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v , . ABSTRACT

L

f ' ‘ The present study investigated the differences in the
manner disoriented 1nst1tutionalized elderly female (80 years
and older) scored on measures of cognitive, social, personality
and bed;vioral areas.,

Stages of disorientation were based on'the tool for
assessing the degree of confusion in the elderly developed by
M. Peoples. -

Experiment One studied RO from a behavior-modification
approach. A total of 16 subjects in Stage one disorientation
were included. Nine subjects were assigned to the RO treatment
apd seven subjects to a no-treatment contro%. The RO éroup met
three times a week tota;ling 29 sessions. The results revealed
smell cognitive rmproveqents,'no:apparent persshality chang
and some positive social ahd bepavioral changes.

Bxperiment Two examined VY from a human1stic person- -
centered approach. A total of 12 sub]ects 1n Stages TwO and
Three participated in this study.‘ There were five subjects
that were selected for the validation group and seven in Lhe
no-treatment control group. The validation group met twice a
week totaliihg 22 sessions. The results showed no cognitive
1mprovements, but subjects appeared to express themselves more
during the last three sessions than the first three sessions.
Also, there were somehsmall soc1a1 and personality changes..

.o R
The implications of this study were discussed in terms of |

LEEEY

alternative approaches with disoriented elderly.
( . * ’ L
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; ‘ B y - RESUME -
. , = : “ ‘
La prilente étude pokte sur les difféfences entre les
, scores‘pbtonus par des femmes igées {80 ans et plus) atteintes

{ . " ‘de ‘désorientation et résidant en institution, a des tests
_ mesurant la cognition, la socialisation, la personnalité et le
conportenent '
L'expérience numéro un consistait a étudier 1'Otientation
., au réel selon ‘une approche de modification du couportement.
> L'expérience a porté sur un total de 16 sujets présentant une
' désorientation de degré 1. Neuf sujets ont regu le traitement
d'OR, les sept autres constituant le groupe ‘témoin. Le groupe
_< OR 8'est. réuni trois fois la semaine, soit en tout pour 29
sessions. Les résultats montrent qu'il y a eu de légeres
-améliorations sur le plgn»cognitif, gu'il n'y a eu aucun
changement apparent sur le plan de la personnalité; certaines
K améliorations ont en outre été observées sur les plans de la
socialisation et du comportement.‘
) L'a4zérience numéro deux visait a étudier la Thérapie de
. ' validation selon une approche humaniste axée sur la personne.
J L'expérience a porté en tout sur 12 sujets présentant une dés-
. ] orientation de degrés 2 et 3. Cing sujets ont été sélectionnés
S ' pour faire partie du groupe recevant la thérapie de validation,
’ les sept-autres constituant le groupe témoin. Le groupe recev-
n “ " ant la TV s'est réuni deux fois la semaine, soit pour un total
de 22 sessions. On n'a observé aucune amélioration sur le
' plan cognitif, mais les sujets semblaient s'exprimer davantage
au cours des trois derniéres sessions qu'au cours des trois
premieres sessions. - On a également observé de légéres modifi-
cations sur le plan de la socialisation et de la personnalité.
Cette étude semble indiquer que la TV reptesente une pos-
~ -sibilité de solution de rechange pour traiter les personnes
- a8gées. Certains faits semblent indiquer que 1'OR pourrait etre
/ e benefique aux malades les moins confus, qui n'ont pas regtessé
'// , kjusau aux derniers degrés de la désorientation. I1 semble
IV E Jéqqgement que les malades les moins confus s'accrochent a la
/ o ) réalité actuelle..
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. Development Of the Problem

Introduction ,

o

"In today s society, with its improved ledical technology,
older persons are increasing in number at a faster rate than
persons under 65 years of age, (Weg,f{978)¢ .Therefore, there
is an immediate concern about Ehis age group's health care.

For instance, approximately 5-15% of ald people over 65 years

~ of age residing in the community suffer from senile dementia,

(Post, 1973).

During éging brain cell atrophy occurs as well as a
decrease in the amount of oxygen flowing to the brain. There
are nedroanatqmical changes like neurofibrillary tangles
throughout the neocortex and hippocampus, (Reisberg, 1981).
Also, atrophy of the cerebral cortex and enlargement of the
ventricles are other common findings, (Fishback, 1977).

A layperson's use of the word "senility" inlold age is

oftened labelled Organic Brain Syndrome (OBS) by health

professionals. More recently, senile dementia of an

Alzheimer's type is also used, Traditionally, it is defined as °

a disorder. which manifests itself through impairment of

orientation memory, and other cognitive, affective and behavior

dysfunctions, (Lieboﬁitz and Lawton, 197?).

However, Liebowitz, et al., (1979) have suggested that OBS

" has puzzled physicians since the degree of bré;n cell’ atrophy

e
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often\does not match the q:gree of behavioral dysfunction
evidenced“ﬁy the older person, Therefore, Babinf {1984) has
sugg:sted that there is'qgt alwvays a_one-to-one relationship
between physical c¢hanges and behaviéral ones., ‘
Similarly, Bou‘ts (1967) examined reports fraoa‘the results,
of autopsies between the patient's behagjor and the amount of
brain damage. The findings were that many patients behaved
“normally” until the time of death de;pite severe physiological
damage, while others with telatively-ig tact.br?in ‘structures
showed marked levels of disorientation, (Aker, Walsh: Beam,

. 1977). :

.

More recently, Pox, Kaszniak and Huckman (1979) have

concluded that the correlation between the amount of cpgnitive

dysfunctioh and cerebral atrophy is positive in dementia bute
¢ 9 .

relétively weak. Merskey, Ball, Blume, PFox, Hersch, Kralgsgz*
Palmers (1980) have indicated that this relationship is .

4

strongest in the patient with advanced dementia..

In general,'}t has been suggested by Babins (1985) and
Feil (1984) that the condition of  the brain is notntﬁg"only
regqulator of behavior. Other regulators include psyéhologicali

factors and coping mechanisms which determine how they relate
) ¢ A . i \ .

to their environmental surroundings. Peoples (1982) sugge§ted

that the actual environment can affect orientétjon. - } ¢

According to Peoples (1982) e1$et1y persbns who have- been-
[ TN

relocated from their homes to a nursing care facility lose the

o

comfort of familjiar surroundings. When an elderly person is

institutionalized, it may result in various levels of
{ ) N
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disorientation. ~Sihce each patientﬁ is limited as to personal

space and property//importani references are reduced. ;rhi's may

( ‘ " further’ reduce memory funct1onmg for nursing home residents,
Hoyever, there is 1ncreasing evidence that the effectiveness of,

group {herapy counte;act;s the effects of institutionalization,

@

'(Teasdale, 1983). :
'i‘wo;therapies that are (cur’renﬁly being used-in this area

are: Reality Orientation (RO) from a behavior-modification
° . . ) N
" approach; and Validation Therapy (VT) from.a person-centered’
. o

]

approach, (Feil, 1982; La;{gston, 1981).
RO assumes that a person must be b_rlented in order to be

abie to garticipate and function.in hiDs or her environment in a
- ! v N -

satisfactory manner.. Its goals are to bring disoriented
residents back to present reallty, (-Jones, 1985). vValidation
° Therapy' s/purpose is to help old-old (80 years and older)

';::m:—: disoriented persons to'aiégg)e;m‘%)meir ownr%qais of rivihgy-to =

ease their stress, to resolve their life's unresolved

\

I conflicts, and to communicate with them in whatever time or “

N

location is real to them, (Jones, 1985). R

=
5 F) \ o

' 1

According to Peoples (1982), both Validation Therapy ar;d

Reality /Orientationn attempt jo help the c}isoriented person
" return to some type of reality by forming a “"therapeutic
a . relationship"” between the therapist aﬁd the \person. Both

therapies share a basic 6biective of ‘Qelping\ the elderly livé

4

o C their lives with dignity, both use a‘g‘roup approach, épd they -

‘

: : . both differ in their philosophies; methods, and goals.

o~
.- -

a

9w

/ -

v N
. °

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Conceptual Framework of Reality Orientation

t - This procedure was originally developed by Taulbee and
Folsom in 1958 and refined in 1965 in the\?eterans
- Administration hospitals. This therapy is a behavioral

approach designed to reduce confusion and disorientation,
(Taulbee, Folsom, 1966).
The primary goal of RO _is to reduce confusion experienced
by the elderly, (i.e., orientation as to time, place, person).
Implicit in most déscriptions of RO is the notion that the
oriented individual is more likely to be independent and happy
. than one who is not, (Schwenck, 1979).
Langston (1981) identif)‘:ed behavior modification as the
- program's underlying theory. By providing environmental
stimuli and controlling the interaction between the staff and
the confused patient, RO proposes tb elicit a desired response
from the pa‘tient. The approach stresses changing behaviour"'by o
positively reinforcing answers and actions that coincide with
reality, which i\s defined as that which has objective existence
and is not merely an idea, (Lehman, 1974).
This therapy includes the use of environmental stimuli
such as clocks and calendars. It also includes behavjors of
S .the staff aimed at consistently increasing patients' awareness
of the environment, or asking the patients to name objects and
then rewarding correct responses with ve;:bal ©or non—verbal |

- praise, (Drummond, Kirchoff, Scarborough, 1978).
' \

¥
-

- b

®

S ¢
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According to BRall (1971), there are two typeé of
reinfiorcers: Primary and Secondary. Primary reinforcers are
consequences that satisfy certain biological needs, such as
food to a hungry animal. Secondary reinforcers are
consequences like .attention, praise, and money, which do not
directly relate to biological needs but have acquired
reinforcing power. In RO verbal praise, touching b; the nurse,
is a secondary reinforcer for the eldery patient. It has been
suggested by Lehman (1974) that verbal rewards and praise
should immediately follow desired, responses or behaviors.
Scarbrough 61974) suggested that re;ards for correct responses
should consist of secondary reinforcers, such as verbal praise,
touch, smiles, etc. Contig;nby management, that is providing a
reinforcer following an appropriate performance, is clearly
iﬁtended as an important part of RO, (Phillips, 1973). To
delay a reward is to lose an opportuhity since a very confused
person forgets guickly and might not connect the praise with

k their own response, (Holden, Woods, 1982).

There are two forms of RO: 24-hour RO, and Class RO.
Twenty—-four hour RO involves staff in using all contacts with
elderly, confused patients to remind them of details of time,
place, and person. It also demands an environment'filled with

memory aids, such as clocks, signs or calendars, and organized

in a way that makes such information relevant. Class RO was
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originally intended as a supplement to the 24-hour approach,
but has evolved as a therapy itself. It involves structured
sessions in which a therapist and a small group of patients sit
together for approximately 30 minutes, (Teasdale, 1983).

According to Langston (1981), the performance aspect of RO
has been articulated cléarly: Patients are to respond
appropriately to a2 specific basic guestion about themselves or
their environment. The ultimate performance goal is that
clients are oriented and able to function in the environment
with socially accepted,behaviors. This becomes important
because this approach maintains that confusion and
disorientation can successfully be treated with RO, no matter‘
what the etilogies, (Phillips, 1973; Taulbee, 1976).

Hogstel (1979) suggests that people who are labelled
confused, senile or disoriented are not considered capable of
Aaking decisions regarding their needs and care. Agreeing witﬁ
their distortions of reality often reinfdrces and increases
their confusion., -TH€ basic concepts of RO are similar to
Glasser's (1965) Reality Therapy which aims to direct the
individual to be more realistic, more authentic, more
responsible, and more involved with other people.

§%§ The rigid control of human responses propsed in RO would
appear to be anti-humanistiF. However, Kanfer and Phillips,
(1970), defend behaviour modification because it increases the

human dignity of the patients as they regain an ability for

v
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independent living. As they suggest, it is nomhumanistic
rather than anti-humanistic, a neutral tool whose value depends
t on its use. Similarly, Holden and Woods (1982) indicated that

using RO permits elderly people who are deteriorating to feel

cared for and respected by others.

h
r‘ef?
.

—— B
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Conceptual Framework of Validation Therapy

3

N

The conceptual framework of Validation Therapy (VT) was
based on an existential humanistic psychology represented by
Erik Erikson and Carl Rogers.

Erikson (1963) defined the final stage of life as "ego
integrity" versus "despair", and describes integrity as the
readiness to defend the dignity of the individual's own life
style against all physical and economic threats. The
integrated person accepts life's events and resolves its
conflicts., Feil (1982) and Peoples (1982) have pointed out
that failure to resolve this stage means that the person will
not be able to defend himself against both his physical and
psychological losses. The person avoids faci;g life goals and
holds onto outworn tasks that leads to disorientation in old
age, (Feil, 1981). .For instance, an 80 year old woman who, as
a young person, blamed other people for pgrsonal failures, may
continue to blame people in the nursig home. This old-old
person may think that the nurses are trying to poison her .food,
or-that other residents are stealing her clothes. When this
same individualxwas younger, her style of blaming qthers was
never successfully resolved, although she was able to function
reasonably well in society. Now that this person has reached

old-old age, her losses create anxiety and ultimately is left

P e
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’ with a feeling of despair, (Babins, 1985). Without the qbility
to resolve unfinished past conflicts, the individual vegetates
until death, (Peil, 1982).

Implicit in the concept of ego integrity is the acceptance
of a person's own definition of himself. Engle (1980) defined
this acceptance as confirmation. She saw confirmatian and
validation as interconnected. She defined validation as
acknowledgement that the individual has received the message
which the helper transmitted and that from the helper's
perspective, is understood. The opposite of confirmation,
disconfirmation, was defined by Watzlawick, Beavin, and Jackson
(1967) as a pathalpgical form of communication in which the
listquy denies the individual his self-identification.
Labelli;g an old person as disoriented, confused, or senile
without offering him help to overcome the behaviors associated
with these labels, may be seen as an example of disconfirma-
tion, (Peoples, 1982). Typically, rather than confirming the
attitude of acéeptance and worth, we apply labels that do not
take into account a person's life experiences. In many cases a

‘climate«of warmth and acceptance is not used to discover then
person's perspective, (Peoples, 1982).

According to the originator of VT Naomi Feil (1982)
suggested that the old-o0ld person with little or no stimulation
from the outside world, lose their identity. They fantasize,

using their vivid memories, and return to their past when they
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were useful, productive and loved. Reacting to ph&sicél and
intellectual deprivation, the old-old disorientéd may retreat
from present reality that holds no role or no future.
Clinically, they recreate and re-live the past in order tol
restore their integrity, (Feil, 1985). Ornstein (1977) has
described early emotional behavior which procedes later-learned
cognitive fational thought. 1It is this early emotional
behavior that is expressed by the disoriented old-old, (Feil,
1982).

As aging occurs, there- are many physiological changes that
may result in an impairment in logical thinking. When this
occurs, it has been suggested byOZaidel (1978) that
non-rational or emotional outputs become heightened. For
instance, during the dream state one does not use logical
thinking but non-rational eidetic images. These images are
often used by the old-old disoriented to help restore events
from the past. Similarly,\Feil (1982) has terme§ the
recreation of old memories as "seeing with the mind's eye".

For example, if a 90 year o0ld woman never-told her mother that
she.loved‘her, she may recreate her through eidetic imagery,
(Babins, 1985),

These old-old people, from Qur point of view, are often
labelled demented when tpe& reveal unresolved %nner issues
through eidetic imagery. The fact that certain feelings hawve
been denied during adulthood may lead to a breakdown of defense

mechanisms in old age. Often this denial or repression leads

10

i
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-to a final rétreat to fantasy and emotional behavior when the
individual is isolated and dependent on others for activities
of daily living. This stimulates the regression to past
experiences and unresolved feelings from this period,
(Ver;oerdt, 1980).

