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LIST OF TERMINOLOGY 

Medication administration: The process of giving out medication, either orally or 

intravenously (Kim & De Jesus, 2021).  

Care facility: Facilities such as nursing, and residential homes that offer a variety of 

services such as rehabilitation, and nursing care that is continuous and trailoured for each 

individual based on their health, and personal needs (Kalideen et al., 2022).  

Polypharmacy: Taking five or more medications daily (Halli-Tierney et al., 2019).  

Caregiver: An individual who offers assistance with daily activities, provides care to the care 

recipient, and also assists with the general health and social needs of the care recipient 

(Schulz et al., 2016). Caregivers are classified into formal caregivers and informal 

caregivers. Formal caregivers are professionals in the heath care sector such as nurse 

assistants, and community healthcare workers (Ku et al., 2013). For the purpose of this 

Masters Dissertation, the term caregiver will be used when making reference to formal 

caregivers.  

Registered nurse: An individual that is qualified to practice nursing care independently and 

also account for the practice (Nursing Act, 2005).  

Patient tailored care: Care that is collaboratively tailored with the patient by prioritising the 

patient’s needs, beliefs, and culture (Bolton et al., 2020).  

Aspriration: Breathing in contents from the oral cavity or the stomach into the larynx or the 

lungs (Almirall et al., 2021). 
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Abstract 

Introduction: Provision of care to people with dementia is a rapidly growing field in 

healthcare. Challenges regarding medication administration to people with dementia have 

been reported in studies. While the literature identifies how some of the challenges are 

mitigated, there remains a notable gap in understanding how these challenges influence the 

experiences of the registered nurses and caregivers during this important task. Objectives: 

The main aim of the current study was to investigate and document the experiences of 

registered nurses and caregivers when they administer medication to people with dementia 

in a care facility in Johannesburg. Methodology: Using a qualitative phenomenological 

research design, purposive sampling was used to recruit eleven participants in a care facility 

for dementia in Johannesburg. Data collection took place in three phases: observations, 

semi-structured interviews, and focus groups. The collected data was then analysed using 

thematic analysis with an inductive approach. Results: Five themes emerged from the  

study: a) Cognitive decline b) Behavioural challenges c) Patient tailored care d) Training 

needs e) Different perspectives. The caregivers tailored their strategies to ensure continuity 

of medication administration to PWD, depending on their cognitive status and the behaviours 

they exhibited. Different training needs and perspectives were expressed by the caregivers. 

Lastly, the results show the different perspectives on providing care to people with dementia. 

Implications: The results show that caregivers will benefit from training workshops on how 

to understand and manage behaviours, and cognitive decline exhibited by people with 

dementia affecting medication administration. The need for support groups is evident as the 

caregivers require advice on the some of the challenges they face on care provision to 

people with dementia. The results also show the need for the development of Standard 

Operating Procedure (SOP) that caregivers can use to safely administer medication to 

people with dementia.   

Keywords: Dementia, medication, care facilities, cognitive decline, caregivers.  
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Chapter 1: Introduction 

Providing care to people with dementia (PWD) is a growing field in health care (Helgesen et 

al., 2020). Statistics by the World Health Organization [WHO] (2019) show that there are 

approximately fifty-five million people diagnosed with dementia worldwide. Statistics further 

show that about 60% of people diagnosed with dementia are from low as well as middle-

income countries (WHO, 2019). This is applicable to the South African context as it is listed 

as an upper-middle income country (Mncube & Kaulihowa, 2022). According to Global 

Burden of Diseases (2022), there were approximately 241 937 cases of dementia in South 

Africa in 2019. This is expected to increase to a number of 680 045 cases of dementia in 

2050 (Global Burden of Disease, 2022). 

Dementia or Major Neurocognitive Disorder (MND), is a medical condition characterized by a 

progressive decline in cognition that ultimately reduces the individual’s ability to carry out 

activities of daily living (ADLs) (Emmady, 2020).  For the purpose of the current study, the 

term dementia wil be used, reflecting its common use in medical literature and in the society. 

An individual with dementia may have difficulties with memory, eating, attention, language, 

orientation, and other cognitive skills such as executive functioning skills such as planning, 

self monitoring, organization, and time management (Arvanitakis & Bennett, 2019). As 

dementia progresses from mild to severe, the individual experiences difficulty with social 

interactions and independently completing of activities of daily living (ADL) (Adedeji et al., 

2022).  

The process of aging involves a gradual deterioration of physiological functions, which 

increases the risk of developing non-communicable diseases such as dementia (Xia et al., 

2018). For most individuals, old age is associated with a burden of health related problems 

which often impact the individual’s physical and social aspects of life (Ahmad-Zubaidi et al., 

2020). These difficulties may be debilitating, requiring the need for medically directed 

support, which can ultimately lead to admission to a care facility (Temedda et al., 2025). The 
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literature states that as people age, the likelihood of taking multiple medications increases 

(Ahmad Zubaidi et al., 2020). The common conditions prevalent in the elderly population 

include hypertension, diabetes, arthritis, and osteoporosis (Ahmad Zubaidi et al., 2020). In 

addition to taking medication for the chronic conditions listed, some elderly individuals also 

require vitamin supplements (Ahmad-Zubaidi et al., 2020). It is estimated that some PWD in 

care facilities consume about seven to ten tablets daily, with some of them taking up to 

twenty-two tablets (Sefidani-Forough et al., 2021). Polypharmacy is common in PWD as they 

have other chronic conditions that require medication (Özsürekci et al., 2022). It is important 

to ensure that PWD take their medication, with the correct dosage and at the correct time, 

and that the tablet is completely swallowed to ensure that the current functioning status of 

the individual is prolonged (Jennings, 2017).  

This research contributes to the existing literature on the experiences of the caregivers and 

registered nurses (RN) regarding medication administration and their overall perception of 

caregiving to PWD.  

 

1.2: Literature Review 

1.2.1 Dementia: Sub-types and Symptoms 

Dementia is a broad term that encompasses a variety of symptoms that are characterised by 

cognitive deterioration, with its subtypes named based on the underlying causes (Duong et 

al., 2017). Among the subtypes, Alzheimer’s dementia is the most common form. The type of 

dementia the individual presents with depends on the site of neuronal and connection 

damage in the brain (Coupe et al., 2019). Dementia is acquired and the likelihood of being 

diagnosed with this condition has been associated with factors such as genetic makeup, 

advancing age, and vascular disorder (Coupe et al., 2019). Dementia results in various 

changes to the brain. One of the changes is cortical atrophy, which leads to loss of neurons 

and damage to the connections (Coupe et al., 2019). Individuals diagnosed with dementia 
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experience progressive, and gradual changes that affect how they complete ADL, their 

behaviour, and cognition. Table 1 shows the different stages of dementia and the associated 

symptoms as the condition progresses. The clinical signs of dementia vary from one 

individual to another and the cognitive fallouts associated with dementia result in language 

impairment, apraxia, behavioural difficulties, loss of memory, motor (fine and gross) 

challenges, agnosia, swallowing difficulties, as well as executive function difficulties (Hildreth 

& Church, 2015).  

 

Table 1:  

Different stages of dementia and the associated symptoms (Duong et al., 2017). 

Dementia stage Examples of symptoms associated with the stage of dementia 

Mild dementia. i) Memory problems e.g. anomia. 

ii) Difficulties carrying out ADL. 

iii) Executive function difficulties. 

Moderate 

dementia. 

i) Agitation. 

ii) Refusing to do some ADL. 

iii) Severe memory problems. 

iv) Personality and behavioural problems. 

v) Incontinence.  

Severe dementia. i) Difficulties engaging in coversations. 

ii) Declining mobility and swallowing abilities. 

iii) Increased risk for opportunistic illnesses. 

 

Behavioural difficulties are one of the most common changes in PWD, especially in the late 

stages (Jung et al., 2021). The most frequent changes in PWD include hallucinations, 

aggression, sleep disorders, delusions, wandering, agitation, incontinence, and vocalisations 
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(Jung et al., 2021). Eating problems have also been associated with behavioural difficulties 

resulting from dementia. The eating problems that some PWD may present with include 

leaving food unfinished, hunger, and eating non-food objects (Fostinelli et al., 2020). Other 

behavioural difficulties are restlessness and walking around during mealtimes, and 

personality changes which alters the attitude PWD have towards meals (Fostinelli et al., 

2020). There is limited research on how behavioural difficulties such as aggression affect 

medication intake among PWD globally (Lim & Sharmeen, 2018). The present study 

provides insights into this gap. 

Communication is another factor that is affected in PWD. Dementia can cause damage to 

the areas in the brain that are responsible for language such as Wernicke’s or Broca’s area 

and result in aphasia (Krein et al., 2019).  

It was also found that some PWD had to be reminded to swallow their tablets in their mouths 

due to reduced oral sensitivity (Richardson et al., 2020). Reduced oral sensitivity results in 

not being able to feel when there is something on their tongue and diminished taste. For 

individuals with reduced oral sensitivity, the RNs giving out the tablets has to remind them to 

swallow their medication as it can remain unswallowed and the medication not taken as 

prescribed (Richardson et al., 2020). This is another aspect that is affected in the population 

with dementia, more especially taste (Richardson et al., 2020). This is due to the areas of 

the brain responsible for taste being affected.  

1.2.2 Burden of dementia 

Dementia imposes a significant impact on the individuals, family members, and society. This 

impact extends beyond medical problems to social and economic burdens (Szpryngel, 

2023). The social impact of dementia is profound and can be felt by both individual and the 

society. The deterioration in cognition leads to behavioural and emotional changes, which 

ultimately causes a decline in the quality of life of the individual and increases caregiver 

burden (Szpryngel, 2023). PWD often experience stigma, social isolation, and feeling 
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unsupported. These factors result in less participation in hobbies and social activities, further 

exacerbating disconnection from the society (Szpryngel, 2023). Moreover, the emotional toll 

on caregivers of PWD is significant, with depression; feeling overwhelmed; and frustration 

being more common.  

The increase in dependence on caregivers for assistance results in decreased productivity 

for both PWD and their caregivers. This has financial implications due to job loss, reduced 

income, and the increased costs of healthcare (Szpryngel, 2023).  

 

1.2.3 Swallowing in dementia 

Challenges with swallowing and the need for assisted feeding become more apparent as the 

dementia progresses (Payne & Morley, 2018). Dysphagia signs that may be present at the 

early to moderate stage of dementia include a decline in lingual movement, anterior spillage, 

pocketing food along the buccinator muscles, oral residue, delayed pharyngeal swallow, 

inability to clear the pharynx, challenges with opening of the upper oesophageal sphincter, or 

aspiration (Winblad et al., 2016). Dysphagia signs such as pocketing food and oral residue 

may lead to complications such as dehydration, and malnutrition as the individual takes                                         

reduced amounts of food and water while aspiration may lead to aspiration pneumonia 

(Winblad et al.,2016). PWD may also present with neurocognitive fallouts including 

swallowing apraxia and oral agnosia (Murphy et al., 2017). Swallowing apraxia is a 

dysfunction that occurs in the oral phase of swallowing caused by discoordination of the 

lingual, labial, and mandible movements (Yun et al., 2019). The end stage of dementia is 

characterised by oral agnosia (Gupta, & Mamidi, 2020), where the individual with dementia 

has difficulties with recognising food, and liquids in the oral cavity (Perrotta, 2020).  

Payne and Morley (2018) conducted a study looking at the presence of eating challenges in 

seventy-three patients with dementia from an institution. Four different results of eating 

challenges were identified. At the end stage of dementia, 24% of patients ate independently 
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with supervision while 18% were assisted with eating. Regarding the rest of the patients, 

26% refused to eat while 32% choked when eating. Some of the common deficits seen with 

eating behaviours included refusing food, swallowing apraxia, food pocketing, swallowing big 

portions, inability to recognize food, eating quickly, spitting food, swallowing without chewing 

food, and a delay in the trigger of swallow (Payne & Morley, 2018). Eating is a process that 

requires an individual to be cognitively aware, with the ability to recognize food, followed by 

the action of taking the food, planning, and executing the skills required (Rogus-Pulia et 

al.,2015). However, as noted; some of these processes are affected in an individual with 

dementia as they have impaired orientation, attention, recognition abilities, executive 

functioning, and apraxia (Rogus-Pulia et al.,2015).  

 

1.2.4 Professionals responsible for medication administration  

Medication administration is a process where a trained professional gives out medication 

through an injection, or oral intake (Sefidani-Forough et al., 2021). This process involves six 

steps: prescription, transcription, medication dispensation, preparation of the medication, 

administration, and documentation of side effects (if any) (Carayon et al., 2014).  

In healthcare setting, RNs play an essential role in ensuring safe medication administration 

as part of their wide responsibilities. According to Brandburg (2012), RN have various roles, 

including educating, caregiving, healing, advocating, and coordinating care. As healers, RNs 

help the residents cope with or overcome illness as well as maintaining quality of life. In their 

caregiver role, RNs help the residents with their ADL. Additionally, RNs educate residents 

about their health and coordinate services from other professionals as needed (Brandburg, 

2012).  

The Nursing Act (2005) stipulates that the South African Nursing Council (SANC) may 

authorise RNs, enrolled nurses, and midwives to conduct assessments, diagnose, and 

prescribe medication. During medication administration in care facilities, RNs are required to 
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prepare the medication trolley by first ensuring that it is clean followed by putting the record 

for medication that will be administered to the residents in the trolley. The RNs then have to 

locate the residents within the care facility, get the medication from the medication trolley, 

prepare the resident to take medication, administer the medication, and document that 

medication was administered (Qian et al., 2018).  

In contrast, caregivers have different responsibilities in care facilities. According to Ling and 

Song (2019), caregivers assist residents with ADL, meal preparation, and mobility. The 

importance of the role played by caregivers is evident in the care of PWD as highlighted by 

Lamotte et al. (2017). As cognitive abilities deteriorate, the involvement of the caregiver 

increases. Caregivers can be broadly classified into formal and informal caregivers. Oh et 

al., (2024) defines formal caregivers as individual that are medically trained and paid to 

provide care to those in need, whereas informal caregivers are unpaid individuls, typically 

family members, friends, relatives, and neighbours, who provide care.   

