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INTRODUCTION

This chapter presents a critical overview of psychosocial interventions cur-
rently advocated for use in institutionalized long-term care settings. Un-
fortunately, no clear consensus exists on when and why various interventions
work, a problem compounded by the largely anecdotal empirical literature.
Even so, changes in regulations and philosophy of care, and the increase in
complexity of care nursing homes are expected to provide define a situation
where psychosocial interventions will play an increasingly prominent role. A
review of some of the empirical literature suggests that psychosocial in-
terventions have the potential to play an important adjunct role in patient
care. Further, they can serve as a vehicle for job enrichment for nursing staff,
especially nurses aides, and lead to positive effects for staff. A major question
that remains unanswered is the extent to which these benefits are due to the
intervention or to more generic “non-specific therapeutic” effects. It is neces-
sary for nursing home administrators and staff to commit to a programmatic
and rigorous approach in developing, conducting, and evaluating psy-
chosocial interventions and in training staff to deliver them.

PSYCHOSOCIAL INTERVENTIONS

We begin by drawing a distinction between clinical psychological, psychi-
atric, or formal counseling treatments, and psychosocial interventions.
The former therapeutic efforts address acute pathological emotional and
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behavioral problems. While these treatments vary in their views of underly-
ing cause of problems, for example, metabolic imbalance, environmental
stress, and how to treat them (e.g., drug therapy, psychotherapy), they
typically share a “medical model” approach to the delivery of care (Karuza, et
al., 1990; Rabinowitz, Zevon, & Karuza, 1988). Trained and recognized
health or allied health professionals are given the responsibility and authority
to diagnose the problem and to implement a treatment plan. The goal of the
treatment is the amelioration or control of the pathological behavior and the
treatment itself is specialized, e.g., drug therapy, and in many ways is
discontinuous from the normal everyday programming of the nursing home.
In contrast, the latter psychosocial interventions address less dramatic “prob-
lems of adjustment” to nursing home life and/or functional impairments.
These problems may be chronic, such as those associated with progressive
dementia, or acute episodes of maladjustment, such as coping with a nursing
home transfer. In any case, nursing home residents play a more active and
central role in the intervention, with the nursing home staff members,
possibly nurses aides or activities coordinators, taking on a more facilitating
role. The goal of these interventions is not to “cure a problem” but to
enhance or maintain the functioning level of the residents, with the in-
terventions themselves frequently becoming a part of the daily routine of
nursing home life.

Need for Nursing Home-Based Psychosocial Interventions

Psychosocial interventions are assumed to be good and useful. While there is
an abundance of anecdotal published testimonials for using psychosocial
interventions, reviews of the empirical research (e.g., Burckhardt, 1987)
indicate a mixed pattern of effectiveness. The case remains to be made among
administrators and health professionals for implementing psychosocial in-
terventions within the nursing home.

Demographic and Epidemiological Trends

Democraphic trends create an environment that encourages the development
and use of psychosocial interventions. The current and future nursing home
resident population is at risk for emotional and behavioral problems. Es-
timates in the literature indicate a prevalence of mental health needs in
50-80% of nursing home residents (e.g., Newman et al., 1989; Rovner, et al.,
1986). A study by Zimmer, Watson, and Treat (1984) indicates behavioral
problems are present in 64.2% of New York nursing home residents. Of
those residents, 66.5% had a diagnosis of organic brain syndrome and only
14% had a psychiatric diagnosis or a diagnosis of depression. This trend will
accelerate as nursing home residents become older. Currently, 1.4 million
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(22%) of those 85 years of age or older are institutionalized and this will
balloon to 4.6 million in the year 2040 (U.S. Senate, 1987). This is signifi-
cant, given the increased prevalence of mental health and cognitive disorders
in later life. Another factor is the long-standing and continuing commitment
to deinstitutionalization of psychiatric hospital patients. In the future, the
nursing home industry will be serving a majority of clients with emotional
and behavioral problems, many of whom will not have a primary psychiatric
diagnosis.

Complicating these trends are various financial and regulatory pressures
that are pushing nursing homes to admit and treat elderly clients who are
either more incapacitated or who have more complex medical conditions.
Newman, et al. (1989), recently reported a statewide study of Utah nursing
home residents. They discovered that among those who were considered
appropriate for nursing home placement according to Health Care Financing
Administration (HCIFA) criteria, 79.6% of the residents had moderate to
intense needs for mental health care. Intense medical and physical problems
were significantly related to more intense psychosocial needs and, in-
terestingly, primary psychiatric diagnosis was not predictive of the psy-
chosocial problem intensity. Emerging data suggest that residents’ mental
health is associated with health care utilization (e.g., Koenig et al., 1989). To
the extent that this data is reliable, resident mental health and behavioral
problems can have an impact on the cost of care, not to mention the residents’
quality of life. Controlling these costs by addressing residents’ mental health
care at all levels presents a promising direction to explore.

Holding aside psychiatric problems, nursing home residents with mental
health needs fall into two general categories. First, are those residents who
have chronic behavioral problems which are associated with dementia.
Second, are residents that have acute problems of adjustment and coping,
such as those arising from the stress of adjustment to a novel environment
(e.g., Stein, Linn, & Stein, 1985) family conflicts (Brody, 1985), relocation
trauma (Schulz & Brenner, 1977) or adaptation to changes in functional level.
Psychosocial interventions can be especially well suited for these residents.

Rise of Geriatric-based Models of Nursing Home Care

Concurrently, nursing home care is being redefined by health care
policymakers and health professionals in geriatrics. Approaches based on a
geriatric medicine primary care model (e.g., Association of American Medic-
al Colleges, 1983; Calkins, 1987; Katz & Calkins, 1989), are moving away
from the medicalization of the nursing home and are increasingly sensitive to
issues such as maintenance of functioning, enhancement of quality of life,
and the role social and environmental factors play in normal aging and
pathological processes. This can be seen in preliminary data from a recent
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survey of New York State nursing homes we conducted (# = 530 with a
response rate of 60%). Nursing home administrators endorsed a medical care
model of nursing homes significantly less than models which stressed promo-
tion of resident independence or protecting residents (p < .001). Focusing on
mental health and behavioral problems, a “non toxic” approach, which
features psychosocial interventions rather than medical model-based drug
therapies, is seriously advocated by an increasingly larger number of geriatri-
cians and geriatric nurses. While these trends are encouraging, support for a
primary care approach in geriatrics is far from universal and strong pressures
to medicalize aging processes still exists (Kane, 1989; Estes & Binney, 1989).
The interdisciplinary approach, ideally a central component of the geriatric
model in practice (Calkins, 1987; Calkins & Karuza, 1988), can facilitate the
contributions of other disciplines such as psychology and social work in the
diagnosis and treatment of mental health problems in the nursing home.

Legislative Mandates

Perhaps the most forceful impetus comes from recent legislative mandates, in
particular, the Omnibus Budget Reconciliation Act of 1987 (OBRA). This
federal legislation was in direct response to the report issued by the National
Academy of Sciences. The report (Institute of Medicine, 1986), which was
part of a study commissioned by the Department of Health and Human
Services, found that nursing home care needed improvement and that regula-
tory reform offered a mechanism to achieve better care. The OBRA legisla-
tion specifically recognized the mental health problems in nursing home
residents and has several key provisions dealing specifically with these issues.
Among them is the requirement for preadmission screening of nursing home
residents. For new residents, if there is a primary or secondary diagnosis of a
mental disorder (other than dementia) or mental retardation, they must be
referred to another site for “active treatment.” If a resident is in a nursing
home less than 30 months and develops a primary or secondary diagnosis of a
mental disorder (other than dementia), he or she must be referred to another
site for “active treatment.” If the resident is in nursing home more than 30
months and has a mental disorder, he or she has a choice of seeking treatment
in the nursing home or at another site.

