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Abstract 

 

Millions of Americans, including Veterans, are diagnosed with dementia. Healthcare staff may 

benefit from dementia-related training. This Doctorate in Nursing Practice (DNP) project 

evaluated the effectiveness of the Virtual Dementia Tour (VDT) as a learning tool to improve 

staff’s knowledge of dementia, enhance their empathy and attitudes when interacting with 

Veterans diagnosed with the disease, and increase awareness that behaviors commonly seen with 

dementia may be forms of communication. Interprofessional healthcare staff (N=33) at a 

Veterans hospital participated in the experiential simulation. A pre-and post-test design utilized 

the Dementia Knowledge Assessment Scale (DKAS) and the Dementia Attitude Scale (DAS). 

Results: A paired-sample t-test indicated the scores were significantly higher for the post-tour 

DKAS (M = 27.51; SD = 7.68) than for the pre-tour DKAS (M = 35.12; SD = 7.89), t(32) = -

6.045, p < .001, and d = 0.969 suggesting the VDT was an effective tool for improving staff 

knowledge.  A Kendall’s Tau-b revealed a significant difference in the DAS (p < .03 in all but 

one statement; α= .754) signifying enhanced empathy, attitudes, and awareness. Conclusion: The 

Virtual Dementia Tour was an effective learning tool to improve the healthcare staff’s 

knowledge, empathy, attitudes, and awareness of behaviors when caring for Veterans with 

dementia.  

Keywords: dementia, dementia training, dementia simulation, disruptive behaviors, 

empathy, simulations, Veterans with dementia, virtual dementia tour, virtual simulation 
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Simulation To Improve Dementia-Related Care of Veterans 

Veterans diagnosed with dementia may exhibit behavioral and psychological symptoms 

of dementia (BPSD) such as anxiety, hallucinations, delusions, paranoia, and a distrust of both 

their environment and of those around them (Cloak & Khalili, 2022). BPSD may result in 

disruptive, aggressive, and sometimes violent behaviors that can present dangerous situations for 

the Veteran, other patients, and healthcare staff (Baharudin et al., 2019; Van der Linde et al., 

2016). Anderson et al. (1996) explains that dementia patients may not be able to relate to reality. 

In their world, they may have rational reasoning for their behaviors. Behaviors, including 

disruptive, may be a method of communication and caregivers should seek to understand their 

meaning.  

Caring for Veterans with dementia can be challenging and overwhelming for healthcare 

staff with little dementia-related training for it is a disease with no visible injuries to serve as 

reminders, each person diagnosed endures unique challenges specific to them, and patient’s 

mental awareness and personality changes may vary throughout the day (Cloak & Khalili, 2022; 

Yang et al, 2020). Therefore, healthcare staff may benefit from dementia-related training 

promoting a better insight to the world of the Veteran with dementia.  

Staff within the host facility voiced concerns regarding limited dementia-specific training 

options.  This Doctorate in Nursing Practice (DNP) project evaluated the effectiveness of the 

Virtual Dementia Tour (VDT) as a training tool to improve dementia-related care. 

Background and Significance 

The Alzheimer’s Association (2021) reports there are over five million Americans have 

dementia. This number is expected to increase to 14 million by 2050. Veterans are at a higher 

risk for developing dementia than the general population due to increased rates of traumatic brain 
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injuries, post-traumatic stress disorder (PTSD), and depression (Barnes et al., 2014; Mawanda et 

al., 2017; Flatts et al., 2018; Yaffee, et al., 2019; Raza et al., 2021).  

Barnes et al. (2014) found that older veterans who had suffered traumatic brain injuries 

were 60% more likely to develop dementia compared to those without brain injuries and suffered 

from earlier onset. Flatt et al. (2018) found male Veterans who suffer from PTSD have a 70% 

higher chance of developing dementia compared to someone who has not experienced PTSD.  

Female Veterans have a 60% higher chance. Their report suggests this might be related to 

psychological consequences of acute and chronic stress which produce pro-inflammatory 

cytokines, increase in c-reactive proteins, and elevated homocysteine levels.  

Criteria for Diagnosis 

The American Psychological Association (2013) offers the Diagnostic and Statistical 

Manual of Mental Disorders (DSM)-5 diagnostic criteria for severe dementia. DMS-5 diagnostic 

criteria for dementia include (1) memory loss, (2) at least one other of the following qualifying 

diagnoses such as: aphasia (difficulty with comprehension and communication), apraxia 

(difficulty executing simple daily tasks), agnosia (inability to identify objects using one or more 

senses), or disturbance in executive functioning (which includes judgement, disorganization, 

inappropriate social behaviors, poor planning, and apathy to their actions impact on others); and, 

(3) impairments cause significant is decrease in social and occupational abilities which interfere 

with independent daily living requiring assistance of some magnitude.  

Causes of Dementia 

Calsolaro et al. (2021) identified Alzheimer’s dementia as the most common cause of 

dementia representing 80% of the cases. Other causes included vascular dementia, Lewy bodies, 

frontotemporal dementia, and Parkinson’s disease. The behavioral and psychological symptoms 
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of dementia (BPSD) exhibited by patients depends on the cause(s) of dementia. Though BPSD 

can be seen in all causes of dementia, Yang (2020, p. 55) reported that Alzheimer’s dementia is 

more likely to have delusions compared to vascular dementia; vascular dementia more frequently 

experiences depression, apathy, and mood changes.  Patients with Lewy body dementia more 

frequently hallucinate while those with frontotemporal lobe dementia display impulsive, 

aggressive personalities including lack of restraint and excessive sex drives. 

Behavioral And Psychological Symptoms of Dementia 

Cloak and Khalili (2022) classified BPSD into five domains: “cognitive/perceptual 

(delusions, hallucinations), motor (e.g., pacing, wandering, repetitive movements, physical 

aggression), verbal (e.g., yelling, calling out, repetitive speech, verbal aggression), emotional 

(e.g., euphoria, depression, apathy, anxiety, irritability), and vegetative (disturbances in sleep and 

appetite).”   

Need For Dementia-Related Training 

 Veterans with dementia often require multiple healthcare providers from different 

disciplines to ensure all aspects of health are met. Some of the healthcare team who care for 

Veterans with dementia include physicians, physician assistants, nurse practitioners, nurses, 

nurse assistants, health technicians, social workers, psychologists, and rehabilitation therapists 

(Cloak & Khalili, 2022).  

 Dementia-related training is essential to all healthcare staff. Training provides staff 

opportunities to enhance their knowledge, interpersonal skills, and improve their ability to 

effectively engage Veterans exhibiting BPSD. Peng et al. (2021) suggests dementia-related 

education can improve empathy and lessen the challenges dementia patients face providing 

effective dementia related care.  
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Current State of Practicing Facility 

Veterans actively exhibiting BPSD can pose a risk to themselves and those around them. 

At the host facility for this project, staff who perceive danger when encountering Veterans 

displaying aggressive behaviors call for assistance from the Behavior Response Team (BRT). 

The BRT includes a registered nurse from inpatient psychiatry, federal police, and other staff 

who are trained in interpersonal communications, de-escalation, and self-defense techniques 

including containment.  The BRT offers support, de-escalates the situation, and if need 

restrain/contain the Veteran.  

In a 2019 study, Leach et al. suggested that attending de-escalating training may help 

staff improve de-escalating communications and better manage patient violence and aggression; 

however, this training did little to decrease the number of disruptive episodes nor curb repeated 

episodes. The study recommended comprehensive multi-modal trainings that includes learning to 

look meanings behind the behaviors, early recognition of disruptive behaviors, identify possible 

patterns, and develop prevention strategies in addition to the de-escalation training.  

The Veterans hospital that hosted this project acknowledged that healthcare staff, 

including BRT, may have limited knowledge regarding dementia and the challenges associated 

with the disease. Dementia-specific training is not a requirement for most roles. This may be 

reflected in the number of disruptive behavior calls.  In 2021, 80% of the calls for help were 

related to disruptive Veterans with dementia (R. Hosey, personal communication, October 1, 

2021). Dementia-related training can be a supplement to the staff who initially encounter the 

Veterans and those who respond with the BRT. 
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Proposed Evidence Based Intervention 

Purpose Statement 

The purpose of this Doctorate in Nursing Practice (DNP) project was to evaluate the 

effectiveness of the Virtual Dementia Tour (VDT) as a training tool to (1) improve staff’s 

knowledge of dementia, (2) enhance their empathy and attitudes when interacting with Veterans 

diagnosed with the disease, and (3) increase awareness that behaviors commonly seen with 

dementia may be forms of communication. 