Care facilities differ in terms of the staff members who can administer medication to the 

residents. In most care facilities in South Africa, RNs are responsible for administering day to 

day medication and medical procedures that require training such as providing oxygen, and 

injecting insulin (Odberg et al., 2019). In some facilities, junior members such as nurse 

assistants can also be given the task by the RNs to administer medication to the residents. 

However, it is the responsibility of the RNs to ensure that the junior member is well trained 

and able to administer medication to the resident safely and properly (Odberg et al., 2019). 

Even though the medication administration task may be delegated to junior members, the 

accountability lies with the RNs.  

There are however care facilities where caregivers are delegated to administer medication to 

the residents (Solberg et al., 2022). The delegation only takes place when the caregiver has 

received training in administrating medication and approval from the care facility 

management. However, the care facility management is responsible for ensuring that the 
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healthcare professionals administer medication safely. This delegation occurs globally 

(Solberg et al., 2022). 

Given the important role played by the RNs and caregivers in administrating medication to 

PWD, it is important to examine their level of preparedness, confidence, and training needs 

in this context. This is supported by several studies highlighting that dementia carers have 

inadequate skills, and knowledge  

Given the above roles and responsibilities of RNs and caregivers, their experiences with 

these roles and responsibilities within the South African are not clearly documented. The 

current study thus captures how RNs and caregivers perceive one of their most important 

tasks, medication administration to PWD. 

1.2.5 Medication intake among PWD 

There is currently no cure for dementia; however, there is medication prescribed to manage 

the associated symptoms (Porter, 2019). It is important to consider the form of medication 

and how it is administered to PWD due to the cognitive, communicative, and behavioural 

challenges noted earlier (Sefidani-Forough et al., 2021). Various medication administration 

methods such as capsule opening or crushing tablets are widely used in care facilities that 

accommodate PWD to facilitate swallowing medication for those with swallowing difficulties 

(dysphagia) and medication adherence. If not done correctly, medication modifications have 

the potential to cause drug toxicity, detrimental effects such as heart attack, gastric irritation, 

or death (Sefidani Forough et al., 2021). Medication adherence refers to following a 

prescription based on the recommended dosage, time, and how often the medication should 

be taken (Cramer et al., 2008). Dispensing medication to PWD who have difficulties taking 

their medication, either due to behavioural or swallowing difficulties, is considered an area 

that is challenging due to time limitations and communication breakdowns between the 

person administering the medication and PWD (Sefidani Forough et al., 2021).  
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The relationship the RNs and the caregivers have with PWD has also been found to have an 

impact on medication adherence. It has been found that RNs and caregivers with good 

rapport with PWD (in the early stages) adhered to their medication. On the other hand, poor 

rapport with PWD led to poor medication adherence (Richardson et al., 2020). This was also 

seen in a study conducted in care facilities in London by Alsaeed et al. (2021). This study 

looked at ways of improving medication adherence as dementia progressed and 

recommended strategies that can be used by RNs and other professionals administering 

medication to PWD in care facilities. Building rapport and having a positive relationship with 

the residents was found to be an effective strategy that facilitated the process of medication 

administration in care facilities. In addition, familiarity with the individual residents assisted 

the RNs in detecting, monitoring, and communicating problems experienced by the residents 

to their doctors and relaying information back to the residents. However, this may not be the 

case with PWD in the end stages of dementia due to the significant cognitive decline as they 

may not be able to recognise individuals they know and have the cognitive capacity to 

understand the feedback (Coslett, 2018). This may result in PWD not wanting to take their 

medication.   

In contrast, a study conducted in Australia by Gillespie et al. (2015) looking at the barriers 

during the process of medication administration found that the relationship the caregivers 

had with PWD did not improve medication administration. According to Gillespie et al. 

(2015), caregivers of PWD observed that the gradual decline in cognitive skills resulted in 

the individuals not wanting to take all their medication as they perceived some of the 

medication not benefiting them. This raised concerns about some of the chronic conditions 

that are left untreated as PWD choose the medication they want to take. The caregivers 

looking after the individuals with advanced dementia were also faced with challenges as the 

residents appeared to have forgotten how the tablets were taken. Instead of swallowing the 

tablets, the individuals chewed or spat them out as they believed that the medication would 

kill or poison them (Gillespie et al., 2015). In ensuring medication administration, the 
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caregivers resorted to altering the formulation of tablets by crushing and putting them on the 

residents food. However, altering the formulation of medication by crushing the tablet or 

opening the capsule raised some concerns for some of the caregivers as they worried that 

changing the original formulation of the medication may prolong the rate at which it is 

absorbed. On the other hand, some caregivers were not cognisant of the potential problems 

of changing the original formulation of medication (Gillespie et al., 2015).   

Certain factors that were found as barriers and those that facilitate medication administration 

to PWD have been highlighted. However, these studies were not done in South Africa and 

thus it cannot be confirmed whether these barriers and facilitators are applicable to the 

South African context.  

Rogers et al. (2014) state that finding ways to administer medication effectively could 

improve the experience of caring for a person with dementia. This is important as giving 

medication is a challenge on its own and could prolong the time taken to do medication 

rounds. Accrording to McGrattan et al. (2017) various policies and research have highlighted 

the importance of improving medication administration for PWD. However, there is not 

enough evidence advising on how to accomplish this with people who have dementia. One 

of the studies highlighting the need to improve medication administration is a study by 

Gillespie et al. (2016). This study was conducted in Australia and was done to develop an 

information document to help caregivers better administer medication to PWD.  

PWD may experience changes in their medication regimen, including the potential addition 

of new medications temporarily or permanently, further complicating their their existing 

complex medication schedule. This may lead to some medication not being taken due to the 

amount of prescribed medication or as a result of preferences due to changes in their 

cognition.To deal with these challenges and ensure that all the prescribed medication is 

taken, the caregivers may resort to strategies such as persuading or placating the residents 

(Alsaeed et al., 2021). The caregivers also found that communicating with the resident’s 

doctors was very helpful as alternative forms of medication would be prescribed, thus 



 

11 | P a g e  
 

ensuring continuity of medication administration. In addition to these strategies, 

understanding and working around the resident’s mood was found to be of great assistance 

(Alsaeed et al., 2021). The caregivers highlighted that sitting down with the residents and 

explaining why they needed to take the tablets was important and thus very helpful. Another 

important factor to be cognisant of is the type of information given to residents with 

dementia, how that information is said to them, and the stage of dementia they are in 

(Alsaeed et al., 2021).  

The type of tablet formulation was another factor mentioned by the caregivers at the care 

facility. The features of medication formulations refer to the size, type, colour, quantity, 

shape, and taste of the prescribed medication (Alsaeed et al., 2021). A study conducted by 

Shariff et al. (2020) highlighted the impact of the different features of medication formulations 

on medication adherence as some PWD had preferences regarding the size, shape, coating, 

and colour of tablets they would take. The study also highlighted the challenges of the size 

of some tablets as PWD would not be able to feel the tablet in their mouth and therefore 

remain unswallowed. 

Although the RNs at the care facility mentioned medication formulation as an important 

facilitator of medication administration, a swallowing assessment was also seen as crucial as 

it would inform the RNs on the type of medication suitable for the individual and also ensure 

that it is received safely (Alsaeed et al., 2021). 

Given the difficulties and the risks associated with medication administration in PWD, 

including modifying the original form of medication and adherence difficulties, it is essential 

to assess the level of preparedness, confidence, and training needs of the RNs and 

caregivers who administer medication to PWD. Several studies (Smythe, et al., 2014; Turner 

et al., 2017) highlight this importance as they found that carers of PWD have inadequate 

skills and knowledge regarding dementia and its care.  
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1.2.6 Care facilities in South Africa 

Care facilities are designed to mimic a homely setting that is both conducive and safe 

(Cohen-Mansfield & Meschiany, 2022). Ideally, a care facility should have staff that includes 

a manager, administrative personnel, RN; caregivers, social workers, psychologists, speech 

therapists, audiologists, doctors; dieticians, pharmacists, general workers, and kitchen staff 

(Cohen-Mansfield & Meschiany, 2022).  

Care facilities are also known to be flexible in terms of the services they offer. There are 

units such as the hospice, which offer palliative care, and other units that cater to individuals 

who require assistance with their ADL (Cruz-Oliver et al., 2020).  

According to the mid-year population estimates of 2022, the elderly comprised 9,2% of 

South Africa’s population (STATSSA, 2022). The historical provision of care for the elderly in 

South Africa is different compared to other developed countries such as the United Kingdom. 

In South Africa, care was historically provided at home by family members (Lloyd-Sherlock, 

2019). However, things have changed as most people requiring assistance with ADL are 

now admitted to care facilities instead of receiving care at home from friends and family (Van 

Biljon & Roos, 2015 ).  

 

1.3 Rationale 

Medication administration is one of the most important and complex activities done in care 

facilities. Most of the existing literature has focused on the clinical aspects of medication 

administration such as adverse medication reactions, or modifying the dosage formulation in 

care facilities (Garratt et al., 2024). To date, there are no studies done to synthesize 

research on how RNs and caregivers perceive administering medication to PWD, especially 

in the presence of the challenges associated with dementia. There is a need for studies to 

investigate the experiences and perceptions of care facility workers regarding medication 

administration (Garrett et al., 2024). The current study served to contribute evidence to the 
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existing research gap. In doing so, the study considered various factors that impact 

medication administration that ultimately affect how medication administration is perceived. 

The initial step was to investigate the challenges arising during medication administration, 

and how the staff administrating medication dealt with the challenges. The challenges (if 

any) experienced with medication administration due to behavioural or swallowing changes 

will assist with creating awareness as well as bring in the relevant healthcare professionals 

such as speech therapists and/or the treating doctors to assess and also consider the 

presenting changes when prescribing medication to ensure continuity of medication 

administration (Alsaeed, 2018). The level of preparedness, confidence, and training needs of 

the RNs and caregivers were also considered, as competency also impacts how the RNs 

and caregivers would view medication administration. A systematic review conducted by 

Kang and Hur (2021) looking at the experiences of RNs when providing care to PWD found 

that the RNs inadequate knowledge and skill or helplessness hinders basic nursing care 

such as feeding or giving PWD medication. It has been documented that caregivers who are 

confident and have knowledge of dementia are able to manage the behavioural changes 

that come with dementia and thus provide high quality care (Gerritsen et al., 2019). 

Information on their level of preparedness and confidence will be used to advocate for 

continuous education and further training.  

Problem statement  

Understanding how RNs and caregivers experience medication rounds in the presence of 

the changes associated with dementia is crucial for the safety of PWD and for improving 

quality of care. The existing literature highlights the importance of medication intake in 

dementia as well as the challenges experienced by RNs and the caregivers during 

medication administration and how they overcome these challenges. Despite the increasing 

prevalence of dementia, there is limited research focusing on the perceptions of the RNs and 

caregivers in the context of medication administration. This qualitative study employed 

observations, semi-structured interviews, and focus groups with eleven caregivers from a 
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private care facility in Johannesburg over a period of two weeks. Insight on the RNs and 

caregivers experiences will benefit these professionals as the findings were used to 

advocate for further training and the development of guidelines for safe medication 

administration. PWD will also benefit as further training and the development of guidelines 

will improve quality of care and safety. 
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Chapter 2:  Methodology 

2.1 Research question 

What are the experiences of RNs and caregivers regarding administrating medication to 

PWD in a care facility in Johannesburg, South Africa?  

2.2 Main Aim 

To explore the experiences of RNs and caregivers during medication administration to PWD 

in a care facility in Johannesburg, South Africa.  

2.3 Sub-Aims  

I. To explore barriers experienced by the RNs and caregivers when administrating 

medication to PWD.  

II. To explore the strategies used by the RNs and caregivers to administer medication to 

PWD. 

III. To document the perspective of the RNs and caregivers on caregiving to PWD in 

terms of their training, confidence, and preparedness.  

 

2.4 Research Design  

The current study utilised a qualitative approach, with a descriptive phenomenology design. 

Qualitative research entails asking research participants’ questions about their experiences 

regarding certain things that occurred in their lives (Austin & Sutton, 2014). This type of 

research design allows the researcher to have a better understanding of what it feels like to 

be another person and further understand the investigated phenomenon as it is experienced 

by the individual participating in the study. Descriptive phenomenology aims to capture a 

detailed understanding of lived experiences of individuals without trying to attribute the 

experiences to external factors or imposing frameworks (Kudale & Kotte, 2024). Data 

obtained using qualitative research design can be used to demonstrate a sequential flow, 

understand which actions led to which results, and lastly produce rich descriptions (Austin et 
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al., 2014). However, qualitative research as an approach has its weaknesses. The data 

obtained is highly personal and may be difficult to present. It was also found that qualitative 

research can be difficult to replicate (Rahman, 2017). To account for the weaknesses, the 

participants were given codes and information that could identify the participants was 

removed in the write up of this research report. To ensure the replication of the current 

study, the different steps taken to conduct this research are stated in the methodology 

below, and raw data is available for audit trail. The processes applied to minimise the 

weaknesses of qualitative research will be explained further in the sections below. By 

utilising this research design and the various data collection tools (observations, semi-

structured interviews, and focus groups), the researcher was able to gain insight into the 

experiences of the caregivers on medication administration to PWD, and their overall 

perception of caregiving these individuals.  

2.5 Sampling  

Not only is it important to choose participants with the required knowledge or experience, the 

participants must also be prepared or eager to share their knowledge or experiences in the 

topic of interest. Therefore, recruiting participants who have the knowledge or the experience 

and are also prepared to share those experiences or knowledge forms the core of the 

research (Acharya et al., 2013). The current study made use of purposive sampling to recruit 

participants. This is a widely used type of sampling for identifying and choosing cases with 

in-depth information. Purposive sampling entails identifying and choosing participants who 

have both the knowledge and the experience regarding the phenomenon being researched 

(Cresswell & Plano, 2011). In the current study, the participants were recruited directly from 

the chosen care facility through the distribution of research information letters.  
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It is important to select participants who meet the required criteria as they will be able to 

provide information that is rich regarding the topic of interest. Forming criteria for inclusion in 

qualitative research is imperative as it confirms that participants forming part of the study 

have the experience/skills or the knowledge needed to answer the questions (Marczyk et al., 

2010). The following is the inclusion and the exclusion criteria that was used for recruiting 

participants:  

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    

Inclusion criteria:  

i. RNs and caregivers administering medication to the residents. 

ii. Employed at the selected care facility. 

iii. Providing care to people with dementia. 

iv. Providing care to people with dementia at the care facility for more than six months. 