In view of these changes, nursing homes will have to be more sensitive to
mental health issues. At the very least, they must develop adequate screening
of residents prior to admission. Further, they must develop an adequate
mental health treatment response to those individuals who are residents for
over 30 months. Administrators need to develop appropriate and effective
clinical psychological and psychiatric treatment options for acute episodes.
At the very least, this requires exploring the cost effectiveness of a variety of
therapeutic approaches, both pharmacological and psychotherapeutic, and
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the building of a responsive referral network. It is imperative that the
administrator not stop here. Given the costs of paying for those therapeutic
treatments, and the low levels of reimbursement currently available, the
nursing home administrator would be wise also to examine psychosocial
interventions as primary prevention strategies.

A second relevant facet of the legislation is concerned with staff training.
All nurse’s aides are required to undergo 75 hours of training in basic nursing
skills, personal care skills, basic restorative services, residents’ rights, and
recognition of mental health needs.

The importance of addressing mental health needs of the residents in the
training can be seen in the following clarification from HCFA (1988):

Mental health and social service needs: The nurse’s aide will demonstrate basic
skills by modifying his/her own behavior in response to residents’ behavior;
identifying developmental tasks associated with the aging process, and using
task analysis and segmenting of those tasks to increase independence; providing
training in and the opportunity for self care according to residents’ capabilities;
demonstrating principles of behavior modification by reinforcing appropriate
behavior and causing inappropriate behavior to be reduced or eliminated;
demonstrating skills supporting age-appropriate behavior by allowing the resi-
dent to make personal choices; providing and reinforcing other behavior con-
sistent with residents’ dignity; and, utilizing residents’ family as a source of
emotional support. (HCFA, 1988, pp. 11-12)

The implication of this aspect of the legislation is that nursing homes will
be required to train staff in psychosocial interventions and rely on them to
conduct those interventions. Realistically speaking, this mandated regulation
is leading to the “professionalization” of nurse’s aides, traditionally lowest
ranking members of the nursing staff hierarchy.

REVIEW OF SOME TYPICAL PSYCHOSOCIAL
INTERVENTIONS

This section will review several of the prevalent and accepted psychosocial
intervention strategies that are used in nursing home settings. The following
review is not a comprehensive critique of the literature, but is designed to
provide a working overview of some of the more common psychosocial
interventions reported in the literature.

Disciplinary based therapies and interventions with formal certification,
such as art therapy, are not included. Other reviews that may be of some
interest include Burckhardt (1987) and Gugel (1989). Before starting, we
would like to focus on some general issues in implementing any psychosocial
intervention in a nursing home.
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First, on basis of several research reviews, there is no single universally
optimal psychosocial intervention (e.g., Burckhardt, 1987). The task before
the administrator and staff is effectively to develop flexible psychosocial
programming for the residents.

Second, effective psychosocial programming must be sensitive to the
individual differences in skills and interests of residents. In several evalua-
tions of psychosocial interventions it is clear that residents’ characteristics
such as mental competence (e.g., Goldwasser, Auerbach, & Harkines, 1987),
attitudes toward the nursing home (e.g., Berghorn & Schafer, 1986), and age
(e.g., Fallot, 1979) can moderate the effectiveness of the intervention.

Third, nursing homes also vary in characteristics, such as, staffing levels,
the case mix of residents, and the physical layout (Maas, 1988), which may
make some psychosocial interventions more or less practical.

This leads to a fourth point, that the development of psychosocial in-
terventions requires the satisfactory matching of interventions to residents.
Lawton and Nahemow’s (1973) discussion of person-environment transac-
tions offers a useful model to adopt in charting a psychosocial intervention
program. As seen in Figure 1.1, adaptive functioning of a resident is the
product of two factors, his or her competence level and the environmental
pressures or demands. Maladaptive behavior and emotional reactions occur
when the environmental demands are foo strong, or too weak relative to the
abilities and competencies of the individual. Adaptive functioning occurs
when there is a match of competence to demands with maximal performance
occurring when the demands of the situation are slightly challenging to the
individual. There is an implicit recognition in the psychosocial intervention
literature that interventions vary in the demands they place on individuals.
In selecting psychosocial programming an individual should be matched to
the psychosocial intervention’s demands. An important corollary of this
model, is that providing too simple a psychosocial intervention to a more
competent resident can be just as deleterious as providing too demanding and
stressful an intervention to a less competent resident.

A fifth point to consider is that adequate assessments of residents are
essential in the effective psychosocial programming, even if a psychiatric
primary diagnosis is excluded. In keeping with the person-environmental
transaction model, these assessments must provide sufficient information to
determine the competency levels and should be multidimensional. The pur-
pose of these assessments is not so much to provide a diagnosis of a mental or
behavioral problem but to determine the applicability of the intervention to
the resident. The dynamics of most of these interventions is not to actively
prescribe a treatment for the residents, but to allow ongoing opportunities for
residents to maximize their functioning and to better adjust to their lives.
Assessments should include evaluations of cognitive functioning, perceptual
acuity, linguistic ability, and functional level. Since many of these inter-
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FIGURE 1.1 Diagrammatic representation of the behavioral and affective
outcomes of person—environment transactions (from Lawton and Nahemow,
1973. Copyright 1973 by the American Psychological Association. Reprinted
by permission.)

ventions make use of group sessions, social skill level and desire for socializa-
tion should also be assessed.

Sixth, the facilitators of these interventions, the nurse’s aides, the activities
directors, and the nurses, need to be trained in the intervention. These
interventions, for the most part, are not complex therapeutic systems and do
not need extensive certification. Still, to be effective, the facilitators need to
be familiar with the rationale and methods of each intervention. It is interest-
ing to note that in evaluations of various psychosocial interventions there
typically is no measure of the extent to which the staff facilitators were
knowledgeable of the intervention methods or effective in the application of
the methodology (Gropper-Katz, 1987). This is an important factor when
attempting to interpret results when they do not show the intervention
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having an effect on residents. Was the technique ineffective? Or was the
technique ineffectively applied?

Finally, follow-through and evaluation of the impact of the intervention is
critical. In a dramatic follow-up study by Schulz and Hanusa (1978), nursing
home residents who initially significantly benefitted by an intervention
(visitation by students) exhibited steep declines in their well-being after the
intervention was suddenly terminated, compared to a control group who did
not receive the intervention. Administrators and staff need to insure a
commitment to a psychosocial intervention, otherwise, undesirable negative
effects from the termination of the intervention may be seen in the residents.
As the extant literature reviews frequently note, more rigorous evaluations of
psychosocial interventions are needed. To guard against negative effects, and
to create an organizational expectation that psychosocial interventions are
useful tools, a commitment to a systematic evaluation of the impact psy-
chosocial interventions have on residents and staff is indispensable. Es-
tablishing a documented track record can help incorporate psychosocial
interventions as a respected part of the nursing home culture.

Reality Orientation
Intervention’s Goals and Assumptions

Reality orientation has been defined as an active participatory program for
demented residents to reorient them to their current situation. It is assumed
that reinforcing residents’ contact with reality can counteract their confusion,
enhance personal responsibility over behavior, and foster better interpersonal
communication (cf., Folsom, 1968; Hogstel, 1979; Campos, 1984). It
assumes some plasticity in cognitive functioning and that by creating a more
stimulating environment, the resident can practice and better use existing
cognitive skills. The expectation is that the rate of cognitive decline and
associated functional loss found in demented residents can be decelerated, if
not reversed. Some versions of reality orientation therapies include an “atti-
tude therapy” component which secks to communicate to the resident a
feeling of friendliness, calmness, consistency and security.

Description of Technique

There are two basic approaches to reality orientation, a 24-hour a day
approach and a more formal classroom approach. Frequently the approaches
are combined. In the 24-hour a day approach, staff continually reorient
residents to time, place, and person by asking residents questions and
reinforcing correct responses. Environmental props, such as clocks, calen-
dars, name tags, and reality orientation boards are used as cues. Staff are
expected to engage residents in their environment, provide clear instructions,
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ask simple questions of residents, and provide a friendly atmosphere. In the
24-hour approach the staff as a whole are responsible for the implementation
and conduct of the reality orientation intervention.

