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Abstract

This sudy was coaducted to expand the body of methodologically
evaluative research on the effects of Validation Therapy (VT) with
institationalized elderly. Single-subject dessgns were wed for @eee subjects, each
in a different stage of dementia (Malorientation, Time Confision, or Repetitive
Moation). Three-week baselines were established, an intervention of VT made for
at Jeast four weeks, aad behavior was monitored for at Jeast one week without VT.
[t wis expectad there would be improvement in personalized treatment gosls
when VT was given. After VT suspension, it was expected there would be no
change or deterioration in goals. Subjective results seppored the hypothesis.
Improvement was made in almost every treatment goal for cach subject when VT
was present. When VT was suspended, some treatment goals deterioratod,
essecially for the Repetitive Mover. The results were extromely helpful i
evaluating the effectiveness of VT. Further rescarch is needod. The saccess of
VT is sproading faster by word of mouth thas by research,
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An Evaluastion of Validation Therapy with Alzbeimer’s Patients

Validssion Therapy (VT) is ane of the tochniques used with the elderly
who are disgnosed with Alzbeimer’s Discase and relsted demensias. Not only are
there few distinctly different types of paychasosial progrms for Alzheimer's
patients, but those that are avalable have been developed and adopted primarily
on theoretical, mot empirical grounds (MacDomald & Settin, 1978). Although
there sre masyy informative articles explaining the positive effects of VT (Feil,
1967, 1982, 1985, 1989, 1991, 1992« Dictch, Hewest, & Jones, 1989), none are
based on experimental rescarch. As 4 consequence, there is inadequate evaluative
research on the sctual effects of these VT programs.

Validation therapy wis developed between 1963 and 1980 by Naoasi Feil,
s gerontobogieal social worker. Feil was dissatisfied with traditional herapics for
older people with dementia (Feil, 1992b). Today, she is imernationally
recognized for her work. Over 7,000 facilities in the Usited States, Canada,
Europe, and Australia bave adopted validation therapy, and nearty 70,000
peofossional and family caregivers have atteaded her workshops (Feil, 1993).
Certification can be obtained at the Validation Training Institute in Cleveland.
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This extended wse of VT is surprising if one looks caldy at research as supporting
practice. Perhaps mast clinicians use VT because they have personally seen if's
pasitive results.

Validation therapy, which is tased on an attstude of respoct and cmpathy,
has a number of goals for the perscs with dementia. They inchade restoriag self-
conflicts from the past, redocing the need for chemical and physical restraints,
inceeasing verbal and noeverbal communication, prevesting withdrawal into
vegetation, and improviag gait and physical well-beteg (Fedl, 1993). VT was
developed for adults with dementia who are between 70.100 years old; who have
led rofatively happy, productive lives; who have densed severe crises throughout
their Bves; who show permancst damage 10 thesr brain, eyes, and cars; and who
are in the Resolution versus Vegetation stage Feil has developed. VT was not
developed for people who are ociented 1o person, place or time, are mentally
handicapped, have a history of mental illness, or have suffered s organic traema
(i/e. aphasia after & stroke or fall) (Fell, 1993). Feil incorporated humanistic

psychology theraples, Gestalt, T.A.., and the writings of Carl Jusg into VT.
Validation therapy is based on %en underlying beliefs. 1. All people



An Evaluation of

are umqee and must be treated as individuals, 2. All people are valuable, so
matter how disoriented they are, 3, There is reason behind the bebavior of
disorientied people. 4. Behavior reflects a combination of phiysical, social, sad
psychological changes that take place over the lifespan. S, People cannot be
forced 10 change their bebaviors. 6. People mwust be accepeed nonjudgmentally. 7.
Faibre to complete developenental tasks at earlier stages of life may lead © later
psychological problems. 8. When recent memory fails, older adults try 10 resiore
balance by retrieving eartier memories. When eyesight fuils, they use the mind's
eye 1o s0s. When hearing goes, they Fisten to sounds from the past. 9. Painful
foclings that are expressod, acknowledged, and validased will diminish. Painful
foeliags that are ignored will gaim strengeh. 10. Empathy builds trest, and restores
dignity (Feil, 1993).