Participants who have worked for six months or more would have the experience 

required to provide in-depth information which will assist with answering the main 

research question.  

 

Exclusion criteria: 

i. RNs and caregivers who are not involved with medication administration.  

ii. RNs and caregivers who administer medication to residents without dementia.  

iii. RNs and caregivers who have not provided care to people with dementia for more 

than six months. 
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2.6 Sample Size 

Semi-structured Interviews  

DeJonckheere et al. (2019) states that there is no set number of participants recommended 

for interviews as data collection should stop once thematic saturation is reached. Eleven 

participants who fit the inclusion criteria participated in the semi-structured interviews. The 

sample size was determined by the number of eligible participants who could be recruited, 

rather than reaching data saturation.  

Focus Group 

With regards to the number of participants making up the focus group, Basnet (2018) 

recommends eight to twelve participants as having a larger focus group could result in 

difficulties in controlling the discussions and equal participating opportunities for all the 

participants. A total of six participants consented to take part in the focus groups. Due to the 

availability of the participants, two separate focus groups took place. The first focus group 

had four participants and the second focus group had two participants. The limited 

availability of the participants led to the second focus group having a smaller sample size, 

with two participants being within the acceptable range according to Kamberelis and 

Dimitriadis (2005).  Participation in the semi-structured interviews was not a prerequisite for 

participating in the focus groups. 

 

2.7  Study Setting  

The WHO (2008) defines a care facility as a facility serving a special purpose by providing 

accommodation, and other forms of support such as assisting with ADL, intensive care, and 

promoting independence to the residents who are fragile and old. For the purpose of the 

current study, this definition will be used.  
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The study was conducted at a private care facility located in Johannesburg. The care facility 

provides care to PWD, Parkinson’s Disease and those who are frail. The care facility offers  

24 hour nursing care as well as day care for those who only require care for a few hours in a 

day. Assistance is provided with carrying out ADL such as bathing or showering, dressing, 

grooming, and eating (Care centre name redacted for ethical reasons, 2023).  

The care facility has caregivers providing assistance to the residents with the RN being the 

owner of the facility. The RN is only responsible for the day-to-day running of the care facility 

and does not assist the residents with their ADL. There are no medical doctors or allied 

healthcare professionals on site. Residents requiring medical attention and allied healthcare 

services are either taken to the nearest clinic or hospital or they are seen by private 

professionals (Care centre name redacted for ethical reasons, 2023).  

This site was chosen because it caters for PWD and therefore had professionals who met 

the inclusion criteria.  

 

2.8 Study Participants  

As seen in Table 2, eleven participants who administer medication to PWD at the care 

facility were recruited. All the recruited participants were female caregivers with varying work 

experience ranging from eight months to sixteen years.  

Table 2 

Demographic information of the study participants. 

Participant 

Number 

Gender Age Type of 

qualification: 

Registered 

Nurse or 

Caregiver 

Work 

experience (in 

years) 
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1 Female 55 Caregiver 8 

2 Female 26 Caregiver 6 

3 Female 50 Caregiver 16 

4 Female 30 Caregiver 1.3 

5 Female 39 Caregiver 6 

6 Female 25 Caregiver 0.8 

7 Female 37 Caregiver 12 

8 Female 22 Caregiver 1 

9 Female 40 Caregiver 14 

10 Female 37 Caregiver 0.9 

11 Female 35 Caregiver 3 

 

As can be seen in Table 2, no RN were participants in the study. The chosen facility had 

caregivers who are responsible for medication administration to PWD. 

 

2.9 Data Collection 

The following are steps that were taken by the researcher for data collection.  

1. Ethical clearance was obtained from the University of the Witwatersrand Human 

Research and Ethics Committee (Medical): M230334 MED23-03-018 (Appendix 1). 

2. An information letter (Appendix 2) was given to the site manager and permission was 

obtained to access the site to do the observations, to approach the caregivers and RN to 

participate in the study and to collect data (Appendix 3).  

3. Thereafter, permission was sought from the caregivers. The researcher conducted an 

information sharing session where information about the study was provided to all the 

caregivers. This information session was also an opportunity for the caregivers to ask 

any questions they had.  
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4. The participant information sheets for semi-structured interviews and focus groups 

(Appendix 4 and Appendix 5 respectively) and consent forms (Appendices 6, 7, 8, and 9) 

were left at the site, in an easily accessible location. The caregievrs were given three 

weeks to consider their participation and provide consent. Signed consent forms were 

placed in a sealed box which only the researcher had access to.  

5. Permission was also sought from the legal guardian of the residents for observation of 

medication rounds. The information sheets (Appendix 10 ) and consent forms (Appendix 

11) were left at the site. Signed consent forms were placed in the sealed box accessible 

to the researcher.  

6. The researcher conducted a pilot study with two participants to evaluate the relevance of 

the semi-structured interview questions in answering the research question. The data 

from the pilot study was included in the main study as the contents of the questions of 

the pilot study were not changed for the main study. 

7. Commencement of data collection: 

a. Observations: Observations were conducted over a period of three days. The 

researcher observed the process of medication administration and recorded field 

notes on the self designed observation sheet (Appendix 12). 

b. Semi-structured interviews: The semi-structured interviews took place at the care 

facility at a time that was suitable for the participants, this was before, during, or 

after their shift. The interviews were guided by the interview schedule (Appendix 

13) and were audio recorded.  

c. Focus groups: The focus groups were conducted at the convenience of 

participants who provided consent. The focus group discussions were guided by 

the focus group schedule (Appendix 14). The focus group discussions were audio 

recorded.  
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2.10 Pilot Study 

According to Lowe (2019), the purpose of a pilot study is to assess the different aspects of 

the methods that will be used in a larger scale study. For the current study, questions that 

were that used for semi-structured interviews with the larger sample size were piloted.  

Two participants were chosen for the pilot study from the list of caregivers who consented to 

participate in the study. The pilot study was conducted in a way that the semi-structured 

interviews would be implemented in the main study. This was necessary to inform whether 

adjustments or changes needed to be made before conducting the study with a larger 

sample size. No changes were made to the semi-structured interview questions following the 

pilot study. Due to identical sampling frame and methodology, data from the pilot study was 

included in the main study dataset (Thabane et al., 2010).  

 

2.11 Research Instruments 

The study utilized observations, semi-structured interviews, and focus groups to answer the 

research question. The three data collection tools were used to confirm, and supplement 

data that could have been missed or not gathered when using one research tool 

(Honorence, 2017).   

Observations 

Observations form part of the various tools used in qualitative research (Allan, 2020). 

Observations were chosen as part of the research tools as they allow for an in-depth 

collection of data, thus giving rich results about the situation being studied. Observations 

were also chosen as information is obtained in its natural state without any changes to the 

environment (Nixon & Odoyo, 2020). 

The researcher utilised an observation sheet (Appendix 12) that was self-developed for 

conducting observations. The inclusion of the different observations aspects in the 
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observation sheet was guided by the sub-aims of the study. This helped the researcher 

focus on the following specific details that are relevant to the study: 

 The type of medication formulations taken by the residents and how medication is 

administered. 

 Behaviour of the residents during medication administration.  

 How the RNs and caregivers solved the challenges (if any) as they administered 

medication.  

Observations took place in different places within the care facility, as some residents sat 

around a big table to have their meal in a dining room, other residents preferred sitting in a 

lounge and have their meals while watching television. The observations took place for over 

three days, in the mornings and afternoons. Field notes were taken while observing the 

medication administration process from a distance without participantion in the medication 

administration process. Non-participant observation refers to observing the participants 

without being actively involved in what is being observed (Sirris et al., 2022). Non-participant 

observation allowed the researcher to avoid influencing the partipants behaviour (Cheek et 

al., 2024). Although the aim of the researcher was to observe the caregivers in a natural 

state without interfering in the administration of medication, the behaviour of the caregivers 

could have been affected by being observed (Perera, 2021). This is referred to as the 

Hawthorne Effect. Oswald et al. (2014) proposed steps that could be used by reseachers to 

overcome the possibility of Hawthorne Effect. These steps included: non-threatening 

presentation, introduction of the reseracher, and building rapport. Non-threatening 

presentation entails dressing casually and behaving in a non-formal manner while the 

researcher introduced herself and building rapport entails having conversations about the 

participants roles and other general topics that will create a non-threatening and relaxed 

environment (Oswald et al., 2014). The researcher had already introduced herself during the 

recruitment process to all the staff caregivers that she came across throughout the different 
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shifts. Building rapport with the caregivers was facilitated by their friendly demeanor, which 

allowed for easy engagement in casual conversations such as current weather or events.  

Semi-structured Interviews 

The second research tool was semi-structured interviews. This type of research instrument 

was chosen as it allowed the researcher to gather rich data, to probe the feelings, and to 

explore the matters that are sometimes personal and sensitive (DeJonckheere & Vaughn, 

2019). However, this type of interview may result in interview effect as well as demand 

characterists. Interviewer effect refers to the effect of the characteristics of the researcher on 

the responses of the participant while demand characteristics refers to how the responses of 

the participants are influenced by what they think the situation needs from them 

(DeJonckheere & Vaughn, 2019).  

Semi-structured interviews were selected for the current study as rapport was already made 

with participants during the recruitment process and during observations with some of the 

participants. This helped to make participants who conseted to participate in the study 

comfortable enough to share information that could not be shared in a group setting (Brown 

& Danaher, 2019). Semi-structured interviews also selected as they provide confidentiality, 

allowing participants to share personal feelings and experiences that may not shared in 

other types of data collection tools (Schmid et al., 2024).  

The semi-structured interview schedule (Appendix 13) used for data collection was self-

developed and the following are factors that were considered during the development of the 

schedule: 

 The demographic information of the participants. This would give more information 

on whether the qualification type as well as the work experience of the participants 

plays a role in the perceptions of providing care to PWD.  

 Thorough process of how medication is administered.  

 Challenges that arise during medication administration and how these are solved. 
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The semi-structured interviews were conducted at the research site with the eleven recruited 

participants. These interviews were conducted over a period of two weeks at a time that was 

suitable for the each participant. The interviews were audio recorded and transcribed for 

analysis. Information that could lead to the identification of the participants was removed 

during analysis.  

Focus Groups 

Focus groups are defined as an interview consisting of a group of participants ranging from 

three to twelve (Nyumba et al., 2018). This research tool was chosen as it would allow for 

collaborative construction of meaning and knowledge (Kook et al., 2019). A self-developed 

focus group schedule (Appendix 14)  was used to guide the discussions during the focus 

groups. The focus group schedule included topics that provided information on the general 

perception of providing care to PWD, the skills or experience required to be employed as a 

caregiver of PWD, and the training needs (if any). Two focus groups were conducted at a 

time that suited the participants. The researcher facilitated the group discussions to ensure 

that all participants participated equally (Nymba, et al., 2018). Howevever, a disadvantage of 

conducting focus groups is lack of confidentiality. This is highlighted by Sim and Waterfield 

(2019) who stated that confidentiality and anonymity is breached in focus groups where the 

individuals know each other. This was shared with the partipants in the focus group 

information sheet (Appendix 5). The focus group discussions were audio recorded for data 

transcription and analysis.   

Audio recording  

Audio recording is another tool recommended when conducting semi-structured interviews 

(DeJonckheere & Vaughn, 2019). In the current study, a built-in voice recorder on a mobile 

phone was used to record the semi-structured interviews and focus groups. This helps the 

interviewer with focusing on the interview or focus group and also build rapport with the 

participants as taking down notes may be distracting. An audio recording assists with 
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capturing all the responses, which were later transcribed word for word for analysis. 

DeJonckheere and Vaughn (2019) further state that participants should be informed of the 

audio recording that will take place. Participants were required to provide consent to be 

audio recorded (Appendix 3).   

 

2.12 Data Analysis  

Thematic analysis was used used to analyse data collected from observations, semi-

structured interviews and focus groups. The following six phases by Clarke and Braun 

(2013) were used to analyse data and generate themes: 

1. Familiarisation with data:  

In the first phase of thematic analysis, the researcher familiarised herself with the raw data 

from the observation notes and the transcription of the audio recordings for the semi-

structured interviews and the focus groups and active reading of the raw data more than 

once (Kiger & Vario, 2020).  

2. Coding:  

In the first step of coding, data pieces of interest or linked pieces were highlighted. In this 

phase, an Excel Spreadsheet with the participants responses was used to create codes. A 

code is defined as a vital piece of the raw data that is labelled (Kiger & Vario, 2020). Each 

code was defined and clearly demarcated to prevent overlapping with other codes that were 

highlighted. The creation of codes was linked to meanings of data pieces of interest (Kiger & 

Vario, 2020). Inductive analysis was used to come up with up with codes. Inductive analysis 

is defined as an analysis approach whereby the researcher goes through the raw data and 

highlights codes that emerge (Bingham, & Witkowsky, 2022). Creating codes based on the 

meaning of the data pieces is important as it forms part of audit trail, which will serve as 

proof of trustworthiness during the interpretation and analysis of the data (Kiger & Vario, 



 

27 | P a g e  
 

2020). The use of inductive analysis allowed for similar codes to be identified throughout the 

transcribed data and grouped together (Kiger & Vario, 2020).   

3. Searching for themes: 

In this phase, the collated and coded data was examined to look for themes that are of great 

significance (Kiger & Vario, 2020). It is important to note that themes do not come from the 

data; instead, they are made by analysing, collating, comparing, and mapping out the 

relation of different codes (Kiger & Vario, 2020).  

4. Reviewing the themes: 

In this phase, the researcher repeatedly read through the codes and the themes that were 

created from the data. This was done until all the data pieces were given codes and the 

themes were consistent (Kiger & Vario, 2020). The researcher and the supervisors 

collaboratively discussed and agreed on the names of the codes and themes. This ensured 

consensus through a mutual review and revision.  