Feil's approach is similar to Carl Roger's humanistic
outlook in that it emphasizes the essential freedom and dignity
of the unigue person. When the therapist is experiencing a
positive, acceptant at?itude toward whatever the client is
experiencing at that moment, therapeutic movement or change is
more likely to occur. The therapist is willing for the client
to be whatever immediate feeling is going on--confusion,
resentment, fear, anger, courage, or love, (Rogers, 1977). As
. a result, rational thinking is not the only way of behaving;
feelings have a right to be expressed whén rational thinking
fails, (Ornstein, 1977). "

The theory behind VT is that hqman beings can change and
grow in a genuine, lovingland caring relationship. This is
suppbrted by Rogers, (1975). Accepting the individual's right
to be unique has been suggested by wWatzlawick, et al. (1967),"
as probably the greatest single factor ensuring mental
development and stability of persons in a relationship.
Therefore, the primary goal of Validation Therapy is to give ,
thg person a sense of identity, dignity and self-worth by
validating their feelings without analyzing and intéréreting

their actions.

11
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. ngd.disOtiented persons will respond to a caring, ‘
trustingparent-person who listens with empathy to help éhem
resolve their past. They need a ttusteé individual in this
final resolution stage of life (éLrnéide, 1976). Unlike
Rogerian Psychotherapy or RO, Validation Theiapy is concerned
with the expression of unfinished conflicts. Validation
Therapy, like other humanistic approaches, is not overly
concerned with discovering causes of confusion. A major .
premise for the validation method comes from the observation
that the causes of confusion are numerous including social,
emotional, and physical losses, (Jones, 1985). Therefore, the
validation therapist is not analytical or judgemental"towards-
the elderly, (Feil, 1982).

Feil (1982) divided disorientationginto four ‘stages
ranging from mild to severe disorientation. Each stage is
distinguishable on the basis of emotional characteristics,
physical characteristics, and feelings that are experienced by
the old-old in that stage (sgijyable'1).

’This theoretical formulation of stages is based on many

years of observation but has not been standardized.

A
¢

Stage One: Halor@entation
Patients hold onto socially prescribed rules, however,

their past conflicts are not expressed directly, but by uéing

" 12
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TABLE 1 .
STAGES OF DISORIENTATION
2}
. — -
CHARACTERISTICS
STAGES EMOTIONAL ’ PHYSICAL FEELINGS
Ong Holds onto present reality. Eyes clear and focus., Feelings are denied.
Occasional Can play games with rules. Stance rigid, unmoving. Speech, reason,
Disorientation Has sense of humour. Denies Movement in space rational thinking
: disorientation, confabulates. definite, sustained, dominates. Considers
Can dress, toilet and control precise. Face and body anyone who shows
! “self most times.. Holds onto muscles gight. Fingers feelings or uses

rules and "proper" ways of and hands often pointing napkins to represent

behaving. sl Arms often folded, babies is "demented".
_ ) A protecting the chest.

3 - . P ' q y

Two Expresses feelings. Does not Muscles are loose. Eyes Returns to universal
Time remember facts. Remembers clear, but often feelings shared by
Confusion sensory, pleasurable feelings unfocused, gazing into all:

PRI PR

from childhood. Energy focus
is to resolve past unfinished
conflicts. Loses sense of
humour.

distance. Movement in
space slow, indirect,
often guestioning.
Shoulders tend to slump
forward, neck down, -

13 .

love, hate,
fear of separation,
struggle for identi-
ty. Expresses these
in symbols and body:
movements. Rhythms
and rhymes come with-
out reason, to avoid
boredom.
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TABLE 1 (Continued)
. STAGES OF DISORIENTATION
: CHARACTERTISTICS ) -
STAGES EMOTIONAL _ PHYSICAL FEELINGS
A'H

Three . Need for speech lost with Sways or dances. Sings Feels shame, guilt,

Repetitive disuse. Ability and desire but cannot talk in sexual feelings,

Movement to think is lost. Repeti- sentences. Moves grace- repressed rage at
tive sounds stimulate, fully with muscles parents who implanted
reassure, help resolve. w loose, but is unaware "bad" feelings for
Increasing loss of sense of of movements. 1Is "bad" behavior.
self-awareness and of body in incontinent of bowel Feelings stopped-up
space. Does not respond and bladder. Eyes for a lifetime, over-
unless stimulated through a often closed or un- flow. Use body to
combination of close contact, focused. Fingers and act out unfinished
nurturing touch, volce tone hands pound, tap, beat,- feelings with a goal
and eye contact, w button and unbutton. toward peace.

Four Moves in slow, half-time. Eyes closed, dull when Very little evidence

Vegetation Murmurs one sound, very weak, open, unfocused, star- of response to

very rarely. Sleeps or sits

‘with eyes closed most of the

time.

ing. Muscles loose, °
without expression. Do
not respond to touch,

voice tone, eye contact.
Sits in geriatric chair,

validation therapy.

or lies in bed to vegetate,

often for many years.

N

SOURCE: Naomi Feil. Validation/Fantasy.
01d-014 (Cleveland, Ohio:

S g———————

New Manual Tells How to Help Disoriented

uct ons, d@ vavw' MNleo N
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people in their present as symbols to représent people intheir
past, (Jacobi, 1971). .
Body patterns are characterized by tense tight muscles;

usually these patients are continent, their movements are

direct and purposeful. The vocal tone is harsh, accusatory and,

often whining, (Jones, 1985).

At this stage, they deny feeling. The validation
therapist does not explore feelings. 1In fact, a'validation
group, according to Feil (1982), would not be hélpful foriétage

One because these patients are threatened by feelings and by

their occasional disorientation.

Stage Two: Time Confusion .

Patients in this stage create their own, inner reality made
up of fantasies. Early memories substitute forjprésent
reality; patients openly express their feelings. They are able
to recall past eventé that consist of strong feelfngs.

Patients in this stage do not keep track of clock time. They
forget names and places. Their body patterns are such that
they sit upright but are relaxed. They.may be aw%re of their
incontinence, and have slow, smooth movement, their voices are

low, rarely harsh, and they tend to sing and laugh readily.

These residents respond 'to a nurturing tone and touch, (Jones,

19685).

15
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Stage Thre?: Repetitive Motion -
This stage is characterized by repetitive sounds that
stimulate, rfassure and help resolve feelings; ‘for instance, a
i:ati‘em: may moan, make “ooo" soﬁ}ids, or clickfng sounds.
o Patients may rep”weat certain words or phrases, (Feil, 1982). |
Patients shut out most stimulation from the outside world. The
body patterns are slumping folard, restlessness, and paciné.

Their vocal tones are slow and steady. l5atj.e‘nts often® laugh

easily and are usually unprompted, (Jones, 1985). §

Stage Four: Disorientation: Vegetation

. 0 i In Stage Four, fhe old-old person shuts out the outside
‘'world completely, giving up the struggle to resolve living.
Self-stimulation is minimal but j_ust -enough to survive. When

. ° the person in Stage Three is drugged or restrained, they often

<

retreat to vegetation, (Feil 1982). ,

Patients will not recognize family, {risitoré or staff.
Their physical features include flaccid posture, little or no .
verbal activity, and they often appear to be sleeping, (Jones,
1985). ’

In summary, Validation Therapy relies. on 'time same
therpeufic tools seen in Rogerian Psychotherapy--—-empathy,
genuiness, an,d beiné non-judgemental. This appfoach is a

. humanistic approach for old-old disoriented that centers

discussions on conflicts that are relevant to the resident's

life expériences.

.
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‘ * Review Of the 'Literature (Reality Orientation)

'

.
- . . ,

© -

( One of the biggest problems,éith RO is that fésedrch in
the past has been based on anéédotél reports and uncontrolled
_— studies. For instance, Folsom (1967 and- 1968) and Taulbee and
‘Folgsm (1966) supplied brief case histories of seven men - .
undgrgoing'ko. Two were mute before starting RO, and a third -
would not Eonverse._ Following RO, all were talking more.
' Another patient became more cooperative and talked more
! freely. One patient's progress was minimal. One patient
became generally more responsive and was tranferred to a
- nursing héme: another ‘ceased to use a whéelchair and became - \
. much. less incontinent and violent. These anecdotal ;ep?rts - ib
suédest that theré were changes in sociability, incontinence, i

aggression and cooperation as a result of RO, (Holden and

- Woods, 1982). waever, no methodological procedures were, used B

i

s dddiras & BNS

to scientifically evaluate the results, .

Another earlier study was done by Barnes (1974) who used

/ .
.Classroom RO with six geriatric patients with a moderate to

¢

‘'severe degree of memory loss, confusion and disorientation.

. Results indicated no significant improvement in questionnaire §

responses after the classroom sessions were terminated.

o} st po st .

However, observed behavior showed considerable jmprovement in
the subjects. However, no control group was used to compare to

the experimental grodp\
é ' ° -

°
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o The first controlled trial of RO.was carried’out by Brook,
Degun and Mather (1975). Eighteen patients were assigned either
to daily RO sessions or to control groups. In the control
group patients sat in a circle for 30 minutes a day and, unlike
the RO group, received no encouragement™~from the therapist to
use °the RO materials; their questions were answered as briefly
as possible. The results indicated that patients who were
rated highest on orientation (i.e., had/a relatively high
intellectual and social functioning) benefitted the most from
RO. Also, unless patients/received reinforcement from the
therapist, they:did not seem to benefit. All groups seemed to
improve in the first two weeks. This occurred because taking
the patient out of their ward environment and placing them in a
stimulfting environment seemedto have a positive effect on all
groups. After the initial two weeks, the control group
deteriorated while‘the RO group either maintained progress or
continued 'to improve. The most deteriorted patients showed the
least improvement in RO.

Harris and Ivory (1976) administered RO to 29 geriatric
patients, and 28 in a control group. The control group
peceived traditional treatment. The results indicated‘that RO
had improved both the verbal orientation behaviors and the

overall clinical impression, while no such changes were found

in the control group.

Citrin and Dixom (1977) attempted to experimentally

evaluate RO. There were two dependant measures used in this

18
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experiment: The RO Informa%féﬁ Sheet, a 25-item questionnaire
asked of the resident; and the Geriatric Rating Scale, a
30-item behavio}al checklist completed by floor personnel.
Theré were 12 subjects in the experimental group and 13 in the
control group. Results on the RO Information Sheet indicated
that following implementation of the RO program, the
experimental group was more oriented to their environment than
- the control group. The Geriatric Rating Scale results were

inconélusive. It can be concluded from this study that RO did
increase the orientation to reality of the confused and
disoriented residents who were involved in the program, and
that RO may be helpful for solving some probiems of disoriented
and confused residents. ! -

uaéﬁonald and Settin (1978) did a study comparing RO and .
Sheltered Workshops using three variables: The Life
Satisfaction Index—A} Nurses' Ratings; and Behavior
Observ?tions. Thirty residents were ,assigned randomly to
either RO, Sheltered Workshop or an assessment—only control.

There were significant gains on the Life Satisfaction
Index for members of the Sheltered Workshop condition. On the
Nurses' Rating of the resident's socidl interest, the Sheltered
Workshop group improved. The RO group, £2Nfagt, tended to
deteriérate on Life Satisfaction Index, whereas untreated’
controls showed little change. Residents assigned to the

Sheltered Workshop condition freguently mentioned "their

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



projects®™ to staff members and reported a great deal of
satisfaction from doing sdﬁething that would help other
people. RO residents mentioned to staff that the sessions
seemed boring and useless. .

Voelkel (1978) did a study comparing RO to resocjalization

groups with 20 residents living in a nursing home. They were

. measured on Activities of Daily Living (ADL) and the Short
Portable Mental Status Questionnaire. Those participants in
the RO group did not improve significantly, but those in the
resocialization group did improve. Voelkel (1978) implied that
RO may be a more useful tool as a preéentive measure to be
used at the onset of confusion or disorientation as opposed to
a therapeuti& approach that restores mental status.

Woods (1979) included in her study a social therapy
centrol group which was a non~-directive group discussion in
which RO materials were not used. The purpose of this was to
include a control group a;med at eliminating the extraneous
effects of staff attention seen in RO condition. The results
of the various cognitive assessments were clearly in févour of
the RO group. On the concentration test, the "Social Therapy"
group seemed to fare worse than even the untreated group.

Zzepelin, Wolfe and Kleinplatz (1981) studied the
effectiveness of RO as treatment for disorientation and

behavioral deficits in institutionalized elderly adults over a

one-year period. Evaluations were made at six-month

20
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intervals. Residents were given a 24-hour RO program and were
compared to a control group. A sub-sample of disoriented
residents also attended RO classes and was compared to the

control group. Treatment effects were assessed with Mental

Status Questionnaire (MSQ), Activities of Daily Living (ADL)

o

and_interpefsonal behavior.

The sub-sample attending RO classes showed slight
statistically significant improvement on the MSQ after six
months. There was no favourable efféct on ADL or other '
measures. Comparison with other studies suggest that advanced
age, severity of disorientation and disabilities limit the
effectiveness of RO.

Although, it is difficult to say how much a small change
in MSQ score contributes to the general welfare of a
disoriented patient, the authors concluded that RO helps
prevent some mental deterioration that ‘may otherwise occur.

In a large scale study conducted by Hanley, McGuire and
Boyd (1981), in both long-stay psycho—-geriatric wards and an
0ld people's home, 28 subjects received RO classes four times
weekly and 29 control subjects received no treatment over a
12-week period. The results indicated that RO gave changes in
orientation only. There were no differences on a behavior
rating scale between RO and control groups.

In an attempt to vary the rate of RO sessions over a

four-week period, Johnson, McLaren and McPherson (1981)

21
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compared RO presented once daily in groups, twice daily in
groups, oncedaily individually. On a questionnaire measure of
orientation all three versions produced sign;ficantly greater
improvement than that found in an uhtreated control group, but
did not differ in their relative effectiveness.

In a recent review by Campos (1984), she suggests biged on
the work of Nodhturft and Sweeny (1982), that RO programs have
succeeded in sensitizing the staff of nursing homes to the
possiblities of improvements by elderly residents. To the
extend that these programs enrich the environment and broaden
opportunities for social interaction, theyfmay enhance morale
of staff and residents and motivate both groups to use their
capabilities to the fullest.

In summary, many studies have attempted to determine if

—~a
o

Reality Qrientation reduces or prevents confusion. Also, these
\gfudies h;ve'investigated the effects on overt behavior as
measured by many different scales. In generéij the results are
varied due to reasons such as no control groups, methodological
difficulties, and different rating scales. It does appear that
RO has its major positive effect on orientation for mild to

moderate amounts of confusion.

22
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Review of the Literature (Validation Therapy)

Feil's (1963) initial goals were to help severely
disoriented old-old labelled "chronic organic brain syndrome",
"senile psychosis", "ambulatory schizophrenia®, "severe .
arter@osclorestic', with coronary insufficiency to face reality
and related to each other in a group. ‘Feil (1968) found the
goal of helping severely disoriented o0ld-old people face
reality to be unrealistic. They had regressed to total
dependancy on the nursing staff and were unaware of time and
place. Each person was observed to be more interested in a
world of fantasy, and behaved in a withdrawn manner. She
observed patients reminiscing and being stimulated when they
were engaged in an exploration of their feelings by a group
leader.

In an earlier study by Feil (1963), she reported that 12
disoriented old patients were divided into two groups of VT and
met four times a week for six months. Béhaviorél observations
were recorded by the geriatric aids at four regular intervals
each day on the basis of six positive and 17 negative
manifestations og affect. Behavioral data were recorded during
daily group meetings. The results showed that all but one
group member displayed an increase in positive affect. This
study, however, lacked methodological controls.

Feil ({967) observed that patients who had been the most
withdrawn of'the nursing home residents became more comfortable

N
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in facing and expressing their feelings with help of a

{ ‘ supRortive therapeutic relationship. This study was an
an:§;otal report of Validation Therapy and without a control
group.