Feil is 30 comvinced of the importance of validating feclings in order o
Eacilitane the sesolution of one’s life, she added & ninth stage, resolutica versus
vogetation, to Erikson’s developmental ramework (Jomes, 1985). Feil (19920,
1993) proposed four stages of resolution consistent with the progression of
dementia. Many different physical and psychological characteristics define cach
stage (see Appendix A} The flest is Malorientation, wheee one is unhappely
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oriented 10 reality. These people need %0 complete an unresolved relationship and
use people in present time 1o express cmoticns they have not expressed in the
past Blaming, sccusang, whining, and hoseding are some of the familiar ways in
which Malcriented people cope when things go wrong, The second stage is Time
Confusion, wheee people Jase more cognitive capacities. They suffer from
increasing detenoration to the brain: have varying degrees of difficulty in
walking, bearing, and seeing; and have lost the abslity 10 keep track of
chronological ime. The third stage of Resolution & Repetitive Motion, where
movements replace speech. Dassage 10 rational thinking frees nonverbal
the lips, toague, jaw, and teeth move frecly to create new woeds. The bast stage is
Vegetation, where there is a total retreat inward. Once the stages are understood,
the recommended communication straegies Sollow logically (Jomes, 1985)
Although a person may fluctuate betwoen stages during the day, this classification
heips recogades what stage & person might be in at the moment in respoase 1o
physs:al and psychological cues.
Feil stresses that the validation worker nood ot be a trasned professional

because validation is & much an approach 10 being with & person &s it is an
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attempt to try © understand people who otherwise have difficulty communicating
(Jones, 1985). The techniques of VT are simple and require no maore than eight
misytes & day of genuine, empathic listening (Feil, 1993). The fint technique that
should begin all VT sessions is cenering because it is crucial 1o releaso ome's own
emotions in order %0 be able %0 listen cmpathically. Feil (1993) explains 13 moce
VT sechmiques, including using nonthreatening, open gestures; rephrasiag, weng
polarity; imagining the opposite; romimiscing; maintaining eye contact; using
ambiguity; mirroring; linking the behavior 10 an unmet need; identifying and
using the prefirred sense; Wacking; and wsing music. The techniques are used
slightly differently depending on the different stages of dementia.

Validation helps obder adults who are disocicnted as well as their
communicate verbally and nonverbally more effectively; they ery, pace and
wander Jess, they have a reducod noed for chessical and plyysical restraints; their
stress and anxiety are reduced; a sense of humer is restored; there is an increased
awareness of reality; and one can facilitate Jonger independent living (Alpnis,
1980; Diesch, Hewett, & Jones, 1989; Feil, 1982, 1992; Fritz, 1986; Kim, 1991;
Moeton & Bleathenan, 1958; Peoples, 1982; Shaep & Jobas, 1991). For
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promote joy in communicating; increase job satisfacticn: mcrease positive skills
such as using lower 10nes of volee, eye contact, touching, and using the paticnts’
nane; irprove relanoeships with thear own paroees and grasdparents; asd resuit
i talking with families of the patients more (Alprn, 1980; Fell, Schove, &
Davesport, 1972; Prestczynski, 1991; Rubin, 1982). Families who leam

begin to understand their own children better, and examine their own responses to
aging (Alprin, 1980; Rosaldson & McLaren, 1991).

Validation is both similar to and &fferent from the other therapies used
with edderly who are disorienied. These other therapies inclode reminiscence, life
Most important differences are that the caregiver never confromes, never tries o
give insight, pever orients, never uses reinfoecement, and never teaches (Feil,
1993). la comparisons of VT with reality orientation, Peoples (1982) and Dicech,
Hewett, and Jones (1989) found that validatioa was more effective. Reality
onentation, was found 1o be less effective than other techniques (MacDonald &
Settim, 1978; Zepelin, Wolfe, & Kletnplatz, 1981; Voelkel, 1978), or had adverse
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cffects (Déetch, Hewett, & Jones, 1989)

The present study was condocted o expand the body of rescarch on the
effects of VT with instituticsalized clderly. The purposes of the study were 10
evaluate and describe the effects of VT for the first throe stages of dementia over a
four week period by sampling an individual's behaviee and impressions. [t was
expected there would be improvement in achieving personalized treatment goals.
After suspending VT for at least one week, it was hypothesized there would be
possible deterioration of 50 (mpeavement in achieving treatment goals,

Method
Sulnects

Three geriatric patients with moderate to severe dementia from Mendota
Mental Health Institute, 3 state psychistric hospital, participated in this study, All
subjects met the criteria as described by Feil (1993) for use of validation. Each
was in a different stage of Resobution: Malocientation, Time Coafusion, o
Repetitive Motioa
Makonenied Case History