5. Defining and naming the themes:  

For this phase of data anaylysis, the researcher came up with definitions and brief 

descriptions of all the themes that were derived, including their importance to the main study 

question (Kiger & Vario, 2020). Thereafter, the names of the themes were reviewed, and the 

important features of the themes were refined with focus on how the themes play a role in 

understanding the main research question (Kiger & Vario, 2020). This is the phase where 

the researcher extracted certain data items such as quoting the participants responses and 

including them in the final write up.  

6. Writing up the results: 

This is where the process of the writing began. In the write up of the current study, 

processes that were done in the previous phase such as introducing and describing the 

themes that emerged, and including certain extracted data pieces were included (Kiger & 
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Vario, 2020). When compiling the final report, the aim of the researcher was to present a 

clear and consise narrative of how and why the data interpretation and the themes are 

accurate and important. Furthermore, the narrative and the extracted data pieces were used 

to argue for why data interpretation and themes that emerged are used to answer the 

research question (Kiger & Vario, 2020). 

 

2.13 Trustworthiness  

Trustworthiness is a way that researchers convince their rearders that their research is 

legitimate and therefore deserves attention (Nowell et al., 2017). The following are different 

elements of trustworthiness that were applied in the current study: 

Credibility 

Credibility refers to showing the truthfulness of the research by llinking the research findings 

with reality (Nowell et al., 2017). To ensure credibility, triangulation and member checking 

were applied in the current study. Triangulation refers to the use of several data collection 

tools with the aim of answering the research question (Jensen et al., 2022). The current 

study made use of three data collection tools: observations, semi-structured interviews, and 

focus groups.  

Member checks entails sharing the data, interpretations, and the conclusion with the 

participants so that they can check the accuracy of the information they provided before a 

final report is written (Jensen et al., 2022). The data and the interpretations for the 

observations, semi-structured interviews and focus groups were shared with the participants 

to validate the information they shared and how it was interpreted.  

Transferability 

Transferability refers to the ability to generalise the research findings (Nowell et al., 2017). 

This element of trustworthiness was applied in the current study by providing thick 
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descriptions of the phenomenon being studied, context of the study, and methods used to 

collect data (Nowell et al., 2017). To ensure transferability, the different processes taken to 

collect data were thoroughly discussed.  

Confirmability 

Confirmability refers to proving the research findings with the interpretations being derived 

from the data set. The researcher has to show how the interpretations and the conclusions 

have been made (Nowell et al., 2017). To ensure confirmability in the current study, an audit 

trail was done. Audit trails help with establishing confirmability as it highlights all the steps 

taken in analysing data to provide justification of the decisions made and this ensures that 

findings of the study accurately portray what the participants said (Nowell et al., 2017). In 

this report, the six steps of thematic analysis were applied with a thorough explanation of 

what the researcher did in each of the six steps.  

Dependability 

Dependability refers the consistency and the repeatability of the research findings. This can 

be done by ensuring that the process of gathering data is coherent, traceable, and well 

documented (Nowell et al., 2017). Dependability was ensured through an audit trail. Raw 

data such as audio recordings and transcripts, and observation notes are available for audit 

trail purposes.  

 

2.14 Ethical Considerations  

It is important to protect participants in any type of research and this can be done by 

applying ethical principles (Arifin, 2018). The following ethical principles were applied in the 

current study: 

 Informed consent:  
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The researcher obtained consent from the site to have access to recruit the participants. 

This was followed by obtaining another consent from the participants to observe the 

medication administration process, conduct semi-structured interviews, and focus groups. 

Consent was also obtained for PWD as they were part of the observations, even though the 

focus was on the caregivers.  

 

 Anonymity:  

Anonymity entails removing details that may reveal the identity of the participants (Saunders 

et al., 2015). The name of the care facility in which the study took place is not disclosed in 

this masters dissertation. Information that could possibly reveal the identity of the 

participants such as quotations obtained during the semi-structured interviews and focus 

groups was anonymised during the reporting of the results.This was done through assigning 

codes to the participants. The identity of PWD was also not revealed in the reporting of the 

results obtained from observations. The participants and PWD will still remain anonymous if 

the study is to be published. This will be done through the use participant codes that were 

already assigned. Although anonymity could not be guaranteed in the focus group, the 

participants were informed about this in the focus group information sheets and they were 

also requested that the discussions and the information shared during the focus groups 

cannot be shared outside of the group.  

 

 Confidentiality: 

Saunders et al. (2015) defines this ethical principle as protection of the identities of the 

participants and data collected.The data collected is kept on a laptop that is protected by a 

password and only the researcher has access to the data. Confidentiality of the participants 

who participated in the focus groups could not be guaranteed. This was explained to the 

paticipants and stated in the focus group information sheet (Appendix 5).  
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 The right to withdraw:  

The participants were assured in the participant information letter (Appendix 2), that they 

have the right to withdraw from the study at any stage in the research process without any 

consequences. This was explained to the participants during the information session. 

 

 Coercion:  

The manager was not directly involved in the recruitment process; however, she was 

requested to make reference to the current study when the caregivers changed shifts. There 

were no rewards or incentives offered for participation.  
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Chapter 3: Results 

This section looks at the results obtained from the observations, semi-structured interviews, 

and focus groups. Data obtained from the observations are explained according to the 

aspects observed at the care facility and was used to verify data obtained from the semi-

structured interviews and focus groups. Following the observations section is data from the 

semi-structured interviews and focus groups. Data from the semi-structured interviews and 

the focus groups was analysed thematically following the steps proposed by Clarke and 

Braun (2013) as discussed in the data analysis section.  

 

3.1 Observations 

Medication administration was observed for a period of three days in the mornings and 

afternoons. As the aim was not to interfere with the administration of medication, the 

researcher conducted the observations from a distance while taking notes. The researcher 

would, however, move around with the caregivers as they administered medication to the 

different residents in the different rooms in the care facility. The following items were 

observed and the observations were recorded on a observation recording sheet (Appendix 

11): 

i) Preparation of the medical administration process by the registered nurses and 

caregivers.  

ii) Medication formulations taken by PWD. 

iii) General behaviour of PWD during the administration process. 

iv) How medication is administered by the registered nurses and caregivers. 

v) Registered nurses and caregivers response to challenges experienced during the 

medication administration process. 
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i) Preparation of the medical administration process by the registered nurses and 

caregivers: 

Residents’ weekly medication was packed in medication trays at the beginning of each week 

by the manager of the care facility, who is a RN. The medication trays were kept in the 

medication cupboard. For ease of identification, medication trays were labelled with the 

resident's names. The preparation of medication administration was a quick process for 

some caregivers. The caregivers would wash their hands first, prepare meals, and ensure 

that the residents ate before medication was administered. However, this was different for 

some residents as they had to take medication before having their meals. Immediately after 

each meal, the caregivers collected the medication for the residents from the medication 

cupboard and administered it to residents. Some caregivers were observed crushing the 

tablets using a motar and pestle or opening the capsules in preparation for administrating 

medication to residents who required the modifications. The modification of medication was 

done in the room where the medication was kept with no use of personal protective 

equipment such as gloves or plastic aprons.   

ii) Medication formulations taken by PWD: 

It was observed that all the residents at the care facility took a variety of medication daily, 

including vitamins and supplements in addition to their chronic medication. All the residents 

took solid forms of medication (tablets and/or capsules) only. For those that were able, 

tablets or capsules were taken before or after meals, depending on the instructions given by 

the doctor. However, the medication formulation was altered for residents who either had 

swallowing difficulties or refused to take their medication. In this case, the tablet was 

crushed or the capsule opened and the contents mixed with the food or tea before given to 

the individual. This aligned with  the strategies reported by the participants (described 

below).  
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iii) General behaviour of PWD during the medication administration process: 

Various reactions were seen among the residents during medication administration. Some 

residents cooperated fully and understood that they had to take medication. These 

individuals were able to take their medication independently. However there were also some 

residents who did not want to take their medication. It was observed that these residents 

refused to take medication without any reason stated. One of the residents was seen 

refusing to open his mouth as soon as the caregiver approached him with his tablets and a 

glass of water. Another resident appeared confused and did not understand what the 

medication was for. These observations are consistent with the challenges reported by the 

participants during the semi-structured interviews and focus groups.  

iv) How medication is administered by registered nurses and caregivers: 

The medication was administered the same way for most of the residents. Some of the 

residents took their medication (tablets and/or capsules) with water while those that required 

their medication formulation to be altered, had their medication mixed with food or something 

to drink. It was noted that medication was only mixed with a small portion of the food and 

given to the residents as they were fed by the caregivers. Doing this ensured that the 

residents got the medication they needed to take even if they did not finish the rest of the 

meal. Therefore, the medication dosage is administered as required. It was observed that 

residents who took their medication independently had to do so in the presence of the 

caregivers, after which the caregivers would check inside their mouths to ensure that they 

swallowed the medication.  

v) Registered nurses and caregivers response to challenges experienced during the 

medication administration process: 

The participants responded differently to the different challenges they came across while 

administering medication. Some of the challenges stated below are consistent with the 
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information provided by the participants in the semi-structured interviews and the focus 

groups. How the participant responded depended on what the challenge was. Residents 

who did not want to take their medication would have the formulation of their medication 

altered. Having certain caregivers administer medication to specific residents was another 

strategy used in response to residents who had preferences regarding caregivers who would 

provide care to them. There was one case where one of the residents appeared to have 

aspirated on his medication. The resident had to take multiple tablets in their original 

formulation after breakfast with water. The resident coughed immediately after swallowing 

his medication and the supervisor who was around rushed to attend to the situation. Upon 

arrival, the supervisor gave the resident back blows for a few seconds until he stopped 

coughing.  

 

3.2 Semi-structured interviews and focus groups. 

Data analysis of the responses obtained during semi-structured interviews and focus groups 

led to five themes emerging as illustrated below in table 3. The themes are unpacked below. 

Additionally, the following are three minor themes that emerged, which are explored in this 

chapter: Ubuntu, Knowledgeable, and Facility driven process. 

  

Table 3 

Major themes that emerged from the study. 

Sub-aims Theme/s 

Sub-aim 1: To explore barriers experienced 

by the RNs and caregivers when 

administrating medication to PWD. 

 

Theme 1: Non-compliance due to cognitive 

decline. 

Theme 2: Behavioural challenges 
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Sub-aim 2: To explore the strategies used 

by the RNs and caregivers to administer 

medication to PWD.   

Theme 3: Patient tailored care.  

Sub-themes:  

1. Altering the normal formulation of 

medication. 

2. Allowing the residents time to calm 

down. 

3.  Caregiver familiarity. 
 

Sub-aim 3:  To document the perspective of 

the RNs and caregivers on caregiving to 

PWD in terms of their training, confidence, 

and preparedness. 

Theme 4: Training needs. 

 

Theme 5: Different perspectives.  

 

Theme 1: Non-compliance due to decline in cognition.  

One of the challenges experienced by the participants during medication admnistration to 

the residents was refusal of medication. This was also observed as one of the residents 

refused to open his mouth when he had to take his medication. However, some of the 

residents appeared not to understand why they had to take medication. This was another 

incident that was observed and also a challenge reported by six participants. While some 

residents had no reason for not wanting to take the medication, other residents refused 

taking medication when their prescription changed. These individuals often thought that they 

are being poisoned and therefore refuse taking medication. The quotes below highlight the 

above mentioned challenge.  

P1: “It’s those ones who…it’s like the other one, they refuse sometimes but when they’re like 

that…” 

P4: “The challenge is that some don’t want to take medication.” 
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P5 (Focus group): “Ehh…like XX (resident name), she won’t take the medication when gets 

it from someone else. She only wants to be given by me. If the clinic changes her 

medication, she will not drink it, because she will think they are trying to poison her.” 

P5: “Even him, he is like that but we just make the same thing but he is better he doesn’t 

want to swallow when we give him, he just spits and throw away.” 

 

Theme 2: Behavioural challenges.  

Changes in behaviour resulting in aggression from some of residents was another challenge 

reported by ten participants. The aggressive behaviour from some of residents ranged from 

the physical use of force towards the participants to intentionally breaking crockery (tea 

cups) when offered tea with medication. This appeared to be a defense mechanism for some 

residents as participants 1, 3, and 7 reported that some of the residents became aggressive 

as they thought they are being poisoned and when their prescription changed.  

P1: “…If I see that the person is aggressive and does not want to take the medication, then I 

will give them space and after a while I will come back.” 

P3: “One of the patients here, she knows everything but sometimes she is very aggressive 

and won’t take the medication because she thinks it is poison and fight.” 

P7: “Okay, sometimes he can be aggressive, not that aggressive but he can be 

aggressive...” 

Knowing the residents and what triggers their aggressive behaviour was also mentioned as 

an important factor by one participant. This is seen in the statement below. Identifying the 

triggers not only reduced the occurences of aggressive behaviour but also helped the 

caregivers to avoid being on the receiving end.  

P9: “…or like, even if you are sitting and see her, because she’s always trying to run away, I 

know how, I’ll be sitting here and be like “Ahh gogo…”, how to talk to her, to bring her back, 
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not to make her angry but if I see her coming back angry, I know okay, stand up, get ready 

to…you know? Calm her down or conf…like that.” 

 

Theme 3: Patient tailored care. 

A variety of responses emerged from the participants as they explained the techniques they 

used to ensure that medication is administered to the residents. Notablly, all the participants 

reported that their role was to administer medication that was already packed in medication 

trays. The different responses showed that there is no specific strategy that would cater for 

all the residents with dementia as some require assistance with taking medication while 

others can take the medication independently. This then requires the participants to tailor the 

strategies they use to administer medication for each individual with dementia, depending on 

whether they require assistance or they present with other challenges that make medication 

administration a difficult process to carry out. Below are the different strategies used by the 

participants to administer medication.  