In the classroom approach 56 residents meet in a group that is led by a
facilitator, a trained staff member. Classes are held frequently, either daily or
4-5 times a week and typically last 30 minutes. In the classroom setting
environmental props, such as clocks, calendars, name tags, and reality
orientation boards are also used as cues. Classroom techniques focus on
group rehearsal of orientation information and reinforcement for correct
responses. They have also included more varied group activities, such as
bingo (Woods, 1979). The mixture of activities dilutes the character of reality
orientation and causes the sessions to more resemble other nursing home
activities. In addition, some approaches advocate the combination of reality
orientation with other techniques such as exercise programs or validation
therapy (e.g., Bleathman, 1988). This creates difficulties in interpreting the
effectiveness of the intervention.

Target Population

Reality orientation is primarily aimed at those residents who exhibit be-
haviors considered confused or disoriented in respect to space and time. In
practice, the primary targets of reality orientation are often residents with
moderate levels of dementia.

Evaluation

The results of various studies indicate a mixed picture of effectiveness.
Reality orientation has been found effective in several studies. Pre-
dominantly, the effects of reality orientation have been found on cognitive
measures (Citrin & Dixon, 1977; Hanley, McGuire, & Boyd, 1981; Nodh-
turft & Sweeney, 1982; Woods, 1979; Zepelin, Wolfe, & Kleinplatz, 1981).
Reeves and Ivinson (1985) found reality orientation coupled with environ-
mental manipulation produced behavioral changes, but most studies do not
report statistically significant behavioral changes.

Most of the evaluation studies examined the short-term impact of reality
orientation, 6-12 weeks (e.g., Citrin & Dixon, 1977; Reeves & lvinson,
1985). One study, Zepelin, Wolfe, & Kleinplatz (1981), did examine the
impact of reality orientation over a yearlong period. Residents in the reality
orientation group compared to a control group had improvements in cogni-
tive measures 6 months posttreatment. At 12 months the differences between
groups, while in the correct direction, fell short of statistical significance.
Johnson, McLaren, and McPherson (1981) found no differences in the
effectiveness of classroom-based and 24-hour-based reality orientation.

Other studies find no effects of reality orientation (e.g., Barnes, 1974;
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Letcher, Peterson, & Scarbrough, 1974; Voelkel, 1978). A major gap in the
literature is that the medical and cognitive status of the residents is not
adequately taken into account. Whether reality orientation is effective among
more demented residents is not clear, with some evidence (Brook, Degun, &
Mather, 1975) suggesting less cognitively impaired residents may benefit
more. Several case studies and anecdotal reports suggest adverse effects
associated with reality orientation (e.g., Dietch, Hewett, & Jones, 1989).

Perhaps the most critical response to reality orientation comes from those
who advocate specialized care units for demented residents (Cleary, et al.,
1988; Maas, 1988). Reality orientation can overstimulate the demented resi-
dent, placing too many demands on the resident and, in effect, create a more
confusing and distracting environment. This more stressful environment can
result in negative effects on the part of the residents. Contrary to reality
orientation’s implicit logic, specialized care units strive to reduce the cogni-
tive strain of the environment to better match the lower threshold levels of
the demented resident (see Chapter 3, this volume).

Validation Therapy
Intervention’s Goals and Assumptions

Validation therapy is a humanistically based approach originated by Feil
(1982) and based upon principles of Carl Roger’s client-centered therapy. It is
designed to give disoriented residents a sense of self and dignity by validating
their feelings. A major premise of validation therapy is that many residents of
nursing homes are in a state of despair (Erikson, 1950). The withdrawal,
isolation, and disorientation of residents are seen as defense or coping mech-
anisms that the residents use to defend against anxiety associated with
unresolved existential conflicts. These tendencies are further exacerbated by
the intellectual, social, and sensory deprivation that can be found in nursing
homes (Babins, 1988; Babins, Dillon, & Merovitz, 1988). Validation therapy
strives to humanize the relationships between the residents and their caregiv-
ers.

Description of Technique

Validation therapy involves 5-10 residents who meet in a group to discuss
unresolved personal conflicts (see Babins, 1988; Babins, Dillon, & Merovitz,
1988; Bleathman, 1988). A trained staff member leads the group. Topics for
discussion typically focus on death, loneliness, or loss, and are picked by the
group. Sing-alongs, role playing, and playing with objects are techniques to
enhance resident self-expression. Asking of questions and validating resident
feelings without interpretation are key elements in the sessions. The groups
typically meet weekly or semi weekly for about one hour.
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Target Population

Validation therapy is targeted at confused and withdrawn elderly. The
approach may be especially appropriate for very old (over 85 years of age)
residents. The approach is not considered appropriate for severely de-
mented, vegetative, or psychotic residents (Babins, 1988).

Evaluation

Some evidence in the literature suggests that validation therapy may be
effective (Babins, Dillon, & Merovitz, 1988; Peoples, 1982), however, the
lack of control group designs, and absence of statistical analysis makes this
literature equivocal.

Reminiscence Therapy
Intervention’s Goals and Assumptions

Reminiscence therapy is based on a developmental approach (Erikson, 1950).
The normal and adaptive task before elderly individuals is to engage in life
review and the goal is the achievement of ego integrity, that is, a sense that
life lived has been worthwhile and without regrets (Butler, 1980; Lo Gerfo,
1980; Osborn, 1989). To that extent it overlaps with some of the assumptions
underlying validation therapy. The two approaches can be seen as differing
in the emphasis placed on life review and validation of feelings. Several
authors have distinguished between different types of reminiscence (e.g., Lo
Gerfo, 1980; Osborn, 1989). Informative reminiscing stresses review of
factual material. The opportunity to engage effective remembrance provides
pleasure and self-esteem enhancement. Evaluative reminiscence stresses life
review as a developmental task which can allow an individual to come to
terms with old conflicts and defeats and to work through the meaning and
acceptance of one’s life. The possibility of obsessive and maladaptive remi-
niscence is noted among those elderly adults who are unable to accept their
past and are despairing. It is assumed that the benefits of reminiscence are
far-reaching and include improvement in self-esteem, acceptance of losses,
increased life satisfaction, and decreased depression. A mechanism of how
reminiscences can cause some of these adaptive effects is not clearly specified
(Osborn, 1989).

Description of Technique

Reminiscence techniques are quite varied. Both individual-based and group-
based interventions have been used (cf., Coleman, 1974; Goldwasser, Au-
erbach, & Harkines, 1987; Perrotta & Meacham, 1981). Interventions also
vary in the extent to which they were structured (e.g., Fry, 1983). In
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group-based approaches the technique can change with the type of reminis-
cence, that is, factual or evaluative. In evaluative approaches the group
members and group facilitator may need to take a more active role in guiding
the reminiscence and avoid destructive obsessive reviews (Lo Gerfo, 1980).
In evaluative reviews the reminiscences tend to be more personal, dealing
with one’s own life or non-personal dealing than factual reviews, which focus
on recalling less personal historical events. Several authors comment on the
importance of this latter type of review in fostering intergenerational links
(Perschbacher, 1984). Frequently, aids such as music, photographs, old
newspapers, or movies are used to facilitate the reminiscence.

The group approach consists of 5-10 residents and a trained staff facilitator
who meet for 30 minutes to one hour once or twice a week. The length of the
therapy typically ranges from 5 to 12 weeks (cf., Goldwasser, Auerbach, &
Harkines, 1987; Berghorn & Schafer, 1986). The function of the group is to
provide the resident with an atmosphere that stimulates and heightens the
reminiscence activity. In the conduct of these sessions it is important to make
sure reminiscence time given each resident allows adequate time to share his
or her memories with the group, and to facilitate group discussion and
interpretation of the memories in a positive way. Ensuring continuity within
and between sessions is desirable.