Feil (1971) did a study that showed that after five years
of validation Therapy, 30 severely organically brain damaged
disoriented old-old people became less incontinent, speech
improved, had less negative affect (crying, pounding, hitting),
had more positive affect (smiling, talking, helping others),
and they became more aware of external reality. They tglked
outside of group meetings and showed greater contentment.
However, no control group was used to compare VT.

Alprin (1980) studied the effectiveness of using
Validation Therapy with second and third stage disoriented
aged. They used "Form Y" which listed 32 resident behaviors.
Eighteen behaviors on Form Y were judged to be negative
behaviors, and the remaining items were judged to be positive
by the project evaluator. Theréxtent that negative behaviors
tended to disappear and positive behaviors appeared, VT would
be viewed as beneficial. .

P The evidence that was obtained based on 15 respondants
from nursing homes in the eastern half of the United States
suggests very strong positive changes in behavior of resident
groups following Validation Therapy. Respondants selected

negative behaviors almost exclusively prior to VT and selected

24
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posit;vé behaviors almost exclusively following VT. Negative
behaviors included screaming when alone, sitting alone,

( undressing in public, banging on chaif,“and biting. Positive
behaviors included intitiating comments, talking in phrases,
attentiveness, eyes focusing, and sitting up in a chair.

There were two problems with this investigation. The
firé; was that there was no mention of any control group. The
second was that the forms were mailed to nursing home
directors, activities directors or social workers who were
using vValidation Therapy in their work situations. However,
there appears to be no evidence of controlling any factors that
could enter into a mail questionnaire study.

Suppotting the positive effects of VI has been reported by
Corcelli (1982) who saw marked improvement in behaviors,
decrease in crying, improved gait, decrease in wandering, more
fregquent interaction, and a positive self-image.

In a better controlled study, Peoples (1982) compared RO,
VT and a no—tr:atment control group. She found that VT helped
some of the moderately to severely disoriented persons to get
in touch with their own feelings and self-esteem by validating
their own reality. This therapy helped to change the subject's
bebgvior to more effective functioqin§. In the RO group the
behaviors exhiSitg@ in the~@arly weeks during therapy by all

members did not change throughout the six-week period beyond

25

.
-~

7 - “ e -
»

Reproduced with permission of the copyright owner. Further reproduction prohibitéd without permission.



the daily variability normally experienced. Therefore, a
pattern of change did not emerge which demonstrated any

\ progress as measured by Tool for Assessing Degree of Confusion
in the Elderly, (Hogé%el, 1981) and the Ego Integration Scale,
(Peoples, 1982). For instance, those who confabulated or
interrupted conversation at the beginning of treatment
continued to do so until the end. Those who began with a

greater degree of orientation improved the most. For those

with less confusion, RO was not appealing unless the class also .

satisfied their need for social approval. Also, for those who
were initially severely confused, or very near there, RO ’
decreased their orientation scores. People (1982) points out
that VT produced more gualitative changes in group members as
compared to RO. Seven of the 10 members in VT expressed a.
desire to continue sessions, compared with only two of the
eight in the RO group.

Validation Therapy was most helpful to those who exhibited
Feil's Stage Two behavior to draw them back to more functional
behaviors. Finally, there was evidence that VT gave the staff
a model for an alternative method of communicating with the
" residents. Staff members were observed using some of the
behaviors they had seen demonstrated. For instance, touching,
using eye contact, listening, using empathy, and validating

what was expressed. These were important trials that were

successful in VT,

26
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Indirect evidence stems from Barrett-Lennard (1962) qnd
Taugh (1973) who have suggested that the more empathic
( therapistsare towards their patients (as measured by Accurate
Empathy Scale by Truax, 1967), the better the success in
therapy. It has been shown that empathy, understanding, and
unconditional positive acceptance are related to positive
outcome. From schizophrenic patients in psychiatric hospitafg
- to pupils in ordinary classrooms,ifrom c1ien£s of counselling .
centers to patients in group therapy, the evidence inéicates
th;t the more humanistic towards the client, the more likely

the clients will feel better about themselves and will prompt

constructive growth, (Rogers, 1967, 1975; Tausch, 1977).

27
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Purpose Rationale

Peoples (1982) found that Stage Two patients responded
best to VT. Feil (1982) articulated that patients in Stage One
were holding onto reality and were threatened by feelings and
their own disorientation. These residents may benefit from RO
but not from VT. This was a similar view held by Jones (1985)
who pointed out that in Stage Two patients communicate most
readily. Also, patients in Stage Three may not be able to
respond with words but may sing or act out feelings. They
typically string together pieces of phrases that have meaning
for them and repeat or echo them frequently. Both Stage Two
and Stage Three may benefit from VT. .

In Peoples' (1982) study, she rated 51 subjects using the
Behaviour Assessment Tool to determine the stages of
disorientation. Each of these 31 subjects were randomly
assigned: 11 to the control, 10 to the validation group, and
10 to RO. Empirically, each group contained Stage One, Two and
Three disoriented. Although the researcher chose to use a
randomized design with respect to the stages, it would appear
to be counter to the theoretical concepts.

The rationale behind the present study is that patients in
Stage One are mostly unwilling to express themselves

emotionally. Feil (1982) found that patients who were in Stage
7
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One and received VT became threatengd and upset. Since they
are mildly confused and are pre—occupied with time, place and
day, RO may be an effective therapy of choice to help them
return to reality. Patients in Stages Two and Three are
characterized on the basis of more affective gqualities and
appear to benefit more from VI which focuses oﬁ an exploration
of conflicts through expressions. .

The ideal situation would be to administer the individual
therapies with subjects from the appropriate stages of
disorientation and compare them to control groups that aée in
the same stages as the treatment group. Since both approaches
are used for different stages of disorientation, it would be
incorrect to directly compare the approaches against each

other. This was the situation in the present study.

29
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Statemeﬁtﬁof the Problem

This study explored the differences of how two groups of
disoriented old-old patients scored on measures of cognitive,
social, personality and behavioral functioning when treated

with validation Therapy, Reality Orientation or No-Treatment.

Dependent Varjable: Measurement Selection

This brief section is an outline of the reasons that each

measure was selected. To evaluate orientation (memory) the
¢ Philadelph%a Geriatric Center Multi-Level Asse;sment

Instrument-Cognitive Domain was used because it contains items
related to orientation. For instance, age, date, ané birthdays
that give an accurate indication of the patiehﬁ's orientation,
({Rane and Kane, 1981). Also, when testing an aged group, it
would be difficult to administer measures that were longer. -
This measure took about 10-15 minutes for each subject.

The Nurses' Observation Scale for In-Patient Evaluation
was used because it broke down positive and negative social and
personality traits and gave an overall picture of the patient';

total assets.

J
o

The Adult Personality Rating Schedule was selected to
evaluate personality over a three-month period. The

originators of this schedule, Kleban, Brody, Lawton, (1971),

" &
. — ~ a
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used it to evaluate personality changes over an extended period

R}

of time. The‘gossible shifts in personality traits with a
(. disoriented population may be a good reason to use a measu}e of
this" type.
| The Therapy Groggggpse;vatidn Reporting form was designed
by Peoples (1982) to record important information seen on_a
sessional basis. It was used in the present study because of
previous successful use and the ease with which behavioral \:nd

non-verbal information could be charted.

31
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Research Questions

AN
Question 1: To test the guestion if vValidation The.rapy
changes the disoriented person's score on a measure of
cognition and orientation.
Although the purpose of VT does not include a
re-orientationgto accepted reality, a change in cognition
(orientation) 'may occur, Feil (1982) suggested that fantasy,

being a way of restructuring his or her world, the disoriented

'
v

0ld-old person may choose to withdraw further into fantasy, or
to feel safe enough to accept external reality and become more
oriented to the environment as a result of VT.

Question 2: To test the question if VT changes the
patient's score on measures of social and personality
characteristics.

Since VT is a method allo;ving residents to express
themselves, it would be interesting to see the changes on
scores on measuregs of social and éersonality charateristics in
light of positive ¢hange indicated by anecdotal reports and
earlier findings, (for example, Alprin” 1980; Corcelli, 1982).

Questiop 3: To test thé guestion whether there are any
changes seen during the actual therapy sessions using VT.

Since a study of this nature involves small sample sizes,

clinical changes may only be seen during actual sessions. This

can be assessed through direct observations.

32

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

~



= Question 4: To test the question if RO changes the

disoriented person's score on a measure of cognition and
\\\ orientation.

\ In line with previous research RO has been suggested to
improve measures of orientation, (for example, Merchant and
Saxby, 1981). Also, studies have shown that patients who were
not as "demented" responded better to RO, as evidenced by
improved orientation, (for'example, Greene, Nicol, Jamieson,
1979). The present study_wili investigate these findings.

Question 5: To test the §uestion if RO changes the
patient's score on measures of social and personality
characteristics.

Research in this domain aéé contradictory. Some studies,
like Zepelin, Wolfe, and Kleinplatz (1981) do not indicate
fasqyrable\changésoon these measures. However, Letcher,
Peteréon, and Scarbrough (1974) and Brook, Dégun and Mather

g (1975) indicated positive changes. The present study will

examine these issues.

Question 6: To test the gquestion whether there are any
changes seen during the dctual therapy sessions involving RO,

Since a study of this type involves small sample sizes,
clinical changes may be noticed during actual sessions. This

can be assessed through direct observations.

33
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Summarx

This study proposed to investigate the differences in the
way disoriented old-old patients scored on cognitive
functioning, social, personality, and behavioral measures when
treated with VI, RO or no treatment. This is based on the
rtﬁeory that these therapies have beneficial effects when used

with the appropriate stages of disorientation as outlined in

this chapter.
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CHAPTER 11

Methodology

Introduction

The methodology of this section will be presented in the
chapter. It will include the setting, administrative,
experimental and sample designs. Also, the procedures and ~

instruments are described in this section.

Setting Design

This study was conducted at Mount Royal Villa Nursing
home, owned by Extendicare. The institution consists of 150
beds and is located in a resideptial part of central Montreal
in the Town of Mount Royal.

The physical dimension will be briefly described since
environment is ofgen related to orientation, (Drummond et al.,
1978; Hahn, 1980; Peoples, 1982)., The building consists of
three floors. The first floor has a nursing station located to
the left of the main.entrance and is at the far end of the
wings. The second and third floors are structurally
identical. On each floor there are two units. -One unit is
situated in the East Block and the other in the West Block.

There are two wings on each unit. Ea%h unit has a separate
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nursing station located approximately in the middle of the
unit, dividing each wing into almost an equal number of rooms
to the right and left of the nursing station.

Immediately facing each nursing station is a lounge which
includes chairs, sofas, a television set, a large table and a
smaller round table. The hallways and lounges are painted a
bright colour making it easy for residents to identify
important places. In each hallway was a large wooden banister
that helps the resident walk from different areas on the
floors,

There are two large calendars, one located facing the
lounge, which indicates, in large print, the daily meals during
the entire month. The other large calendar faces the elevator
located to the left of the dining area. This landmark divides
the entire East Block from the West Block. This calendar
consists of the current month's daily activities, the present
date and the residents' birthdays. Experiment One (Reality
Orientation Therapy) took place in the dining area on the
second floor. Experiment Two (Validation Therapy) took place
in the lounge on the third floor. Both places were selected on
the basis of availability of space during the times of therapy.

The activities and physiotherapy departments work with the
nursing team in order to provide frqu;nt group activities of
interest to this diverse group of residents.

In summary this is a long-term care institution, in which

the environment within the nursing home is conducive to
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orientation. Peoples (1982) points out that these conditions
must be noted because the enriched environment must be
\ considered as a possible extraneous variable in a study of this
A . .

nature,

Administrative Design

After an initial phone call to the Administrator, a
meeting took place at the ‘nursing home introducing this
project. A second meeting between the researcher and the
Administrator and Activities Director took place to discuss the
details and expectations of the study. At this time, the
researcher requested access to residents' medical charts to

gather background information. Permission was granted for the

study and full cooperation was assured.

Experimental Design

This study employed the Quasi-Experimental Pre-Test/Post-
Test control group design.

Factors of internal invalidity were controlled; for
instance, mental history, sex, age, testing, and mortality.
These factors were held constant.

External invalidity which limits the generalizability of
tﬁese finds could not be controlled. For example, this
institution is an upper-middle class nursing home which is
unlikely to be representative of other nursing homes in

Montreal. - -
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i;ny drugs are often prescribed for elderly patients such
as: Tranquillizers, anti-depressants, anti-psychotics, cardiac
{ drugs and vitamines, (Whittington, Peterson, 1978; Sloan,
1982). Also, there are usually many medical conditions seen in
this population, (Weg, 1978). Since it was very difficult to
find elderly subjects who did not use medication and who did
not suffer from medical diseases, the counter-balancing method
that was previously employed by Babins (1984) is used in the
present study.
All baseline testing was completed before the beginning of
treatments. Conf;dentiality was assured by not showing any
results and by storing any patient information at the °
researcher's home.

The post measures were completed 11 days following the
completion of botl experiments.

The Philadelphia Multi-Level Assessment Instrument was
done by the researcher before and after the experiment on an
individual basis. The Nurses' Observation Scale for In-Patient
Evaluation and the Adult Personality Rating Schedule were
completed by the charge nurse on each unit. The Therapy Group
Observation Tool was filled out after each session by the

experimental therapists.
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Sample Design

! Subject Selection

In order to be included as a subject in this study,

nursing home residents met the following criteria:

1) were 80 years or older;

2) gave informed consent to participate (closest relative
or guardian gave consent in cases of extreme
disorientation);

3) were physically able to participate in a group;

4) scored in the range of 10-27 on the Behavior
Assessment Tool;

5) were rated by the physician (see Appendix G) as
either (i), (ii), (iii):

(i) approximately normal (with a minimum score of
10 on the Behavior Assessment Tool); or

(ii) occasional brief periéds of confusion and/or
forgetfulness; or '

(iii) marked confusion and disorientation with brief
periods of alterness and proper orientation.

In order to avoid additional confounding variables with

respect to the psycho-medical diagnosis, patients who had been

oK were currently suffering from any psychiatric disorders

0
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(such as manic-depressive psychosis, o%/ﬂchizophrgnia), or

- gthizophreni
neurological disorders (such as adv %‘ P ;ﬁ a}s disease or -

a i

( a stroke), were not considered as possible suBﬁEEis in either
Experiment One or Two. Generally, the patients were diagnosed
as having senile dementia, Alzheimer-type senile dementia or
Organic Brain Syndrome without a known neurophysiological

cause. -

Subjects:

Twenty-eight female pat&ents between the ages of 80-95
years old were selected from an intial female population which
totalled 129 patients. Al]l patients that participated in the
study were institutionalized and able to speak English

fluently.

Subject Attrition

One subject in the Validation group (Experiment Two) was
lost after only two sessions because she left the nursing

facility.

Procedure

If the subject met the above criteria, the researcher had
a brief 10-minute interview to verify if the resident was able
to communicate. For instance, "Hello, Mrs. . My nam;

is . How are you today?"

If the subject responded, the researcher assessed their
stage of disorientation using the Tool for Assessing Confusion

in the Elderly. 1If the score fell between 10 and 15, they

J
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participated in Experiment One. If the score fell between 16
and 27, they were selected for Experiment Two.

( The researcher approached each of the patients
individually; an explanation of the study was given in simple
words, and they were asked for written consent (see Appendix I)
in order to participate. 1In the event of mbderate
disorientation, a family member was telephoned and was
explained the purpose of the study (see Appendix H). 1If there
was a positive response, the consent form was either mailed to
the resident's family or left at the nursing station to be
signed.

When the groups for both experiments were finalized, a
memo was sent to the respective wards informing all staff of

the names and times of the patients involved in the groups.

Experiment One

A total of 16 subjects were assigned to this experiment,
either to the control or to the Reality Orientation treatment
condition. A total of nine subjects were selected in the
control group and seven subjects in the experimental group.