Altering the normal formulation of medication: 

Modification of the normal formulation of medication and mixing it with the food or tea was 

one of the techniques mentioned by all the participants. Three participants were observed 

crushing tablets for some of the residents using a mortar and pestle. The modification of the 

normal formulation of medication was done in response to the challenges that participants 

reported when administering medication such as refusal to take medication. However, this 

appeared to be a standard practice for some of the caregivers as two participants reported 

that they modify the normal formulation of medication for all the residents they assisted with 

mealtimes. This included residents who did not present with any swallowing, behavioural, 

and other difficulties that made medication administration a challenge. This is seen in the 

responses below: 
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P1: “So to make sure that they take their medication, we mix it with something. We can mix it 

with porridge, we can crush it and put it on tea to make sure they get the medication 

because some of them don’t want to have it at all.” 

P7: “That’s why I mix with porridge because if he can feel it’s a medication, he can…” 

P11: “Sometimes the patient doesn’t want to drink medication. Sometimes they have 

problems of swallowing the medication, so we need to crush it then mix it with something 

they like the most then we give them the medication.” 

Out of the eleven participants, three participants further stated that the crushed the tablets or 

the contents from the capsules would be poured on a small portion on the meal rather than 

pouring it all over the meal and mixing it with the food to be had. The small portion 

containing the altered medication would be given to resident first before they have the rest of 

the meal. This was done to ensure that the residents get all their medication as some of 

them would not finish their meals. One of the three participants explains below.   

P6: “Sometimes the…like others like XX (patient name)… uh when you give him the 

medication, he doesn’t want to take it unless you put it in the food and then one spoon then 

you give him, when he starts chewing, he becomes more (mimics the resident’s facial 

expression).” 

In some cases, the modified medication would be mixed with tea. This was done for some 

residents who are independent and therefore do not require to be assisted with meals but 

still did not want to take medication. Challenges like these required some form of flexibility 

and thinking out of the box from the participants as they needed to ensure that the residents 

still get their medication. Offering tea, juice, or even yoghurt mixed with medication to the 

residents, depending on what they wanted, was another strategy used, as described by 

participant 9, to ensure continuity of medication admnistration.  

P9: ‘’…for some of them that have to take it, we’ll make another plan, offer them tea, juice or 

something they want to eat.” 
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Allowing the residents time to calm down: 

The participants reported behavioural difficulties from the residents, which often made 

medication admnistration challenging. Some residents would respond with aggression when 

the caregivers offered medication. In response to this, three participants reported giving the 

residents a few minutes alone to allow them to calm down and returned to offer them the 

medication again, this time mixed with something the individual with dementia loved or 

wanted to eat. This is seen in the statements below.  

P4: “It also depends on the patient’s mood. Sometimes the patients take their medication 

and don’t give us problems but sometimes they refuse. Uhmm…like with XX, sometimes he 

will take the medication when you give him, but some days he will give you problems and not 

want to take it. When he does that, I give him a few minutes then come back to try him again 

and then he takes.”  

P9: “And like with this lady, sometimes she can just go…tea gone, medication gone. In such 

cases we would leave her to calm down, talk to her nicely, we give her time alone, let her 

relax, then go back and offer her tea with medication. Uhmm…some of them will leave the 

food and we’ll try again lunch time. For some of them that have to take it, we’ll make another 

plan, offer them tea, juice or something they want to eat.” 

P5: “…If she don’t want the medication, I just give few minutes and come back begging her 

with tea, I make the tea for her and I crush my medication, she don’t want to see any 

medication so that’s why I crush it and I pour put it inside the tea...” 

Caregiver familiarity: 

Caregiver preferences based on familiarity was reported by two participants during the 

interviews and the focus groups. The two participants reported that some residents at the 

care facility agreed to take their medication when it was administered by certain caregivers. 

This was attributed to the lack of trust the residents had towards some of the caregivers at 

the care facility. To ensure continuity of medication intake, the participants resorted to having 
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specific caregivers who would administer medication to specific residents with dementia. 

However, this would be a challenge when a caregiver preferred by a certain resident would 

not be at work due to the shifts changing. One participant during a focus group reported that 

she was once called when she was off duty to help talk to one of the resident who was 

normally given medication by her as she was refusing to take medication from other 

caregivers. This is seen in the statement below:  

P11: “…uhmm like there is someone who will be like “I don’t want you to give me” but we 

know the person they like the most, you know there are people like that. So, that person will 

be their weakness, so we try to take the person so that she will explain the most and calm 

them down and give them medication…” 

P5 (Focus group): “Ehh…like XX (resident name), she won’t take the medication when gets 

it from someone else. She only wants to be given by me. If the clinic changes her 

medication, she will not drink it, because she will think they are trying to poison her.” 

 

 

 

 

 

 

 

 

 

 



 

42 | P a g e  
 

Theme 4: Training needs. 

Figure 1  

Further training and support required 

 

 

Looking at the training needs and support of the participants at the care facility as illustrated 

in the figure above, only six participants indicated that they require further training in 

dementia as they want to know more about the condition. 

P10: “Me, I’m that kind of person who still want to know more. So like I want to know more 

about these people, like more of it, to go deeper.” 

P6: “Ehh for me, I want more training. I still want to know…more about dementia. You know 

ehh…you learn until you are old. Yes, I have been working with people who have dementia, 

but I still want to know more, know everything.” 

0
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Requires more training Requires support in terms of
talking to someone, and

support groups.

No further support and
training required.
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P11: “Hmm, in training I can say yes, I can say yes because I just believe I need to upgrade 

myself for upgrading myself, I can say yes but for taking care of people, I know I do can do 

this (laughs).” 

Another training need mentioned by one participant was having a professional like a 

physiotherapist, who could teach the caregivers how to do basic exercises such as 

stretching and massaging the residents.  

P9: “…How to go and exercise her legs, to…stretch her…almost like a physio but not a 

physio but to just know the basics of how to do it, know the body structure. The other 

gentleman, his leg gives him problems, know how to massage his leg and manage it. 

Participant 9 went on to mention that she also wants to know how to protect herself in a 

situation where one of the residents gets aggressive. 

P9: Like the other one, the other one who lives here, his dementia since I’ve been here has 

actually gotten worse, and he’s got a very strong, strong grip. Know when to protect yourself, 

how to protect yourself because they do lose it and do want to hit you.” 

On the other hand, two participants stated that they require more support regarding having 

someone to talk to. One of the participants reported that she would love to be in a support 

group with other caregivers whereby they talk about the challenges they come across as 

caregivers and also give each other advice. The caregivers reported the importance of social 

support in the form of sharing experiences of the challenges they experience as colleagues 

and also seek advice. This is seen in the quote below.  

P9: “Yes, especially if your patient is like this lady here. The further they go, the worse they 

become. Yes we do need a support group, where you can go and sit and talk to other 

caregivers… So like, where we’ll come together and say…okay, this one did that, you 

know?! Just to have an outlet, so it doesn’t bottle up, and then you explode.”  
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Five participants stated that they do not require any training or support. Some participants 

reported that they already know how to take care of PWD.  

P6: “No... I’m good.” 

P5: “I’m also fine. I know how to look after them.” 

P7: “No, I feel to be managing it, yes (unintelligible).” 

 

Theme 5: Different perspectives  

Interestingly six participants reported that they loved and enjoyed providing care to the 

residents. The participants mentioned a few factors that made them love or enjoy caregiving 

for PWD. Six participants stated that they enjoyed or loved providing care to PWD due to 

innate qualities such as passion. Participant 6, 8 and 11 stated that their role as a caregivers 

goes hand in hand with passion, hence they enjoy what they do at the care facility.  

P6: “Uhmm, its something that I enjoy doing. Yeah, its something that I like, I have passion 

about.” 

P8: “I believe when it comes to that it has to do with you as an individual right?! Because we 

are different, you will get a person who will be like this is very difficult for them but you get 

another person who enjoys working and finds passion in that. So I think it comes hand in 

hand with passion. So with me for example, I enjoy doing it and I love being here.” 

P11: “To me, uhh caregiving is not a job (laughs). So to me, I believe I enjoy it, I really love 

it, what I’m doing, I really love it, I believe it’s my passion.” 

While some participants attributed loving their role of caregiving to being passionate, three 

participants stated that the reason why they love or enjoy looking after PWD was because 

they already understood dementia and knew what to expect from PWD.  
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P4: “As for me, I enjoy doing my work, I don’t find it difficult. It's only that you have to learn 

that sometimes people with dementia are difficult but you have to find a way of dealing with 

them…” 

P10: “You need to have the…Okay, I think the first thing you need to know, like what kind of 

sickness is dementia?” 

One participant reported that she enjoys caregiving PWD because she has been working 

with them for a number of years.  

P5: “I’m enjoying it because I’ve already been with them for a few years...” 

Only one participant reported that she finds caregiving to PWD difficult due to some 

behavioural difficulties that are stated above in sub-aim 2.   

P7: “Uhh, I’m gonna say it’s hard…But the thing you must tell, I tell myself I’m going to do it 

and this thing, I will never be like her or him. If he is aggressive or he’s doing something 

wrong…” 

In addition to the major themes discussed above, three minor themes that are relevant to the 

current study also emerged from the data analysis: a) Ubuntu b) Knowledgeable c) Facility 

driven process. Ubuntu and knowledgeable emerged when the participants were asked 

about the skills and experience required in care provision for PWD. Love, passion, and 

patience were the innate qualities mentioned by six participants. Training on caregiving and 

dementia was also mentioned by two participants as an important factor. Lastly, the 

participants explained the process of medication administration. They first had to prepare the 

meals of the residents, assist with feeding for those who require assistance, and administer 

medication. However, there were residents who were given their medication before or with 

the meals. This led to the theme: facility driven process. Following the question of the 

detailed process of medication administration, the participants were further asked how many 

times they administer medication in a day and the responses were one to three times a day 

while some participants reported that it varied from one patient to another. 
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Chapter 4: Discussion 

The results found in the current study reflect the perceptions of medication administration of 

caregivers only as no RNs were recruited. The facility gave the responsibility of medication 

administration to the caregivers. This finding contrasted with findings from the global 

literature where only qualified RNs could administer medication (Kuppadakkath et al., 2023). 

According to (Kalideen et al., 2022), care facilities are required to have sufficient RNs among 

other staff members that are required to provide care to the residents. This was not the case 

at the chosen research site as there was only one RN, who was the manager. The absence 

of RNs who provide care to residents at the care facility could be attributed to the shortage of 

RNs in South Africa. Statistics done in 2005 show that appromaximately thirty-five thousand 

South African RNs were practicing outside South Africa or left the health care system 

(Oosthuizen & Ehlers, 2007). By 2015, South Africa experienced a significant need for about 

22 121 RNs (Reardon & George, 2014). The active recruitment of South African RNs by 

other developed countries that experience nursing shortages is one of the causes leading to 

many RNs leaving for other countries (Oosthuizen & Ehlers, 2007). Other factors that lead to 

the migration of South African RNs to other countries are dissatisfaction with salaries, huge 

caseloads, crime rate, and limited opportunities for career growth (Oosthuizen & Ehlers, 

2007). In addition to insufficient RNs, the finding from the current study raises an important 

issue of potential dangers and concerns around whether caregivers have adequate training 

to be given the responsibility of medication administration especially with a vulnerable 

population i.e. PWD. It challenges existing certification for caregivers and questions whether 

the two to three months training certificate is sufficient or it needs to be extended and 

whether there should be compulsory component of the certification specifically around 

medication prepapration and administration which would be especially relevant for the South 

African context.  

Literature focusing on RNs in care facilities found that RN providing care to older people 

found their work to be emotionally and physically challenging (Benadé et al., 2017). 
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Furthermore, the literature highlights that these RNs experience violence in the workplace 

(Benadé et al., 2017). Providing care to PWD increases the pressure on the RNs as more 

time and knowledge is required (Benadé et al., 2017). These challenges result in the RNs 

being stressed, ultimately affecting their health and work productivity, leading to burnout. 

These factors push the RNs in care facilities to resign, thus contributing to the shortage of 

RNs (Benadé et al., 2017).  

The current study found that how the caregivers perceived their role of caregiving PWD 

influenced  how they approach medication administration. While many caregivers expressed 

their love and enjoyment for caring for PWD, one caregiver perceived caregiving difficult, 

which can be attributed to limited experience. Regardless of these perspectives, the 

caregivers demonstrated flexibility, finding ways to ensure contuinity of medication 

administration. The current study found that regardless of the challenges that arise during 

medication administration, the caregivers find a way of ensuring continuity of medication 

administration. The results show that the caregivers use different strategies to administer 

medication to the residents and this is dependent on the type of challenges the caregivers 

are faced with during medication administration. The work experience of the caregivers also 

plays a role in how they respond to the challenges. The findings from the study reveal that 

the medication prescribed for PWD takes the form of a tablet or capsule and that many PWD 

require the medication to be altered in some way for them to consume it. Solberg et al. 

(2021) found that altering the formulation of medication was a common practice in care 

facilities. The caregivers reported crushing the tablets or opening capsules as part of 

medication administration. A study by Mc Gillicuddy et al. (2017), found that crushing tablets 

was the most common modification in care facilities. The study further states that RNs in 

care facilities viewed medication modification as an unavoidable process in medication 

administration due to reasons including dysphagia, and dementia. The benefits of modifying 

medication stated by the RNs were ensuring that important medication is administered, and 

reducing the risk of medication aspiration (Mc Gillicuddy et al., 2017). This is in line with the 
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findings in the current study as the caregivers emphasised the need to ensure that 

medication is administered, this included modifying the medication and mixing it with 

something the residents loved to eat or drink. In other instances, the medication is modified 

for residents who are known to present with behavioural difficulties which affect how 

medication is administered. Similar findings were highlighted in a study by Ganzetti et al. 

(2021) which found that medication was modified in care facilities to mitigate the behavioural 

difficulties (i.e.not wanting to take medication) which is characteristic of dementia.  