Target Population

Reminiscence therapy requires residents who are verbal, and are cognitively
functioning. The applicability of this kind of approach with confused and
demented residents is open to question but a study did find evidence for the
effectiveness of this approach with more demented residents (Goldwasser,
Auerbach, & Harkines, 1987).

Evaluation

Early studies of a correlational nature found greater adjustment and happi-
ness among residents who showed a higher frequency of reminiscing (e.g.,
Boylin, Gordon, & Nehrke, 1976). Among community-based residents ex-
perimental evidence for the effectiveness of reminiscence therapy relative to
control groups varies (cf., Fallot, 1979; Perrotta & Meacham, 1981). Specific
to nursing home residents, Goldwasser, Auerbach, & Harkines (1987) found
positive effects of reminiscence on affective processes, but in general, the
impact on cognitive, and behavioral processes is not clear (Burckhardt, 1987;
Merriam, 1980). There is evidence that individual differences, such as the
extent to which the residents hold values incongruent with the social struc-
ture of the nursing home (Berghorn & Schafer, 1986), may affect the
effectiveness of the intervention.
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Behavior Modification
Intervention’s Goals and Assumptions

Behavior modification is based on the well established tradition of behavior-
ism in psychology (Kazdin, 1975). It assumes behavior is lawful and objec-
tively caused, and not a product of some unconscious mental process. Some
of the current social learning theories (e.g., Bandura, 1977) are less radical
and admit to the importance of cognitive processes in causing behavior. From
a behavior modification perspective, the behavior of an individual is elicited
by environmental causes that can be determined and changed. Specifically,
the frequency and strength of a behavior are assumed to be functions of the
consequences it produces, that is the resulting reinforcement. Reinforcers
consist of those environmental stimuli which increase the probability of a
response being made. They can be very concrete, such as food, or more
symbolic, such as praise or attention. Cues are those stimuli in the environ-
ment that signal to the individual that reinforcement is imminent, if a
particular behavior is performed. Changing behavior is accomplished by
changing the reinforcements in the environment, either stopping reinforce-
ment for an unwanted behavior (extinction) or giving reinforcements when
the individual performs a desired alternative behavior. Punishment, that is,
actively doing something unpleasant to the individual as a consequence of his
or her behavior, is not seen as effectively changing behavior.*

Description of Technique

The classical behavior modification technique in applied settings is described
in full by Kazdin (1975) and in geriatrics by Burgio and Burgio (1986). The
section below is designed to give a brief summary of the process. Behavior
modification depends on a complete behavioral analysis. First, the unwanted
behavior is designated and desirable alternative target behaviors are defined.
In the case of complex behavioral change, for example increased socializa-
tion, the global behavior is broken up into specific molecular behaviors.
Next, the overt behavioral referents need to be determined, that is, isolating
the maintaining conditions—the antecedents and consequences of the be-
havior. This requires a rigorous observation period where the responses of
the resident are systematically recorded. Third, the staff changes the
reinforcement patterns in the environment. Frequently the staff’s behavior
when interacting with residents may be the reinforcement and so staff
behavior must be changed (Baltes et al., 1983). To eliminate an unwanted

*Negative reinforcement is frequently confused with punishment. Negative reinforcement is
different in that it removes something unpleasant in the environment as a consequence of the
individual performing a behavior. Unlike punishment, negative reinforcement is a very effective
way of changing behavior.
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behavior, reinforcement that was previously obtained is eliminated. To
develop new desired behaviors, the staff prompts the resident and reinforces
the resident when the new behavior is performed. Attention is paid to the
frequency of reinforcement, that is, the schedules of reinforcement. Behavior
that is reinforced continuously is learned the quickest, but is the least long
lasting. Behavior that is reinforced variably takes longer to learn but is
longest lasting. Frequently, to develop novel behaviors, behavioral shaping is
required where desired behavior is obtained through a process of successive
approximations.

Target Population

Behavior modification can be used with all residents. In fact, some of the
more dramatic examples of behavior modification success can be seen in more
impaired subjects (Burgio & Burgio, 1986). Since intense cognitive involve-
ment is not required for behavior modification, it is especially suited for
demented patients. But, there is some evidence that individual differences,
such as cognitive functioning (e.g., Hu et al., 1989) may moderate the
effectiveness of the intervention. Unlike the other interventions, the staff
member is the primary agent of change. This raises ethical issues, especially
with impaired elderly. While the behavior modification can be done without
an individual being aware of the intervention, behavior modification fre-
quently involves and enlists the cooperation of the individual in helping
define the unwanted and desired behaviors. Involving cognitively function-
ing residents in the behavior modification process is possible and may be
desired, since the elderly residents themselves may be important sources of
reinforcement in the nursing home environment, for example, socialization
patterns.

Evaluation

Geriatric-based behavior modification literature, while not vast, documents
the power and effectiveness of behavior modification in geriatric settings
(Burgio & Burgio, 1986). Behavior modification techniques have been used to
increase walking and exercise patterns of elderly residents (Burgio et al.,
1986; MacDonald & Butler, 1974; Sperbeck & Whitbourne, 1981). Gains in
verbal behavior and socialization skills among nursing home residents have
been demonstrated by Balleseros et al. (1988); Blackman, Howe, and Pink-
ston (1976); Carsensen and Erickson (1986), Kletsch, Witman, and Santos
(1983); and Praders and MacDonald (1986). Behavior modification principles
have been used with some success in developing problem solving and mem-
ory skills in nursing home residents (Hussain & Lawrence, 1981; Langer et
al., 1978). A large body of literature demonstrates the effectiveness of
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behavioral therapy on incontinence (e.g., Burgio & Burgio, 1986; Hadley,
1986; Hu et al., 1989; Ouslander, 1986; Resnick & Yalla, 1985).

While the evidence shows that behavior modification works, it is impor-
tant to note that it requires a trained staff to monitor the intervention and an
absolute commitment to the program over the long term. Without con-
tinuous monitoring, the reinforcement patterns may slip, resulting in the
extinguishing of the desired behavior or unwanted behaviors being rein-
forced. The costs involved in staff time may not be worth the effects the
intervention produces. For example the cost of a behavior modification
program in controlling incontinence may be more expensive compared to
laundering wet clothing and bed sheets (Schnelle et al., 1983).

A common problem is the generalizability of the behavior modification
effects across time or place. The benefits of behavior modification obtained
in one shift may not generalize to the next shift, if the next shift does not
continue the intervention. Cross-shift cooperation is essential. So too en-
vironmental cues may be so strong that behavior changes found in one
nursing home environment, e.g., the activities room, may not generalize to
other environments, such as the dining area.

Some Additional Interventions

Aside from the more systematic and widely used psychosocial interventions
described above, there is a constellation of additional interventions that have
demonstrated effects. Some examples follow. Sensory training and sensory
stimulation programs (e.g., Lowe & Silverstone, 1971) are aimed at increas-
ing the mental and physical stimulation of nursing home residents who are
regressed and who are not aware of or are unable to interact with their
nursing home environment. These programs share some of the same assump-
tions of reality orientation, namely that by creating a more stimulating
environment, the resident can practice and better use existing cognitive
skills. In some cases these approaches are combined with reality orientation
(Tolbert, 1983). As with reality orientation approaches, the effectiveness of
these approaches with more severely demented and disoriented residents is
equivocal (see Chapter 3, this volume).

Several clinicians have developed orienting/socialization approaches. For
example, Moran and Gatz (1987) developed welcoming groups to orient new
- nursing home residents. This orienting intervention led to increased feelings
of control and life satisfaction among the residents who participated relative
to controls.

A number of interventions aimed at enhancing the perceived control
residents have over their lives have proven to be effective (Langer & Rodin,
1976; Schulz, 1976). What is striking in these studies is that the positive
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effects are due to a relatively modest intervention, e.g., giving a resident a
choice of whether he or she wished to water a plant, or when to see a visitor.