Al though, subjects were assigned to each condition
randomly unavoidable conflicts in schedules required a change
in group assignment for some subjects before the start of the

experiment.

The total number of sessions was 29. There were a total
of seven residents involved in the treatment. However, not all

seven residents received 29 sessions. One reason was illness.
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The treatment group lasted a total of 10 weeks and met
three times per week between 3:15-4:00. This is similar to
Voelkel (1978) who held RO classes three times per week for six

weeks.

Treatment Therapist

To eliminate treatment bias, a final year soc}al work
student administered RO. She had been instructed in this
therapy by: 1) The VA Hospital's (in Tuscaloosa, Alabama)
Guide for Reality Orientation (1974), plus an audio tape; 2)
Reality Orientation Psychological Approaches to the "Confused”
Elderly by U. P. Holden and R. T. Woods (1982); 3) extensive

discussions with the researcher.

Reality Orientation Therapy

This therapy was limited to classroom group sessions
only. The physical arrangement of the group included chairs
that were placed in a semi-circle facing the therapist.

. The therapist began with the group by orientating members
4 to each other by introducing their names to one another. This
was done at the beginning of each méeting.

Some important topics that were discussed included: the
name of the nursing facility, the name of the city, the day of
the week, month, season, the weather, past employment, current

events, birthdays, and holidays. They were discussed verbally

and were written on a large white (4' X 5') sheet with coloured
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markers to aid residents. Information cues to current reality
were used in the form of pictures, props, models, weather
charts, and postcards. Other topics were introduced by the
therapist as outlined in Holden and Woods (1982).

The routines and the principles used by the therapist
followed those published in the VA Hospital's, Guide for
Reality Orientation, (1974). Some basic principles of RO
include adhering to set routines in a stable environment,
asking clear and simple questions of group members, giving
brief, definite information‘and discouraging incoherent,
purpos;less actions or speech by referring to the present,
being firm but supportive. 1In general, secondary reinforcement
(verbal praise) was used for appropriate responses.

The therapist made daily observations of group members

which were recorded on the Therapy Group Observation Tool,

(Appendix F).

Experiment Two

A total of 12 subjects were assigned to this experiment,
either to the control or validation treatment condition. A
total of seven subjects were selected in the contr;l and five
subjeéts in the experimental group.

The total number of sessions was 22, There were a total

of five residents involved in the treatment. However, not all

—
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4
five residents participated in all 22 sessions. One reason was
illness.

The treatment group lasted a total of 11 weeks and met
twice a week éetween 10:15-11:00.

Treatment Therapist

To eliminate experimental bias, a first year graduate
student in counselling psychology administered Vglidatio;
Therapy. He had previous experience with elder1§ residents and
was familiar with Rogerian psychotherapy. He had been’
instructed in this therapy by: 1) having read Feil's V/F
Validation. The Feil Method, (1982), and 2) listened to a

four-hour tape by Feil on VT, (1984).

Validation Therapy
Although Peoples (1982) in the first well-designed study
of this kind held group sessions every week day for six veeks,
this type of sqheduling was not possible in the present study.
Also, it was interesting to note the effects of this approach
extended over a longer period of time. In fact, Peoples (1982)
- points out that no research has demonstrated the length of time
that would be ﬁést effective. Feil (1985) mentioned in a
personal communication that since it is the guality of the
relationship that is véry important in this approach, the

number of sessions per week five versus two should not have

oy
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been as crucial as compared to a more behavioral approach.
Also, Feil (1981) recommended that the .group meet at least once
\ a week and that the éherapy continue for at least three months.

Each therapy sess%bncincluded a discussion of a topic that
was relevant to the group. For examplé, loneliness, living on
a farm, family relations and conflict expériences. Soft music
was played in the background as suggested by Peil (1982):

The validating ;herapist recognized the emotions behind
behaviors and shared and validated the feelings expressed by
the group. The therapist established trust by sharing the
thrust of the sensations, rhythms, emotions and memories' that
the members expressed rather than emphasizing the truth or
non-truth of the facts. “

The therapist made daily observations of group members
which were recorded on the Therapy Group Observation Tool

!
1

(Appendix F.).

Q
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Instruments

The following instruments were used in the present study:
-° Nurses' Observation §p$le for IA;Patient Evaluation
(NOSIE-30) (Appendix A)
" - Philadelphia Geriatric Center Multi-Level Assessment
Instrument-Cognitive Domain (Appendik B)
. - Agult Personality Rating Schedule (APRS) (Appendix C)
- Behavior Assessment Tool (Appendix D)
- Demographic Information Question (Appendix E)
- Therapy Group Observation Tool (Appendix F) and
-~ The Medical Assessment Form - Physician's Certificate

(Appendix G).

Introduction

The seven measures or instruments used to collect data in
th;s study are .explained in this section. The NOSIE-30 and
APRS were used to measure the patients on social personality
and overt behavior. The Philadelphia Multi-Level Assessment
Instrument-Cognitive Domain was used to assess cognition and
orientation. The Behavior Assessment Tool’;;s used to divide
the patients into stages of disorientation as a function of ten

different behaviors. The Demographic Information Sheet was

used to obtain general, social and medical background

! 2
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information. The Medical Assessment form was also used for the

same purpose but was already present in the resident's chart.
This was usually completed by the physician when the patient
was admitted to this institution. The Therapy Group
Observation Tocol was used to gather information during each

group session that provided relevant descriptive information.

47
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NOSIE-30 (Appendix A)

The Nurses' Observation Scale for In-Patient Evaluation
was developed by Honingfeld, Klett (1965). The NOSIE-30 was
based directly on the NOSIE-80. Only the items most sensitive
to therapeutic effects analysis were retained from the factor
analysis. The six factors that were assessed were social
competence, social interests, personal neatness, irritability,
and manifest psychosis, and retardation. Originally, the
NOSIE-30 was used with hospitalized male chronic schizophrenic
patients aged 26-74. Kane and Kane (1981) suggest that among
observer-rating scales, the NOSIE-30 shows promise for
geriatric populations,

Inter-rater reliabilities of the factor scores were
assessed using the ratings by nursing personnel in the
normative sample. These estimates based, in most instances on
abbreviated scales, compared quite favorably with the NOSIE-80
estimates previously reported with an intra-class correlation
of .74, (Honingfeld, Klett, 1965; Kendall, 1947).

1 Regarding the §alidity of the scale favorable evidence has
been reported independently by Lentz, Paul, Calhoun (1971).
Concerning the reliability of these scores, the report by

Lentz, et al. (1971) showed high inter-rater reliabilities as

follows:
Factor Inter-Rater Reliability
R Total Assets (TOT) .95
Social Competence (COM) .86
‘Social Interest (INT) .95
]
a 48
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(Cont'd) Factor Inter-Rater Reliability

Personal Neatness (NEA) .95
Irritability (IRR) .83
Manifest Psychosis (PSY) .82
Retardation (RET) .83

In comparing the NOSIE with other scales, Ludwig and Marx
(1969) reported a correlation of +.90 between NOSIE Total
Assests and a ward-behavior form.

This becomes important since only one rater was used in
the present study. Also, the High inter~rater correlation is
important because the NOSIE-30 results of five patients in the
control group in Experiment One was filled out by different
charge nurses (pre-test versus post-test). This occurred
beause the nurse who completed the §ke-test evaluation left her
position at this institution. Since this affects the control
condition, the high inter-rater reiiaSility, with this scale,
should not result in a major difference between the pre- and
post-measure under function of a different charge nurse.

Permission to use the guestionnaire was obtained from the

author.

The Behavior Assessment Tool (Appendix D)

This was developed by Peoples (1982) using selected items

from Eeil's list of characteristics common to each of the four

!
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stages of disorientation as they related to 10 general
categories of -behavior. The inter-rater reliability
coefficient was established at 1.0 when Peoples (1982) and Feil
(1982) separately tested the same five members of a validation
group. Other information was not available at this time

because this is a new scale in geriatrics.

Demographic Information Questionnaire (Appendix E)
4

This form sought to answer items that have been noted in

previous studies to affect the course of therapy. For example,
medical history, mental history, drugs, age, sex and religion.

This form was devleoped by Peoples (1982).

Therapy Group Observation Tool (Appendix F)

This was designed by Peoples (1982) to record observations
of behavior in the group. It served to give any clinical
information among each subject from each session that may not
be detected on thF pre-/post-measures.

Medical Assessment Form - Physician's Certificate (Appendix G)

A standard assessment form used by this institution to
give background information on medical, social and

psychological factors.
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Philadelphjia Geriatric Center Multi-Level Assessment

Instrument-Cognitive Domain (Appendix B)

This test consisted of several different sub-scales. For
the purposes of this study, the researcher used the Cognitive
Scale. This was assessed by sub-indices based on: A) Mental
status (The Mental Status Questionnaire of Kahn, Goldfarb,
Pollack, Peck, 1960); and B) Cognitive symptoms, for example,
memory problems, disorientation and confusion; four questions
constructed the Cognitive Symptoms Index. The full-length
test, however, has many sub-indices, measuring activities of
daily living, mobility, time use, and physical health. The
authors wrote a letter to the researcher indicating that using
the cognitive portion of the instrument alone was acceptable.

On the 15 items in this scale, an alpha of .87 has been
reported. An R-retest reliability done three weeks later was
.84, accounting for 70% of the variance. R, which is based’on
multiple regression of summary interviewers rating on all
items,in this index was .70, (Lawton, Moss, Fulcomer, Kleban,
1982).

N

Adult Personality Rating Schedule (APRS) (Appendix C)

This schedule was developed by Kleban and Brody (1972).
They were interested in evaluating the personality at two
different periods of life and thus predict the evolution of

deteriorated patients according to their previous personality.
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The scale has five grades ranging from.very low, low,
medium, high, to very high. When the evaluation of personality
was done by immediate relatives, the methods of averaging
scores from different raters was used. The following aspects
of personality were assessed by this scale: attitudes towards
others; activities; aggressiveness; negativism; emotional
investment; social integration; and anxiety. There were a
total of 50 ite~s.

Initially, this test was used with a deteriorated female
population over 80 years of age. The items in the first two
facts ("outgoingness toward people and activities", and
"aggressiveness, negativism") were multiple correlated with the
project treatment excess disability criterion. The social
worker's ratings on the "aggressiveness, negativism" items were
apowerful prediction of that criterion predicting 92% of the

variance, (Kleban, Brody, 1972).
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. Data Analysis

The d&ta were analyzed using descriptive statistics. This
included means, standard deviations, summary, tables, and gain
scores. Since the sample size for each group was less than
ten,inferential statistical models were not feasible.
Therefore, descriptive statistics were used to summarize and
reduce to manageable form the properties of an otherwise

unwieldy mass of data, (Glass and Hopkins, 1984).

Summary

In this chapter the methodology of this study has been
discdssed. Thqwexperiment was conducted in a 150-bed nursing
home in the central part of Montreal in the Town of Mount
Royal.

The procedures for both experiments were outlined and the
protocol for carrying out the study was mentioned. The
instrument design described how the instruments were developed

and used.

2
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CHAPTER III

Results

Introduction

Results from experiments one and two are presented in the
same set of tables, The two experiments will be reported

separately in this chapter.

Experiment One - Reality Orientat{on

The distribution of demograph characteristics are shown in
Table 2. The RO control group consisted of nine subjects with
a mean age of 83.11 ranging from 75 to 89 years old. The
Reality Orientation experimental group consisted of seven
subjects with a mean age of 81,28 ranging from 73 to 91 years
old . The average length of stay in the present institution
was 27.44 months for the control group and 13.71 months for the
experimental group.

A summary of therapy sessions atten&gd by each individual
subject is illustrated in Table 3 for the RO experimental
group. The mean number of sessions attended for the entire
group was 21.57. The means and standard deviations for the RO
experimental group, using the observation reporting forms, is
presented in Table 4. The means are based on the following
rating scale: O-never; l1-rarely; 2-occasionally; 3-frequently;

4-always.
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TABLE 2

DISTRIBUTION OF DEMOGRAPHIC

CHARACTERISTICS AMONG ALL GROUPS

A E Length of RELIGTION
Group N Sex Stay
Mean Range [Mean % of |Jewish |Protes~-|Catholic
Months : ant
ROTC 9 FM 83.11 75-89 27.44 5 0 4
ROTE 7 FM 81.28 73-91 13.71 3 2 2
vC 7 FM 83.00 77-89 22.42 2 3 2
VE 5 FM 85.00 82-90 16.40 1 3 1
A
13
(’k\
ROTC - Reality Orientatio Control o
ROTE - Reality Orientation Experimental
vC - Vvalidation Control
VE - Validation Experimental
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TABLE 3

SUMMARY OF THERAPY SESSIONS

L

56
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MAXIMUM NUMBER OF SESSION ATTENDED Mean § of |Total # of
Group . Sessions Sessions
1311411511611 7{18(19(20|21122(2324|25|Attended Attended
ROTE 1ty 0y 0} 0}y 0} 11 040f 1] 0y O} 1] 3 21.57 29.00
VE 0y 0y 0y 0} Oj Of '} 210} 2}y 0} 0{ 0 20.60 22.00
!
ROTE - Reality Orientation Experimental
VE - Vs&lidation Experimental
*




TABLE 4

THERAPY GROUP OBSERVATION REPORTING FORMS

~ MEANS AND STANDARD DEVIATIONS
ROTE (N=7) VE (N=5)
x S.D. iE S.D.
Talks in
Groups 2.51 1.15 1.69 .20
= Makes Eye ,
Contact 2.74 .94 1.87 .28
Touches 1.68 .49 1.15 .32
Smiles 2.23 .93 1.49 .41
Shows °
Leadership 1.91 1.31 .97 .19
Physicalrly
Participates 3.39 .56 1.06 .19
ROTE -~ Reality Orientation Experimental
VE - Validation Experimental
57
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2

In Table 5 gain scores and means were calculated by
comparing the first three sssions and the last tﬁree sessions
by subtracting the last from the first. The gain score model
will be explained later on.

The results of the NOSIE-30 are presented in Table 6.

Part (A) illustrates total scores for each group on total
positive factors and their sub-scores for pre- and po;t—tests.‘
The sub—

scores are based on the following: social competence, social
interest, and personal neatness. Total positive factors are
the sum total of these sub-scores. The RO experimental group
increased from 378 for total positive factors on the pre-test
to 446 on the post—-tests. In.Part (B) are total scores for
each group on total negative factors and their sub-scores for
both pre- and post-tests. The sub-scores are based on the
following: irritability, manifest psychosis and retardation.
Total negative factors are the sum totals of these sub-scores.
The RO experimental group decreased from 196 on total nega;ive
factors on the pre~test to 170 on the post-test. Part (C) -
consists of total positive.and negative factofsvas expressed in
terms of standard deviations.

Total patient assests were expressed in terms of total

scores, standard deviations, adjusted means, gain score totals,

v
and gain score means which are shown in Table 7.0 Total patient
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TABLE 5

RESULT OF THE PIRST THREE SESSIONS AND THE LAST THREE SESSIONS

{ L ‘
. S A .
ROTE (N=7) VE (N=5)
Sum of Sum of Mean Sum of |[Sum of Mean
First 3| Last 3{Gain [Gain |First 3{Last 3| Gdin | Gain
Ses- Ses- Score |[Score |(Ses- Ses- Score| Score
sions sions sions sions
' ]
Talks in F
Groups 45 47 +2 .28 20 29 +9 1.8
— ,
-|Makes Eye .
Contact 43 52 +9 1.28 23 29 - +6 1.2
v /\ i
& |Touches 19 34 +15 2.14 11 24 +13 2.6
Smiles 38 43 +5 7] 20 31 +11 2.2
Shows ’ ‘
Leaders}ip 32 44 +12 1.71 6 19 +13 2,6
Physically =
Participates 57 62 +5 $.71 7 23 +16 3.2
Al A
SUMS 234 282 . +48 6.83 87 155 +68 | 13.6
o
ROTE - Realify Orientation Experimental
VE - Validation Experimental )
¢ &
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. TABLE 6
e NURSES ' 'OBSERVATION SCALE FOR IN-PATIEN EVALUATION
R . !
A - Illustrates total scores for each group on total positive factors and their
sub-s8cores for pre- ‘and post-tests.