However, it was found that some caregivers alter the formulation of medication for all the 

residents they assist during mealtimes in the absence of challenges or reluctance to take 

medication. This appeared to be a standard practice for these caregivers as they did not 

tailor the administration process based on the challenges or the needs of the residents. This 

is in line with results from a study by Mc Gillicuddy et al. (2017), which found that RNs 

reported crushing tablets as a standard routine. On the other hand, this appeared to be a 

routine that saves the caregivers time as they still needed to administer medication to other 

residents. A few studies (Farner & Hicks, 1976; Hamrick et al., 2007; Kaasalainen 

et al., 2010; McCloskey et al., 2015; Vogelsmeier et al., 2007) highlighted time pressure as a 

challenge that many caregivers were faced with in care facilities during medication 

administration. These studies further compared medication administration to a race, whereby 

the caregivers have to prepare the medication for administration (race preparation); 

administer the medication accurately and quickly (run the race); and record that the 

medication was administered (complete the race). 

Although altering the formulation of medication appears to be a common practice, the 

literature highlights the dangers of this practice. According to Daibes et al. (2023), not all 

solid formulations of medications can be crushed, split, or opened. In some cases, this 

process may lead to toxicity to the individual being given the medication, or complete failure 

of treatment. Daibes et al. (2023) further state that administering the altered formulation of 

medication results in the medication being received all at once rather than being slowly 
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digested by the body. This then results in toxicity and can further lead to outcomes that may 

threaten the individual’s life.  

Contamination and lack of good hygiene are also problems linked to altering medication, 

which may affect safe medication administration (Abdrabba et al., 2021). Lastly, changing 

the original formulation of medication does not pose a risk to the recipients, but also to the 

caregiver as there is a high risk of inhaling the medication as they are being crushed or 

opened without wearing appropriate protective gear such as masks and gloves (Abdrabba et 

al., 2021). This was observed in the current study during the preparation of medication for 

residents who required their medication to be altered. The caregivers, despite use of a 

uniform, did not use disposable gloves or face masks but were involved with crushing tablets 

or opening capsules and mixing the contents with the food. Although the risk of crushing 

tablets has been highlighted, there are currently no suggestions regarding the ideal personal 

protective equipment for care facility staff members who administer medication (Amiri et al., 

2023). In addition, there are no guidelines informing the RNs in care facilities about 

protecting themselves and other people around them from the residual particles in the air 

from crushing tablets. This also forms an important part of medication administration as 

prolonged exposure to crushed tablets is linked to illnesses in RNs (Amiri et al., 2023). For 

example, a case study by Lewis et al. (2012) found that a pharmacist was diagnosed with 

pneumonitis following crushing tablets for several months in an enclosed space without 

consistently wearing a mask. However, the symptoms that led to the diagnosis stopped as 

soon as the pharmacist was no longer exposed to the crushed tablets.   

Giving the residents space and time to calm down is another strategy mentioned by the 

caregivers. This is done in response to the behavioural challenges or the changes in mood 

of the residents. The caregivers reported leaving the individual for a few minutes before 

coming back to offer medication again. It appeared that most caregivers offered the 

medication on their return in an altered form, mixed with something the resident loved to 

drink or eat. These findings are similar to a study by Watson and Hatcher (2021) which 
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found that PWD who were aggressive were given time to calm down by the caregivers. The 

caregivers followed the five minutes rule which meant they removed themselves from the 

vicinity of the aggressive resident for a few minutes and returned with something the resident 

loves such as tea or a different caregiver.  

Having specific caregivers administer medication to certain residents is another strategy 

used by the caregivers at the care facility. This is done in response to the preferences some 

residents have regarding who would administer medication to them. A study conducted by 

Backhouse et al. (2022) looking at how caregivers cope with refusal of assistance from PWD 

with their ADL found similar results. The authors found that the caregivers relied on each 

other for support when one of the PWD refused care. This was done by swapping with other 

caregivers who had a good relationship with and knew the individual well.  

Medication non-adherence attributed to cognitive decline is one of the two challenges 

reported by the caregivers at the care facility. Some of the residents refuse medication from 

the caregivers. For some of the residents, there are no reasons stated for refusing 

medication. On the other hand, other residents appear not to understand why they have to 

take medication, while others raise fears of being poisoned. This is a common challenge that 

caregivers of PWD face due to confusion, and lack of insight leading to unintentional non-

compliance with medication (Lim & Sharmeen, 2018). Few studies (Maxwell et al., 2014; Arlt 

et al., 2008) have highlighted lack of insight into dementia leading to medication non-

adherence. PWD who are not aware of their condition due to the nature of dementia have 

been found to default on their medication as they do not see the reason for taking 

medication.  

Furthermore, it has been stated that individuals who are not aware of their medical condition 

may express their frustration through anger and being physical (Tondelli et al., 2021). This is 

consistent with the study findings as the caregivers reported that some residents responded 

with aggression when they were offered medication or as soon as they saw medication. 

However, this is not the case with all the residents who refuse taking medication from the 
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caregivers. Some residents only refuse to take medication or show signs of confusion as 

they asked why they have to take medication in the absence of behavioural difficulties such 

as aggression. It was also observed that residents who did not want to take medication 

refused to open their mouths without being aggressive.  

Refusing medication due to fears of being poisoned also emerged as another reason stated 

by some PWD. The caregivers are faced with this challenge when the prescription of the 

individual changes or when the medication is administered by a caregiver not preferred by 

the resident. Similar findings were found in a study by Kaasalainen et al. (2011) which 

highlighted the same challenge as PWD refused to take medication due to being delusional 

or having suspicions of possible harm from the caregiver. Lindauer et al. (2017) found that 

PWD in care facilities with declining cognitive skills, delusion, visual difficulties, depression, 

and pain resisted care from the caregivers, including medication administration. These 

symptoms affect how PWD perceive care, leading to misinterpretation of the intentions of the 

caregivers, and refusing medication.  

In cases where the prescription of the resident changed, the caregivers reported having to 

communicate with the resident and explain what each tablet is for and how it will help the 

resident.  

As already stated in the literature review, communication is one of the affected areas in 

dementia, thus attempting to convince the residents to take medication may not always be a 

success for a number of reasons. Volkmer et al. (2023) looked at the impact communication 

difficulties have on daily conversations. Lack of insight as explained above may result in 

communication with some PWD being null. Reasoning or explaining the importance of 

medication to some PWD may not result in medication adherence as the individuals are 

unaware of their condition and therefore do not see the need to take medication. This leads 

to alteration of the formulation of the medication as most of the caregivers do at the care 

facility since some residents do not present with swallowing problems but rather question the 

need to take medication while others spit out the tablets. Lack of rapport between some 
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residents and the caregivers as well as the misconceptions PWD have about the caregivers 

make communication regarding the importance of medication futile. This is due to fears of 

being harmed as expressed by some residents thus medication will be refused. Lastly, short 

attention span and memory difficulties also make communication with PWD not effective. A 

decline in these cognitive skills results in the individuals not following through with the 

instructions or the explanation as they are easily distracted by other activities in the 

background. Furthermore, these individuals may forget what was communicated to them due 

to memory problems (Coleman & Asiri, 2017). In addition to the reasons stated above 

making communication with PWD not a useful tool to encourage medication adherence, 

Lindauer et al. (2017) advised against convincing PWD to take medication as this can 

prolong the tension and result in aggressive behaviour. 

Hiding the tablets under the tongue and spitting them out as soon as the caregivers were not 

around or not looking is another challenge encountered during medication administration. 

This could be attributed to a decline in cognition, lack of insight, or fear of being harmed 

(poisoned). Kaasalainen et al. (2011) found similar results as the caregivers had to ensure 

that the tablets given to PWD were swallowed and not spat out.  

Behavioural problems are the second challenge mentioned by the caregivers. It is already 

known that PWD present with behavioural problems as the condition progresses. During 

medication administration, the behavioural problems are triggered by the fear of being 

harmed by the caregivers and not wanting to take medication. This is consistent with the 

literature as previous studies show that aggression in PWD is a common challenge that 

caregivers experience (Schnelli et al., 2023). Aggression in PWD has been found to be a 

way in which these individuals express anxiety (Carrarini et al., 2021). However, Saina 

(2021) found that there are two causes of aggression in PWD, namely: physical, and 

emotional. The physical causes include pain and illnesses. Since communication is one of 

the areas that is affected in PWD as the condition progresses, the individual’s ability to 

express that they are experiencing pain is impaired. In addition to pain and illnesses causing 
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aggression, some of the medications prescribed for PWD has been found to result in side 

effects such as fatigue, which further result in distress and eventually trigger aggression 

Saina (2021). The emotional causes of aggression in PWD include boredom and loneliness 

as the individuals may feel secluded or confined to their rooms. The confinement and 

seclusion leads to feelings of frustration and lashing out at the caregivers (Saina, 2021).  

The environment has also been found to be a major cause of aggression. Environments that 

are too busy, noisy, too bright, dark, or with no activities to do trigger aggression. These 

factors trigger aggression as PWD, more particularly Lewy-body dementia,  experience 

hallucinations, and delusions (Saina, 2021).  

Identifying and knowing the triggers for aggressive behaviour in PWD is imperative as it can 

assist the caregivers in reducing the occurrences of aggressive behaviour (Holst & Skär, 

2017). This was reported by one of the caregivers as she mentioned the importance of 

knowing what triggers aggression in PWD as it prepares her to act swiftly by keeping her 

distance from that particular resident for some time until the resident has calmed down.  

Several studies (Janzen et al., 2013; Ostaszkiewicz et al., 2015; Zeller et al., 2011)  

identified person centred care as an approach that caregivers in care facilities can utilize to 

prevent and calm aggression in PWD. These studies highlight the importance of knowing the 

individual’s history and personality as this can assist the caregivers with preventing and 

calming aggression and agitation. According to Holst and Skär (2017), recognizing the 

uniqueness of each individual and tailoring care and activities based on the needs of each 

individual has been one of the most effective strategies for lowering the occurrences of 

aggression and agitation in PWD. This approach is similar to the findings of the current 

study. The caregivers at the care facility employ techniques that are specific to each 

individual to ensure that medication is administered without triggering the residents. A few 

techniques were mentioned by the caregivers as there is no universal care strategy for 

PWD. Some of the techniques are stepping back, and modifying the original formulation of 

medication for residents who do not want to take medication or become aggressive during 
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medication administration. The caregivers know the residents and how they would react 

when they are offered medication, or their prescription changes, this allows them to be 

flexible and tailor how they administer medication based on the individual. The caregivers 

know who requires their medication to be modified and those who need to be given some 

time alone before they could be given medication again.  

Various training needs emerged as the caregivers expressed their confidence and training 

needs regarding providing care to PWD. Some caregivers expressed that they still required 

further training in dementia, however, they did not mention any specific areas they required 

the training in. Some of the caregivers reported they require further training so that they 

could be updated with the latest research and practices relating to care provision to PWD. 

Learning how to exercise the residents and keep them fit was another training need 

mentioned by one of the caregivers at the care facility. This is an important training need that 

is highlighted in a study by Hirt et al. (2024), which found that caregivers or RNs, as primary 

carers of PWD, required training in physical exercise. The study also states that physical 

activities have been highlighted as an important factor that would promote and maintain 

independence in ADL in PWD.The last training need mentioned by one of the caregivers 

was learning how to protect themselves from the aggression of residents. Interestingly, this 

was required by a caregiver who has worked with PWD for fourteen years. However, the 

caregiver reported the need to be taught how to protect themselves as she sometimes finds 

herself with PWD who have a strong grip, making it difficult for her to keep a safe distance 

until the resident has calmed down. This training need is supported by a review that found 

training focusing on behavioural challenges in PWD to be beneficial as the caregivers were 

able to manage the patients better (Spector et al., 2016). 

Other caregivers reported that they do not require further training and support. This was 

mostly seen in caregivers with work experience ranging between twelve to sixteen years and 

perhaps learnt more about the individuals and the coping skills over the years as caregivers.   
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Further support is also required by some of the caregivers in the form of support groups 

consisting of other caregivers of PWD for the purposes of sharing experiences and seeking 

advice. This is consistent with the findings of a study by Küçükgüçlü et al. (2018), which 

found that support groups provide a safe space for caregivers to share their challenges and 

emotions, thus decreasing their level of stress and improving their coping skills in the 

workplace and welfare. The need for support services for caregivers of PWD became more 

apparent after several studies found that caregivers of PWD were hardly coping and as a 

result were burdened and had poor quality of life (Küçükgüçlü et al., 2018). This is similar to 

the study findings as some of the caregivers expressed challenges pertaining to care 

provision to PWD and how talking to other caregivers would help with the emotional buildup 

from the challenges and also help them find coping skills.  

The participants at the care facility appear to have found strategies that work with each of 

the PWD during medication administration. While others have learnt what to expect from 

dementia and how to address the challenges that come with the condition, other participants 

seem to use one strategy for all PWD. Further training needs were also expressed by some 

of the participants. The participants underwent training in dementia, however, they still 

require thorough training in this field as there are constantly new developments being made 

in dementia. Another training need that was mentioned was additional support in the form of 

counseling or debriefing sessions with other caregivers of PWD. The need for counseling or 

debriefing was due to the challenges the participants experience as they provide care to 

PWD. Only one participant requested training in physical exercise for PWD as well as to be 

taught how they can protect themselves as caregivers from PWD who are aggressive. 

Lastly, different perspectives were expressed regarding care provision to PWD. Some 

participants reported that they enjoyed providing care to PWD, others found it to be 

challenging but they embraced it, while a few found it quite challenging. 

 

 



 

56 | P a g e  
 

Chapter 5:  Conclusion 

This research has contributed to the existing literature on dementia care in the South African 

context. The caregivers responses have shed some light on the overall experience of 

medication administration to PWD. Various experiences emerged based on several factors, 

including the strategies used by the caregivers to administer medication; the barriers 

experienced during medication administration; and the preparedness and the training needs 

of the caregivers regarding care provision to PWD. Although RNs could not be recruited, it 

would have been great to get insight into how they perceive medication administration to 

PWD and whether these perceptions differ based on the qualification type. One mostly 

mentioned strategy used by the caregivers to administer medication was modifying the 

natural formulation of the medication. Other strategies included giving the residents some 

time to calm down, and having specific caregivers administer medication to specific 

residents. These strategies were specific to each individual as the caregivers knew the 

residents and what challenges they should expect when they administer medication. This 

demonstrated patient centrered care as care was tailored to suit the individual needs of the 

residents. All these strategies were used to ensure continuity of medication administration 

regardless of the challenges the residents presented with. The challenges mentioned by the 

caregivers included medication refusal which in some cases was attributed to fears of being 

poisoned and behavioural challenges, which were common among the residents. Additional 

support was required by some of the caregivers. Support in the form of further educational 

training in dementia was mentioned by some of the caregivers. The caregivers also 

expressed the need for a platform consisting of other caregivers for expressing their 

emotions, getting advice, and other challenges they may be experiencing regarding care 

provision to PWD.  