Review of Literature 

The PICO question for this project was, for frontline staff working in a Veteran’s hospital 

(P), what impact does the Virtual Dementia Tour (I) have on knowledge (O), empathy (O), 

attitudes (O), and recognition of behaviors, including disruptive, as forms of communication (O), 

within two months of participating (T)?  Databases utilized for this project’s literature review 

included Cumulative Index to Nursing and Allied Health Literature (CINHAL), Google Scholar, 

and Elsevier Clinical Key. The keywords entered included dementia, dementia training, 

dementia simulation, disruptive behaviors, empathy, simulations, Veterans with dementia, virtual 

dementia tour, and virtual simulation. For years 2016-2021, there were 3,643 items available. 

The findings were further narrowed by limiting the search to electronic publications, academic 

journals written in English, full text, peer reviewed articles yielding 133 articles. The articles 

were then scanned for relevance to in-hospital educational training for nursing staff taking care 

of dementia patients. The search yielded 12 articles of which six were utilized for the literature 

search offered in this paper.  
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Relevant Studies  

 Six articles were analyzed using Melnyk and Fineout-Overholt’s (2015) Hierarchy of 

Evidence and Intervention Tables (see Appendix A), as well as Summary of Evidence using 

Rapid Critical Appraisal Tool (see Appendix B) to evaluate how dementia simulation experience 

impact frontline staff’s knowledge, empathy, and attitudes towards dementia patients.  

 A systematic literature review was published identifying, critically appraising, and 

synthesizing evidence of employing simulations to promote empathy in undergraduate nursing 

programs (Levette-Jones et al., 2019). The authors reviewed 23 articles using the Preferred 

Reporting Items for Systematic Review and Meta-Analysis and validated their findings with 

Medical Education Research Study Quality instruments with Cohen’s effect size correlation of 

r>0.2.  Four of the studies were experimental, four were case-controlled, and the remaining were 

single-group studies. The four experimental and four case-controlled studies with r=0.45 and 10 

single-group studies with r=0.26 support the most effective learning method to promote empathy 

involved immersive and experimental simulation-based interventions. 

 Chua et al. (2021) published a systematic review and meta-analysis to evaluate the 

effectiveness of simulation-based interventions on empathy in healthcare students. This analysis 

reviewed randomized and clinical control trials of healthcare students participating in simulation 

training aimed at improving empathy. Data was assessed using I2 statistics and Cochran Q chi-

squared test with values interpreted as <40% low importance, 30-60% moderate, 50-90% 

substantial, and 75-100% considerable importance. For the chi-squared test, significant 

heterogeneity was p<0.10.  Students’ empathy was evaluated by self-report (I2 =64%, p=0.76), 

by faculty (I2 =0%, p=0.48); and simulated patients (I2 =83%, p=0.003). They found simulation-

based intervention improved empathy.  



DEMENTIA SIMULATION                                                                                                         18 

 Campbell et al. (2021) invited 163 Bachelors of Science Nursing students to participate in 

the Virtual Dementia Tour (VDT). The authors assessed the impact of the VDT using the 

Dementia Attitude Scale (DAS), the Knowledge About Memory Loss and Care scale (KAML-

C), student reflections, and the tour surveys. Their study showed an improvement in the DAS 

with a median score of -2 and p value < 0.001 indicating an increase in awareness and sensitivity 

to dementia but no significant change in knowledge of dementia on the KAML-C. The thematic 

analysis of the student reflections did demonstrate an increase in awareness, knowledge, and a 

need for practice change. Compared to pre-tour surveys, the post-tour surveys revealed students 

felt more agitated, believed it would be unbearable to live with dementia, and that dementia 

patients do not receive the care they need.  

 Peng et al. (2021) completed a study using video-based learning and virtual dementia 

simulation which demonstrated an increase in empathy, compassion, and improved attitudes 

towards dementia patients. This quasi-experimental study of 45 sophomore nursing students 

evaluated results with pre- and post-surveys utilizing the Jefferson Scale of Empathy-Health 

Professional Students. Empathy levels increased from 106.69+9.49 to 115.51+10.16 using p<0.1. 

Feedback from the participants indicated the simulation helped them empathize and better 

understand dementia patients’ frustration, anxiety, and daily challenges. This knowledge will 

help them provide more effective patient centered care.  

Solecki et al. (2021) studied the effects of experiential learning through the VDT. This 

quasi-experimental study examined knowledge and appreciation of the emotional needs of 

dementia patients, perception of care, and staff awareness of dementia’s disease process. For this 

study, 113 nurses and assistants from a southwest US hospital were divided into two groups. One 

group received only in-class lecture and the other group received in-class lecture plus the VDT. 
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Findings suggested the staff initially overestimated the idea that dementia patients receive the 

care they needed with 63% agreeing pre-tour compared to 36% post-tour response. Staff 

responses indicated the VDT increased their understanding of the challenge dementia patients 

experience (rise from 67% to 98%) and 95% of staff recognize the need for dementia training. 

This study validates the significance dementia simulation has on staff’s perception and 

awareness.  

Slater et al. (2019) published a qualitative exploratory study evaluating VDT’s impact on 

empathy for those providing dementia-related care. Eighteen participants comprised of a variety 

of Ireland healthcare workers and caregivers participated in the VDT tour and de-briefing 

discussion. The aim of their study was to examine the four components of empathy: emotive, 

moral, cognitive, and behavioral. All participants were interviewed via telephone within four to 

six weeks post-tour and their responses were thematically analyzed using Maryring’s approach. 

For the emotive component, participants reported feeling fear, anxiety, and frustration during the 

tour. Their actions during the tour were reported as slow and deliberate to erratic and wondering 

while they struggled performing simple tasks. For the moral component, the participants reported 

appreciating the experience and allowed the opportunity to reflect on their experience and how 

they have interacted those diagnosed with dementia. For the cognitive component, participants 

shared that the experience allowed them a glimpse into the life of one struggling with dementia. 

This first-hand experience improved their knowledge of the disease and enhanced their 

awareness of why people with dementia exhibit behaviors or responses to stimuli. Lastly, for the 

behavior component, 100% of the participants verbalized a better appreciation for the effect 

environmental stimuli has on patients and the simulation experience enhanced their learning. 
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Synthesis of Literature 

Knowledge 

 Simulations provide a safe, non-judgmental learning environment where frontline staff 

can immerse themselves in the learning experience (Solecki et al., 2021). An experiential 

learning experience, such as the VDT, expands on didactic knowledge and allows participants to 

experience challenges firsthand offering a unique perspective otherwise not taught in a classroom 

setting (Levette-Jones, 2019).  

Empathy and Attitudes 

 Simulations are educational tools that can enhance empathy enabling staff members to be 

immersed in the patient’s world. Levette-Jones et al. (2019) found that the most effective 

simulation for developing empathy is when the learner assumes the patient role. They create 

realistic views by having staff members assume the role of the patient allowing them to share in 

the experience, to feel what it is like to live in their shoes even for a moment (Levette-Jones et 

al., 2019; Slater et al., 2019; Solecki et al., 2021).  

 These experiences allow frontline staff to connect with dementia patients creating an 

enhanced understanding and awareness (Chau et al., 2021; Slater et al., 2019). Empathy 

improves staff’s ability to relate to patient concerns, improve communication, and is important to 

the patient-nurse relationship (Peng et al. 2021). Simulations foster deeper understanding of 

patients with dementia an promote positive attitudes. (Levette-Jones et al., 2019; Peng et al., 

2021; Solecki et al. 2021). Positive attitudes improve patient-centered care and outcomes (Peng 

et al., 2021; Slater et al., 2019; Solecki et al. 2021). Staff who participate in simulations and 

debriefings often reflect on their experience. This can help make them more situationally aware 
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and disease sensitive when providing care promoting practice changes. (Chau et al., 2021; 

Levette-Jones et al., 2019; Slater et al., 2019; Solecki et al., 2021).  

Recognizing Purpose of Behaviors 

 Simulated learning experiences can help staff relate to what patients see, hear, and feel. 