Social Social Personal ‘Total Positive

Group( N Competegnce _ Interest Neatness ! Factors

Pre-Test ﬂMOmnlemmn Pre-Test (Post-Test| Pre-Test Post-Test Pre-Test| Post-Test
ROTC 9 284 286 202 174 248 236 734 A 696
ROTE 7 152 166 88 122 138 158 378 »om
AL 7 178 150 126 138 130 126 434 414
VE 5 50 56 44 40 48 42 142 138
B - Illustrates total scores for ‘each group on total negative factors and their -

sub-scores for pre- and post-tests. e ~
i Irritability Manifest Retardation Total Negative

Group| N Psychosis : Factors,

Pre-Test |[Past-Test vnmlem.mn Post-Test |[Pre-Test |Post-Test| Pre-Test Post-Testr
ROTC | 9 74 106 14 14 50 70 138 7190
ROTE | 7 76 94 6 4 114 72 196 170
e
vC 7 144 422 60 48 92 106 296 276
VE 5 58 78 56 52 100 74 214 204
W




1@%@mhmwmmmmeWMWMmeu:mmm@M&mwumm%memmmmmﬂw

EEE:
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Total positive and negative factors for pre- and post-tests expressed in

terms of S.D.

TABLE 6 (Cont'd)

Total Positive Total Negative

Group{ N Factors Factors.
Pre-Test |Post-Test| Pre-Test |Post-Test

S.D. S.D. S.D. 5.D.
ROTC 9 14.34 14.03 22.62 12.5
ROTE 7 14.09 8.46 14.78 12.9
vC 9 28.56 21.89 23.69 21.09
VE 5 10.80 18.47 11.36 16.08

- Validation Control

- Validatton Experimental

Reality Orientation Experimental
- Validation Experimental

°

- NOSIE-30 -
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assets were derived by subtracting the total positive factors
(Table 6-A) from the total negative factors (Table 6-B) and

. then multiplying this value by the standardized test constant
of 96 for each subject, (Honingfeld, Gillis, Klett, 1966). .

Gain scores were calculated by subtracting pre-score means
from post-score means. Using this approach introduces two
sources of error; one from the pre-score and the other from the
post-score. Therefore, it is possible that if the standard
error of differences between means is large, differences can be
accounted for by error. To test this fact, the researcher used
the standard error of difference between means from Hardyck and
Petrinovich (1969). One interesting comparison 1s between RO
experimental group pre—- and post—-condition which reveal a mean
gain score of 13.4 (see!Table 7). ~
I1f we compute the standard error of estimate, it 1s
10.65. Therefore, 1f we compare this to each standard
- deviation (17.9, ROTE Pre-Test; 21.8, ROTE Post-Test, Tabel 7),

e

it would appear that there is not a large increase in _error+—

o

Therefore, the present study witl utilize gain scores with the
awareness that there are two sources of error.

The results of the Philadelphia Multi-Level Full-Length
Cognitive Scale for Reality Orientation groups are presented in
Table 8. Intellectual functioning, cognitive symptoms and
Cognitive Domain Index &¥e shown in Table (A). The Cognitive
Domain Index reflects the sum of scores from intellectual

functioning plus cognitive symptoms, {(Lawton, Moss, Fulcomer,

W ah Sy
o
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' TABLE 7
NOSIE-30 )
TOTAL PATIENT ASSETS Gain Score
Group Pre-Test| Pre-Test Adjusted Post-Test| Post-Test Adjusted Total Mean
S.D. X Pre-Test S.D. ¥ Ppost-Test Score Score
ROTC 1460 23.8 162.2 1370 31.8 -152.2 -90 -10.0
ROTE 854 17.9 122.0 948 1.8 135.4 +94 +13.4
vC ‘810 45.8 115.7 810 42.4 115.7 00 00
ROTE - Reality Orientation Experimental
VE - Validation Experimental
vC - Validation Control
VE ~ Validation Experimental
63




‘uoissiwlad Jnoypm pauqiyoid uononpoidal Joyung “1aumo WBLAdoD sy Jo uoissiuied Yim paonpoiday

A - Philadelphia Multi-Level Full-Length Cognitive Scale:

G

TABLE 8

PHILADELPRIA MULTI-LEVEL ASSESSMENT INSTRUMENT

Symptoms and Cognitive Domain Index for Pre- and Post-Test.

Intellectual Punctioning, Cognitive

Intellectual Functioning Cognitive Systems Cognitive Domain Index
x .
o N Pre-Test Post-Test Pre-Test Post-Test Pre-Test Post-Test
w Total Total Total Total Total emnmw
Score|Mean|{S.D.{Score|Mean|S.D.|Score|Mean|{S.D.|Score|Mean|S.D.|Score|Mean|S.D.|Score|Mean|S.D.
ROTC {9 59 6.511.58) 64 T.11(1.76} 25 2.77) .97} 23 2.5511.01) 84 9.33)2.22 »mq w.mw 2.17
ROTE |7 40 5.713.67| 48 6.85(2.96( 14 2,0 (2.0 17 2.4211.29) 54 7.7115.42( 65 9.2813.97
veC 1 28 4.013,46| 25 3.5113.20 9 1.28) .97} 12 1.71]1.60) 37 5.2813.78} 37 5.2814.39
VE |5 14 2.811.92| 14 2.8 (1,92 3 .60)1.34 3 .60} .89} 18 3.4 :12,96) 17 3.4 {270

Gain Scores
Group |N
Total Mean
moonw Score
ROTC 9 +3 . +.33
ROTE | 7 +11 ' +1.57
: N
vC 7 0 .0
VE 5 0 0
ROTC - Reality Orientation Control ROTE
vC - Validation Control VE
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B - Gain Score Expressed in terms of Total Score and Mean Score.

Reality Orientation Experimental
Validation Experimental




Kleban, 1982). Gain scores expressed terms of total scores and
means; these are located in Table 8 (B).

Table 9 illustrates the Adult Personality Rating
Schedule. The means are based on a frequency distribution of
each guestion item (1-50) based on the rating scale (1-very
low, 2-low, 3-medium, 4-high, 5-very high). Upon visual
inspection of the data, there would appear to be low
correlation between items (also, the standard deviations are
variable). Therefore, any meaningful account of this data will
be carried out by individual items analyzed with frequencies.
Item number 8 has a mean of 1.85 with a standard deviation of
.89 for the ROTE pre-test. This compares with a mean of 1.71
and standard deviation of .75 on the ROTE post-test. Item
number 49 has a mean of 3.57 for the ROTE on the pre-test
compared to 3.0 for the same group on the post-test with a

standard deviation of 1.15.

Experiment Two - Validation Therapy

The distribution of demographic characteristics are shown
in Table 2. The validation experimental group consisted of
five subjects with a mean age of 85 ranging from 82 to 90 years
old. The validation control group was made up of seven
subjects with a mean age of 83 ranging from 77 to 89 years
0ld. The average length of stay in this institution was 22.42

months for the control group and 16.4 months for the

experimental group.
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TABLE 9

ADULT PERSONALITY RATING SCHEDULE (ITEMS 1-50)
THE MEANS AND STANDARD DEVIATIONS

PRE -

TE

ROTC

ROTE

VE

EmMm - -

N=9

N=?

NS

S.D.

X S.0,

2,66( 1,22

2,57} 1,13

2,14

1,60{1,34

2,88

2,14( 1,06

z.m

1.41

1.40¢ .89

3.22( .97

2.57

3. 14

.21

2,60{1, 14

3.,00{ 1,22

3.00

2,57

1.61

2,604 .55

2.33{ .86

3. 141 1,06

2.4

1.54

2,60{ .55

2,22

2,00( 1.00

2. 14

1.34

3. 55

3.14¢ .89

‘lm

1. 00

1.85¢ .89

2,00

1.40

1.85 .89

2.4

1,60

10

3.00{ 1,15

2,42

3.40

1.55

1.85] .89

2.

4.0041.41

12

2,11} 1,45

2,424 1,61

2,28

2,0041.00

2,77 1,30

2,85 .89

2.4

2.m 1073

2,33] 1.50

2,57 1,51

3.28

1.25

2,20¢1,09

2,688} 1,27

3.00§ 1,63

2,14

1.21

1.40

3.33

2,28} ,7155

2,00

1.29

1,204 .45

2,55{ 1.23

1,85 .69

2,28

1.38

1,204 .45

3.88{ 1.05

2.7 .75

3,42

1.27

1,00§0,00

3.44

2,14§ 1,06

3. 14

1,46

1.40§ .89

1.4 72

2,571 .M

2,71

1.38

1.2} .4

2,22] 1,20

2,421 1,13

1.1

2,0031,73

.77y .97

2,83 .37

0. 00

23

1,23

2,421 1,13

2,57

1,61

2,20

24

o33

2,28f 1,38

2,28

95

1.40

23

1,50

2,57f t.39

3.42

.97

2,00

o
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POST -

TE

s T

ROTC

ROTE

¥C

VE

N=9

N=?

N=7

N=5

X S.D,

S.04

8.0,

2,8841,16

1.18

1.85

1.06

1.40

«89

3,1111,05

1.1t

1.85

1.40

.09

3.00{ .86

2,77

3.00

1.60

.89

3.1141,26

3. 57

2,57

1.30

2,55( .53

2.42(1,61

1,61

2,55¢1,23

2!

1,54

4,00

.95

1.73

27

1.714 .75

1,53

3.00

0.00

3.0041.00 -

.70

2,60

-89

3.33

3.7

1.77

2,40

-89

1.77{ .66

1.49

3.00

0.00

2,00 .M

1.81

2,20

‘.m

2,55{1,42

1,25

2,20

1.78

2,224 .66

2.42

1.25

1,40

-89

2,77

2.57

1.2%

2,2

‘.W

2.&

2,00

1,81

2,60

-89

2,714 .75

2,42

1.39

2.60

-89

2,42{1,13

3.42

1,81

2,40

2.7141,25

3.00

1,52

2,40

89

3

2,42{ . @

2,00

1.52

P.zn

oM

2,44 .33

1,85} .09

1.86

1,06

2,60

2,441 .53

.27

2. 14

1.67

3. 00

0.00

2,8811,16

«33

2. N

1,49

3,00

0.00

1,8811,05

2,86

1,57

2,40

‘.M

2,174, 27

1,06

2,%

1,51

2,60
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TABLE 9 (Continued)

PRE - TEST
|
v | wmoTC ROTE v ve
€
M| Neo N=? N=7 N=s
X S.0.) X S.0.| X SeDe | X S.D
26{2.33{1.80 |2.85{1.06 |2.71[1.25 |1.20] .44
27]1,44] .88 [1.71] .95 [2.00{1,00 {1.20] .44
28]2,35] .73 |2.42]1.51 [1.86[1.46 {1.40] .89
29[3.66]1.65 |3.14 1,06 |2.71]1.50 [2.60]1,51
30{2.47]1.53 |2.57]1.39 |2.28]|1.50 |1.60{ .89
31|1.0a) .08 |2.65])1.99 J2.71}1.25 }1.00} .54
3212.88(1.30 13.281.11 [3.14{1.34 |1.80| .85
3312.66{1.41 [1,57] .97 |24t 21 |2,20} .83
3al1.33) .50 |2.28}1.38 |2.28{1.11 [2.80|2.04
ssf2.77]1.30 |2.71]1.70 [3.14]1.57 [1.20] .aa
36)2.88)1.61 {2.14 1,21 |1.86]1,06 |2,20|1,78
)
37|2.44}1.% |2,00}1.29 |2.14]1.3¢ |2.20|1.78
383.22]1.20 |2.71]1.38 |2.14]1.21 [1.80[1.78
39]2.88]1.61 |2.85]1.77 |2. 711,25 {1.00]{0.00
s0l2.33)1.%0 {2.57]1.27 {3.00|1.29 |1.60] .89
arj2.77)1.78 [s.a2{1.13 2,141,210 |1.80[1.09
42|2,00}1.22 |2.28] .95 {2.00[1.00 |3.00{1.58
a3|2.88) .78 |2.85)1.77 [2.57|1,27 {2.60(1.51
a4)2.62]1.06 [1.57] .97 |2.86|1.57 [2.40[1.14
as|2.33/1.11 |2, 71]1.38 [2.00{1.52 |2.20{1.30
46]2.00{1,00 |3,00}1.29 |3.42]1.27 |2.40]1.14
a7|2.55| .88 {3.14]1.06 |3.04|1.57 |1.00| .03
as|2.55| .88 [2.8%)1.21 |2.86{1.67 |3.00| .70
49)2.66/1.00 |3.57| .73 |2.ma|1.08 |2.00]1.41
s0{3.00{1.41 |2.71]|1. 11 |2.42] .78 |2.20]1.64
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ROTC
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N=9

N=7

Na?

S.0.

5.0,

S.D.

2.7

.20
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1,52

3.00

0,00

2,22

<66

97

2,28

PR

3,00

0,00

2,44

«97

2,5

2,60

1.4

3.66

I“

.78

3.00

2,60

2.7

1.86

2,60

2.00

L

2,28

2,60

2,66

«69

2,60

2,22

<66

1.39

2,20

1.26

1,06

1,34

3.“

1,0t

1.39

2,80

3.66

1,00

1.06

3.00

3.55%

.70

2,80

3.88

.93

2,60

2,88

1.36

1,46

3,00

0,00

2,88

1.36

1.27

3.00

.70

2,55

1.33

1.00

3.00

0,00

3.1

.7

2,80

3.55

3,00

1,32

2.57

3.40

2‘“

.13

2,85

2.14

1,57

2,20

2,66

.22

2,57

2,28

.70

3.40

» 89

3.22

9N

3.7

2,%

1.27

2,60

1. 14

2,5

.25

3.42

2.1

1.49

3.40

3. 11

3. 00

115

.M

3.00

3.33

1,12

3.57

.n

2,7

1.79

3.60
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A summary of therapy sessions attended by each individual
subject is illustrated in Table 3 for the validation
experi@ental group. The mean number o0f sessions attended for
the entire group was 20.6.

The means and standard deviations for the validation
experimental group using the Observation Reporting form is
shown in Table 4. The minimum value was .97 for the category
"shows leadership”™ with a standard deviation of .19. The
largest value was 1.87 for "making eye contact” with a standard
deviation of .28.

In Table 5 gain scores were used to compare the first
three sessions with the last three sessions. 1In all categories
there were gains ranging from a minimum of +6 on “"makes eye
contact™ to a maximum of +16 on "physically participates"”.

The results of the NOSIE-30 are presented in Table 6 and
are identical to Experient One. Total positive factors on the
pre-test for validation experimental group was 434 compared
with 414 on the post-test. Total negative factors on the
pre-test for the validation group was 214 compared with 204 on
the post-test.

Total patient assets were expressed in terms of total
scores, standard deviations, adjusted means, gain score totals
and gain score means which are shown in Table 7. The total
patient assets adjusted mean score was 115.,7 for the pre- and

post-test for validation control group. FPFor the validation

——
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experimental group this value was 81.6 for the pre—test compared
with 82.8 for the post-test.

The results of the Philadelphia Multi-Level Pull-Length
Cognitive Scale are illustrated in Table 8. The validation
control group scored a mean of 5.28 on the pre-test and 5.28 on
the post-test. The standard deviations were 3.78, 4.39, respect-
ively. The validation experimental group had an identical pre-
and post-test mean of 3.4, with standard deviations of 2.96 and
2.70, respectively. Since, in both cases, means were identical,
the computed gain scores were zero (see Table 8 (B)).