Mr. M. was & 78-year-old, Cancasian, masried male with a diagaoss of
Alzheimer's-type dementia. He also had a seizure &sorder, sethritis, aad untreated
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prostate cancer. He had been at Mendota since 82654 and was given VT starting
an 277/95. He was admisted under an emergency detention after having called the
police with suicidal statements. He was agitated at the hospital, where he said if
be had a gon, he would “blow my head off." For several early years of demennia,
be was cared for at home by his wifc and step-daughter. Although he was
admisted to a psychistric unit twice in the recent past becamse of arratic behavior,
he had oo prior psychiatric history.
Mz, M, was bom in Southem Wisconsin, the fourth of six children, with
Swiss parests. He grew up on a farm with two step-siblings. According o his
wife, be had a very good childhood. They were maenied in 1940, and had no
children, but his wife had a dasghtor who he helped raise. M. M. was Catholic,
had no history of being abused, was & social drinker only, and had an cighth grade
oducation. He retired at age 65 from a cheese factory. In addition to the physical
snd peychological chamcteristios of Malorientation (see Appendix A), Mr. M. had
unique strengths and weaknesses. He ambelated independently, was continent,
bad adequate hearing, fed himself, snd cojoyed television. His weaknesses
inchuded his scizure disorder, prostate cancer, past suicidal ideation, self-isolation,
chronic constipation, and aggressivencss.
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Mr. M. completed numerous assessments given by the unif's psychologist,
who did not know what paticats were used for rescarch, On the Genatne
Depression Scale (GDS) (Yessavage ot. al, 1983), he scored a 28, suggestive of
severe depression. On the Barthel Self-Care Assessment, he scored a 50 out of
100. He showed moderase 10 severe cogritive impainment om a screening for
organic mental syndromses (Jacobs et al, 1977), obtaining & sooee of 15 out of 30.
The Mini-Mental Stae (MMS) (Folstein, ot al, 1975), which assesses onentation,
registration, attesmon, recall, and langwage, suggested sevese coguitive
impairment as well. His personalized trestment peoblems included aggressioa,
recently bizarro behavior and unsteady gait
Time Confised Case Histocy
Dr. R, was a 78-yearold, Caucasian, married male with a diagnosis of
Alzheimer's-type dementia. He also had a number of medical conditions
inchading paroxysmal atrial fibrillation, status post lapeoscopic cholecystectomny,
stasus post bilsteral hip replacements, and status post vein ligation. He was
admitied to Mendota on 21395 uader an emergoncy detention and had been seen
fior VT starting on 3/3/95. He was admimed from & mersing bome afier an alleged



An Evalustion of
12
serasgulntion death of & pesr. However, sources suggested this was not an act of
overt aggression & moch 25 a possible misunderstanding or atieznpt 10 help the
posr remsove his protective belmet.