Formal exercise programs and interventions that encourage movement
among elderly adults have been shown to be beneficial in improving cogni-
tive performance (Diesfeldt & Diesfeldt-Groenendijk, 1977) and morale
(Goldberg & Fitzpatrick, 1980). More research on the effectiveness of these

and other innovative approaches is called for.

SOME UNANSWERED QUESTIONS AND NEW
DIRECTIONS

The review of the various psychosocial interventions indicates a mixed
picture of their cffectiveness. But overall it is reasonable to say that the
literature points to positive effects associated with the use of psychosocial
interventions. Still, this literature as a whole can be criticized on several
fronts, which makes scientifically based statements about psychosocial in-
terventions premature and equivocal.

Internal Validity Concerns .

“The internal validity of much of the literature is suspect, making it hard to
state conclusively the effects are due to the intervention, not to some con-
founding variable. A large portion of the literature consists of anecdotal
articles, which, while dramatic, do not provide a source of incontrovertible
support. Among the empirical studies, a frequent weakness is underutiliza-
tion of experimentally based randomized control group designs. A potential-
ly confounding element is the self-selection of residents into the intervention
group and control group.

Assessments of psychosocial interventions should consist of repeated mea-
sures over time of a wide range of behaviors. Typically, however, no long-
term follow-up of residents is reported. Another significant omission is
measurement of possible moderating variables, such as residents’ depression
or health status, which may impact on the intervention’s effectiveness. There
is also a lack of process measures which could chart the flow of the interven-
tion and its effects. Questions such as the optimal length of the intervention,
the optimal number of participants in group-based interventions, or the
optimal duration of a session are, for the most part, unanswered.

The measures used are often specific to that study. In the literature
far-reaching effects of the psychosocial intervention are theoretically
claimed, (e.g., changes in self-care behaviors), but empirically these more
removed effects are not measured. Some studies rely on general ratings of
staff who are frequently not blind to the treatment condition of the residents.
While a few studies report preliminary evidence of reliability and validity of
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the scales, many do not. In her meta-analysis of mental health interventions
in nursing homes, Burckhardt (1987) found only 9 studies reporting reliabil-
ity estimates. Paralleling this is the Rabins et al. (1987) review of published
nursing home articles. They found that out of 106 measures of mental
functioning or behavioral disorders, only 23 were reliable. The development
of reliable and valid measures are critical, if compelling evaluations of psy-
chosocial intervention effects are to be done.

External Validity Concerns

Putting aside for a moment questions of the studies’ internal validity, there
are some questions about the generalizability of the effects of the different
interventions, that is the external validity of the findings. Borrowing the
logic of the person-environment transaction model, the role of individual
differences and environmental determinants in the effectiveness of organized
psychosocial interventions needs to be examined. Relatively little emphasis is
placed on determining how individuals’ competencies moderate the effectiveness
of the psychosocial interventions. The issue of the generalizability of psy-
chosocial interventions across residents’ cognitive levels is not yet satisfactorily
answered. Systematic research which examines effectiveness of psychosocial
interventions as a specific function of resident competence level is called for.

Psychosocial interventions do not take place in a vacuum but are situated
within the larger nursing home environment and are affected by the commu-
nity culture and expectations. Distinguishing between the intervention and
the effects of the larger environmental structure may not be easy. A recent
study by Lemke and Moos (1989) illustrates this point. In their study of 1428
residents of 42 congregate residential settings (including nursing homes and
domiciliaries) they found that residents’ activity levels were dependent on
their functional level and the demands of the facility. Less able residents
were more likely to participate in facility-organized activities when the
program was more structured and the staffing level was higher. However,
they also found higher functioning residents were more active in environ-
ments that were larger, had lower settings, and stressed greater resident
autonomy. The formality of psychosocial programming, and the staff in-
volvement in the interventions may be additional critical ingredients which
may enhance or detract from the overall efficacy of the intervention.

Specific and Nonspecific “Therapeutic Effects”

There are basic unanswered questions about why these therapies work. A
major concern is the presence of a “Hawthorne Effect,” namely, the resi-
dents’ effects are due not to the psychosocial intervention alone but due to a
combination of the psychosocial intervention and other dynamics nonspecific
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to the intervention, €.g., increased attention levels given residents by staff. In
the clinical literature 2 distinction is frequently made between specific and
nonspecific therapeutic effects. The former refers to therapeutic effects
caused by the dynamics specific to the therapeutic model and the latter refers
to effects caused by generic factors, such as a therapist’s empathy, nonspecif-
ic to the therapeutic model. In the clinical psychological literature an in-
teresting pattern is found where over time the therapeutic style of therapists
from different theoretical models converge (Fiedler, 1950). In reviewing the
literature on psychosocial interventions, the stated practice guidelines con-
verge on several common principles, such as reinforcement of resident in-
volvement. The training of staff and the systematic implementation and
monitoring of the intervention in a nursing home setting may be a very
potent intervention in its own right (Linn et al., 1989).

Fach of the psychosocial approaches attempts t0 provide a theoretical base
to explain its offectiveness. The empirical literature, however, 1s not pre-
dominantly theoretically based. In general, the research focuses on evaluat-
ing the outcomes of the interventions, but does not test whether the theoreti-
cally proposed dynamics do in fact produce the expected therapeutic effects.
Notably absent are studies which systematically manipulate the key active
elements of the psychosocial intervention.

Several potent nonspecific effects can be derived from the gerontology
literature. First, the implementing and regularly scheduling of therapeutic
sessions can create a more predictable environment for residents (Schulz,
1976). Second, inherent in many psychosocial interventions is the opportu-
nity for socialization with other residents and staff. This can lead to many
positive effects associated with enhanced socialization and social support
(Cohen & Syme, 1985), such as, self-affirmation, an opportunity to vent
feelings and to engage in positive social comparisons. “Third, among the
higher cognitively functioning residents, the intervention can provide resi-
dents with opportunities to master a part of their lives and their environment.
These opportunities can affect residents’ feelings of efficacy (Bandura, 1977),
control (Langer & Rodin, 1976) and self-responsibility for solving their
problems (Karuza et al., 1990). Fourth, in a related vein, the introduction of
interventions can induce in residents greater «mindfulness” in which they
actively engage ina cognitive restructuring of their environment (Alexander
et al., 1989). Fifth, from a behavioral perspective, the attention of staff can be
a reinforcer for the residents, increasing their activity levels and cognitive
involvement (Langer €t al., 1978). Sixth, the interventions can increase the
professional involvement of staff and lead to more individualized resident
care (McMahon, 1988).

The need is clear for more theoretically derived research that can help
identify key critical mechanisms which produce the desired effects. In this
way, more tailored psychosocial interventions can be created which can
maximize effectiveness.
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Psychosocial Interventions as Job Enrichment:
Impact on Staff

The role of staff as important nonspecific therapeutic agents must be recog-
nized in the nursing home setting (Karuza & Feather, 1989). Involving staff,
especially nurse’s aides, in psychosocial interventions does increase the “pro-
fessionalism” of the staff. A commitment to systematic psychosocial in-
tervention programming can have an unanticipated, but no less powerful,
impact on staff morale and quality of care. The training in psychosocial
interventions should, ideally, lead nursing staff to be more aware of be-
havioral dynamics in nursing home environments. The responsibility of staff
to implement and monitor the psychosocial interventions should further
invigorate attention paid to quality of care issues.

Several nursing professionals have remarked on staff problems when car-
ing for dependent residents and individuals with behavioral problems (e.g.,
Armstrong-Esther & Brown, 1986; Heine, 1986). Reviews of nursing home
staff indicate that turnover and absenteeism are costly problems for adminis-
trators (e.g., Malany, 1979; Stryker-Gordon, 1981). Low pay is certainly a
factor in turnover and morale problems of nursing staff, especially nurse’s
aides, but it is not a sufficient explanation of staff dynamics in nursing
homes. There is evidence that factors such as feeling one’s work is in-
trinsically rewarding, personal achievement, and interpersonal relations are
associated with job satisfaction and organizational effectiveness in nursing
homes (cf., Donovan, 1989; Holtz, 1982).