The current study also found different perspectives towards caregiving to PWD and this was 

attributed to various factors. Most of the caregivers enjoyed looking after PWD. For some of 

the caregivers, this was due to innate qualities while other caregivers enjoyed providing care 
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to PWD as they already understood the condition and knew what to expect. Other caregivers 

found care provision to PWD challenging and embraced the challenge.  

In addition to the findings answering the research question, the study also found additional 

results pertaining to medication administration. Ubuntu and knowledgeable emerged from 

the responses of the caregivers when the study sought the skills and knowledge required to 

provide care to PWD. The study findings also showed that qualification at the care facility 

determined the role played by staff regarding medication administration as the caregivers 

only fetched and administered medication that was already prepared for the residents by the 

RN. Lastly, the study sought the detailed process of medication administration. Although the 

study has provided insight into the experiences of caregivers regarding medication 

administration in PWD in one care facility, similar experiences of caregivers can be expected 

in other care facilities in the South African context.  

 

5.2 Limitations 

There were four limitations that were identified in the current study. The first limitation was 

not having RNs as part of participants in the current study as they could have shared their 

experiences from a perspective of a RN. This limits the study’s ability to generalise the 

results across the different types of caregivers. The second limitation was lack of 

generalisability of the results to other care facilities within Johannesburg, and South Africa 

as data was collected at one research site. The experiences of RN and caregivers in other 

care facilities in South Africa may differ from those at the research site. The third limitation is 

the potential volunteer effect as there may be differences between the participants and the 

non-participants in terms of their perceptions which may affect the representativeness of the 

results obtained in the current study. The last limitation is the range of years of the 

participants. The work experience range of the recruited participants might not capture the 

spectrum of the experience of caregiving as most of the participants in the current study 
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have many years of working experience versus the other participants with limited work 

experience. This might limit depth of understanding the experiences of the caregivers.  

5.3 Strenghths 

There are three strengths in the current study. The first strength is the use of various data 

collection tools. This provided a rich data set that allowed for a thorough understanding of 

the caregivers experiences, and perceptions of medication administration. The second 

strength identified is that the current study addresses the gap in knowledge on the 

caregivers perceptions of medication administration to PWD, specifically in the South African 

context. The third strength is the study’s transferability. The current study provided thick 

descriptions for applicability to other contexts.  

5.4 Implications 

Clinical Implications 

Results obtained from the current study show that the caregivers at the care facility 

experienced challenges regarding medication administration to PWD. As a result, the 

caregivers resorted to modifying the formulations of medication to ensure that medication is 

administered. However, some caregivers have embraced the challenges that come with 

administrating medication. This calls for a training in safe admnisitration techniques and the 

implications of modying tablets as not all tablets can be modified (crushed) and capsules 

opened. Continuos education for care facility staff has been advocated for in previous 

studies (Eide & Schjøtt, 2001; Kolcu & Ergun, 2020; Lau et al., 2003) as it improves the 

competency of the staff and therefore facilitates safe medication administration (Garratt et 

al., 2024) 

The results also show the need for further training as the caregivers require in depth 

information regarding dementia as there is new research and developments being done in 

this field. Similar results were found in a study by Prince et al. (2016) as they highlight the 
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importance of continuous education and further training for caregivers to provide more 

knowledge on dementia and improve the ongoing care.  

Support in the form of a support group is also required as some of the caregivers reported 

being occasionally overwhelmed by some of the events between them and the residents. 

The need for meeting and engaging with other caregivers, particularly caregivers of PWD, 

was mentioned as expressing their emotions and seeking advice from those who have had 

similar experiences was necessary to avoid build up of mixed emotions. This is supported by 

studies that have shown that providing support, socially and emotionally, to caregivers of 

PWD mitigates burden on the caregivers and improves their wellbeing, and overall 

confidence (Kerpershoek et al. 2018; Cross et al., 2018). Therefore, support groups 

sessions may have a positive impact on the mental/emotional health of the caregivers.  

Research Implications 

There is paucity of research done in medication administration and how this process is 

affected in PWD as studies have focused on other areas or topics in dementia. This gap in 

literature is highlighted in a study by Alsaeed (2018).  Results obtained from the current 

study will help close the gap in literature regarding understanding how cognitive decline and 

other changes that result from dementia affect medication administration in this population in 

the South African context. The results also show the techniques the caregivers have come to 

use through understanding the residents and learning what works for each individual.  

Future research can focus on the emotional or mental wellbeing of the caregivers of PWD as 

they have to deal with the different manifestations of dementia such as mood swings, 

aggression, and cognitive decline. The results from the current study show that some 

caregivers require some form of support as they experience different emotions while taking 

care of PWD. Existing literature advocating for this type support for caregivers has already 

been discussed above in clinical implications.   
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Future research can also focus on investigating the specific training needs of the caregivers 

using the aspects identified in the current study. It is highlighted in a study by Rasmussen et 

al. (2023) that caregivers of PWD express feelings of inadequacy regarding providing 

specialised care and therefore require more education on dementia.  

Lastly, future research can explore the differences in experiences of the different types of 

formal caregivers with diverse qualifications, and experiences regarding their roles and 

responsibilities.  

Policy Implications 

The current study shows the need for guidelines or Standard Operating Procedures (SOP) 

that will assist the caregivers in administrating medication safely. The importance of ensuring 

safe medication administration has been emphasised by Cotter et al. (2012). The guidelines 

can include the types of tablets or capsules that can be crushed or opened as not all 

medication can be altered and also include the implications of altering medication and other 

techniques that can be used to ensure continuity of medication administration.   

 

5.5 Contributions of study 

The results from the current study give insight into what transpires during medication 

administration on a daily basis. The current study also shows the various perceptions 

caregivers have towards administering medication to PWD. The findings of the current study 

narrows the existing gap in the literature, as most of the existing studies have focused on 

dementia and other areas related to this condition and not on care provision to PWD in care 

facilities. 
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APPENDIX 2: SITE INFORMATION LETTER 

Date:  

To whom it may concern, 

 

Re: Permission to conduct research at the care facility. 

 

My name is Nompumelelo Mgidi and I am doing a Masters of Arts in Speech Pathology at 

the University of the Witwatersrand. As part of the Masters degree, I am required to conduct 

research. I will be doing a research study looking at the experiences of registered nurses 

and caregivers, in care facilities, when giving the residents with dementia medication. The 

tittle of the study is Medication time: The experiences of registered nurses and 

caregivers in a care facility for people with dementia. This study will be conducted under 

the supervision of Ms Kelly-Ann Kater and Associate Prof. Jaishika Seedat.   

Conducting this study will help to better understand the process of medication 

administration, whether there are any challenges that arise during this process, and the 

strategies used by the registered nurses and the caregivers should there be challenges 

when administering medication. Furthermore, this study will look at the overall experience of 

registered nurses and the caregivers regarding providing care to people with dementia. 

Obtaining permission to conduct this study at this care facility is important as the results 

obtained from this study can be used to advocate for more support such as further training 

for the registered nurses and caregivers or support from speech therapists or any other 

required health care professional.  

Why has your care facility been chosen as a study site? 

The care facility was chosen for my study because it provides specialised care for people 

with dementia. Thus the registered nurses and the caregivers working at the facility have 

experience working with persons with dementia and they will be best placed to participate in 

the study and share their experiences. As noted, their specific experience during the 

medication routine at different times of the day, the strategies they may use when getting the 
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residents with dementia to have their medication, the challenges they may experience and 

their overall level of confidence during the medication routine can be understood first-hand.  

Will there be potential benefits or harm for the registered nurses and the caregivers 

who will be involved in the study? 

No monetary benefits will be obtained by the registered nurses and caregivers for their 

participation in the study. The findings will contribute towards understanding how healthcare 

professionals such as speech therapists, dieticians, etc., may provide better support for 

persons with dementia to ensure that they take their medication safely. Furthermore, no 

harm will be done to the participants. The participants and their responses will be kept 

confidential, and no personal information that could potentially identify the participants will be 

revealed during the reporting and presentation of the results of the study. Also, the name of 

the research site will not be revealed in any of the reporting or publications. Lastly, 

participation in the study will be voluntary and the participants are free to withdraw from the 

study at any time if they feel uncomfortable without any consequences.  

What will happen in the study?  

After obtaining permission to conduct the study at your care facility, I will begin the process 

of recruiting participants by giving brief talks about my study for the registered nurses and 

caregivers during tea breaks then I will leave two boxes in the staff room: one box with 

information letters and consent forms while the other box will be for signed consent forms. I 

will also obtain consent from the residents with dementia or their next of kin for observing the 

medication administrating process. Having recruited participants, I will commence the study 

by firstly doing observations during medication time for three days. This will entail observing 

the participants giving out medication to the residents. Please note that more focus will be on 

the participants more than the residents. Following the observations will be semi-structured 

interviews whereby I will do one on one interviews with the participants at a place and time 

that is convenient for them. The participants can expect to spend at least 30-45 minutes 

doing the interview. Lastly, I will do focus groups whereby two to three group discussions will 

take place. The group discussions will focus on the different topics that will be covered by 

this research and will take place at a place and time that suits the participants. The expected 

time length for the group discussions is 30-60 minutes each.   

Upon completion of this study, I will return to give feedback of the results.  

Having stated the above, I therefore ask for permission in writing to conduct my study at your 

care centre.  
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Should you require any information, please feel free to contact me or my supervisors. If you 

have any concerns regarding how this study is being conducted, please feel free to contact 

the chairperson of the Human Research Ethics Committee (Medical), Professor Clement 

Penny, on 011 717 2301 or at Clement.Penny@wits.ac.za. I am looking forward to your 

response.  

 

Yours sincerely, 

 

Nompumelelo Mgidi   

(MA Student)    

Email Address: 

1611508@students.wits.ac.za 

Contact no.: 062 882 8554 

 

 

Ms Kelly-Ann Kater      Associate Prof. Jaishika Seedat 

(Supervisor)       (Co-supervisor) 

Email Address:       Email Address: 

Kelly-ann.Kater@wits.ac.za     Jaishika.Seedat@wits.ac.za 

Contact no.: 011 717 4937     Contact no.: 011 717 4576 

 

 

 

 

 

 

 

 

mailto:1611508@students.wits.ac.za
mailto:Kelly-ann.Kater@wits.ac.za
mailto:Jaishika.Seedat@wits.ac.za
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APPENDIX 3: RESEARCH SITE CONSENT 
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APPENDIX 4: PARTICIPANT INFORMATION LETTER 

 

Study Title:Medication time: The experiences of registered nurses and caregivers in a care 

facility for people with dementia. 

 

Dear Potential Participant, 

My name is Nompumelelo Mgidi and I am a Speech Therapist and Audiologist. I am 

currently doing my masters in speech pathology at the University of the Witwatersrand. I am 

inviting you to participate in my study whereby I will be looking at the registered nurses and 

caregivers experiences when giving the residents with dementia their medication. 

Conducting this study will help to better understand the process of medication 

administration, whether there are any challenges that arise during this process, and the 

strategies you use should there be challenges when administering medication. Furthermore, 

this study will look at your overall experience of providing care to people with dementia. 

What will happen in the study? 

Before you can participate in this study, you will be required to sign a consent form for 

observations, and semi-structured interviews. The study will be done in three parts:  

1. Observations: this is the first part of the study where I will be observing you give 

medication to the residents with dementia. I will be observing from a distance, and 

you may not even know that I am around. The purpose of observations is to better 

understand the environment and get a clearer picture of what happens during 

medication time. The information obtained from observations will be used to 

supplement the information obtained in other parts of this study.  

2. Semi-structured Interview: this will be the second part of this study whereby I will be 

conducting an interview with you alone and will be asking you questions. The 

interview will take place at a time that is convenient for you at the care facility. An 

audio recorder will be used to record all your responses to ensure that I do not forget 

any important response when I transcribe and analyse the data. You will be required 

to give consent for the semi-structured interviews to be audio recorded. 

3. Focus group: this a group discussion that will be held after the semi-structured 

interviews are done. You can choose to participate in the interview and the focus 
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group, or you can choose to participate only in the interview. In order to participate in 

the focus group, you need to have participated in the interview. For more information, 

please see the focus group information letter.   

 

Participation in this study: 

Participation is voluntary. This means you can withdraw any stage in the study process 

without any consequences.  

Benefits for the participants:  

You will not obtain any monetary benefits will be for your participation in the study. The 

findings will contribute towards understanding how other healthcare professionals such as 

speech therapists, dieticians, etc., may provide better support for persons with dementia to 

ensure that they take their medication safely.  

Confidentiality and Anonymity: 

The data gathered will only be accessed by myself and my research supervisors and it will 

be stored in a password protected computer. Any identifying personal information such as 

your name will not be included in the write up and presentation of the research.  

Furthermore, the data collected will be retained at the University of the Witwatersrand for two 

years if it will be published and 6 years if it will not be published.  

If you have any questions before or after the study, please feel free to contact me at 062 882 

8554 or email me at 1611508@students.wits.ac.za or contact my supervisors on 011 717 

4576/Jaishika.Seedat@wits.ac.za (Associate Prof. Jaishika Seedat) or 011 717 4937 /Kelly-

ann.Kater@wits.ac.za (Ms Kelly-Ann Kater).  

 

Yours sincerely, 

 

Nompumelelo Mgidi 

Speech Therapist and Audiologist 

Master’s Student 

 

  

mailto:1611508@students.wits.ac.za
mailto:Jaishika.Seedat@wits.ac.za
mailto:Kelly-ann.Kater@wits.ac.za
mailto:Kelly-ann.Kater@wits.ac.za
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Ms Kelly-Ann Kater       

(Supervisor)        

 

    

Associate Prof. Jaishika Seedat 

(Co-supervisor) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

90 | P a g e  
 

 

APPENDIX  5: PARTICIPANT INFORMATION LETTER FOR FOCUS GROUP 

Study Title: 

Medication time: The experiences of registered nurses and caregivers in a care facility for 

people with dementia. 