Table 9 illustrates Adult Personality Rating Schedule. The
values are expressed in terms of means and stan@ard deviations.
On item number 20 ("tendency to blame others when in diffi-
culty”), the pre-test validation experimental mean was 1.2
compared to a post-test mean of 3.2, On item number 22 (“"ten-
dency to be critical"™), the pre-test mean for the validation
experimental group was 1.0 and 3.0 on the post—te§t. Both

standard deviations ,were 0.00,

Summar ,
A presentation of the results for both'experiments one and
two were illustrated in this chapter. Tables 2 to 9 were pre-

sented following a description of the data.

~
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CHAPTER 1V
Discussion
Introduction ' ¥

P

A discussion of Experiment One and Two are presented

separately in this chapter. The data from each experiment were

analyzed and the result interpreted in this section.

Reality Orieptation

The mean age of the subjects in RO group was 81.1 years of
age which is similar to Johnson (1979) whose subjects mean age
was 80.1 years. The length of stay in the institution, as
expressed by mean number of months, differed by 13.7 months
between the RO experimental and the RO control group. Although
most researchers do not report mean length of stay at an
institution, Holden et al., (1978) reporteé nine months as an
average for their residents which is comparable to 13.7 in the
current study. The present study used this item as a
demographic characteristic; future studies might consider the
possible interaction between length of stay and effectiveness
of RO. 1In gener#l, Blenkner (1967) mentioned that older people
admitted to institutions died at excessively high rates during
the first year. This does not relate directly to the present

N s

study. However, it does suggest that the "length of stay at an
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institution™ may be a factor with its own effect, independent
of the treatment. Por instance, patients who have been at the
same institution for a long period of time with little or no
attempt at any form of RO may be relatively insensitive to
their possible therapeutic benefits because of the effects of
institutionalization.

The mean number of sessions attended was 21,57 which
ranged from 13 to 25 sessions. This compares to Peoples'
(1982) study having 23.12 mean number of sessions ranging from
15 to 28 sessions. If we divide the(mean number of sessions
attended by RO group with the total number of sessions that
took place for this same group, that number represents a
percentage of overall participation. 1In the present study, the
participation percentage was 74 which compares favorably to
Peoples' (1982) result of 79.7 for the RO group.

Results from the Group Observation form (see Table 5)
indicates differences between the sum of the first three
sessions and the sum of the last three sessions. In the RO
group the total gain score across the six items was +48. T;e
largest mean gain score occurred on “"touching™ and "shows
leadership™. The other four items increased sl-ightly with a
mean g;in score range of .28 to 1.28. Although Peoples (1982):

suggested that this observation form is more conducive to

changes during Validation Therapy, it does reveal that RO group

IA

B
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members were more "expressive" towards the last three sessions
than the first three sessions. However, Table 5 illustrates a
larger mean gain score for validation group members in five out
of six categories. (This will be discussed under Validation
Therapy). This is not surprising since these- categories were
formed ‘on the basis of Validation Therapy.

Based on the comments by the RO therapist, patients at the
beginning of the meetings were uncertain about what they were
doing in tle group or they expressed a desire to leave. This
occurred in spite of the therapist beginnfng each session with
an outline of the purpose of the group at eacp meeting.

Towards the latter stages of the study, patients appeared more
orientated and were more interested in coming and remaining in
the group. The therapist reported that it took less time to
bring the patients together and begin the group.

Towards the latter stages ;f the group, there appeared to
be more group participation which could reflect the residents
feeling more comfortable with the others. This may explain the
overall increases seen in the Group Observation form. )

The overall NOSIE-30 for total positive factors increased
from a group total of 378 to 446 for the RO group. Breaking
the total éositive factors down indicates that social interest
had the greatest increase from 88 to 122, a gain of plus 34 for

the entire group. When converted to a normalized T-Score (as

&
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shown by the‘scoring key in Appendix J), this increase
corresponds tq'approximately a six-point increase. Holden and,
Sinebruchon (1978) u;ing the Stockton Geriatric Rating Séale, a
somewhat comparable measure, assessed degree of physical
disability, communication, apathy and social disturbance, 4did

. not show significant changes. However; RO did Tesult in
overall improvement in nine out of the 16 patients who were
observed on the wards. In the current study, there were no
‘observafions done on the wards that measured overall improve-
ment independent of the rating scales filled out by the .

’

nurses. b o
~

The overall negative factors decreased from a group total
of 196 to 170 for RO. Breaking this down int6 the sub-scale,-
"retardation” revealed a decrease from 114 to 72 or 42 points.
Converted to a normalized T-Score, thyg decrease correqupds éo
approximately a 10—poin£ decrease. The RO control group
increased from 50 to 70 points on the, same sub—scqle.ifihis may
be interpreted as the RO treatment being effective iﬂqjttenuatn

N H

ing or delaying "retardation” scores which ‘could be considered

) . v .
a measure of "deterioration. In the control group the small

&

decrease may reflect a continuation of deterioration.

: . Macbonald and Settin (1978) using the Nurse$' Observation
Scale for In-Patient Evaluatioh (Honigfeld and Klett, 1965),
61-item rating scale, found no significant differences between

pre~ and post-scores after RO treatment. However in a similar

73
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+ treatment using Sheltered Workshop, it was effective in
increasing both positive affect, staff attention and social
involvment. For instance, they found a significant difference
on the social interest scale. They interpreted this. as
depending on the characteristics of a given institutionalized
population. For example, simply introducing an approach that {
@ gives them "attention™ may increase their social interest.
This could have been operating in this study.
A small positive difference was §een in the RO group in
terms of mean gaiﬁ score for Total Patient Assets Adjusted (see
Table 7). What is surprising is that the control group
i decreasédka total of 10 points from the pre- and post-tests as
expressed_ in mean gain score. One plausible reason for this
gaéua ceiling effect for the control grgup. The tdtal mean
assets for the pre-test was 162.2 which was the highest of any
group. The next highest pre—test mean was 122.0 for the RO
é;perimental group which was 40 points lower. Therefore, the
control group decreasevmay indicate that only a decline in
’score was likely, Another possible factor that coudd explain
this decline was a general deterioration that may have showed
up more clearly because of a high pre-test mean. However, this
is not supported by the Cognitive Domain Index which did not
indicate any decline.
Wallis, Baldwin and Higginbotham (1983) found that
patfents who were treated by RO fared bettef than the controls

3

= 74

-

U

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



e but not significantly. Their results suggested that subjects
benefited cognitively but hardly at all behaviorally. A
géneral interpretation of the pyééent research is b:sed on

. ¢

Holden's (1979) speculation that the subject population and the
degree to which the institution has in the past "encouraged"”
dependent behaviors may be an important factor underlying
behavioral and social changes. Thus, for example, if the
particular group has been under functioning in self-care then
RO may tip the balance, whereas if the institution is already
éncouraging independence, there may be less room for
improvement. Future investigations must be aware of this
factor as a possible predictor of success. In the éresent
study, it was difficult to determine 1f the institution
encouraggd independence or facilitated dependence.

The cognitive measure (see Table 8) indicated that the
only important change was seen in the RO experimental group
;here intellectual functioning improved from a total score of
40 to 48, and the cognitive symptoms went from a total score of
14 to 17. However, both these changes must be viewed as small
since the standard deviations were 5.42 (pre-test), 3.97
(post—test) for the Cognitive Domain Index. This is consistent
with both Jghnson, McLaren and McPherson (1981) and Zepelin, et
al. (1981),who have commented that the effects on orientation

—
., were small. Although, a test of significances was not used in
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the present study, other studies, like Harris and Ivory (1976),
have used inferential technigues to detect highly significant
effects on a carefully selected measure, yet the effect may be
small and of little practical value. It would be interesting, as
Powell~Proctor and Mill (1982) pointed out, to use mmeasures of
’ effect size employing the index as Smith ;nd Glass (1977) did.
Effect sizes where the measure was a directytest of information
relating to orientation were in the order o% .5 to 1.2 (Johnson,
et al., 1981; Citrin and Dixon, 1977), respectively.
The lowest effect size was demonstrated by Zepelin et al.,
- (1981) at .05 on a measure of behavior. 1In the present
experiment, only a descriptive design was employed because of
very small sample sizes. Therefore, inferential statistics, if
used, would have been incorrectly applied. Howevér, an “"effect
size®" statistic should be developed to add further meaning to a
small set of data. hS
On the Adult Personality Rating Schedule, a visual
inspection of the data indicates that there was a lot of
. variability in the data. On most items, differences were very
small and, in general, the standard deviations were large.
Correlational models ¢such as "Item Amnalysis®™) were not used
because they would likely reveal very low correlations. 1In
general, Woods (1979) found that the use of small groups

introduces large variability in the data that could obscure

possible changes that took place,
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In summary, the cognitive improvements in the present
study were small and scores on NOSIE-30 reveal very small
positive changes. No changes were seen in the APR Schedule.

In general these lack of behavioral changes parallel the
results of Woods, (1979). The most noted changes occurred on
the observation forms. Perhaps, as Voelkel (19;8) concluded,
it is not the constant reminder of current information that
improves mental status, but the coming-together as a group in a

social setting that makes the difference.

Validation Therapy

The mean age of the subjects 1in this group was 85 yeapflof
age tompared to 87 years of age in Peoples’' (1982) study. 1In
the present study, the mean number of sessions attended was
20.6 with a range of 19 to 22 sessions. The percentage of
participation was 93.6. This compares to Peoples' (1982)
experiment which averaged 26.9 mean number of sessions with a
range of 23 to 29. The percentage of participation was 92.7%.

Results from the group observations form (see Table 5)
reveals differences between the sum of the firt three sessions
and the sum of the last three sessions. In all six categories,
the validation group mean gain score increased. The largest
mean gain score occurred on "physically particip;tes; (3.2),

"shows leadership"™ (2.6), and "touches" (2.6). These changes

¥
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indicate that group members had a tendency to express
themselves verbally and non-verbally more during the last three
sessions as compared to the firsgt three. This could be
partially explained on the basis of feeling more comfortable
with the other residents in the group. The validation group
scored a total of 20 points or 6.8 (mean gain score) higher
than the RO group. Although the experimental design did not
include a comparison of the two treatment groups, the VT group
appeared to have a more positive effect on expressing
characteristics than did the RO gro&p. )

The validation therapist recorded a summary of what
transpired during each session. Patient A talked about going
to heaven to meet others there. She expressed sorrow that her
sister died at a very early age. Later on during the study,
she expressed sadness of her husband's death and stated that
she wanted to see him. Death was ‘one topic that the group
focused on as a conflict.

Patient B discussed the importance of being silly, the
desire to make a somersault, play tennis and golf and go out in
the garden. She made reference to herself by calling herself
an old maid. This may indicate that she wanted to do lhese «
lactivities bdt was not able to do in the past or perhaps she

had performed them and was reliving them. 1In a later session,

she asked the therapist to kiss her. . She -verbalized about the

1
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therapist marrying her by talking to her stuffed animal which
she squeezed at the same time. Another resident exclaimed that
the therapist probably would not be able to do so. ’

Patient C articulated about her husband that she believed
would love her agaim and take her out of "this awful place®.
In an earlier session, she revealed that her husband broke her
heart for life. However, she did not elaborate very much in
.this area.

Patient D, for half of the sessions, did not talk very
much, mostly uttering syllables and babbling. Perhaps this
resident was actually in the latter stages of three and was
very disoriented. However, towards the end of the study, she
began to make excellent eye contact and verbalized a few short
sentences. For example, "Yes, I want..." and téuching the
therapist's nose ;hile smiling.

Patient E seemed very obsessed with life on a farm and the
responsibilities and d?sappointments of the family unjit.

. Family responsibilities and losses:were also a discussion
topic. Her accepted role was to look at pictqres qnd talk
about what they meant to her.

Although the group was not very cohesive at the beginning
of the experiment and no actual leader emerged, there was some

-
interaction among the group members. The patients responded to

the music that was playing in the background by singing
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different tunes to each other. Patient B could have been
consideked the song leader since she began the song and led the
singing.

In general, the su%ngts in VT did express their feelings
and conflicts which appeared to reveal different coping
‘mechanisms. Defense or coping mechanisms can be viewed a®s
those psychological processes that are used to defend one's
self against anxiety and fear that tends to provide some
temporary security. Often attempts to utilize these mechanisms
leads an old-aged person to be labelled as a difficult,
uncooperative or non-complacant person, (Hamner, 1984).

The fact that on a whole the patients in the validation
group talked about important issues not only of th; present
(example: feelings, loneliness), but of their past, has been
indentified by Hamner (1984) as reminicsing, an important
coffing mechanism. Remﬁpscing has been described as part of the
life review which allows the aged to put their life in order
and/or derive pleasure from their past, (Butler, Lewis, 1973).
It has been suggested that remipiscing promq}es interaction,

stimulates personal awareness and, during this process, self-

2 ‘

esteem of the aged is enhanced, (Burnside, 1976). According to
Feil (1982) exploring the past by asking questions about the
patient's past stimulates life review. This helps the person
restore integrity and justify living. This also helps to build

trust between the therapist and the old-old person. 1In the
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present study, Patients A to E were involved, interested and
willing to interact about their pasts and by being validated,
it helped to restore ‘their integrity.

Patient C who had difficulty accepting rejection by her
husband, used denial as a coping mechanism. For example,
although she ackno&ledged that her husband "broke her heart",
she had difficulty discussing how or when this oc _-red and
instead preferred to fantasize about rejoining him. Verwoerdt
(1976)*mentioned that denial is utilized as a means of coping
until some resolution of the feeling about the decrements can
be developed. However, Feil (1982) has stated that the
disoriented o0ld-old person may choose to continue to withdraw
further into fantasy as opposed to accepting present reality.
The major point 5% that the feelings that were validated
appeared to give the group members a sense of dignity. For
instance, behaviorallyi the subjects continued to express and
inter;ct after being validated which could imply that a
positive effect took place.

The therapist used touching, genuine lingering, eye
contact, and a nurturing empathic tone of voice in order to
establish a good communication with the patients. Mirrofing
was also used effectively as a technigue that built on the
meaningf&lness of body movements. By mirroring the rhythms,

the validation therapist approached)each patient on their level

using positive regard towards them. For example, when Patient
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C clapped her hands while talking, the therapist mirrored this
by clapping his own hands. This enhanced the relationship in
the context of the group parameters.

The results of the NOSIE-30 revealed that irritability
scores increased from 58 to 78 or approximately 55 to 63 on the
normalized T-Scores. Although this is not a very large
Eifference, explanation of an increased irritability score is
that since the group centered around conflicts and self-expres-
sion, perhaps this increase reflects a disclosure of their
life's copihg mechanisms. Statements which reflected the
irritability sub—-scale include, "gets angry or annpyed easily",
"is irritable or grouchy", "is quigk to fly off the handle",
which all reflect a highly affective domain. In the validation
control group, the irritability sub-scale decreased slightly.

. In the Validation Experimental group, the results of the
Adult Rating Schedule support this interpretation. For
instance, Item 20, "tendency to blame others when in
diffiéultyﬂ, increased from a pre-test score of 1.2 to 3.2 for
the post-test. The standard deviation was .45 to .44,
respectively. Item 22, "tendency to use people as targets for
anger”", changed from 1.4 to 2.6 with the standard deviation

— 1increasing from .54 to .89. Overall, these results suggested
that subjects were expressing anger, irritability and critism
and were supported to some extent by the observation during

group sessions., s
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The second change in the NOSIE-30 occurred on the
retardation sub-scale. The pre-test total score was 100
compared to 74 on the post-test,, Although this corresponds to
a change of 5 on the normalized f-Score, it appeared that
VT may have been effective in‘slowing down general mental
deterioration., The validation control group increased a total
of 14 points on the retardation sub-scale suggesting that
deterioration may be continuing.