As several critics have noted (cf., Brannon et al., 1988; Karuza & Feather,
1989), nursing home staff, such as nursing home aides, can benefit from job
redesign that enriches their job. This view is built on the premise that
nursing staff, including nurse’s aides, can be motivated intrinsically by the
job itself. The notion of job enrichment (Hackman & Oldham, 1980) argues
that five key job characteristics affect the motivating potential of any job.
These job characteristics are skill variety, task identity, task significance,
autonomy, and feedback on the job (both from the work itself and from
supervisors). Specifically, redesigning the nursing home staff’s jobs focuses
on maximizing the number of skills the nursing staff is required to use, the
extent to which they identify with the nursing care given, the extent to which
they feel their efforts are important to the residents, the extent to which they
have a say in what and when to do tasks, and the amount of information they
receive about the results of their activities.

In a variety of work settings, both inside and outside the health care
industry, job enrichment strategies have led to gains in employee satisfaction
and productivity (Kopelman, 1985). As Hackman and Oldham (1980) point
out, the usefulness of enrichment strategies depends on having a work force
that is accepting challenges on the job. In some situations, the nursing staff
may not benefit from job enrichment exercises because of their low need for
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challenge and personal growth on the job, but this may be the exception
rather than the rule (Brannon et al., 1988).

A strong case can be made to specifically target nurse’s aides as the lead
persons implementing, facilitating, and monitoring psychosocial  in-
terventions. Traditionally, nurse’s aides positions are not enriched. They are
routine, repetitive, physically demanding, and closely regulated. The nature
of the care-giving requirements for debilitated residents, and regulations can
set definite barriers to some job enrichment strategies. But the involvement
of nursing staff, especially nurse’s aides, in different psychosocial in-
terventions Serves as a practical and powerful means to enrich their jobs.
Since the interventions are not invasive treatments and do not require formal
licensing or disciplinary certification, it is feasible to turn to nurse’s aides as
resource persons to implement and facilitate psychosocial interventions.
Since nurse’s aides positions are traditionally the lowest paid, the cost of
psychosocial intervention programing should be less than if other higher paid
staff were used. An anticipated bonus for the administrator should be the
promise of reduced costs associated with lower nurse’s aide turnover, and
improved quality of care.

Using a nurse’s aide as the lead person in psychosocial intervention pro-
gramming can enrich his or her job in many ways. In conducting the
interventions, e.g., scheduling, preparing material, fostering group in-
teractions, collecting behavioral measures, implementing and monitoring
reinforcement schedules, the nurse’s aide is given new tasks, ones that
capitalize on emotional and intellectual resources and not on physical
strength. Training the nurse’s aide and relying on him or her to conduct the
interventions promotes the identification with the total nursing care given.
The responsibility of implementing and following through on the psy-
chosocial interventions fosters greater autonomy and enhances the signifi-
cance of the nurse’s aide’s position within the nursing home context. By the
nature of the intervention, the daily contact, the monitoring of the effects of
the intervention on the residents, will open up feedback channels for the
nurse’s aide. He or she will be able to see in a more direct way the links
between one’s activities and resident’s outcomes.

Some Benefits and Caveats

Weaving together the various themes of this chapter, implementing psy-
chosocial interventions in nursing homes has the potential of benefitting both
residents and staff. Psychosocial \nterventions can positively impact on resi-
dents directly and indirectly. To the extent to which the psychosocial
intervention’s specific therapeutic and nonspecific therapeutic ingredients are
activated, the intervention can directly help residents learn new skills, prac-

tice old ones and validate their sense of self. This should result in behavioral,
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cognitive and affective changes which would lead the resident to be more
adaptive in the nursing home environment. The nursing staff, especially
nurse’s aides, should benefit from increased morale as a result of the psy-
chosocial intervention enriching their job.

A major issue that needs to be addressed is how many of the benefits of
psychosocial interventions are due to the programming and how many are
due to the nonspecific therapeutic dynamics that are present. Practically
speaking it is of little concern why psychosocial interventions work, as long
as they work. From another perspective, the long-term task is to develop
cost-effective improvements in quality of care in nursing homes. Whether
techniques specific to a psychosocial intervention or nonspecific ingredients
are important has implications for future policy and regulation. If nonspecific
therapeutic dynamics are the active ingredients, then the psychosocial in-
tervention is not per se critical. The intervention becomes merely a con-
venient context in which the nonspecific therapeutic dynamics are expressed.
If that is the case, the emphasis should not be on prescribing specific
psychosocial interventions but developing training and structural changes in
staffing and administration that capitalize on the nonspecific therapeutic
dynamics. It is critical that nursing home administrators and researchers
develop a systematic evaluation of psychosocial interventions’ impacts on
residents and staff and of factors that can enhance their effectiveness.

Some caveats should be sounded before embracing psychosocial in-
terventions as the answer to all nursing home problems. First, is that using a
nurse’s aide as the lead person in psychosocial intervention programming
requires nurse’s aides who have the necessary communication and in-
terpersonal skills which are essential in implementing and conducting the
intervention, This can create new demands in the personnel selection
process.

Second, if the psychosocial intervention programming is perceived by the
nursing staff as unfairly enlarging the amount of work expected, then staff
cooperation will be poor.

Third, if the nursing home environment is understaffed, then implementa-
tion of the psychosocial intervention will be jeopardized. Under conditions of
staff shortage, the priority will be given to addressing basic functional and
health needs, not psychosocial ones.

Fourth is the fact that, even though the OBRA legislation mandates
training and delivery of mental health interventions, it does not mandate
funding. Simply put, the administrator will not find a convenient revenue
stream to subsidize the implementation of these psychosocial interventions.
An advantage of using nurse’s aides as psychosocial intervention facilitators is
that their wage levels are much lower than health and allied health pro-
fessionals. Administrators must take a larger perspective and consider the
savings in personnel and health care utilization costs that are theoretically
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possible with implementing systematic psychosocial intervention program-
ming. In keeping with this “bottom line” approach, it is important to make
sure cost/benefit data are rigorously collected on both resident and staff
outcomes.

Fifth is the danger of staff rivalries developing when designating nurse’s
aides as lead persons. Care must be given in developing a workable wage
structure and in assigning duties and responsibilities so that they are in
keeping with the organizational hierarchy. Since psychosocial interventions
are not psychotherapeutic or psychiatric treatments, the danger of disciplin-
ary turf issues is minimized. Even so, efforts should be made to actively
integrate the nurse’s aide and the psychosocial intervention into the in-
terdisciplinary networks and continuity of care mechanisms that are in place.

Sixth is the importance of instituting adequate training in the specific and
nonspecific therapeutic dynamics involved in the psychosocial interventions,
not only to satisfy the OBRA regulations, but to ensurc quality in-
terventions. Trained geriatric psychologists, psychiatrists, and other health
and allied health professionals are important resources for such training.
Unfortunately, the number of health and allied health professionals with a
background in geriatrics who can provide the training is still low for the need
(Smyer, 1989).

Seventh is recognizing that the effective systematic implementation of
psychosocial interventions requires a nursing home climate that is receptive
and responsive to the intervention. If the administration and supervisory
staff do not support the intervention efforts they will not succeed. Clear,
objective, and scientifically based data on the efficacy of psychosocial in-
terventions can be instrumental in ensuring a salubrious environment for the
interventions.

REFERENCES

Alexander, C., Chandler, H., Langer, E., et al. (1989). Transcendental meditation,
mindfulness, and longevity: An experimental study with the elderly. Journal of
Personality and Social Psychology, 57, 950-964.

Armstrong-Esther C. & Brown, K. (1986). The influence of elderly patients’ mental
impairment on nurse-patient interaction. Journal of Advanced Nursing, 11, 379-
387.

Association of American Medical Colleges. (1983). Proceedings of the regional institutes on
geriatrics and medical education. Washington, DC: Association of American Medi-
cal Colleges.