Dr. R. grduated from medical school and was 2 dermasologist in o mid-
size Wisconsin city. He resired in 1984 due to beginning memory problems. He
was a votoran and a foemer Army captain. He had no history of abuse, alcohol
peoblems, or past psychiatric history. He had & close and supportive relatsoaship
with his wife aad four grown children. Both of his pereats had memory problems
before they died. He was fiest disgaosed with Alzheimer's in 1992 and had
several incidents of viokent bebavior, He was unable % expross any
understanding of his admission. Among the physical and psychological
characteristics of the Time Conflesed stage (see Appendix A), Dr. R's most
distinguishing festures were his soft, slow voice, his confiasion with vocabulary
(word salad, searching, repeating, and replacing), and his postere. Dr, R's facial
expeession, body kanguage, and voice istoaation seggested that some receptive
langeage was intact. Among his strengths were his supportive family, his abslity
1o amibralate and foed himself, his politeness, his sease of humor, and his ability 10
remain continent if todleted every two hours, However, he had 2 recent histocy of
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violest and aggressive behavior associated with his progressive dementsa, he
sundowned, and had difficalty communicating clearly. Dr. R. was unable 0
complete the GDS and the Jacobs. He scored & 3 out of 30 ca the MMS,
suggesting severe cogmitive impairment. He obtained a 50 on the Barthel Self
aod social adjustment.
Bepstitive Moticn Case History
Mr. V. was an 83-year-old, Cavcastan, married male with a diagnosis of
Alzheimer's-type dementia. His medical coaditions included withdrawal
dyskinesia, history of EPSE's, cardiac sevivythmia, and hearing impairment. He
was admitied on 3/1291, mnd was seen for VT on 10/11/94, His admission
followed & two-week period of decompensation at nursing bome, where be had
Mr. V. was born is Ohio, was Cagholic, and was a high school gradartc.
He was 2 welder and a veteran of the Manmes. Mr. V. marmied for the first time
while in his 505 and had no children. Afier his first wife died, he lived in Florida
with his second wife, whom he married in 1984, He had no histoey of being
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sbesed and rarely used alcobol, He had no psychiagric history prise 1o the ceset of
dementia fn 1986, Mr. V. displayed all of the physical and psychological
chamcteristics of Repetitive Movers (soe Appendix A). His most proeninent
movement was swinging hés Jegs, moving furniture, folding lines, banging ca
windows, and removing his clothes. He previously spent about 22 boses & day
locked in his rooes alone until his treatment plan was changed. He responded best
10 low stimalation. His strengths were that he ambulated with assstance,
toierated internctions, passively participated (n groep activites, and was able 10
express himself more clearly when be was in a good mood. However, be bad
cardiac insedTiciency, syncopal episodes (fainting), wpredictable aggressive
bebavior, was iscontinent, and did not usually speak. Due 10 his expressive and
possible receptive language impairments, it was sot possible %0 perform any
formal psychological assessment. He scored & 30 on the Barthel i 1995, His
personalized trestment problems were sggression, dry eyes, fall risk, and social
adjustment.
Mz
Ratings sampled the doemains of cach paticat’s persosalized treatment plan.
The plan comsisted of a Likert-scale (including deserioration, no change, some
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improvement, or significant improvemest) that rated improvement of persomalized
trestment goals. Ratings were made by the consensas of the multidisciplinary
team which was snaware which members received VT, The team consisted of a
peychologise, psychistrist, social worker, cccupational therapists, recreational
{herapists, and nursing staff. Although all three subjects had problems of
sggression, aftercare, and social adjustment (the VT and counseling goal), other
problem arcas were individualized.
Brocodurs
Prior to the introduction of the treatment, members were classified by the
expenimenter into one of three validation stages (Malorsentation, Time Confusion,
(see Appendix A). Although Vegetation is the last established stage, it was not
wsed in this study because no paticats at this hospital fit this classification. Al
VT was given by this experimenter, a 23-year-old, Caocasdan, femade who is
fulfilling a practicum requirement &t Mendota foe her Master's in Counseling
Psychology.
Validation therapy was conducted using specific verbal and nonverbal

techniques designed to fiit the stage of disorientation cxhibited (see Appendix B).
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Each member received individual VT two times & day for at least ten minutes, at
loast Beee times a week. The members received VT in addition %o traditional
hospital care. Traditional hospital care consisted of routine treatment given 1o ol
occupational therspy, limited recreational therapy, aad comtact with a social
worker, Noae of the staff knew which paticats were being used for research.
Although the paticnts received different drug therapy from the peychiatrists, no
major changes in medication were given during this research period.

For the Maloriented and Time Confised subjects, premeasures of
treatment plan problems were obtained for three weeks prior 10 the introduction of
VT in order to form a baseline. After the intervention, VT was suspended for oo
week in arder to monitor impeovement or deterioration. Coumscling services weee
oot discontinued and the paticats received traditional hospital care as aseal. The
Repetitive Motion subject had been seen for VT prioe 10 the beginning of
rescarch. Therefore, a three week bascline of VT was obtained, then behavior
during a three woek suspension of VT was monitored, and VT returmed. The
experiment took place on the Geropsychiatric Unit st Mendota Mental Health
Institute in Madison, Wisconsin

Results
Malegicaned
For case of interpeetation, Figere | chares the progress of treatment goals
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for Mr. M, accoeding to dates of reseaech.

lasert Figure 1 about here

An ABA (baseline, imervention, basclise) single subject design was used because
Mz, M. had not previously been soen for VT, During the initial baseline dates,
Mz. M. mostly isolaied himself i his room, and did not participate actively &
group or individaal ineeactions. He exhibited deteziceation in both aggression
and suicidal ideation. He was verbally threstening and physically aggressive to
peers and staff, requiring sochasion i & locked room several times. His siser’s
death had 2 negative impact oo Mr, M. He deteriomated further becoming more
aggressive and cxhibiting sscidal ideation. Ho also displayed many of the
Maloriented stage coping styles such as blaming, accusing, and hoarding. Staff
and poers were visibly frustrated.