The results of the APR Schedule, Item 11, "Tendency to be
irresponsible®, decreased from 4.0 to 3.0, illustrating a
possible therapeutic effecé. This result mé? agree with

Peoples'(1985) study which”“showed. that the group kept patients

from further regression. - .
On the coqpitive'écale both the validation experimental
and control groups showed no changes in scores which supports
the result of the Peoples' (1982) investigation using a test of
orientation. This was expeqted since VT is not aimed at

‘promoting a sense of orientation based on present reality.

~
& -

Summary

')The major differences aon the scales and observations were

discussed within the context of each therapy. The results were
compared to other research findings where appropriate. A
description and explanation of patients' behaviors was also

outlined in this chapter based on the therapis@'s comments.

2 o
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CHAPTER V

P
Concluding Remarks

Introduction

In this chapter major limitations of the present study are
briefly discussed. Also, recommendations and implications are
given to provide ideas concerned with future research in this

area.

Limitations and Implications

In the following pages is a list of some limitations and
possible implications in the current study.

1. The small, size of the groups did not allow more
inferential statistical models. Uéually, a séudy in
this area would only be feasible with small sample ¢
sizes (less than eight). One way to ensure a larger
sample size is to perform several studies with similar
conditions (age, sex, social and economic status) and
poollthe results, thereby increasing the sample.

This would also increase the power of the study which
is defined as the probability of rejecting the null
hypothesis when, in fact, it is false. '
2. The length of time of this study, although similar to

other cited studies, may not have been sufficient to

yield more clinical benefits.
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. study.

Qge population from which this sample was drawn
cénsisted solely of persons within one nursing home in
Montreal. Conclusions of this study apply only to
this population, and any generalizations done beyond
this population should be made with caution.

The nursing staff ih the present setting were very
often unaware of the importance of cooperation between
theﬁselves, the research team and other departments in
this institution. Therefore, it was difficult for the

nurses to fill out and answer guestions concerning the

patient's without spending a great deal of time '

re-explaining basic information.

Also, Lockyer (1979) showed how different raters used
the same scale in quite different ways and suggested
that more attention is needed in training raters in
the consistent use of scales. Since the nurses in
this study were untrained in the use of rating scales,
it is always a concern whether the results reflect a
true pigture 'of the patients.

Hall (1980) argued that rating scales and rating
procedureg do not systématically evaluate published

standard sdales in terms of any common set of

standards on criteria. This means that the results of

one study are\ very difficult to compare to another
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Therefore, arguing this point of view would imply that
the results of Peoples' (1982) study, using her rating
scales and methods, are difficult to compare to the
present thesis without some form of standardized
procedures.
7. Although stages of disorientation were based on the

. Behavior Assessment Tool formulated by Feil, it is
possible that within each stage, a heterogeneous
population of disorientation exists with their own set
of characteristics. Further research is needed to

i

investigate this possibility.

A

8. The scales may be a relatively crude way of assessing

*

behavior, pafticularly when scores from different
areas are added to give a total score, for example,
the NOSIE-30. A fir@ef\?ssessment of behavior may be

done by directly observing actual activities on the

wards that might give a better indication of "real"

N
clinical changes. However, rating scales 4o provide

S

an approximation of ngaviors.

9. In the present experiment, no-treatment control group¥
- were employed. However, as briefly discussed, it is

possible that introducing a "treatment" could have

"4
resulted ih positive effects due to paying "attention"

° 1

. .
r ~

.
’

|
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) .
to the residents. Therefore, "atitention®™ as an

&

extraneous factor must be inclkided as a limitation of
this study. Perhaps, another control group receiving
non-specific socialization should be included in order
to more specifically isolate the underlying effects of

the different treatments.

vt
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Recommendations and Implications
o N

As a result of small sample sizes, variability in the data
;:nd perhaps the lack of clinical significance of the dependent
.measures, the instruments in thi:s study need further testing to
determine the validity and reliability and clinical. importance.

Sihce the observed relationship between €go integrity and
reminiscing has been suggested to.add to the growing body of
evidence that links reminiscing te adjustmer;t in 014 age, as
measured by Reminiscing Questionnaire, (adapted from Havighurst
and Glasser, ,1972), and Ego Adjustment sub-scales,
(Constatinople, 1969; Boylin, Gordon, Nehuke, 1976), it is ™
suggested that these measures may be more related to and
sensitive towafds clinical changes from VT. Naturally, further
research is recommended. .

Although in the present study no assessment was done on
the treatment therapists, Rogers (1977) has suggested that the
depth of empathy interact with changes seen in therapy. For
e ple, client-perceived empathy was strongly related to
therapy outcome, (Kurtz, Grummon, 1971). Therefore,
independent of treatment method, the "depth" of level of
empa‘i:hy may be a factor worth investigating since it forms par£
of the foundation of VT, ‘

Validation Therapy repre{e?ﬁs a well-formulated effective
$alternative for use of those who have already withdrawn into

[«
their own world of fantasy, who find facing commonly-accepted
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P
reality threatening and undesirable. This study recommends

that VT is an acceptable option for use with the confused
elderly to express the caring essence of nursing in assisting
'the person to resolve life's conflicts in the last stage of
living.

Feil - (1982), Peoples (1982) and‘ Jones (1985) have pointed
out that RO may not be the treatment of choice for elderly who
are moderately and severely confused. There were some
indications that RO may increase the orientation of those who
are -less confused, and who have not regressed inrt':o the later
stages of disorientation.

Hellebrant (1978) found that patients could@ not be

re-orientated when therapists used clocks and calendars to

‘stimulate reality in them. They pointed out that unless the

concept taught to the patient is practical or meaningful, they
will not be able to integrate the material, (Feier, Leight,
1981) . Instead, there should be more meaningful activities and
applications. For instance, some patients may benefit from
reading the daily flewspaper, others by associating names and
faces by means of visual images, (Zarif, et al;, 1982). Lehman )
(1974 ) suggested using a desired sense 6f the patient to
identify, for example, the flavor of Fruit Life Savers by
golour, using texture to identify pencils, bars of soap, and -
hearing to identify a clock by its ticking. Whatever RO
methods that are used during the classroom, must be generalized

, ‘ w
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to every day functioning, which is the view elaborated by
Greene (1979). Further research is needed in this area,

The results from basic cognitive research also shows
promise for “improving the methods of RO. Keitz and Gounard
(1976) and Winograd, smith and Simon (1982) reported that older
adults recalled pictures better than words and Park, Puglisi
and sovacool (1984) confirmed the findings for recqgnition
memory .

Addi,ng colour to rea} world pictures or symboﬂls, (eg.:
coloured food symbols pdi’nting towards an eéting area, coloured
chair symbols directing someone to a waiting area), would
appear to be a potentially useful and meaningful manipulation,
(Park and Puglisi, 1985). These ideas would be incorporated
into RO which is similar to RO by Haneley, McGuire, Boyd (1981)
who included a "Ward Orientation Training™ as part of a
practical and meaningful’ RO treatment. For instance, they used
coloured symbols and actually taught patients to walk to and
locate different areas.

Cavanaugh, Grady and Perlumutter (1982), in a very
specific study, were interested in older adults who forgot
names. They found that on the average older adults forgot
names ptoportionally higher than on the categories such as
appointments, phone numbers and locations. Also, Cavanaugh
(1983) found trhat older adults perceived forgetting more

negatively than younger adults. Both these studies reveal an
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‘

attempt to perform research in the individual's own particular
environment as opposed to tuak—oriented research. F;nally,

' basic research and more applied stgdies are both important and
necessary in order to deGelop more effective programs for the
eldery in the future.

In closing, the thetapies that were presented in this
thesis reflect our North American society in the 1980's. That
is, when our elderly can no longer take care of themselves, we
institutionalize them. This is a prescriptive solution. 1In
the future, we need to educate society in more preve;tative .
measures related to our elderly. ‘This cultural change will
take a long time., Perhaps the éexamples from the Indian and the
Orierital societies are good models to follow in that children

take care of their elderly parents up until the time of death.

&

Sunmmary ‘ ,
This chapter outlined some limitations oéﬁthe present
v 3

study based on methodological and practical p;oblems that were
encountered. Also, a brief discussion on futurée
recommendations was described, This was based on basic

research in the field of geriatrics,’
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APPENDIX A

>

‘ NURSES' OBSERVATION SCALE FOR INPATIENT EVALUATION (NOSIE-30)
SUBJECT'S NAME . DATE
RATER'S NAME TITLE
DIRECTIONS

PLEASE RATE THIS PATIENT'S BENAVIOR AS YOU OBSERVED IT DURING THE LAST THREE DAYS ONLY

INDICATE YOUR CHOICE BY FILLING IN ONE BLOCK FOR EACH ITEM, USING THIS KEY

(26) TALKS, MUTTERS, OR MUMBLES TO HIMSELF,

0 = NEVER 1 = SOMETIMES 2= OFTEN 3 = UsuaLLy 4 - ALWAYS
4 USE NO. 2 PENCIL. MAKE YOUR MARKS HEAVY AND BLACK. ERASE MISTAKES COMPLETELY.
N ’ o=== 1 = = (1) Is sLoPey,
o=== 1 (2) 1S IMPATIENT.
o=== 1 (3) Cries.
o=== 1 (4) SHOWS INTEREST IN ACTIVITIES AROUND HIM.,
o=== 1 (5) SITS, UNLESS DIRECTED INTO ACTIVITY
o=== 1 (6) GETS ANGRY OR ANNOYED EASILY
p=== 1 (7) HEARS THINGS THAT ARE NOT THERE.
o=== 1 (8) KEEPS HIS CLOTHES NEAT,
== (9) TRIES TO BE FRIENDLY WiITH OTHERS .
o=== 1 (10) BECOMES UPSET EASILY IF SOMETHING DOESN'T SUIT HIM.
o=== === (11) REFUSES TO DO THE ORDINARY THINGS EXPECTED OF MIM.
o=== == (12) 1S IRRITABLE OR GROUCHY.
o=== === (13) HAs TROUBLE REMEMBERING.
o=== === (14) REFUSES TO SPEAX,
o===' |=5= === 3==. 4==- (15) LAUGHS OR SMILES AT FUNNY COMMENTS OR EVENTS.
o-== === 2=== 3=== 4=== (16) IS MESSY IN HIS EATING HABITS
o=== === 2=== 3==c 4===  (17) STARTS A CONVERSATION WiTH OTHERS.
p=== (=== g==c 3=== 4=== (18) SAYS HE FLELS BLUE OR DEPRESSED.
o=== 1 (19) TALKS ABOUT MIS INTERESTS. .
0=== 1 (20) SEES THINGS THAT ARE NOT THERE
}* 0=== 1 (21) HAS TO BE REMINDED WHAT TO DO
' 0o == 1 (22) SLEEPS, UNLESS DIRECTED INTO ACTIVITY,
oz=== 1 (23) SAYS THAT HE 1S NO GOOD.
1 (24) HAs TO BE TOLD TO FOLLOW HOSPITAL ROUTINE,
1 (25) HAS DIFFICULTY COMPLETING SIMPLE TASKS ON HIS OWN.
1
1
1
1
1

p=== (27) 1S SLLOW-MOVING OR SLUGGISH.
- 0=-= (28) GIGGILES OR SMILES TO HIMSELF FOR NO APPARENT REASON
' o=== (29) Is QuICK TO'FLY OFF THE HANDLE,
0==- 1:=- 2-== 3=== 4=== (30) KEEPS HIMSELF CLEAN. .
/
0=-= |’::= 2=== 3=== 4A==5 === g=== P==z= g==T P=== PROJECT NUMBER
0.1 - '::—' z. = 3I=== =i . 5——— == T=== '___. 9-:.
0-" 1--2-- 3 - 4 S--- 6--% 77-% 87 o= 9 - HOSPITAL NUMBER
0:=- f-s= 2-=- 3 == 4=== g=== §2=- PIz= g 9=-=
0-= gz == = . 3 = 4=" 5 - 8-~ P-—-- B=- 9- -
o-- Y - 2ee 3 a- - - 6-:- 7 - 8- o - SUBJECT NUMBER
o - t-== 2- - 3°7° a- 5= 6 - 7 8 - g== TREATMENT GROUP
0=- - 1=-= 2==~ 3-=T 4T -- s - 6--= 7-:- B 9=== DOCUMENT
0=== ¢-== === 3I=== 4=:: & -- § 7- 8 m=c= FORMAY
t jaz- 2 = - a--- %5- - 6 = 7. - @B~ 9TE= PERIOD
, . 0=== === = 4==- s> 6 7 - B8~ 9~ 5= RATER
Q=== === 4332 8- 6--- 7 -- @8 9-:° CARD NUMBER
v

CENTRAL NP RESEARCH LABORATORY (I51E), VA HOSPITAL, PERRY POINT, MD 21902
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APPENDIX B

Philadelphia geriatric center
Multilevel assessment 'Instrument

name- Group

Cognitive domain

correct: Yes No/Dk
I. Let me jot down: What is today's date =
Month 2 I
(probe) ; What (month/date/year)
is it now? .
s Date 2 I
Correct date: {
) ﬁ Year 2 I
4. How old are you? Correct:
Age 2 I
5. When were you born? MOnth 2 I
‘6probe): what (month/date/year)were
you born? Date 2 I
Year 2 I

S's Correct Birthdate

- - ———— — —— T ——

S's Correct age

——— s s . S —— - — > - -

{(month/date/year/) ,
Correct:
I3. what is your exact address? _ 2 I
ﬁ P
I4. Where is 1it.located? (city,section) 2 I

49. A couple of memory guestions...
Who is the president of the united states? (write in)

2 I

50. Who was the president before him? (write in) é 2 I

e ' prime minister of Canada? 2 I

- LA ' prime minister before him? (write in) ' 2 I
~

{ o
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,M\ 3

{ In the past year, have you had any of the following problems:
(ask Qs. 96 through 99)

yes no
96 . major problems with your memory? I 2
97. you sometimes don't know the time of day,
day of week, or season? " I 2
98. you sometimes don't know where you are ? I 2
99. you sometimes become confused in conversation? I 2
ﬁ)
o .
(
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AAPPENDIX C

ADULT PERSONALITY RATING SCHEDULE (
M.H, KLEBAN - E.M. BRODY

£

(] L]

R.S.)

w s W

21.

.

Tendency to be wnterested and active
in many things

Tendency to finish what one starts
(Stck-o-itiveness)

Tendency to enjoy other poeple
Sense of humor
Tendency to enjoy social activities

Willingness to seek new experiences
or Uy new things

Warmth of feeling for family members

Tendency to enjoy work (or housewfe
duties)

Capacity to adjust one self 1o life’s
pressures

. Warmth of fecling for friends

of acquaintances

. Tendency 1o be imesponsible

. Tendency to give orders and be bossy
. Willingness 10 accept responsibilities

. Tendency to be stubbom )

. Degree of initiative

. Tendency to be open-minded

. Tendency for an optimistic outlook oa life |
. Genesosity toward family mmLen
. Generosity toward friends and

acquaintances
Tendency to blame others when in
difficulty

Tendency to blame self when in difliculty
. Tendency to be critical

Ability to be understanding and
sympathetic

INSTRUCTIONS: This set of statements asks you 10 make judgments about the way your o
not as Ae or she was in the past. You will find a list of 50 ssatements befow. You are being asked to rate your parens or
relative on each item in terms of five categories: very low, low, medium, high, and very
decide which one of these five categories best fis your parent or relative. Then place an °|
How would you raie your mother, father, or relative mow on the following characteristics

1, parent or relative Is mow,

Reod each statement and
or a check-mark in that box.

Very Low

Low

Medium

High

Very Hgh

Sy SRCHIGAIE. 0 Ae ™ 50 KOS LA Pt [R5 ntmbad 1ob a4

it

]
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A} .