Babins, L. (1988). Conceptual analysis of validation therapy. International Journal of
Aging and Human Development, 28, 161-168.

Babins, L., Dillon, J., & Merovitz, S. (1988). The effects of validation therapy on
disoriented elderly. Activities, Adaptation & Aging, 12, 73-86.

Balleseros, F., Izal, M., Diaz, P., et al. (1988). Training of conversational skills with
institutionalized elderly: A preliminary study. Perceptual and Motor Skills, 66,
923-926.



Psychosocial Interventions in Care 23

Baltes, M., Honn, S., Barton, E., et al. (1983). On the social ecology of dependence
and independence in elderly nursing home residents: A replication and exten-
sion. fournal of Gerontology, 38, 556-564.

Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change.
Psychological Review, §4, 191-215.

Barnes, J. (1974). The effects of reality orientation classroom on memory loss,
confusion and disorientation in geriatric patients. Gerontologist, 14, 138-142.

Berghorn, F., & Schafer, D. (1986). Reminiscence intervention in nursing homes:
What and who changes? International Journal of Aging and Human Development, 24,
113-127.

Blackman, D., Howe, M., & Pinkston, E. (1976). Increasing participation in social
interaction of the institutionalized elderly. Gerontologist, 16, 69-76.

Bleathman, C. (1988). Validation therapy with the demented elderly. journal of
Advanced Nursing, 13, 511-514.

Boylin, W., Gordon, S., & Nehrke, M. (1976). Reminiscing and ego integrity in
institutionalized males. Gerontologist, 16, 69-76.

Brannon, D., Smyer, M., Cohn, M., et al. (1988). A job diagnostic survey of nursing
home caregivers: Implications for job redesign. Gerontologist, 28, 246-252.
Brody, E. (1985). Parent care as a normative family stress. Gerontologist, 25, 19-29.
Brook, P. Degun, G., & Mather, M. (1975). Reality orientation, a therapy for
psychogeriatric patients: A controlled study. British Journal of Psychiatry, 127,

42-45.

Burckhardt, C. (1987). The effect of therapy on the mental health of the elderly.
Research in Nursing & Health, 10, 277-285.

Burgio, L. & Burgio, K. (1986). Behavioral gerontology: Application of behavioral
methods to the problems of older adults. Journal of Applied Bebavior Analysis, 19,
321-328.

Burgio, L., Burgio, K., Engel, B., et al. (1986). Increasing distance and independence
of ambulation in elderly nursing home residents. Journal of Applied Bebavior
Analysis, 19, 357-366.

Butler, R. (1980). The life review: An unrecognized bonanza. International Journal of
Aging and Human Development, 12, 35-38.

Calkins, E. & Karuza, J. (1988). The relationship of geriatrics and gerontology: On
forging links between curing and caring. In Osgood, N. & Belzer, A. (Eds.), The
research and practice of gerontology. Hillsdale, NJ: Greenwood Press.

Calkins, E. (1987). Geriatrics and the health care revolution. Journal of the American
Geriatric Society, 35, 669-699.

Campos, R. G. (1984). Does reality orientation work? Journal of Gerontological Nursing,
10, 53-64.

Carsensen, L. & Erickson, R. (1986). Enhancing the social environments of elderly
nursing home residents: Are high rates of interaction enough? Journal of Applied
Bebavior Analysis, 19, 349-355.

Citrin, R. & Dixon, D. (1977). Reality orientation: A milieu therapy used in an
institution for the aged. Gerontologist, 17, 39-43.

Cleary, A., Clamon, C., Price, P., et al. (1988). A reduced stimulation unit: Effects
on patients with Alzheimer’s Disease and related disorders. Geronrologist, 28,
511-514.

Cohen S. & Syme, S. L. (1985). Social support and health. Orlando, FL: Academic
Press.

Coleman, P. (1974). Measuring reminiscence characteristics from conversation as
adaptive features of old age. International Journal of Aging and Human Development,
5, 281-294.




24 Advances in Long-term Care

Diesfeldt, H. & Diesfeldt- sroenendijk, H. (1977). Improving cognitive performance
in psychogeriatric patients: The influence of physical exercise. Age and Ageing, 6,
58-64.

Dietch, J., Hewett, L., & Jones, S. (1989). Adverse effects of reality orientation.
Journal of the American Geriatric Society, 37, 974-976.

Donovan, R. (1989). Work stress and job satisfaction: A study of home care workers
in New York City. Home Health Care Services Quarterly, 10, 97-114.

Frikson, E. (1950). Childhood and Sociery. NY: Norton.

Estes, C. & Binney, E. (1989). The biomedicalization of aging: Dangers and Di-
lemmas. Gerontologist, 29, 587-596.

Fallot, R. (1979). The impact on mood of verbal reminiscing in later adulthood.
International Journal of Aging and Human Development, 10, 385-400.

Feil, N. (1982). Validation: The Feil method. Cleveland: Edward Feil Productions.

Fiedler, F. (1950). A comparison of therapeutic relationships in psychoana-
lytic, non-directive and Adlerian therapy. fournal of Consulting Psychology, 14,
436-445.

Folsom, J. (1968). Reality orientation for the elderly mental patient. Journal of
Geriatric Psychiatry, 1, 291-307.

Fry, P. (1983). Structured and unstructured reminiscence training and depression
among the elderly. Clinical Gerontologist, 1, 15-37.

Goldberg, W. & Fitzpatrick, J. (1980). Movement therapy with the aged. Nursing
Research, 29, 339-346.

Goldwasser, N., Auerbach, S., & Harkines, S. (1987). Cognitive, affective, and
behavioral effects of reminiscence group therapy on demented elderly. In-
ternational Journal of Aging and Human Development, 25, 209-221.

Gropper-Katz, E. (1987). Reality orientation research. Journal of Gerontological Nurs-
ing, 13, 13-18.

Gugel{g R. (1989). Psychosocial interventions in the nursing home. In Katz, P. &
Calkins, E. (Eds.), Principles and Practice of Nursing Home Care (pp. 212-224). New
York: Springer Publishing Co.

Hackman, J. & Oldham, G. (1980). Work Redesign. Reading, MA: Addison-Wesley.

Hadley, E. (1986). Bladder training and related therapies for urinary incontinence in
older people. Journal of the American Medical Association 256, 372-379.

Hanley, 1., McGuire, R., & Boyd, W. (1981). Reality orientation and dementia: A
controlled trial of two approaches. British Journal of Psychiatry 138, 10-14.
Health Care Financing Administration. (1988, June 9). Nurse’s aide training and
competency evaluation program: Draft document. Baltimore, MD: HCFA.
Heine, C. (1986). Burnout among nursing personnel. Journal of Gerontological Nursing

12, 14-18.

Hogstel, M. (1979). Use of reality orientation with aging confused patients. Nursing
Research 28, 161-165.

Holtz, G. (1982). Nurse’s aides in nursing homes: Why are they satisfied? Journal of
Gerontological Nursing 8, 265-271.

Hu, T., Igou, J., Kaltrider, L., et al. (1989). A clinical trial of a behavioral therapy to
reduce urinary incontinence in nursing homes. Journal of the American Medical
Association 261, 2656-2662.

Hussain, R. & Lawrence, S. (1981). Social reinforcement of activity and problem-
solving training in the treatment of depressed institutionalized elderly patients.
Cognitive Therapy and Research, 5, 57-69.

Institute of Medicine. (1986). Improving the quality of care in nursing bomes. Washington,
DC: National Academy Press.



Psychosocial Interventions in Care 25

Johnson, C., McLaren, S., & McPherson, F. (1981). The comparative effectiveness of
three versions of ‘classroom’ reality orientation. Age and Ageing, 10, 33-35.

Kane, R. (1989). The biomedical blues. Gerontologist, 29, $83.

Karuza, J. & Feather, J. (1989). Staff dynamics. In Katz, P. R. & Calkins, E.,
(Eds.), Principles and Practice of Nursing Home Care. New York: Springer Publish-
ing Co.