During VT, techniques of trust building, rephrasing, using polaity,
ismagining the opposite, and rominiscing were used. He spoke of his sister’s death,
s work at the cheese factory, sad was quite pleasant during shoet interacticas.
When told that this experimenter would come periodically %o talk, he said *Oh,
yes, thats so nice.” This politencss was previously very mre. During the course
of treatment, he often made roguests foe simple things like a phone call or has
robe, and said it would be “our secret”, demonstrating increasing trest, He kater
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talked about many feclings, which s wacommon for the Malorienied stage, such
as his love for his wife, sadness over his sister's death, his confusion and
frustration over his memory Joss, and that he “only wamed 1o be treated like a
human being.* Improvement was made in all treatment goals except afiercare.
He was Jess aggressive 1o staff and peers, required Jess sechasson, and no swcidal
ideation was present since the start of VT. His social isolation problem was
discontisued becaase he no longer spent extended time alooe in his rooms. This
goal was switched 10 social adjustment 20d some improvement was noted. He
refused fower oocupational therspy activities and interacted actively in in&vidual
SCSS00S.

Afer VT was suspended, Mr. M. bogan 10 displey many psychotic-like
behaviors, and a new treatment goal was made, He would shicld his eyes with a
handkerchief or pillow from the “radation pasticles™ in the air. He walked with &
cloth, which was “the boly grail,” snder his feet 10 keep his feet from "buming.”
Aftercare goals detersormed and he was increasingly unsicady, A new treatmest
probiem was written for wasteady gait bocause he paced in & driven manner, riam
im0 doorways, lost weight, and foll one time. He tolerated fewer interactions
overall, would give short snswers, and often spoke tangentially, soft, sad fist.
One weok after suspending VT, there were no improvements in suicidal ideaticn,
social adjustment, or bizarre bebavior. Although the etiology of this behavior is
unclear, VT resumed afier one week in order 50 help Mr. M, adyust.
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Tiene Coafused
For ease of imerpretacion, Figure 2 charts the progress of treastmest goals
for Dr. R. according to dates of rescarch.

Insert Figure 2 about bere

An ABA (baseline, imtervention, bassling) single subject design was used because
Dr. R. had not previously been seen foe VT, During the initial baseline dates, Dr.
R. was mildly aggrossive with staff during nursing cares, and mildly aggressive
with intrusive peers when coafesed. Afier some improvemest in aggressson, there
was deterioration and he was secluded several times. Aftercare and unsteady gait
problesns remained unchanged during the entire bascline. There was no
counseding goal of social adjustment peior %0 VT because he had not been seen for
psychological services.

Dr. R. was very cooperative and recoptive 1o VT when it was introduced.
He spoke in a very soft, slow voice, was ofien baed 10 understand, and displayed
classic Time Confusion charactenistics. Hie often demonstrated memory of doctor
skills, such as asking if someone needed his signature, searching for the *medicine
and supplies,” and making coerect dermatological observations of peers. He was
extremely polite, saying "I doa't want 1o be a bother, but . . . He also used the
woeds *fish” and “voting”™ many times to replace other meanings. Although his
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senber of aggressions to staff and peers increased during the boginming of VT,
be was never threatoning or aggressive during VT interactions.  Also, there was
improvesnent in sggressios towseds the end of five weeks of VT, and be was
better |a group occupassonal therapy activities.

He improved in ali other treatmess problems. Regarding aftercare,
numerous contacts and discharpe placement opportunities were being considered.
Regarding unsteady gait, be had no falls and was increasingly cooperative with
physical therapy and redirection. Regarding the counseling goal of social
adjustmens, 1t was found he responded best % touch, mirroring, cye costact, and
rephrasing amoeg all tochniques used  Although be was usable to use precise
words to commumcate noeds, he was able to expand and elaborate on what he
wanted when asked factual questions. He mot cely knew what he needed. but he
often asked for help in getting his needs met. For example, he said, *Tm looking
for bedtime, can you help? when be wanted to Fie down for a nap. He wis
sometimes aware of his confusion, but always demonstrated a good sense of
brumoe. He smilod and lssghed ofien, sometimes appesring 10 respond 1o iternal
stimuli. He ofien misimerpresed his exvizonment in a distinctly demented
manner, After cxtensively describing his perception, he said, “Those are all of my
fears. Thank you for listening, oven if # isnt your problem.”

One week afier suspending VT, Dr. R deterioned in regard to

aggreseon. He was moee aggressive 1o both staff and peers. All other problems
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remained unchanged.
Repetitive Mosi
For ease of interpretation, Figere 3 charts the progress of treatment goals
for Mr. V. acconding to dates of research.

