITIES
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Enable nursing facilities to safely admit and retain patients with significant behavioral complexities by 
funding an LTC behavioral health add-on. The add-on closes the resource gap that drives avoidable 
prolonged acute stays, reduces “difficult-to-discharge” bottlenecks, and stabilizes high-utilizers in the 
post-acute setting.

How the Add-On Works:

￭ Target population: Hospitalized patients with behavioral complexities awaiting LTC placement and 
current LTC residents at risk of cycling back to acute care.

￭ Payment: A per-diem behavioral add-on paid to participating nursing facilities to underwrite on-
site, wraparound behavioral health services and staff education.

￭ Outcome focus: Faster transitions from acute to LTC, fewer returns to acute, improved quality of 
life (QoL), and reduced reliance on high-risk psychotropics.

Purpose of Programs
TRANSFORMING BEHAVIORAL HEALTH FUNDING INTO MEASURABLE OUTCOMES
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Industry Trends
UNDERSTANDING BEHAVIORAL HEALTH & FACILITY TRENDS

1 2

3 4 Staffing challenges due to the nursing 
shortage, staff turnover, burnout, and lack of 
education and training on behavioral health 
issues

Younger demographics entering 
facilities due to SUD and conditions

Increased demand: for behavioral health 
services due to the psychological effects 
of COVID-19, such as social isolation, 
trauma, and stress

Complex patient populations with co-
occurring mental and physical health 
conditions, such as homelessness, substance 
abuse disorder, dementia, and diseases.

5 Regulatory changes that require SNFs to 
provide behavioral health services as part of 
the comprehensive person-centered care 
plan, and to monitor and report the quality of 
those services
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• Rising Prevalence of Dementia:
⚬ With the increasing median age of nursing facility residents, there's a notable surge in the prevalence 

of dementia at later stages.
⚬ Residents aged over 85 face a 50/50 chance of developing Alzheimer's disease, underlining the need 

for specialized care.
• Impact of State Inpatient Facility Closures:

⚬ The closure of state inpatient facilities has led to a shift in the landscape, with nursing facilities now 
catering to a diverse range of patients, including the Chronically Mentally Ill (CMI).

• Rehabilitation Trends:
⚬ Conditions like traumatic brain injury, stroke, and other rehabilitative needs are increasingly being 

addressed in long-term care (LTC) facilities rather than hospital-based settings, reflecting a shift in the 
delivery of specialized care.

• Psychiatric Disorders on the Rise:
⚬ Recent studies illuminate a concerning trend, indicating that over 70% of residents in LTC facilities 

grapple with various psychiatric disorders or disturbances that demand specialized treatment.
⚬ A comprehensive study published in the Journal of Long-Term Care revealed that more than 51% of 

LTC facility residents are prescribed psychoactive medications, emphasizing the critical role of mental 
health care in these settings.

Patient Demographics
UNDERSTANDING BEHAVIORAL HEALTH & FACILITY TRENDS
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• Specialized staff training & education: Engaging in-person training plus online platform approved by 
multiple states to meeting behavioral health training mandates covering topics such as trauma-informed 
care, de-escalation, root-cause analysis, and documentation best practices, with ongoing coaching to 
sustain skills.

• Psychiatric assessment & medication management: Evaluation and longitudinal med management 
overseen by psychiatrists, aligned with person-centered goals.

• Individualized, person-centered behavioral plans: Practical, facility-embedded care plans that integrate 
into daily routines and IDT processes.

• Non-pharmacological interventions: Structured talk therapy, behavioral activation, and 1:1 psychosocial 
activities to reduce agitation and improve engagement.

• Weekly rounding & case conferencing: Collaborative rounding with facility teams to monitor progress, 
adjust interventions, and prevent crises.

• Rapid crisis support: Immediate consults to prevent escalation, ED transfer, or involuntary discharge.

Services Core to BH Management & Stabilization
INTEGRATING CARE, EDUCATION, AND CRISIS SUPPORT FOR BETTER OUTCOMES
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De-Escalating 
Behaviors in 
LTC
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De-Escalation

• Consists of variety of techniques aimed at reducing violent 
and/or disruptive behavior. (NICE, 2005 as cited in Price 
and Baker, 2012).

• Psychosocial intervention for management of aggressive 
or agitated behavior (Du, et al., 2017)

• “‘The Assault Cycle’ typically includes a trigger phase, 
escalation phase, crisis phase, recovery phase and 
depression phase” (Kaplan 1983).  De-escalation is a 
complex range of skills designed to abort the assault cycle 
during the escalation phase, and this includes both verbal 
and non-verbal communication skills (CRAG, 1996), as 
cited in Du, et al. 2017.
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De-Escalation

• Anticipate problems before they become an 
issue. Other factors may be in play:

• Systemic issues-restricted movement

• Personal factors-family or financial issues

• Use a positive and encouraging approach

• Do not make assumptions 

• Recognize personal space.