Experiences that mimic challenging situations offer staff members unique perspectives that 

allows them to reason and rationalize behaviors when patients do things that do not correlate to 

the task at hand (Solecki et al., 2021). Understanding the why behind behaviors, may help 

frontline staff members recognize that those behaviors may be responses to anxiety, fear, or 

frustration (Peng et al., 2021; Slater et al., 2019; Solecki et al., 2021). 

Guiding Theory 

 Malcom Knowles’ Adult Learning Theory (1984) guides the development of learning 

events used for this project. The theory includes five guiding principles to follow when creating 

meaningful adult education. These principles include self-concept, need to know, learner 

experience, readiness to learn, and motivation for learning.  

Self-Concept 

 Adults are self-directed and desire to have input in their learning experiences. Adults are 

autonomous learners but need guidance and tools to be successful. Educators can meet learner 

needs by providing clear instructions, effective timely communications, and useful resources. 

Need to Know 

 Adult learners need to have a vest interest in education. They need to understand why the 

material is pertinent to them and how they will benefit from it. This can be achieved by sharing 

objectives, giving background information as to why the training is taking place, and offer 

debriefings after simulations. 
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Learner Experience 

 Adults have a vast amount of life experience to draw from. These experiences allow 

adults to conceptualize innovative ideas. Their experiences may also bring different perspectives, 

knowledge, and may influence their learning. It is important for educators to provide 

opportunities and platforms for learners to share their experiences and provide input during 

training.    

Readiness to Learn 

 Adult learners recognize the need to be trained for their roles. They value the education 

when offered and are ready to engage the content.  

Motivation 

.  Mature adult learners are internally motivated to learn new things.  

Organizational Description 

Setting, Mission, Goal, Strategic Plan 

 This project was completed at a Veterans Health Administration (VHA) hospital in the 

southern region of the United States. The facility has approximately 100 inpatient beds, in 

primary and specialty medical clinics, an on-campus 10-bed substance abuse domicile, and eight 

community-based outpatient medical clinics. The organization’s mission is to “honor American’s 

Veterans by providing exception health care that improves their health and well-being” (VHA, 

nd). VHA’s goals are to provide patient-centered care, improve patient outcomes, and synergize 

resources sustain added value for its patients. The facilities strive to meet this goal by being an 

integral part of the healthcare system, engaging in research, striving to be the best place to work, 

providing learning opportunities for affiliates, and being a valuable member to its community. 
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Relevant Policy (National, State, Local, Organizational) 

  In 2014, The American Nurses Association (ANA) released a Position Statement on 

Professional Role Competence stating that to ensure public safety, employers are to provide 

adequate training opportunities for staff development and ensure staff competency. It is the 

nurse’s professional responsibility to seek knowledge and demonstrate professional competence 

in their assigned roles.  

The Joint Commission, Kentucky Board of Nursing, Veterans Administration, nor the 

medical facility at which this project is implemented, require frontline staff to attend any 

dementia-specific professional development or continuing education such as recognition of 

behavioral triggers and responses, effective communication, or de-escalation techniques. 

Stakeholders 

Organizational Stakeholders 

Stakeholders included the Veteran diagnosed with dementia, their family, nurses, 

assistants, nurse managers, social workers, psychologists Executive Leadership Team, police, 

PMDB Coordinator, and all other frontline staff that provides care.  

Intervention Group  

 The VDT was open to all frontline healthcare staff who directly engage hospitalized 

Veterans diagnosed with dementia. This included nurses, assistants, licensed independent 

providers, social workers, respiratory therapy, rehabilitation therapists, dietary staff, and police 

officers. 

Impact Populations 

 The population impacted by the implementation and outcome of this project included 

Veterans diagnosed with dementia, their families who care for them, the frontline staff that 
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provide care, police officers who respond to disruptive behavior events, and the facility 

leadership team.  

Organizational Assessment 

 The principal investigator for this project performed an assessment of the organization’s 

current state prior to the project proposal. The host for the project was a federally funded 

healthcare facility guided by national, regional, and local policies which are available 

electronically. The facility policy for Behavior Emergencies does not acknowledge the need to 

identify and address neurological-disease related issues such as how to effectively interact with 

Veterans with dementia.  

 A SWOT analysis of the facility was performed looking at strengths, weaknesses, 

opportunities, and threats that would impact the project. Strengths (internal positive factors) 

include the facility is an established, federally funded medical facility that solely cares for 

veterans. The facility offers in-house geriatric physicians, psychologist, psychiatrists, and social 

workers. The facility leadership supports ongoing professional development and has five full-

time clinical educators to provide education and support to healthcare staff. Three areas of 

weakness (internal negative factors) were identified. The facility does not require staff to have 

dementia specific training. The policy for disruptive behaviors does not offer special guidance 

for encounters with those diagnosed with dementia. Lastly, a lack of nursing staff which makes it 

difficult for frontline staff to attend initial or ongoing training. Opportunities (external positive 

factors) included growth and expansion of the VDT to impact other Veterans throughout the 

Veteran hospital systems. Since Veteran hospitals are not long-term care facilities, they are not 

required to participate in dementia training. However, the regional network for this facility has 

four other sister facilities that could utilize this training to positively impact their patients, staff, 
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and number of disruptive behavior response calls. Given the unpredictability of the Novel 

Corona Virus, the threat (external negative factors) would include cancelling the face-to-face 

interactive simulation should infection rates increase. Online learning was not an available 

option for this program. 

Congruence of DNP Project to Organization 

 Educating frontline staff on dementia was in congruence with the organization’s desire to 

provide a caring and supportive environment to both its employees and Veterans. The VHA has 

adopted core values of integrity, commitment, advocacy, respect, and excellence (ICARE) to 

meet its mission to “serve all those borne to battle” (VHA, nd). The values are bases for all the 

organization strives to do. This project incorporated these values with the goal of patient-

centered call, meeting the needs of the patients in the world in which they live in. 

Statement of Mutual Agreement 

 A statement of Mutual Agreement describing the purpose of the project, delineated clear 

objectives, and associated costs were agreed upon by the principal investigator for this project 

and facility Director (see Appendix C).  

Methodology 

Aims and Objectives 

 The aim of this project was to improve dementia-related care of veterans. To achieve this 

aim, the following objectives included: 

1. Implement the VDT to improve staff’s knowledge, empathy, attitudes, and awareness  

of behaviors commonly seen with dementia. Utilizing the Dementia Knowledge 

Assessment Scale (DKAS) to measure knowledge. And, the Dementia Attitude Scale 

(DAS) to measure change in empathy, attitude, and awareness that behaviors 
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commonly seen with dementia may be forms of communication. The VDT pre- and post- 

testing for this project will assess for a 10% increase in knowledge and a significant 

positive difference for empathy, attitude, and awareness of behaviors.    

2.  Staff were encouraged to seek meaning behind the behavior, identify potential  

     triggers, and de-escalate the situation if needed. Pocket reminder cards were issued  

     upon completion of the training. On post-course evaluation, 10% will report referring  

     to the badge reminder card after exiting the tour. 

3.  100% of Staff will complete pre- and post-tour assessments.  Data will be analyzed    

and evaluated to assess VDT as an effective training tool. 

Design and Implementation Framework 

 A pre- and post-test design to evaluate the effectiveness of the VDT as a training tool to 

improve staff’s knowledge, empathy, attitudes, and aware of behaviors commonly seen in 

dementia.   

 A Plan-Do-Study-Act Model for Improvement framework (Appendix D) guided the 

development this project. This four-step cyclic learning model includes 1) determining the 

purpose or goal, theory, and metrics measured, 2) implementing the project, 3) study the 

outcomes, and 4) integrate learning and re-evaluate goals (The Deming Institute, 2022). 

Communications between frontline staff, the PMDB coordinator, and the principal investigator 

identified the need for dementia-related training (Plan). The participants attended a one-hour 

simulation and debriefing session. (Do). Results of the VDT were evaluated. The findings may 

encourage more ongoing dementia training for frontline staff (Act). 
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Interventions Descriptions 

The simulation instrument used for this project was the VDT, an evidenced-based 

interactive instructor-guided experience designed mimic life with severe Alzheimer’s dementia 

(Beville, 2002). Using patented sensory tools, participants received a first-hand experience the 

challenges of living with dementia. The goal of the VDT was to improve knowledge of and 

sensitivity to dementia as well as enhance confidence for caring those diagnosed (Second Wind 

Dreams, 2019). 

VDT was offered on two different dates with eight start times each day, four before lunch 

and four after. Tours started every 30 minutes beginning at 9:00 am and 1:00 pm. Each date 

allowed for 32 participants for a total of 64 opportunities. 