Karuzag, J., Zevon, M. A., Gleason, T., et al. (1990). Models of helping and coping,
responsibility attributions and well being in community elderly and their help-
ers. Psychology and Aging, S, 194-208.

Katz, P. & Calkins, E. (Eds.). (1989). Principles and Practice of Nursing Home Care. New
York: Springer Publishing Co.

Kazdin, A. (1975). Bebavior Modification in Applied Settings. Homewood, IL.: Dorsey
Press.

Kletsch, E., Witman, T., & Santos, J. (1983). Increasing verbal interaction among
elderly socially isolated mentally retarded adults: A group language training
procedure. Journal of Applied Bebavior Analysis, 16, 217-233.

Koenig, H., Shelp, F., Goli, V., et al. (1989). Survival and health care utilization in
elderly medical inpatients with major depression. Journal of the American Geriatrics
Society, 37, 599-606.

Kopelman, R. (1985). Job redesign and productivity: A review of the evidence.
National Productivity Review, 4, 237-255.

Langer, E. & Rodin, ]. (1976). The effects of a control relevant intervention with the
institutionalized aged. fournal of Personality and Social Psychology, 34, 191-198.

Langer, E., Rodin, J., Beck, P., et al. (1978). Environmental determinants of memory
improvement in late adulthood. jJournal of Personality and Social Psychology, 37,
2003-2013.

Lawton, M. P. & Nahemow, L. (1973). Ecology and the aging process. In Eisdorfer,
C. & Lawton, M. P. (Eds.), The psychology of adult development and aging (pp.
619-674). Washington, DC: American Psychological Association.

Lemke, S. & Moos, R. (1989). Personal and environmental determinants of activity
involvement among elderly residents of congregate facilities. journal of Gerontolo-
2, 44, S139-148. \

Letcher, P., Peterson, L., & Scarbrough, D. (1974). Reality orientation: A historical
study of patient progress. Hospital Community Psychiatry 25, 801-803.

Linn, M., Linn, B., Stein, E., et al. (1989). Effect of nursing home staff training on
quality of patient survival. International Journal of Aging and Human Development,
28, 305-315.

Lo Gerfo, M. (1980). Three ways of reminiscence in theory and practice. International
Journal of Aging and Human Development, 12, 39-48.

Lowe, C. A. & Silverstone, B. M. (1971). A program of intensified stimulation and
response facilitation for the senile aged. Gerontologist, 11, 341-347,

Maas, M. (1988). Management of patients with Alzheimer’s Disease in long-term care
facilities. Nursing Clinics of North America, 23, 57-68.

MacDonald, M. & Butler, A. (1974). Reversal of helplessness: Producing walking
behavior in nursing home wheelchair residents using behavior modification
procedures. Journal of Gerontology, 29, 97-101.

Malany, R. (1979). Supplemental Staffing: Coping with personnel turnover. Nursing
Homes, 28, 20-23.

McMahon, R. (1988). The ‘24-hour reality orientation’ type of approach to the
confused elderly: A minimum standard for care. Journal of Advanced Nursing, 13,
693-700.




26 Advances in Long-term Care

Merriam, S. (1980). The concept and function of reminiscence: Review of the
research. Gerontologist, 20, 604-608.

Moran, . & Gatz, M. (1987). Group therapies for nursing home adults: An evalua-
tion of two treatment approaches. Gerontologist, 27, 5 88-591.

Newman, F., Griffin, B., Black, R., et al. (1989). Linking level of care to level of
need: Assessing the need for mental health care for nursing home residents.
American Psychologist, 44, 1315-1324.

Nodhturft, V. & Sweeney, N. (1982). Reality orientation therapy for the in-
stitutionalized elderly. Journal of Gerontological Nursing, 8, 396-401.

Osborn, C. (1989). Reminiscence: When the past cases the present. Journal of Geronto-
logical Nursing, 15, 6-12.

Ouslander, J. (1986). Diagnostic evaluation of geriatric urinary incontinence. Clinics
in Geriatric Medicine, 2, 715-730.

Peoples, M. (1982). Validation therapy versus reality orientation as treatment for the
institutionalized disoriented elderly. Unpublished master’s thesis, College of
Nursing, University of Akron (OH).

Perrotta, P & Meacham, J. (1981). Can a reminiscing intervention alter depression
and self-esteem? International Journal of Aging and Human Development, 14, 23-30.

Perschbacher, R. (1984). An application of reminiscence in an activity setting. Geron-
tologist, 24, 343-345.

Praders, K. & MacDonald, M. (1986). Telephone conversational skills training with
socially isolated, impaired nursing home residents. Journal of Applied Bebavior
Analysis, 19, 337-348.

Rabinowitz, V. C., Zevon, M. A., & Karuza, J. (1988). Psychotherapy as helping:
An attributional analysis. In Abramson, L. (Ed.). Astribution processes and clinical
psychology. New York: Guilford Press.

Rabins, P., Rovner, B., Larson, D., et al. (1987). The use of mental health measures
in nursing home research. Journal of the American Geriatrics Society, 35, 431-434.

Resnick, N. & Yalla, S. (198 5). Management of urinary incontinence in the elderly.
The New England Journal of Medicine, 318, 800-805.

Reeves, W. & Ivinson, D. (1985). Use of environmental manipulation and classroom
and modified informal reality orientation with institutionalized, confused elderly
patients. Age and Ageing, 14, 119-121.

Richman, L. (1969). Sensory training for geriatric patients. American Journal of
Occupational Therapy, 23, 254-257.

Rovner, B., Kafonek, S., Filipp, L., et al. (1986). Prevalence of mental illness in a
community nursing home. American Journal of Psychiatry, 143, 1446-1449.
Schnelle, J., Traughber, B., Morgan, D., et al. (1983). Management of geriatric

incontinence in nursing homes. Journal of Applied Bebavior Analysis, 16, 235-241.

Schulz, R. & Brenner, G. (1977). Relocation of the aged: A review and theoretical
analysis. Journal of Gerontology, 32, 323-333.

Schulz, R. & Hanusa, B. (1978). Long-term effects of control and predictability—
enhancing interventions: Findings and ethical issues. Journal of Personality and
Social Psychology, 36, 1194-1201.

Schulz, R. (1976). The effect of control and predictability on the physical and
psychological well-being of the institutionalized aged. journal of Personality and
Social Psychology, 33, 563-573.

Smyer, M. (1989). Nursing home as a setting for psychological practice. American
Psychologist 44, 1307-1314.

Sperbeck, D. & Whitbourne, S. (1981). Dependency in the institutional setting: A
behavioral training program for geriatric staff. Geromtologist, 21, 268-275.



Psychosocial Interventions in Care 27

Stein, S., Linn, M., & Stein, E. (1985). Patients anticipation of stress in nursing
home care. Gerontologist, 25, 88-94.

Stryker-Gordon, R. (1981). How to Reduce Employee Turnover in Nursing Homes. Spring-
field, IL: Charles C Thomas.

Tolbert, B. M. (1983, January) Reality orientation and remotivation in a long-term
care facility. Nursing & Health Care, 40-44.

U.S. Senate, Special Committee on Aging. (1987). Developments in Aging: 1986 (Vols
1-3). Washington, DC: U.S. Government Printing Office.

Voelkel, D. (1978). A study of reality orientation and resocialization groups with
confused elderly. journal of Gerontological Nursing, 4, 13-18.

Woods, R. (1979). Reality orientation and staff attention: A controlled study. British
Journal of Psychiatry, 134, 502-507.

Zepelin, H., Wolfe, C., & Kleinplatz, F. (1981). Evaluation of a year long reality
orientation program. Journal of Gerontology, 36, 70-77.

Zimmer, J., Watson, N., & Treat, A. (1984). Behavioral problems among patients in
skilled nursing facilities. American Journal of Public Health, 74, 1118-1121.