(NICE, 2025)
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Defining Triggers

• Active Triggers vs. Passive Triggers
⚬ Actions that are intrusive in nature: 

Wandering into other resident’s 
rooms/personal space, taking belongings

⚬ Environmental factors-boredom, attention, 
communication deficits, clutter

Ex: The type of work they did may provide 
insights into how to help them, why the behaviors 
are occurring (e.g., the resident may be repeating 
past behaviors- “I’m late for work!”)
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Active & Passive Triggers
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• Identify triggers / knowing the resident
⚬ Ex: The type of work they previously did 

may provide insights into how to help 
them, why their behavior is occurring.

⚬ Understanding individuality helps 
inform person-centered care planning

• Redirect/refocus

• Provide alternatives
⚬ ACTIVITIES!
⚬ Bingo, crossword puzzles, poker night, 

jeopardy, painting, drawing, etc.



De-escalation: For Staff

STAFF SKILLS

• Non authoritarian, express genuine concern, honest, 
supportive, non-judgmental – ability to empathize

•  — validates feelings, reduces aggression, helps gain 
patients’ trust (Price and Baker, 2012)

• Staff temperament, self-reflection, control 
countertransference, acknowledging when it is best to 
seek additional help (Richmond, 2012)

REMAINING CALM
Communicates trust to the patient that they are trusted not to 
become violent, calmness conveys staff is in control of the 
situation, staff fear can increase anxiety, feeling unsafe.

HOW DO I REMAIN CALM?
 Focus on the assessment, acknowledge feelings—don’t deny 
them, suppress personal feelings towards patient—perceive 
behavior as out of the patient’s control.
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De-escalation: Verbal/Non-verbal

VERBAL AND NON-VERBAL SKILLS
• Calm, gentle, soft tone; tactful language, humor?
• Body language – posture, proximity, eye contact; body language 

should express concern for the patient
• Active listening, empathizing, understanding (Price and Baker, 

2012)
• Positive regard for the patient and positive attitude, empathy for 

impairment – psychosis, schizophrenia, homelessness – went from 
no rules to a lot of rules – adjustment period

INTERVENING
• Establishing a bond with resident increases autonomy and trust in 

staff, confirms their (pt) humanity and sense of equality
• “Aggression is often a response to lost dignity, and feeling 

respected enables the patient to reclaim their sense of dignity and 
reduces the need for further aggression” (Carlsson et al. 2000). 
Punitive approaches must be avoided (Lowe 1992)
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De-escalation: Strategies

STRATEGIES

• Instinctive, flexible, based on patient needs
• Balance support and control
• Proportionate to risk posed by patient
• Allow patient to express feelings, 

communicate openly
• Offering alternatives to aggression:
⚬ Cooling off period
⚬ Alternative activities
⚬ “Face saving” alternatives — reducing 

aggression without losing dignity

Goal is to EMPOWER patient, so they feel they 
are choosing to de-escalate and positively 
reinforce this
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De-escalation of an 
Immediate Threat

DE-ESCALATION OF AN IMMEDIATE THREAT:
•Maintain 2 arm lengths from the patient
•Keep hands visible, non-clenched
•Stand at an angle to patient but in direct 
view
•Calm demeanor, open body positioning, 
congruent to what you are saying
•Do not challenge, insult
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De-escalation of an 
Immediate Threat
DE-ESCALATION OF AN IMMEDIATE 
THREAT:

• First person to engage de-escalates – limit 
the amount of communication as too 
many people talking at the pt will increase 
confusion

• Remove bystanders/nonessential 
personnel from area

• Use short simple vocabulary

• Give them time to process what is being 
said
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De-escalation of an 
Immediate Threat

DE-ESCALATION OF AN IMMEDIATE THREAT:

• Look for “free information” – what the patient says, 
body language, utilize knowledge of past 
encounters with them

• Offer a choice – propose alternatives to violence, 
offers acts of kindness (blankets, magazines, TV, 
food, drinks, etc.) to stall aggressive behaviors

• DO NOT DECEIVE THEM BY PROMISING 
SOMETHING THAT CANNOT BE DELIVERED
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Reducing Problem Behaviors

Behavioral reinforcement

• Positive reinforcement – praise for doing well, 
taking their medications, showering, not 
yelling/screaming out. Complementing residents 
for positive behaviors increases likelihood they will 
perform behavior again.
⚬ Example: Pt who is usually yelling, isn’t = praise!

• Negative punishment – taking something away 
to decrease a desired behavior
⚬ Example: denying smoke breaks for bad 

behavior… not a good idea.
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Most Common Behavior: Yelling

Case Study: 64-year-old patient, yells every day at staff when 
they don’t get their way.

WHAT TO DO:
• Remain calm, stoic demeanor, introduce yourself, speak at 

eye level
• Check environment for safety/stimulation
• Check for patient’s comfort, are needs met?
• Consider behavioral monitoring (e.g., tracking of behaviors 

to identify triggers)
• Pay attention to behaviors – what is pt receiving?
• Try to anticipate the patient’s needs (ADLS, hunger)
• Ask patient for permission, give choices
• Regular check ins/care helps reduce yelling
• Check in with yourself, did you help/hurt situation?
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