Insert Figure 3 about here

Mr. V. was seen for VT price 1o the beginning of research, Foe this reason, VT
was supended while the experimenter was goee for Christmas break. Subsequent
% ber retam, VT was roinstated, Results indicated there were many changes in all
of his trestment problems during the time that Mr. V. received caly traditionsl
hospaal care.

stable. He was physically aggressive towards staff about 80 times per month,
shmost always from his confusion which precipitated a catastrophic reaction
during nursing cares. Discharge placesnents were not being considered because of
his extensive need for 2 gerichair and seclusion. During | 1/8-11721, be was
beought ost of his room for more of the dary in order 1o increase the possibility of
adjustment probllem was isipeoving. He was quite talicative, said bhe liked being
out of his room more, aod asked “Can you help me?* before attemptisg to stale &



An Evaluation of
2
need. Characteristic of a Repetitive Mover, bés speech was generally incoberent.
He was usually in & pleasast mood and often made eye contact. Validation
techniques of eye contace, touch, voice tone, usiag ambiguity, simonng, and
music were used. He solerated interactions with a positive affect.

Unfortunaely, durieg the suspension of VT, Mr. V. experenced s geoeral
modical decline. He had a syncopal episode with periods of apoea due W candac
arrhythasia, mnd seffered a fall that required six sutures. He complained of
*fecling Jousy,” was less alert, and had an irregular sleep pattern. Before his falls,
he was much more aggrossive. After the falls, dis aggressiveness declined. Staff
believed that this was becasse of his physical decompensation. Aftercare and
discharge became moee likely because of his docreased aggressiveness and licle
need for seclusion. His problem of social adjustment deteriorsted at this time
because of a decline in the guality of his intesactions aad communication.

Upon the retum of VT, he was mostly wnresponsive, with limited verbal
and monverbal communication. He was unable to reloase his grip oo an arm of an
object upon request. However, he smiled often, possibly respoading to iatemal
stimuli. His repetitive movements increased, and he once said "I7s not casy.
Sometimes if's hard.* Mr. V. began % respond best 10 sensory stivulation, touch,
mirroring, reflecting, and eye comact. Geadually, eye contact and imelligible
speoch increased. He was svoch more responsive when well rested, after meal
tigoe, and when in a good mood. On Valentine's Day, be sad he would “eat and
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stuff.* Commenting on 2 necklace worn by the experimenter, he suid "1 have a
calf foe you" and made a circle in the siz, demonstrating an increased awareness of
his surroundings. Since 2/28, he expeessed himself more and communicated his
noods by squisting at the selevision and saying "wo far shead.”  Although he bad
significam heariag and vision deficits, be bocame more alert and clear, and he
waved to people or cbjects passing by. By the end of the research period, be sat
upnight and forward, expeessed contenment both verbally and nonverbally, was
much less aggressive, and expressed appreciation of social coatact by saying
“thank you" and shaking hands. Aftercare possibilities, social adjustment, and
sggressicn lmproved and fall risk levelod off. After ane and & halfl moaths of VT
which had been started after his falls, Mr. V. began to make significant
impeovement in social adjustment.
Discussion
The results supported the hypothesis that Validation Therapy was
beneficial for dementia patients and that suspendiag VT had a negative impact on
improvement of treatment problems,  Validatios had different effects on each
subject bocause they cach dad personalized treatment peoblems and they
representod theee differest stages of dementia. The treatmest plans were the most
important ool to determine improvement. 1t is hoped that this study has
expanded the limited body of reseasch on VT,
Mr. M., in the Malorientad stage, showed soene improvement in
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aggressio, suicidal ideation , and social adjustment with VT. When VT was
suspended, ho deterioratod in aggression and aficreare potential. Most
importantly, two new treatment probiems were identified afier VT was suspended
because of other physical and mental deterioration. He bogan 10 bave sasteady
gait and bizare bedavior, The results of this study did not seem 5 suggest that
the onset of bizasre dehavior was rolated % suspending VT. No other sebjects
experiencod bizarre behavioe and it bas sever been docamented &s an effect of
suspending VT. The ctiology of this bebavior is unclear. Other possible reasoas
foe Mr. M.'s decline in fusctioning were possiblo infections, effects

of worsening prostale cancer, of poor sleep patsern.

Dr. R., in the Time Confused stage, improved in all treatment goals after
he was seen for VT, Discharge placement was being considered, he improved in
unsteady gait, and he communicated his needs and his desire for help. Evemually,
after a series of detericrntions bis aggression impeoved. After VT was saspended,
he no Jonger improved is aftercare potential, unsteady gait, of social adjustment,
and he deteriorated in aggresson.

Me. V., in the Repetitive Motion stage, did not have the same design as the
other two subjects because he bad been seen for VT prior to the stody. During
suspension of VT over Christmas break, be had a general health decline and his
treatment goals fluctuated greatly. The most obvious denefit of VT for Mr. V.

was bow all treatment problems stabilized or imgeoved. Fall nisk, aggression, and
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social adjustment improved and stabilized afier VT was restarted sod aftercare
pocential increasingly improved.