Setting  

 The VDT simulation experience took place at a Veteran’s hospital in the Education 

Service wing. Permission to use the VDT was granted by Second Wind Dreams (Appendix E) 

The tour requires four separate stages areas for events. A facilitator escorted the participants 

through the staging locations. The staging locations included a donning area, simulation room, 

doffing area, and a debriefing session room.  

  Participants reported to the VDT stage 1 room to sign attendance, review the 

instructions, obtain the participants consent, complete the pre-tour survey, and don the VDT 

equipment. VDT facilitators escorted participants to the simulation room, stage 2, which is a one 

bed on-call room with a bed, closet, and adjacent bathroom. After exiting the simulation room, 

the facilitator escorted the participant to Stage 3, the doffing area, where the participant doffs the 

equipment, completes the immediate post-tour survey. A facilitator was available at this station 

to provide comfort and support to participants who may feel overwhelmed or anxious after the 
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experience (Lewis, 2017). Stage 4 served as the debriefing room. The tables were arranged in a 

face-to-face setting promoting interaction amongst participants.  

Stage 1 

 Waivers, Consents, and Pre-Tour Surveys. Stage 1 served as the welcoming room 

where participants were greeted by a train facilitator and given a clipboard with forms pertinent 

to the VDT and the DNP project. This stage takes approximately 10-15 minutes to complete 

depending on the participant. 

 Second Wind Dreams, the proprietary owner of the VDT, requires each participant to fill 

out a Hold Harmless Statement (Appendix F). This statement releases Second Wind Dreams 

from liability related to any injuries sustained during the tour, explains that strobe lights were 

used, and that the program could not be reproduced without permission. Participants who chose 

not to sign this release form were not permitted to go through the tour. When possible, 

facilitators made concessions for participants who needed alterations to the tour for physical or 

mental liabilities, such as turning off the strobe lights when requested.  

 Participants were introduced to the DNP project via an informed consent cover letter 

(Appendix G) attached to VDT pre- and post-tour survey. The Stage 1 facilitator provided 

participants who choose to participate in the project an additional randomly numbered folder that 

contained the Dementia Knowledge Assessment Scale tests, the demographics questionnaire, the 

Dementia Attitude Scale survey.  

 Instructions. When their paperwork was complete, the facilitator read scripted general 

instructions provided by Second Wind Dreams that started the tour (Appendix H). This script 

provided a brief description of the tour and simple instructions to follow. Per the guidance of the 

VDT, once the facilitator reads the script, the facilitator no longer interacts with participants or 
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answer any questions. This mimics patient experiences when trying to interact with hospital staff 

who ignore patients when providing care or passing by them in the hallways without 

acknowledging them.  

 Donning the VDT Equipment. The facilitator provided each participant the VDT 

simulation items to don. Each were given loose plastic glove inserts and VDT specific gloves 

that have two fingers sewn together. This limited participants fine dexterity skills. They received 

plastic shoe inserts that plastic prongs that are inside of plastic insert covers. The prongs 

provided simulation of the patient walking with neuropathy. The disposable plastic glove and 

insert covers kept the items clean between participant uses. Next, the participant received a pair 

of modified dark glasses with a distorted vision center in each lens. This mimicked severe 

cataracts. Finally, the last item provided are earphones that played loud, multiple overlapping 

noises that mimicking hallucinations. The participants put the headphones on while in Stage 1 to 

muffle sounds to simulate hearing loss but were not turned on until the they entered the door to 

the simulation room. 

Stage 2 

 Entering The Simulation Room. A facilitator retrieved the participant and escorted the 

participant to Stage 2, the simulation room. The simulation room was a mock patient room with a 

bed, bedside table, closet, and restroom. At the doorway, the facilitator turned on the headset and 

asked if the participant can hear them. The goal was for the earphones and noise to drown out the 

instructions making it difficult, if not impossible, to hear the facilitator. The facilitator read the 

instructions from one of two task list (Appendix I). Each task list was associated with the color 

glasses the participant was wearing, black or white. Since two participants were in the room 

together, two task list avoided duplicate task instructions. Participants were instructed to perform 
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five simple everyday task such as stack the dishes, write a word on a piece of paper, and put on a 

jacket. 

 In Room Observation. The VDT simulation room was dimly light, with a strobe light, 

to further making it challenging to see, like the struggles one with macular degeneration and 

cataracts experiences. A facilitator was stationed in a corner of the room to monitor the 

participant’s actions, reactions, and interactions. The facilitator wore a white full length medical 

coat and will record actions and verbiage on the task list. The participants received the list as 

they exited the simulation room. The in-room facilitator did not interact with the participants and 

did not answer questions. This simulated interactions with medical personnel.  

 Timed Event. Participants were in the room for four minutes by themselves and then 

paired with a second participant for four minutes, for a total of eight minutes in the simulation. 

This design was to evaluate how the participant functioned independently, then allowed 

comparison when paired with another participant. The participants were encouraged to stay in 

the room the entire time but are permitted to exit should they feel the need. If a second 

participant was not available to enter the room, a VDT facilitator assumed the role to allow for 

that experience. 

Stage 3 

 Reflection. At the end of eight minutes, a facilitator retrieved the participant from the 

simulation room. Once in the hall, the facilitator turned off the earphones, engaged with the 

participants, and escorted them to the doffing area. There, the participant doffed the equipment 

and filled out the post VDT survey. The facilitator stayed with the participant and provided 

empathy and comfort if the participant appeared anxious or upset. It was not unusual for VDT 

participants who have family members lost to dementia to become tearful with the event for it 
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simulates a look into what a daily life with dementia may be like. A facilitator offered emotional 

support and talked with the participant when needed. When ready, the participant moved to the 

Stage 4, the debriefing area. The facilitator cleaned the equipment and returned it to Stage 1 for 

the next participant. This stage on average lasted two to five minutes depending on the 

participant and their needs. 

Stage 4 

 Debrief. The final stage of the tour was the debriefing area. A dedicated facilitator hosted 

round-robin style debriefing sessions with participants post tour. The facilitator and participants 

discussed actions, comments, and interactions with other participants that occurred in Stage 2. 

The facilitator explained each item of the VDT and how it could reflect a piece in the world of 

someone with moderate severity Alzheimer’s disease. It is during this stage, that reflection and 

comprehensive learning occurred (Adelia, 2016; Coomes, 2019). Participants gained insight to 

what dementia patients might be thinking or going through daily. Going through the tour helped 

participants understand potential reasoning for behaviors, actions, and words. This insight and 

understanding helped foster empathy and compassion (Levette-Jones et al., 2019; Slater, 2019; 

Solecki et al., 2021).  

 Star-VA handouts. Star VA is a dementia care model used in Veterans Administration 

long term care facilities that utilizes collaborative interprofessional rounding to improve 

dementia-related care. Behavior and psychological symptoms of dementia (BPSD) may be 

interpreted by healthcare staff as disruptive or threatening; however, Baharudin et al. (2019) 

explain that dementia patients may perceive healthcare workers as strangers causing them to be 

frightened or defensive leading to disruptive behaviors. Kang et al. (2021) found Veterans who 

experienced unsolicited direct care despite their rejection and interpersonal interactions 
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interfering with their autonomy are two major triggers that to refusal, resistance, aggression, and 

even combativeness. The Star-VA handouts provided simple reminders for healthcare staff on 

how to engage Veterans effectively, compassionately during bathing, dressing, toileting, eating, 

angry or agitated behavior, paranoia or suspicious behavior, hallucinations, and delusions 

(Appendix J).  

 IDEA! Strategy handout and pocket card. The IDEA! Strategy Caregiver Tips 

(Appendix K) is a three-step strategy to help frontline staff members identify causes for 

disruptive behaviors and workable solutions to de-escalate the situation (Los Angeles 

Alzheimer’s Association, 2018). The IDEA! Strategy is to 1) identify the problem or challenging 

behavior, 2) explore the underlying cause, and 3) adjust to the Veteran’s needs in that moment. 

Participants received IDEA! pocket card (Appendix L) that they could refer to when needed to 

help during disruptive episodes instead of immediately calling a disruptive response team. In the 

evaluation section of Cloak & Khalili (2022), pain is associated with 46-56% of increased BPSD. 