Very Low Low Medium High Very High

24. Capacity to hurt others when angry
25. Tendency to have temper outbursts

26. .Tendency to show favoritism for a
member of the family

27. Tendency to pick on a member of
the family )

28. Tendency 1o be out-going
29. Neatness of physical appearance
30. Ability to maintain control when angry

31 Tendency lo use people as targets
for anger

32. Tendency o be sensitive to criticism

33. Degree of ambitiousness

3. Tendency to do things on the spur of
the moment without giving thought to
consequences

35. Capacity to stand up for onesell *

36. Tenden’cy to be orderly and organized

37. Tendency 1o be a disciplinarian

38. Tendency to be independent -

39. Tendency 10 be protective towards
members of the family

40. Tendency to be moody

41, Degree of maturity

42. Tendency 10 be selfish

43, Degree of cautiousness

44, Tendency lo worry

45. Tendecy o complain

46. Degree of conceit

47. Tendcncy to be nervous

48. Tendency to be eventempered
49. Willingness to admit mistakes S
50. Tendcncy to cooperate with others

Sonsacy : Kichan (M H ). Brody (E M ), Jewrnal of Gerontolegy, 1972, 27, 1, .76
Reproduced with the permission of the author.
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APPENDIX E

DEMOGRAPKIC INFORMATION

. Date:
1. Patiant mber Tharapy Code: RO Vr C
. 2. Sex Aqn * Marital Stntu-

3. Length of stay in prewvicus institution
4. Primary medical diagnosis (List first two):

S. Daily medications and ‘doses:

6. Physical impairment: (hearing, sight, immobility, etc.)

7. Zver been diagnosed as having mantal 1illness? If yes, give diag-
nosis, bow long institutionalized, when and if resclved.

§. When last able to care for self in own homa:

9. VWhen last avay from the nursing home other than for being bospi-
, , talized, and for vhat purpose:

10. BHov frequently visitors come specifically to vigit this mn, f
and vho comes (e.g., family, friends) '

11. EHighest level of education attained i

12. Efforts made by the staff to stimulate enviromment

13. Mov frequently this Derson participates in planned group
activity

110

-
N
.
.
——J—._; ‘/
. I Ce) £y ™
5 .

L e e er——
-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



PEime e -

P

*x

’ 11

. 4

- Y

n

3

N

: 4

YL

’ -
&
W
ssyudiotiaed dyysaepes] Jow3Ua)
Axtwoysiyd saoys se{ymg - sayanoyL i3 sayey dnoxyg uy sy[el owe
sieAty - » A1ausnbexyg - ¢ i ATTeuoysedog ~ ¢ A1sawy - 1 IsAsy - 0 Aox
dnoxg - - . yoou
o -
. .
WOd ONIZMOa
NOILVANESHO dNoUD XdWTHL
4 XI1QN3ddy : -

o

B2

TG ey e

“p e e

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



APPENDIX G

MEDICAL ASSESSMENT PORM — PHYSICIAN'S CERTIFICATE |

r :
[ Aml Q8 PATIENT At C fsex
ADDRESS
1 in @n mehtuhon sete 11y nome ond eddren
SECTION A ASSESSMENT OF GENERAL CARE NEEDS
¢ (This section muy be sompisted by surse or gther person considorad somp by Physices) Y
. CHECK THE MOST APPROPRIATE CATEGORY IN EACH OF THE POLLOWING GIOUPS
(o) NN '
D—m-wd-v‘o—d-—d*—;n‘.hﬁ-g-h- (h Ust OF LSS
wans or sbrormality? Arme and Nand (TN Lower Lumbe Lokt
Yes O Ne ] Hyes™ onpleimn Normed wee % [m] Normeal we % -
N Impasrad ver O O Iimpasred we 0 =
(b) NUTRITIOMAL STATE No weo 0O O No we o C
Undaraouriched [ Well asurished Overvaight [ Amputation C 0O Amputanen 0 c
(e) MENTAL CONBITION (p) PEEDING
1. Appremmetely nermsl O 1. Fends sk m]
2 o | riof poriots of snntwion snd/er fergertvines w] 2. Reauires sepervision fur fessing (]
3. Marbed confusion end diseriontarinn wwwl brisf penede of slermens 3. Reguirsm custence for feading ]
wnd pivper arcantenen 8 & Noquirms % be fod I
4. Obwwaws ond po fusion ond disevi .
. & Compl - nd vopostion of mostel ond emstenel ""'"'"7"'.'.............- 0
' i D .
. ! dohei 2. Roguires wpervision or eunglones is dressing C
' (i) Acmwired (srgonis bren desege) 8 1. Boquicss % be dreomed O
4 Contiovew full bod enve C
(&) SEMAVIOR Chutk spsh question oither — Yoo or Mg
] 1. Apprammmily nermel Q =)} n s cani ,
2. Queet and Conporative D O 1. Reguires ne ewistonse 1o got in or out of bed ]
3. Aguther [w] O 1. Remuicss same o gt in or st of hed c
4 Talatve a c 3. Requires ey ia ond ovt of hed -}
Iy mw]-m D D 4. Ronguires % bo wrned ia bed D
4 Swepstion 0O O M AMMATION )
7. Newy, diserhing to ehers Qg ;0 1. Ao to wolk without heip r*
8. Quarrsheme — Beligorent (wanderiine} 0 0 M MNermsl for age - Q
9. Boquirss resvaint ) a o (B) Fushle, mauires supervision . o
*l (o1 wasers Crask oush quostion oither ~ Yo or Mo 1 ladupendest with whesishnir C
1. Medder mwwal nerwel (] (] 3 Requires asisenss weh an
2. Sowel watrel serasl ] O (i) Pomsnsl swmistanse to walk D
2. Able o wpewh meraslly o o (R) Uiting in and ovt of dair a
4. Able % read @ sowspeper O © (i) Unabie 1 prapel wheslshais [m]
5. Able o hear auavarsstionsd veiss o =] 4. Unmbile to do owything for wlf O
6 Able %o wush fuee end hona o 0 -
7. Able ts bathe sl g 0 . .
& Able 1o we tailer fuaiivies g Q
9. Able % 00 for purpen of embuision ’ o O SIGMATURE (¥ camplond iy merse) DAt
SECTION B8 PROFESSIONAL SERVICE NEEDS
“ Yes  Ne : - R e
1 Spaiel dier 0 © l S Tobstesdingariombation . .. O O ' ?. Xewy O O
2 PRN. erden o o 4 lovigetiens 0 ... =] 0 10, Achabilitstion sorviess
P _ o o 7. indwolling anthoter O o (a) Physistherapy O ©C
- Injesions — Subcurnes 5. Leberewyry sorviem (b) Ousupstions! thurepy o O
—lremeie . 0 O () Misrsaiopie sriasiysie O O (¢) Spusch therepy o O
— Intrervpanus g o l () Sloed sovass ond sumars (m] O I {€) Vosstiens! msmment 0o g
4. Sterdle drewing o Q («) Blond chousistry O D 1. Other g O
w"ns".nnllr SPECIPY
TavRR,
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SECTION C MEDICAL ASSESSMENT
3. BRIEF MEDICAL MISTORY
2. ODESCRIBE PATIENT'S PRESENT CONDITION
3. LIST PRESEMT MEDICATION WITH DOSAGE Dot Ordeoresd
‘ (o)
Y]
(e}
{d) '
4 NOTE ANY DRUG SENSITIVITIES OR ALLERGIES g
3. BIAGNOSES: (LIST IN SPACES A, 8. C. D, IN ORDER OF UMPORTANCE, THE CONDITIONS mrun:mocmmu"vmn THIS TIME)
. [ DURATION
Wk { Mot | Yrs,
AL
FOR LACH CONDITION INDICATE YOUR 8.
ASSESSMENT I THE VERTICAL LISGE BY
ONE CIECK [THE MOST APPROPRIATE
N BACH OF TIE FOLLOWING SROUPS. C
D.
& PROGNOSIS: ’ 1 16, PLACIMENT
;z.’u-m: o 8 8 g g MOSPTAL PACILITIES DOMICILIARY CARE FACILITIES,
1. Probobly fewwl m 3 menthe’ fu) ' o O o Convalousast Hosprtol Care 8 Heme fur the Aged g
4 3 menthe O © Chrasic Naspital Core Rest Hame
Improvement D o a o™ Norsing Home: Class | a
7. RENASIITATION POTENTIAL l ‘ ‘ l Nurnng Meome: Cless 2 O
1 Newe . O o Qg O
2 Liswed = aveds el thovapy 0O 0o O O "
3 Moderase — to selioere level o o g - 11. ESTIMATID DURATION OF STAY
4 Compleote — ind wdont Ewng O [m} a (]
‘ ‘ I — Wesks e Moneths [] Continvevs
4 & PRISENT STATUS OF DISEASK
} Sembeiced g O O O .| 1z commmrs
2. Mildly eoive .0 @ 0 © . .
* 3 Unseable g © © 0O
4 Asteee o 0 O a :
9. PURPOSE OF MEDICAL' CARS: ] l 1 ‘
1 Meustonones o o O <
2 tvel ond 0 0O 0 O
1 Rohobiliterion prossdures -0 O O O
4 Palliative herapy g o o a4
® 1 adition » cenited ~ o™, indi . and fron of CERTUWFICATION: | cortify thet  my apinisn the core noods of thes opplicom
wdicutn thet he or u oligible lor adwmimion 1o the fecility indicated in paregreoph
‘ sumcorbanens. relopes, et 10 ohove, ond thet the wetement contemand hersin are corrict to the bost of my
' ‘I Oeve
{ Signatere of ing Ph
i APPROVAL: Thee form has boon reviowed by me, lound to be properiy complored
ond | om in ogr with the pb i
Dete. I
“ . i Signunere of Physcian
. v 113 .
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APPENDIX' H <

[°]

Explanation that was given to the relatives by the

researcher over -the telephone.

o

Hello, Mr./Miss/Mrs. : « My name is

—————

Mr. L. Babins and I'm associated with Mount

b3

Royal Villa in éonjunctioﬁ“with McGill University.

E I am conducting a research study along with my

PR

‘assodiates. .

The project involves several residents meefing
‘ ‘ -y

o in a group a couple of times a week to discuss
‘certain topics that are important to them, and/or I
will be asking them questions relating to

. . themselves and what interests them. The potential &

benefits are increased interest in théir
surrounding and social meetings with others, \
" improved orientation aﬁd expression. ‘
It would be beneficial to us if you could sign a
\ \ % " consent form in order for Mr./Miss/Mrs. to
- ,: participate in this activity.
If you have any questions, you may feel free to
\ . disciss them with either myself or Miss Racine

¢

é (Director). - .

'
s

——— . ' B - e e — e e e - ™
] S e p————. -
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& *
o APPENDIX I '
/
\ ‘ . INFORMED CONSENT
5~
Subject's Name: - Bate:
Project Title: Réality Orientation and Validation Therapy

~
: /

You will be asked soﬁ@ questions relating to yourself and

k,
the world around you, plus what you do during the day. After
‘\‘5
\ this, you may be asked to take part in a group meeting three

times a week for 10 weeks (approximately 40 minutes per meeting),
and you will be asked to answer some guestions a total of four
times; or you will be asked to answer some questions a total of
four times without taking part in the group meetings.

In the groups, you will talk about different things that
will interest you and/or your group members. The potential
benefits are increased interest in your surroundings and meetings

’ with other group benefits.

“t

Consent:

1 have fully explained to :

| Subject /Relative/Guardian (Circle one)

! —

e T have answered and will answer all gquestions to the best of my
ability.

).

Investigator's Signature

_ 115
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\\J} : Page 2

I give permission for my/my relative's (circle one)
participation in this study. I know that Mr. Lennie Babins
(invegtiaator) or his associate will be available to answer any

gquestions I may have.

I understand that I am free to withdraw this consent and
discontinue participation in this project at any time without

prejudice.

AN v
Signature of Subject/Relative/
Guardian (Circle one)

wWitness to Signature

3 116 .
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APPENDIX J

-~

NOSIE~-30
SCORING KEY

SuBIECT CooE # DATE OF RATING
NAME OF RATER | POSITION OF RATER |
NAME OF RATER 2 ' POSITION OF RATER 2 ‘

NOSIE FACTOR SCORES ARE BASED ON THE SUM OF TWO RATERS' ITEM RESPONSES.
THEREFORE, IF ONE RATER IS USED, HIS SCORES MUST BE DOUBLED.

POSITIVE FACTORS

1. SociAL COMPETENCE (COM) 2 SOCIAL INTEREST (INT) 3. PERSONAL NEATNESS (NEA) — —
RATER 1 RATER 2 RATER | RATER 2 _ RATER | RATER 2
"wo-___ 4 L S
13 - - e 8
21 - - s __ € - - '
24 - - 7 30 '
2s - - 19 ADD _+8 +8 E__I .
+ =

ADD +20 +20 SUM + = r J SUM
sum___ ¢+ = I__] .

TOTAL POSITIVE FACTORS = sum COM + SUMINT + sum NEA = E

NEGATIVE FACTORS

4 IRRITABILITY (IRR) 5. MANIFEST PsycHosIs (PSY) 6. RETARDATION (RET)

° RATER 1 RATER 2 RATER | RATER 2 ~ RATER | RATER 2
2 7 5
6 _ - ____ 20 0 __ 2 _ 0
’ o ____ 26 27
2 —_— ’ 28<._%_ sum + r _I
. - SUM + - r J ’

29
suUM + - I l . *

TOTAL NEGATIVE FACTORS SUM IRR + SUMPSY ¢ sum RET :] 1

7. TOTAL PATIENT ASSETS (TOT) .
D - TOTAL NEGATIVE FACTORS I I I |

96 + TOTAL POSITIVE FACTORS

117
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NORMALIZED T-SCORES

SUBECT'S NAME

No. DATE

PROFILE SHEET - NOSIE-30

»

80

75

70

65

60

S5

S0

45

40

35

30

25

20

TOTAL
POSITIVE FACTORS NEGATIVE FACTORS PATIENT
coM INT NEA IRR PSY RET ASSETS
40 34-40 32 40 28-32 24 192-208
191 )
80 === =eremes oTTTE "1 37-397 """ 25-277"" " T23 77T 190 77T
35-36 e 189
75 32-33 34 24 2 187
i 23 20 186
39 29-30 32 19 184
70 f--n ceeeee- 28 ------ --=4- 29-30 ------ 21 ------- --4----180-181--—--
26-27 19 18 1771
EE - - 17 '74.__'75‘
65 24 N 22-23 16 171
38 == = == 16 -
22 19-20 168170
37 20 30 18 14 15 164~ 166
60 f--- 36 -=----- o ------- 29—~ 16-17 ------ 92 Tt 14 --4----159-161--—-—-
. e 28 13 - 12 154~ 156-
33 -= - - 1 148-150
ss 32 {: :: 10-11 8 10 146_—_::7
30 L 2 5 139-142
10-11 -- € " 134-136
50 29 . 21 1 s 8 132-133
P 8 - s 7 126-128
26 - 18 -- 4 6 123-125
45| 24-25 15-16 3 3 5 115:14
-- ] 13 2 4 =
20-21 4 11-12 2 105-107
-— 10 1 101-104
40 f--- 1B ~~=c-c=  ce--e- smdeee | mmeeee- | IECEE T 3 --4---- 98-100-----
185'7 3 3 2 92-94
-z z 0 o 8891
as 12 1 5 1 ga-gg
- - 2~
19 o 3 0 8081
2 74-76
30--- 8 -=----- e et S O 72-73 --——-
y > €971
63-66
$-6 59-62
2s . 8
3 50-56
0 pi i
20 }---0-2 ~cocue- B ——————— ——————— codunacc 0-4) -~-m-
coM INT NEA IRR PSY RET TOTAL
J
f
118 , [
had v Ly~ ™ g T =
e oo /
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