Validation had mamy of the bene(its shown by other rescarchers (Alprin,
1980; Dietch, Hewett, & Jones, 1989, Fell, 1992, 1993; Morton & Bleathman,
1988; and Peopies, 1982) such as improved speech, loss repetitive behavioes,
moee expressive verbal and nonverbal communication, ad less need for physical
and chessical resteaints. Some measurable resulns of VT are improved gait, sitting
more erect, Jess aggression, and more eye contact (Feil, 1993). All throe subjects
showed improvements. [s addition, according %o Feil (1993) other resalts that are
greater self-worth, increased awareness of realsty, and restored humor. Although
this study did not formally monitor these behaviors, they weee all noted. It was
possible that there was more improvement & noameasurable than measurable
results.

Certain external variables were controlled foe in this study, First, all VT
was given by one counsedor, so all techmiques wore used consistently. Although
hw‘-mwﬁﬁdinw.mum)mmnmmdmh
a traised professional to perfoem validation. Validation was given only after ll
possible adjustment reactions 10 being admitted to a psychasinc hospital were
worked through. However, the setting (room, time of day, ec.) varied each time
VT occurred. However, all VT consistently sook place on the same umit. The
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myvaktidisciplinary team who rated improvement in trestment goals was highly
skilled, professionsl, always consisted of the same people, aad did not know
which patieats were being studied. Unforsasately most nurses, includisg Mendota
stafl, are trained in Reality Oricntation. 1t was undetermined if their use of
Reality Orientation segatively affected the results of VT,

The ABA design represents the simplest single subject research pamdigm
for demonstratisg cause-effect relationships. [f after baseline measarement (A)
the application of a treatment (B) leads 10 improvement or conversely resslts in
detesioration afier it is withdraws (A), cee might conclude that the trestment
variable could have been the agent responsible for observed chasges in target
behavior (Tawney & Gast, 1980). It probably unlikely that changes observed in
this study were due to influences (e.g. some correlated of uncomrolled varable)
other than the treatment variable that was systensatically changed. Therefoce, the
impeovements in trestment problems, and patients’ subsequent declines wpon
suspending VT, are more likely 10 be related 1o the effects of VT.

The ABA design had many adventages. Because the use of a single-
subject design for evaluation required repeatod data gathering, it enabled the
counselor to become aware of changes a5 the process was “going on”™ (Cetingok &
Hirayama, 1983), This awareness is available to the counselor fior more informed
care. Since the ABA design allowed for functional analysss of behaviee, the
impervention may be respomsibbe for changes in target behavioe, instead of just 2
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correlational interpretation. This stady replicated the results three times with
theee different dementia patients. These replications enhanced the external
validity of @e fladings. The most generalizable findings are the improvements
gained with the initiation of VT. However, all members represented Ewopean-
American heritage. Therefore, it is uncertain how ey generalize to dementia
paticats of other culteres. Unfortunately, no rescarch has been doae in this wes.

There were some limitations 10 this soady. Although the ABA design
permitied a functional, rather than a coerelational analysis of behaviar, there was a
resnone chance that the intreduction aad withdrawal of the independent vaziable
coincided with naturally occurring cyclical varistions of the targes behanvior,
Some paticats had coiaciding drug therapy. Although there were no major
changes in medicatson, some improvement may have been a rosult of an
intersction of taditional hospétal care and VT. There are practical as well as
eshical problems associsted with terminating a study in & baseline condition.
However, VT was suspended for oaly cne week in the cases of Mr. M. and Dr. R,
Tormination colacided with a pre-plansed absence over Christmas with Mr, V.
Deuring this tisse, all counseling services were not discontinued and all patients
received traditional hospital care.

There are 3 few reasons that make evaluatios of VT difficalt. First, masy
results of validation are not easily measurable. Most severe dementia patients are
umable 1o complete present assessaent Wols that would measure variabics such as
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evciety, sebf-worth, or withdrawal, Therefore, offectiveness will most likely be
shown froms sabjective instead of empirical data. Secondly, although there is
recent intevest in evaluative research of paychosocial programs, most students are
not taght how 1o do single-case design or qualitative studics, Fizally, most
nursing and other safl’ are sot traimed in VT and may 50t even be aware of its use
with dementia paticons.