Recruitment 

Subjects 

  Participants included full and part-time employees at the facility. Participants from all 

disciplines were encouraged to attend for dementia care occurs in all healthcare settings. 

Participation was voluntary. Staff could choose to attend the VDT without agreeing to participate 

in the DNP project.  

Inclusion/Exclusion Criteria 

 The principal investigator invited all staff at the facility to attend. Family of the patients 

diagnosed with dementia were not invited to participate in this project as it was designed for staff 

development.  
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Access 

  After receiving their manager approval, staff signed up electronically through the facility 

online education system known at Talent Management System (TMS).  

Recruitment Strategies/Flyer 

 The VDT was advertised multiple avenues to increase awareness of the learning 

opportunity. The classes were listed on the internal intranet front page with a link directly to the 

offerings. A flyer (see Appendix M) was shared with managers via email, was printed and placed 

in the employee breakrooms throughout the facility and was included in the daily Director’s 

Message that staff receive via email. Employees received manager consent to attend since this 

will occur during working hours.  

IRB, Ethics, and Consent 

 This project deemed a non-research activity by the Veterans Hospital Research 

Department (Appendix N). Eastern Kentucky University’s Institutional Review Board deferred 

to the determination to the facility. There were no ethical concerns identified with this project. 

All participants received a letter of invitation at the start of class explaining the project 

objectives, methods of intervention, and promise of anonymity. The participants were given the 

opportunity to opt out of the participating in the DNP project. Should they opt out, they were still 

invited to the tour and debriefing. Completing the survey implied agreement to participate in the 

study. Individual’s responses to surveys were confidential, hence there was no impact on the 

participants employment.  
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Data 

Instruments 

 Five instruments were used for this project. Frontline staff member who agreed to 

participate in the project were asked to complete a demographic and basic information 

questionnaire, Dementia Knowledge Assessment Scale (DKAS), pre-and post-tour surveys, the 

Dementia Attitude Scale (DAS), and program evaluation. The DKAS, pre- and post-tour surveys, 

and DAS surveys were given both at the beginning of the tour. The test and surveys will take 

about three to five minutes to complete. 

 Demographic Data. Basic demographic information form developed by this author 

gathers information about the participants (Appendix O). This information includes the 

participant’s age, their role in healthcare, years of experience, information regarding their 

experience with dementia patients and any training related to, and if they call for assistance using 

the BRT. 

  Dementia Knowledge Assessment Scale. The DKAS, developed by Annear et al. 

(2017), is a valid and reliable assessment test that assessed both a baseline knowledge of 

dementia and knowledge after a learning opportunity (Appendix P) . The test assessed 

knowledge related biological and psychosocial issues including causes for dementia, 

characteristics, communication, behavior, care, risks, and health promotion and knowledge 

changes after learning opportunities. The DKAS consists of 25-item knowledge assessment in 

which the participants reviewed statements regarding four health-related domains associated with 

dementia care including causes and characteristics, communication and behavior, care 

considerations, as well as risk and health promotion.  The participants were asked to determine if 

the statements were false, probably false, probably true, or true. If the participant could not 
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decide, they were to mark I do not know. Each correct answer received two points and each 

correct probably answer received one point awarding partial credit.  Incorrect answers and those 

marked “I don’t know” did not receive points. The max score for the tool is 50 points. An 

increase in score from the baseline to the post-tour implies an increase in knowledge regarding 

dementia.  

 Annear et al. (2017, p. 8) reported that confirmatory actor analysis using internal 

consistency, Spearman Correlation, and Kruskal-Wallis ANOVA findings showed acceptable 

correlation without redundancy, and good discrimination between cohorts or respondents with 

different education and knowledge levels. The DKAS was used with permission from the 

Wicking Dementia Research and Education Centre at the University of Tasmania (Appendix Q).   

 Pre- and Post-Tour Survey. The pre- and post-tour surveys are part of the patented 

VDT tour and could not be modified. The pre-tour survey tool each asks participant a few simple 

questions regarding their current state (Appendix R). The pre-tour survey consists of three yes 

and no questions including does the participant feel capable of performing simple tasks, are they 

relaxed, and do they believe dementia patients received the care they need. The fourth question 

has the participants identify certain behaviors they have recently experienced prior to the tour. 

The post-tour survey asks the same question allowing for comparison to the pre- but also allows 

the participants to share how this experience would change their practice (Appendix S). 
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 Dementia Attitude Scale. The DAS (Appendix T) is a validated, evidenced-based tool that 

measures affective, behavioral, and attitudes towards patients diagnosed with dementia (O’Conner & 

McFadden, 2010). Participants completed a 20-item Likert scale survey rating their agreement towards 

each statement using 1 = strongly disagree and 7 = strongly agree. A variety of comfort questions were 

asked such as “I am confident to work with dementia patients”, “I am afraid to be around dementia 

patients”, and “I feel relaxed around people with dementia”. O’Conner and McFadden performed a 

confirmatory factor analysis against five other attitude scales using Cronbach’s alpha, one-way ANOVA, 

and Pearson correlations to prove validity and reliability. This tool was used with permission from their 

author O’Conner and McFadden (Appendix U).  

 Post-Course Evaluation. Lastly, the post-course evaluation designed by the principal 

investigator assessed the participants’ overall experience with the VTD. To allow participants an 

opportunity to absorb and reflect upon their experience, as well as an opportunity to review and 

use the pocket cards, this survey was not immediately available to the participants at the time of 

the tour.  The survey was attached to the online learning platform and issued three weeks post-

tour.  The first section of the post-course survey used consisted of a  5-point Likert scale to rate 

their experience and queried feedback regarding the IDEA! Strategy pocket cards. The survey 

also offered the participant an opportunity to narrate their experiences with the VDT  (Appendix 

V).  

Data Collection Process 

 Upon arrival to the tour, each participant signed the attendance roster for the program and 

received an invitation to participate in the DNP project. When the participant agreed to 

participate, they received a randomly numbered manilla folder containing the liability release 

form required by Second Wind Dreams and surveys. The left side of the folder contained the 

paper pre-tour demographics form, DKAS, and DAS. The right folder contained the paper post-
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tour DKAS and DAS. The forms were stapled in the folders to ensure each participants results 

stay together decreasing the chance of error of mixing results. Results were uploaded into 

Statistical Package for the Social Sciences (SPSS) for analysis using the random folder number 

as the identifying variable. Once the participant received credit in TMS for attending, they 

completed an online post-tour survey. The results were electronically generated without any 

identifying markers.  

Proposed Data Analysis Plan 

 IBM SPSS version 26 was used to analyze the data by performing frequencies, 

descriptive, and correlating formulas. 

Storage and Security of Data 

 The sign in roster and hold harmless forms are the only identifying forms and were 

property of the facility and stored in the facility Education Services. The principal investigator 

did not keep any identifying information, only the randomized numbers. The data created by the 

demographics, DKAS, pre-and post-tour surveys in SPSS data was saved on the principal 

investigator’s personal laptop using both file encryption and software password. Paper copies of 

the training material, surveys, and SPSS will be held in the office of Eastern Kentucky 

University Doctor of Nursing Practice Program Coordinator, Dr. Molly Bradshaw, DNP, APRN, 

FNP-BD, WHNP-BC located at 521 Lancaster Avenue, Office: Rowlett 214, Richmond, 

Kentucky 40475. 

Anticipated Implementation Barriers/Facilitators 

Barriers 

Nursing shortages and staffing issues were anticipated challenges when attempting to 

register staff for training. The facility offers inpatient and outpatient services including 
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emergency care, inpatient care, primary and specialty care offices, mental health services, 

physical and occupational therapy, radiology, pharmacy in addition to other services. For 

frontline staff to attend training, staff will need to be relieved of their duties for approximately an 

hour. The need for coverage may limit bedside staff ability to attend the program.  

Space may be an additional barrier. Four independent staging areas are needed in 

proximity and preferably with the ability to mimic a patient room to host the event to the 

expectations set forth by Second Wind Dreams. Space in the education department of the facility 

was limited and availability varied.  

Facilitators 

 To provide the full impact of the program, the participant has time in the simulation both 

alone and paired with another participant. Since Veterans with dementia are encountered in all 

areas of the facility, the program was offered to different service lines and disciplines. 

Recognizing the challenge of registering multiple bedside staff at a single time, the mixture of 

different disciplines allowed more participation and pairing.  