 

Dear Potential Participant, 

My name is Nompumelelo Mgidi and I am a Speech Therapist and Audiologist. I am 

currently doing my masters in speech pathology at the University of the Witwatersrand. I am 

inviting you to participate in my study whereby I will be looking at the registered nurses and 

caregivers experiences when giving the residents with dementia their medication. 

Conducting this study will help to better understand the process of medication 

administration, whether there are any challenges that arise during this process, and the 

strategies you use should there be challenges when administering medication. Furthermore, 

this study will look at your overall experience of providing care to people with dementia. 

What will happen in this part of the study? 

This is the last part of the study, called focus group. A focus group is a discussion that will 

involve other registered nurses and caregivers who are participating in this study. The 

discussion will be related to the different areas that I will be focusing on in this study and will 

take place a time that is chosen to be convenient by all the participants who will be in the 

focus group. For the purposes of data transcription and analysis, an audio recorder will be 

used to record the discussion. You will be required to sign the consent form for focus group 

before you can participate in this part of the study.  

Participation in this study: 

In order to particicpate in the focus group, you need to have participated in the interview. 

Participation in the focus group is voluntary. This means you can withdraw any stage in the 

study process without any consequences.  

Benefits for the participants:  
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You will not obtain any monetary benefits will be for your participation in this part of the 

study. The findings will contribute towards understanding how other healthcare professionals 

such as speech therapists, dieticians, etc., may provide better support for persons with 

dementia to ensure that they take their medication safely.  

Confidentiality and Anonymity:  

The data gathered will only be accessed by myself and my research supervisors and it will 

be stored in a password protected computer. Any identifying personal information such as 

your name will not be included in the write up and presentation of the research. 

Confidentiality cannot be guaranteed regarding the focus group as there will be other 

partcipants taking part in the discussion. However, you are requested not to share 

information that will be discussed in the focus group with other participants who will not 

participate in the group discussion.  

Furthermore, the data collected will be retained at the University of the Witwatersrand for two 

years if it will be published and 6 years if it will not be published.  

If you have any questions before or after the study, please feel free to contact me at 062 882 

8554 or email me at 1611508@students.wits.ac.za or contact my supervisors on 011 717 

4576/Jaishika.Seedat@wits.ac.za (Associate Prof Jaishika Seedat) or 011 717 4937 /Kelly-

ann.Kater@wits.ac.za (Ms Kelly-Ann Kater).  

 

Yours sincerely, 

 

Nompumelelo Mgidi 

Speech Therapist and Audiologist 

Master’s Student 

 

  

Ms Kelly-Ann Kater       

(Supervisor)        

 

    

mailto:1611508@students.wits.ac.za
mailto:Jaishika.Seedat@wits.ac.za
mailto:Kelly-ann.Kater@wits.ac.za
mailto:Kelly-ann.Kater@wits.ac.za
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Dr Jaishika Seedat 

(Co-supervisor) 
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APPENDIX 6: OBSERVATION CONSENT FORM 

 

Name of Department: Speech-Language Pathology and Audiology 

Tittle of the study: Medication time: The experiences of registered nurses and caregivers in 

a care facility for people with dementia. 

By signing below, I agree that I have read and understood the information letter and give 

consent to be observed. I confirm that I understand why I will be observed. I allow the 

researcher to take down notes of the aspects that will be observed. I understand that I will be 

kept anonymous in the writing of the results obtained from observations.  

 

……………………………….     …………………………… 

Participant’s signature     Date 

 

…………………………….     ………………………….. 

Researcher’s signature     Date 
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APPENDIX 7: PARTICIPANT CONSENT FORM FOR INTERVIEW 

 

Name of Department: Speech-Language Pathology and Audiology 

Tittle of the study: Medication time: The experiences of registered nurses and caregivers in 

a care facility for people with dementia. 

By signing below, I agree that I have read and understood the information letter and 

therefore give consent to participate in the interview.  

1. I confirm that I understand the reason why I have been selected to be part of this 

study. The role of my participation has been explained to me.  

2. I was given enough information regarding this study and everything was explained to 

me.  

3. I understand that my participation in this study in voluntary, meaning I can withdraw 

from study anytime without any consequences.  

4. I allow the researcher to take notes during the interview. 

5. I was assured by the researcher that any information identifying me as an 

interviewee will not be revealed in the results of this study.  

 

 

Participant’s signature    

 

 

Date 

 

 

Researcher’s signature 

 

Date 
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APPENDIX 8: PARTICIPANT CONSENT FORM FOR FOCUS GROUP  

Name of Department: Speech-Language Pathology and Audiology 

Tittle of the study: Medication time: The experiences of registered nurses and caregivers in 

a care facility for people with dementia. 

By signing below, I agree that I have read and understood the information letter and 

therefore give consent to participate in the focus group.  

1. I was given enough information regarding focus group and everything was explained 

to me.  

2. I understand that my participation in this study in voluntary, meaning I can withdraw 

from study anytime without any consequences.  

3. I allow the researcher to audio record the discussion in the focus group. 

4. I allow the researcher to take notes during the focus group. 

5. I will not disclose information discussed in the focus group to anyone outside the 

focus group.  

6. I was assured by the researcher that any information identifying me will not be 

revealed in the results of this study.  

 

Participant’s signature    

 

 

Date 

 

 

Researcher’s signature 

 

Date 
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APPENDIX 9: AUDIO RECORDING CONSENT FORM 

 

Name of Department: Speech-Language Pathology and Audiology 

Tittle of the study: Medication time: The experiences of registered nurses and caregivers in 

a care facility for people with dementia. 

As mentioned in the information letter, I will be audio recording your individual interview as 

well as the focus group (which you may be part of).  The audio recording will allow the 

researcher to accurately transcribe the data collected. Your name or any other identifying 

information will not be associated with the audio recording or the transcription. The 

researcher and the supervisors will have access to the audio recordings.  

Once the transcriptions have been verified for accuracy, the audio recordings will be deleted. 

The transcriptions of your interview and/or focus group discussion may be used for the write 

up of the results of this study, articles, or presentations. Your name or any other identifying 

information will not be used in the write up or presentations.  

By signing this form, I am giving the researcher consent to audio record the interview and 

the focus group discussion.  

 

 

 

Participant’s signature    

 

 

 

Date 
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APPENDIX 10: INFORMATION LETTER FOR RESIDENT’S GUARDIAN 

Date:  

To whom it may concern, 

Re: Permission to observe resident with dementia. 

My name is Nompumelelo Mgidi and I am doing a Masters of Arts in Speech Pathology at 

the University of the Witwatersrand. As part of the Masters degree, I am required to conduct 

research. I will be doing a research study looking at the experiences of registered nurses 

and caregivers, in care facilities, when giving the residents with dementia medication. The 

tittle of the study is Medication time: The experiences of registered nurses and 

caregivers in a care facility for people with dementia. This study will be conducted under 

the supervision of Ms Kelly-Ann Kater and Associate Prof Jaishika Seedat.   

Conducting this study will help to better understand the process of medication 

administration, whether there are any challenges that arise during this process, and the 

strategies used by the registered nurses and the caregivers should there be challenges 

when administering medication. Furthermore, this study will look at the overall experience of 

registered nurses and the caregivers regarding providing care to residents with dementia. 

Obtaining permission to observe the residents being given medication is important as it will 

provide better understanding of what unfolds between the registered nurses, caregivers and 

the residents during medication administration. Although the residents with dementia will be 

observed, the focus will be on the registered nurses and caregivers. 

What will happen in the study? 

Before the residents with dementia can be observed during medication administration, their 

legal guardian will be required to sign a consent form.  

I will be observing the registered nurse or caregiver giving the residents with dementia 

medication. I will be observing from a distance, and they may not even know that I am 

around. The purpose of observations is to better understand the environment and get a 

clearer picture of what happens during medication time. The information obtained from 

observations will be used to supplement the information that will be obtained in other parts of 

this study that the residents will not be part of.  

Participation in this study: 
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Participation is voluntary. This means the legal guardian of the resident with dementia can 

withdraw any time without any consequences.  

Benefits for the participants:  

The residents will not obtain any monetary benefits will be for their participation in the study. 

The findings will contribute towards understanding how other healthcare professionals such 

as speech therapists, dieticians, etc., may provide better support for the residents to ensure 

that they take their medication safely.  

Confidentiality and Anonymity: 

The data gathered will only be accessed by myself and my research supervisors and it will 

be stored in a password protected computer. Any identifying personal information such as 

the residents name will not be included in the write up and presentation of the research. 

 

Furthermore, the data collected will be retained at the University of the Witwatersrand for two 

years if it will be published and 6 years if it will not be published.  

If you have any questions before or after the study, please feel free to contact me at 062 882 

8554 or email me at 1611508@students.wits.ac.za or contact my supervisors on 011 717 

4576/Jaishika.Seedat@wits.ac.za (Associate Prof Jaishika Seedat) or 011 717 4937 /Kelly-

ann.Kater@wits.ac.za (Ms Kelly-Ann Kater).  

 

Yours sincerely, 

 

Nompumelelo Mgidi 

Speech Therapist and Audiologist 

Master’s Student 

 

  

 

 

Ms Kelly-Ann Kater       

mailto:1611508@students.wits.ac.za
mailto:Jaishika.Seedat@wits.ac.za
mailto:Kelly-ann.Kater@wits.ac.za
mailto:Kelly-ann.Kater@wits.ac.za
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(Supervisor)        

 

    

 

Associate Prof. Jaishika Seedat 

 (Co-supervisor) 
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APPENDIX 11: CONSENT FORM FOR RESIDENT WITH DEMENTIA 

 

Name of Department: Speech-Language Pathology and Audiology 

Tittle of the study: Medication time: The experiences of registered nurses and caregivers in 

a care facility for people with dementia. 

By signing below, I agree that I have read and understood the information letter and 

therefore give consent for the resident with dementia at the care centre to be observed.  

1. I confirm that I understand the reason why the resident with dementia has been 

selected to be observed.  

2. I was given enough information regarding this study and everything was explained to 

me.  

3. I understand that I can withdraw on having the registered nurse and caregiver being 

observed when with the resident with dementia at the care centre without any 

consequences.  

4. I allow the researcher to take notes of the how the registered nurses and caregivers 

interact with the resident with dementia during the observations.  

5. I was assured by the researcher that any information identifying the resident with 

dementia at the care centre will not be revealed in the results of this study.  

 

Legal guardian’s signature    

 

 

Date 

 

 

Researcher’s signature 

 

Date 
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APPENDIX 12: OBSERVATION SHEET 

 

Study Title: 

Medication time: The experiences of registered nurses and 

caregivers in a care facility for people with dementia. 

Venue:  

Date:  

Time:  

Researcher: 

Aspects that will be observed: 

1. Preparation of the medical administration process by the registered nurses and 

caregivers.  

2. Medication formulations taken by PWD. 

3. General behaviour of PWD during the administration process. 

4. How medication is administered by the registered nurses and caregivers. 

5. Registered nurses and caregivers response to challenges experienced during the 

medication administration process. 
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APPENDIX 13: SEMI-STRUCTURED INTERVIEW SCHEDULE 

Study Title:  

Medication time: The experiences of registered nurses and 

caregivers in a care facility for people with dementia. 

Venue:  

Date:  

Time:  

Researcher: 

Participant’s code: 

1. Opening 

 

 Welcoming the participant. 

 Introduction of the researcher. 

 Purpose of the interview. 

 

2. Body 

Areas to be discussed: 

 

A. Demographic information: 

 Gender 

 Age 

 Education: Type of qualification (RN or caregiver). 

 Number of months/years working with PWD. 

 

The demographic information will provide more data about the recruited participants and 

will also assist in determining whether the participants in this study are representing the 
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sample of the targeted population. Information pertaining to the role played by the RN 

and caregivers medical administration process, and the behaviour of PWD will help with 

better understanding the events that occur from the time the medication is being 

prepared up to the end of the medication administration process. 

 

B. Role played by the RN and the caregivers at the care facility: 

 Do they fetch the medication, and dispense it to PWD? 

 Do they only dispense the medication to PWD? 

 Do they monitor for symptoms after giving medication? 

 

C. Detailed process of medication administration. 

 

D. Number of medical administrations in a day. 

 

E. Behaviour of PWD when given medication: 

 Any challenges arising. 

 

F. RN and caregivers reactions to the behaviour of PWD when taking medication. 

G. General perceptions of providing care to PWD. 

H. Support or further training. 

 

 

3. Closing 

 

We have come to the end of the interview. Thank you for taking your time to be part of this 

study. If you want to ask questions or need clarity on anything regarding this study, you are 

more than welcome to ask.  

 

THE END OF SEMI-STRUCTURED INTERVIEW 
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APPENDIX 14: FOCUS GROUP SCHEDULE 

 

Study Title: 

Medication time: The experiences of registered nurses and 

caregivers in a care facility for people with dementia. 

 

Venue:  

Date:  

Time:  

Researcher: 

Participants’ codes: 

 

1. Opening 

 

 Welcoming the participants. 

 Introduction of the researcher. 

 Purpose of the focus group. 

 Ice breaker: Can everyone tell me something about themselves without revealing any 

personal information? 

 

2.  Body 

 

Areas to be discussed: 

 

 General perceptions of providing care to PWD. 

 Role of healthcare professionals regarding medication. 

 Challenges experienced by PWD during medication rounds. 
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 Experience or skills required to provide care to PWD. 

o Skills required to provide care to PWD in care facilities. 

 Support or further training. 

 

3. Closing 

 

We have come to the end of the focus group. Thank you for participating in this study 

again. Now that I have gathered the data that we discussed, I am to going to transcribe 

and analyse it. After compiling the research report I will come back to give feedback on 

what I have found and what the results mean. If there is anyone who would like to ask a 

question, they have the platform to ask.  

 

THE END OF FOCUS GROUP 

 

 

 

 

 

 

 

 

 

 

 

 