Timeline, Resources, and Budget 

Timeline 

 This project was completed during June of 2022. Registration for the VDT was posted 

one to two weeks in advance. Participants completed surveys at the time of the event. Findings 

were analyzed by the principal investigator and reviewed with facility stakeholders and EKU 

DNP Chairs in July 2022.  

Resources 

 Resources for this project included (1) the VDT program, (2) physical location to host the 

program, (3) surveys, and (4) staff to both host and attend the program. 
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Budget 

 The annual licensing fee for the VDT is $210, which was funded by the facility (G. 

Sprigler, personal communication, January 26, 2022). The copies of the VDT required forms 

were printed at Education Service expense being they were required by the proprietary owner. 

The remainder pre- and post-surveys and pocket cards cost approximately $100 for materials and 

ink. Staff facilitating and attending the program received their routine salaries and the program 

was conducted during regular business hours.  

Feasibility for Sustainability 

 The Virtual Dementia Tour can be a feasible learning opportunity offered by the facility 

despite anticipated challenges. Training space can be a challenge in the facility. The tour requires 

the simultaneous use of four rooms in proximity per Second Wind Dreams requirements. Ideally, 

the rooms would be requested and approved at the beginning of the fiscal year when planning the 

Education Service annual offerings. To offer the maximum impact during the tour, participants 

should be paired with one other participant. Ongoing staffing challenges could impact the ability 

to offer the program. Effective communication, pre-planning, and frequent advertisement may 

help sustain the program.   

 There may be potential to expand the VDT to staff outside of the main facility campus.  

The Chief of Geriatrics and Extended care has asked the education team to explore possibilities 

of offering it to the ambulatory clinics which house primary and mental health practitioners and 

staff.  Additionally, the Chair of Research and Development has expressed interest in evaluating 

the impact at our facility.  If ongoing evidence suggests a significant increase in staff knowledge 

and decrease number of dementia-related BRTs, grants can be explored to expand the VDT to 

other facilities within the region and throughout the US.  
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Results 

 Four questions were formulated to determine the effectiveness VDT had on knowledge, 

empathy, attitudes, and awareness that disruptive behaviors may be a means of communication 

within two months of participating. Questions included: 

1. Is there a statistically significant difference in the participants’ knowledge of   

Alzheimer’s disease and related dementias (ADRD) after participating in the VDT 

compared to before? 

 2. Is there a significant difference in participants’ feelings, attitudes, and actions after  

                 participating in the VDT compared to before? 

 3. Is there a relationship between participating in the VDT and increased empathy and  

               attitudes when interacting with Veterans with dementia? 

 4. Is there a relationship between participating in the VDT and an increase in staff’s  

                awareness that behaviors, including disruptive, may be a means of communication for   

                Veterans with dementia? 

 Data analysis was computed using IBM SPSS Statistics software version 26.0.  All 

participants (N=33) of the VDT volunteered to participate in the DNP project. Participants 

completed the forms with a 100% response rate.  

Demographics 

 Each participant completed the 8-item demographic questionnaire to understand the 

population, healthcare role, educational experience, experience with dementia, and utilization of 

disruptive BRT (see Appendix O). The information was examined utilizing frequencies (see 

Table 1). The Majority of participants were female, 50-59 years of age, and nurses. Other 

disciplines included chaplaincy, dietary, nutrition, research, and the Whole Health partners. With 
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the majority having more than five years of experience. The frequency of caring for dementia 

patients are evenly distributed between never and very often.  Fifty percent of the participants 

have received dementia-specific training and 27.3% of the participants have called BRTs, with 

three staff members activating the team greater than five times. 

Table 1.  

Dementia-related Experiences of Participants  

 

Characteristics N=33 % 

How often do you work with dementia patients?   

    Never 5 15.2 

    Seldom 12 36.4 

    Often 8 24.2 

    Very Often 8 24.2 

Have you received previous dementia training?   

    Yes 17 51.5 

     No 16 48.5 

Have you called a Behavior Response Team?   

    Yes 9 27.3 

     No 24 72.7 

If yes, how many times have you called a Behavior 

Response Team?  

 

    Just Once 4 44.4 

    2-5 times 2 22.2 

    more than 5 times 3 33.3 

 

Dementia Knowledge Assessment Scale 

 The DKAS is a 25-item knowledge assessment in which the participants mark false, 

probably false, probably true, true, or I do not know to facts related to Alzheimer’s disease and 

related dementias (Annear et al, 2017).  The pre-tour DKAS and post-tour sums were calculated 

and compared.  
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Findings 

 A paired-sample t-test indicated the scores were significantly higher for the post-tour 

DKAS (M = 27.51; SD = 7.68) than for the pre-tour DKAS (M = 35.12; SD = 7.89), t(32) = -

6.045, p < .001, and d = 0.969)  suggesting the VDT effectively impacted the knowledge scores.  

Figure 1 shows the right shift in scores from pre-tour DKAS assessment to post.  

Figure 1 

 

 

 

 

 

 

 

 

 

Virtual Dementia Tour Pre- and Post-Tour Surveys 

 Second Wind Dreams requests that all participants complete a proprietary designed pre- 

and post-tour self-reflection survey immediately before and after the tour (Second Wind Dreams, 

2019). The pre- and post-tour surveys are comprised of two sections with binomial responses of 

yes or no. The first section asked about the participant’s current state. The second assessed if the 

participant was experiencing characteristic consistent with DSM-5 dementia characteristics:  

pacing, negative thoughts about yourself, talked to self, following others, searching for lost 

items, difficulty following directions or none of the above (Cloak & Khalili, 2022).  

 Given the response options to the survey were binominal, a McNemar Test was 

performed to determine if there was a statistically significant difference in the before and after 



DEMENTIA SIMULATION                                                                                                         43 

VDT responses. All assumptions to perform the test were met including 1) dichotomous variable 

and two related groups, 2) groups are mutually exclusive, and 3) the sample was random (Laerd 

Statistics, 2018).  

Findings 

 McNemar’s Test verifies there was a statistically significant difference in participants’ 

feelings, attitudes, and self-reported experiences of characteristics commonly seen in dementia 

after the VDT simulation (see Figure 2).   

Figure 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: McNemar Test was performed with binominal distribution.  

Exact Sig. (2-sided), 95% confidence level, p<0.05. 

Written Comments from Post-Tour Survey 

 The pre-tour and post-tour surveys created by Second Wind Dreams allowed the 

participants to have a real time comparison of what they were feeling and experiencing before, 

during, and after the tour. The VDT post-tour assessment elicited qualitative feedback on 

anticipated change of practice after attending the tour. Responses were grouped using a thematic 
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approach. Participants mentioned they should be more aware of the challenges Veterans with 

dementia may be facing and be more cognizant of their actions and the meaning behind their 

actions while trying to identify the purpose behind their behavior. Using more patience, having 

more empathy, and be more compassionate were also frequently identified as things healthcare 

staff can do differently when engaging with Veterans who are diagnosed with dementia. One 

respondent wrote, “I will remember how lonely I felt.” 

Dementia Attitude Scale  

 All participants voluntarily completed the pre- and post-tour Dementia Attitude Scale 

identifying changes in empathy and attitudes towards patients with dementia (O’Conner & 

McFadden 2010). Each participant ranked their agreement to statements on a scale from 1= 

strongly disagree to 7 = strongly agree. Two variables were created with values ranging from 1-7 

correlating with the responses to each statement. Items 2, 6, 8, and 16 were reverse coded in both 

variables to align with the positive direction Likert scale mimicking the technique in O’Conner 

and McFadden, 2010.  

 Kendall’s Tau-b rank-order correlation was chosen for this analysis due to the small 

sample size and ordinal characteristics of the survey. This correlation examined the relationship 

between attitudes and empathy towards Veterans with dementia before participating in the VDT 

and after. Both variables met Kendall’s Tau-b assumptions of 1) being ordinal and 2) follows a 

monotonic relationship (Laerd Statistics, 2018).  

Findings 

 There was a significant and positive correlation with p < 0.05 in 24 of 25 items with a 

Cronbach’s alpha of .754 verifying the reliability of the findings (see Table 3).  The findings 

conclude the Virtual Dementia Tour is an effective tool to enhance empathy and attitudes 
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towards Veterans with dementia. Kendall’s Tau-b = .53 (p< .001) on item 20 signified a 

significant increase in recognition of behaviors, including disruptive, as forms of communication 

for Veterans with dementia.  

Table 3 

 Correlation Between Dementia Attitude Scale Pre-tour and Post-tour Results  

Dementia Attitude Scale survey items Ϯ p 

 1.  It is rewarding to collaborate with people who have ADRD. .44** .004 

 2.  I am afraid of people with ADRD. a .49** .001 

 3.  People with ADRD can be creative.  .50** .001 

 4.  I feel confident around people with ADRD.  .58** .000 

 5.  I am comfortable touching people with ADRD.  .59** .000 

 6.  I feel uncomfortable being around people with ADRD. a .33* .022 

 7.  Every person with ADRD has unique needs.  .62** .000 

 8.  I am not familiar with ADRD. a .31* .027 

 9.  I would avoid an agitated person with ADRD.  .18 .222 

10.  People with ADRD like having familiar things nearby.  .35* .027 

11.  It is important to know the past history of people with ADRD.  .65** .000 

12.  It is possible to enjoy interacting with people with ADRD.  .37* .022 

13.  I feel relaxed around people with ADRD.  .45** .003 

14.  People with ADRD can enjoy life.  .53** .000 

15.  People with ADRD can feel when others are kind to them.  .54** .001 

16.  I feel frustrated because I do not know how to help people with   

       ADRD.a 

.57** .000 

17.  I cannot imagine taking care of someone with ADRD.a .57** .000 

18.  I admire the coping skills of people with ADRD.  .36* .020 

19.  We can do a lot now to improve the lives of people with ADRD.  .34* .030 

20.  Difficult behaviors may be a form of communication for people with  

       ADRD.  

.53** .001 

Note: ADRD = Alzheimer’s Disease and Related Dementias 
 an Items score was reverse coded. 

Ϯ = Kendall’s Tau-b test. 

p = significance level 

**. Correlation is significant (p) at the 0.01 level (2-tailed) 

*. Correlation is significant (p) at the 0.05 level (2-tailed) 

Cronbach’s α = .754 

Post-Course Evaluation 

The post-course evaluation assessed the participants’ overall experience with the VTD. 

To allow participants an opportunity to absorb and reflect upon their experience, as well as an 
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opportunity to review and use the pocket cards, this survey was not immediately available to the 

participants at the time of the tour.  The survey was attached to the online learning platform and 

issued three weeks post-tour.  The first section of the post-course survey consisted of a  5-point 

Likert scale to rate their experience and queried feedback regarding the IDEA! Strategy pocket 

cards. The survey also offered the participant an opportunity to narrate their experiences with the 

VDT.   

Findings 

 Twenty participants completed the post-course evaluation (see Table 4). Not all 

participants responded to the survey.  This is an expected finding since the survey is attached to 

an electronic learning platform and not available on paper at the time of the tour as mentioned 

above.   

Table 4 

Post-Course Evaluation of the Virtual Dementia Tour 

Statements Agree/Strongly Agree 

I found the VDT pertinent to my role.  89.4% 

I will modify my practice based upon what I have learned from the VDT 94.4% 

I feel more confident taking care of a patient with dementia since   

     attending the Virtual Dementia Tour. 

100.0% 

I have a better understanding of dementia following this training. 100.0% 

I would recommend the Virtual Dementia Tour to others. 100.0% 

I found the IDEA! Pocket cards beneficial to have. 78.9% 

I have referred the IDEA! pocket card since attending training. 50.0% 

Written Comments from Post-Course Evaluation 

 Participants were given an opportunity to narrate their overall experience with the VDT.  

100% of the comments were positive in nature.  Some of the comments included were, 

“Profound experience! Completely changed my perspective,” “Very enlightening and corrected 

many misconceptions,” “One of the most beneficial trainings that I have ever had.” 
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Discussion 

   Simulation can create a safe effective learning environment allowing healthcare staff to 

improve their knowledge, empathy, and attitudes as demonstrated with the VDT (Levette-Jones, 

2019). The participants’ DKAS scores improved 24.3% after the experience and debriefing. It 

allowed the participants to assume the role of the patient and immerse themselves into the world 

of dementia which modified feelings and emotions as evidenced by the VDT post-tour survey 

with a statistically significant increase in dementia-related characteristics not present prior to the 

experience (Levette-Jones et al., 2019; Slater et al., 2019; Solecki et al., 2021). Consistent with 

the literature, this experiential simulation enhanced empathy, attitudes, and helped staff 

recognize that behaviors may be more than actions.  The behaviors exhibited may be a form of 

communication in the world of a Veteran with dementia (Cloak & Khalili, 2022).  

Limitations 

 The population consisted of a convenience sample. Low participation and limited offerings of the 

VDT limited the impact of change. The program offered training opportunities for 64 staff members, only 

33 participated (51.5%). The low participation rate was a result of staffing challenges in the facility which 

limited the ability for managers to relieve staff from their patient duties. And, the VDT was only offered 

during day shift hours and not available to night shift employees. Cloak and Khalili (2022) report 

sundowners, a frequent enhanced agitation dementia behavior, occurs during early evening into night 

hours.  Therefore, night shift staff could benefit from the VDT training. To rectify these limitations in the 

future, the VDT would need to be offered on an ongoing monthly or quarterly basis across different shifts. 

Data on the BRTs can then be reviewed to assess for impact. 
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Implications 

Clinical Practice 

 The evidenced-based DNP project has not only enhanced participants dementia-related 

knowledge, empathy, and attitudes, it has also been a gateway to other interprofessional 

discussions on ways to improve dementia-related care throughout the facility. The Chief of 

Geriatrics and Extended Care approved of the training and strongly encourages her staff to attend 

future offerings. Additionally, the Chief inquired the feasibility of being able to offer this 

program to the facility’s outlying ambulatory care facilities where primary and mental health 

care is provided. The social workers who attended verbalized their opinion that the civilian care 

givers who provide care to their Veteran family members or participate in the VHA caregiver 

support program could benefit from this training.  

 While in the debriefing, the police officer who attended recognized and appreciated the 

implications this training can have on the police staff who respond to BRT calls. He has strongly 

encouraged his team to attend an offering when available. In discussion regarding the police 

involvement with Veterans with dementia experiencing BPDS, the police were not aware the 

facility had a Dementia Steering Committee. A representative of the police force has since been 

invited and accepted as a member of the Dementia Steering Committee as a representative. 

Education Service is also newly invited to the committee.  

 Information regarding the need for dementia training, handouts, and VDT assessment 

tools were shared with a Transitions to Practice (TTP) group within the facility. Their interest 

and devotion to improving Veteran dementia-related care has grown. For their evidenced-based 

project required for graduation, the team chose to focus their efforts on improving bedside staff 

communication regarding Veterans’ dementia diagnoses, things they prefer to do, what triggers 
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BPDS, and what things help de-escalate when behaviors occur. The TTP group presented their 

project to the facility Executive Leadership Team and inpatient managers. They have been 

approved to launch a pilot project utilizing the dementia communication tool assessing the 

impact on Veterans’ care and need for BRTs.  

Policy 

 Currently, members of the BRT attend four trainings on the prevention and management 

of disruptive behaviors. These classes teach staff from all disciplines how to effectively utilize 

interpersonal communication skills when encountering an agitated person, methods, and 

techniques of de-escalation of disruptive behaviors, how to evade being detained by a Veteran, 

and how to detain Veterans if the situation presents. There is not a requirement for the BRT 

members to receive dementia-related training. The VDT proves to be a valuable effective tool for 

improving knowledge, empathy, attitudes, as well as enhancing understanding that the disruptive 

behaviors may have underlying meaning and to look beyond the behavior to better understand 

the needs of the Veteran. It may benefit the facility to add dementia-specific training, such as the 

VDT, as a requirement in the BRT policy. 

Safety/quality 

 Dementia training can lead to more empathetic, compassionate care towards Veterans 

with dementia (Chau et al., 2021; Levette-Jones et al., 2019; Slater et al., 2019; Solecki et al., 

2021). Staff are equipped with more knowledge and a better understanding of this challenging 

disease. The VDT trains staff to explore potential rationales for BPDS, to interpret the true root 

of the actions, including looking at their own potential behaviors and reactions. Feast et al. 

(2020) suggests that dementia training is just one piece of a multi-modal approach to improving 

care for Veterans with dementia. Dementia training can offer staff a better understanding of 
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Veterans behaviors which may reduce episodes of BPDS and limit interventions such as 

antipsychotic medications, chemical or physical restraints, BRT calls, and reduce the risk of 

injury to staff and patients.  

Education 

 The VDT is a unique educational simulation that engaged staff in a variety of ways by 

enhancing their senses, engaging their emotional responses, and immersing them in an open-

discussion debriefing allowing them to share their experiences with other participants. Consistent 

with Knowles Adult Learning Theory (1984), this learning event excited interest amongst staff 

and generated quality reflective discussions about patients they have encountered in the past and 

brainstorm how they may interact differently in the future. Participants have voiced their 

willingness to encourage others to attend. The VDT will continue to be offered and possibly 

extended beyond inpatient staff.  

Sustainability 

Costs 

 The VDT is an affordable proprietary product with an annual renewal cost of $210 

allowing unlimited number of participants. Future costs associated with the tour include 

additional facilitator training when needed; per Second Wind Dreams, only a trained VDT 

facilitator can host debriefing sessions. Staff will continue to earn their salary while attending the 

training event; however, it should be counted as productivity for it is training. 

Resources 

 To train by the guidance of Second Wind Dreams, four training spaces in proximity are 

needed to conduct the training in the prescribed manner including an area that can model a living 

area/bedroom. This can be challenging given limited dedicated training space. However, with 
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pre-planning, communication with other services, and creativity this should be feasible. Grants 

for additional training space may also be a possibility. 

Staffing 

 Staffing will continue to present challenges to attendance and is not unique to the host 

facility given the challenges in healthcare across the nation. Acknowledging that Veterans with 

dementia are encountered by all healthcare disciplines, opening registration to all staff will 

ensure a wider pool of participants.  

Future Scholarship 

 Currently, this facility is the only Veterans hospital in the region that has offered the 

Virtual Dementia Tour for dementia-related training. The Chair of the facility’s Research and 

Development has expressed interest in assisting with writing a grant proposal to expand this 

study to other facilities in the region; and if effective, the remainder of the facilities nationwide.  

 Dissemination of the findings include a virtual presentation to the DNP committee at 

Eastern Kentucky University, virtually presented to the host facility Dementia Steering 

Committee this fall, and a poster presentation at Research Louisville in September 2022. 

Publication of findings will be considered in the future. 

Conclusion 

 The evidence in this DNP project concludes the VDT as an effective, impactful training 

tool for dementia-related care and this investigator recommends continued frequent offerings for 

all shifts. This project has demonstrated both statistically significant and clinically significant 

increases staff’s knowledge of dementia; and improved empathy, attitudes, and awareness about 

behaviors associated with disease including disruptive behaviors.  This unique learning 

simulation has offered staff a glimpse into the daily life of someone with severe dementia and 
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allowed the opportunity to experience it first-hand by walking in the shoes.  This relatable 

experience promoted staff’s ability to provide meaningful, compassionate dementia-related care 

for our Veterans.   
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Appendix A 

Hierarchy Table of Evidence 

Melnyk 

Scale 

Evidence 1 

Levette-Jones 

(2019) 

Evidence 2 

Chau 

(2021) 

 

Evidence 3 

Solecki 

(2021) 

Evidence 4 

Peng 

(2021) 
 

 

Evidence 5 

Campbell 

(2021) 
 

Evidence 6 

Slater 

(2019) 
 

Level I X X     

Level II       

Level III   X X   

Level IV       

Level V       

Level VI     X X 

Level VII       

 

Intervention Table 

Intervention / 

Impact from 

Virtual Dementia 

Tour 

Evidence 1 

Levette-Jones 

(2019) 

Evidence 2 

Chau 

(2021) 

Evidence 3 

Solecki 

(2021) 

Evidence 4 

Peng 

(2021) 
 

 

Evidence 5 

Campbell 

(2021) 

Evidence 6 

Slater 

(2019) 

Increases Empathy X X X X X X 

Increases 

understanding 

disease process 

X  X X X X 

Improves attitudes X  X X X X 

Increases 

awareness of daily 

challenges 

  X X X X 

Contribute to 

change in practice 
X X X X X X 
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Appendix B 

Summary of Evidence Table 

 

Evidence 1  
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Evidence 2 
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Evidence 3 
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Evidence 4 
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Evidence 5   
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 Evidence 6 
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Appendix C 

Statement of Mutual Agreement 
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Appendix D 

 

PDSA Cycle Framework 
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Appendix E 

Hold Harmless Statement 
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Appendix F 

Permission to use VDT 
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Appendix G 

Informed Consent Cover Letter for Non-Research Activity 

Participant,  

 You are being invited to participate in a Doctorate in Nursing Practice (DNP) project to 

examine if participating in the Virtual Dementia Tour (VDT), which is an evidence-based virtual 

simulation experience, will 1) improve staff’s knowledge of dementia; 2) enhance staff’s 

empathy and attitudes when interacting with dementia patients; 3) recognize triggering behaviors 

that may lead to disruptive behaviors; and 4) decrease the number of disruptive behavior calls. 

The project is conducted by Brandy Wardrip, MSN, RN at Eastern Kentucky University (EKU). 

 Participants in this DNP project will be asked to complete a demographic and basic 

information questionnaire, Dementia Knowledge Assessment Scale, the Dementia Attitude 

Scale, pre-tour survey, post-tour survey, and program evaluation. Participation in the project is 

expected to take about an hour.  

 Your participation in this project is voluntary. You may participate in the VDT without 

participating in the project. You may opt out of the project at any time. Participants will be asked 

to put the first initial of their last name and the last four numbers of their social security number 

on both their pre and post surveys compare findings. 

 This project has been reviewed by medical center’s research department and has been 

found to be non-research, evidenced-based practice activity. EKU has deferred Institutional 

Review Board decision to the facility. If any you have any questions or concerns regarding this 

project, please contact Brandy Wardrip via email at brandy_wardrip1@mymail.eku.edu. For 

questions regarding your rights as a participant, contact Division of Sponsored Programs at 

Eastern Kentucky University by calling 859-622-3636. 
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Appendix H 

Virtual Dementia Tour General Information 
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Appendix I 

Virtual Dementia Tour Tasks 
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Appendix J 

Star-VA Handouts 

 

 

 



DEMENTIA SIMULATION                                                                                                         74 

 

  



DEMENTIA SIMULATION                                                                                                         75 

  



DEMENTIA SIMULATION                                                                                                         76 

Appendix K 

IDEA! Strategy Caregiver Tip Sheet  
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Appendix L 

IDEA! Strategy Pocket Card 
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Appendix M 

Informational Flyer 
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Appendix N 

IRB & Ethical Review 
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Appendix O 

Participant Demographics Questionnaire 

Demographics  

What gender do you identify with? 1) Male 

2) Female 

3) Other 

Age 1) 20-29 

2) 30-39 

3) 40-49 

4) 50-59 

5) 60+ 

 

What is your healthcare role? 1) Nurse 

2) Nursing Assistant 

3) Health Technician 

4) MSA 

5) Physician, PA, NP 

6) Social Worker 

7) Psychologist 

8) Police 

9) Rehab (PT, OT) 

10) Respiratory Therapists 

11) Radiology Technician  

12) Other 

___________________________ 

How long have you been working the 

healthcare field? 

1) Less than 1 yr 

2) 2-3 years 

3) 4-5 years 

4) >5 years 

How often do you collaborate with patients 

diagnosed with dementia? 

1) Never 

2) Seldom 

3) Often 

4) Very Often 

Have you ever attended any dementia-specific 

training? 

1) Yes 

2) No 

Have you attended the Hand-in-Hand 

Dementia training? 

1) 0-1 

2) 2-3 

3) 4-5 

4) 6-9 

5) >10 

Have you ever had to activate a “Control 

Group” for a patient with dementia exhibiting 

disruptive behavior?      

Note: A “control group” is a disruptive behavior 

response call 

      1) No 

      2) Yes   

        Note:  MSA= Medical Support Assistant; NP= Nurse Practitioner; PA= Physician’s  

                   Assistant 
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Appendix P 

Dementia Knowledge Assessment Scale Survey & Scoring,  
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Appendix Q 

Permission to Use Dementia Knowledge Assessment Survey 
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Appendix R 

Virtual Dementia Tour Pre-Tour Survey 
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Appendix S 

Virtual Dementia Tour Post-Tour Survey 
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Appendix T 

Dementia Attitude Scale  
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Appendix U 

Permission to Use Dementia Attitude Scale 
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Appendix V 

Post Course Evaluation 
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