If this study were to be replicated, & few changes should be made. Nursing
staff and other caregivers showdd be teminad in VT. Therefore, no contamination
by possible adverse effects of Reality Orientation would be present. This coshd
provide patients with s nvach improvement as possible. Also, frestration and job
related stress could be alleviated. [t might also be beneficial to imvolve more
subjects 1 allow stronger generalization, 1t would be interesting for caregivers to
use self-rating forms on their own frustration or satisfaction in order t0 evaluate
the benefits for casegivers during the VT process. Also, since mamy benefits for
dementia paticnts are not measarable, sechmiques should be devised in order 0
systematically evaluate impeovement in sach vanables as humor, withdmawal, or
resolution.

The most important findiags from this stady were the personal and
professional benefits received as a caregiver. As outlined peeviously in the
nroduction, validation bas many benofits for caregivers, such as reduced



An Evaluation of

job sasisfhction (Alpein, 1980; Fesl, 1993; Morton & Bleathman, 198%). This
study upbeld these positive outcomes. This rescarcher had never witnessed any
other therapy that has so many benefits for peofessional caregivers and families,
without involving added individual therapy, extensive training, o¢ family therapy,
Validation gives invaluable techniques for communicating with this special
growing population of older adults, Validation gives permission to listen, %0 time
traved, and 10 acoept altored psychological and emotional states. It provides
concrese and specific commasieation tips 10 use af times when nodhing clse soems
10 work, and it gives hope. Although validation is a relatively new therapy, its use
is growing because of persosal testimonios of its success. Validason's
offectivencss is being spread by woed of mouth faster than by research studies.
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Appendry. 4 Stage One: Molorieniaion

Physical Qaaracteristics of Maloriestatios: Psychological Charactecistics of 84,

*Eyes are clear a0d focused, «Need o gxprets bottled wp smotions.

sStanca is right. _ 1ol cnto presen reality,

an[m inaMw«m:dh)mwmuwmguw.

definite, settamed, precige. * Play games with rules,
:pu;:b.odyusdsntiut. * Are aware of occasional confution

aw oftes juts out. . coafiesion or confadulate (make vp storiag 90
*Fingers and hands are often pointing. The arms oftes foided. m ' p: )
*Lips are tight. +Hese, ses, talk 203 move fairly well. Lises.
M“lﬁﬂhﬁl- , +Resist change.
*Voice tone is clesr, harsh, whining or il * «Dany feelings (such 3 loaeliness, rage, fear, sexval long
*Oftes cletch 3 coat, cane, o¢ purts, +Blame others when losses become prest. &
sCognicive abllicy is relatively inoest, can categorize, have L. Can not schieve insight into the reasons behind behavior,
coacept of clock time. »Want valldation from awthocky: saff, friends, family, Goco

*Rexd, wrice, figare. Use dictionary woeds. ot
m»umm.mmmmmy.o‘; furions & others who cansct ¢ will not use self-cortrol.
s | +Reseat touch aod iatimacy. Do not want their valneradai
' +Use 2 “kinesphere®, an invisile circle that surrounds eve
persoa. Malocisated peogle feel protected by a2 iaviolable sphe
of sbout 20 isches around the body.

Breath is siow, sustained.

Movemest In space Is slow, Indires, asd ofien Questioniag:

Which way? i
*Speech is slow,

*Hd pessices match the feelings, often questioniag.

+Voice woe is ow 10d even, seldom whiny or harsh,

»Shoulders tend 10 slurep forward, neck down, The person often

osnmm.umm.w'!uuo the distance,

huffes when walking.

Psychological Characteristics of Time Coafusion: .
. is blurred_because of incressed detarioration of Use pronouns without specific references. “He" can refer
.hhc.w eyssight aad bearing. . MGOC. father, devil, selfidemtity, the world, auhork

*Capable of expeessing emotions, but do not remember facts. | mascolinity, e
vumph.&kmuiuhmm&mmm«mmhmhuinualnwday-hchw repreient peogic &

AcEpUnd Categocies, Canmot compare. | events remembered from the past. They hiak in (skdetic) image
*A lifetime of exparieace has gives them crystallized wisdom: rather than woeds,

they resrn 10 10 infuisve - PRespond %0 merturing %uch mad eye comtact with decreas
* Know who i pesuine and wio pretends. | Sress,

* Remember sansory, piessurable fosllags from childhood, * Often lase the sbility 10 sing oo key, ‘

* Do NOT iisten 5 paopls In the presest. + Often retain the ability to read, but Joss the abilicy 1o writs,
OWmmthammm'umanmmw-

that 2old stroag fealirgs. s Hear sounds clearly from the distant past, aspecially when

* The energy focus Is % resolve past enfinished coafticss, % are deaf,

trigges feelings of usefudness and pleassre, « Lose adult controls, ofen demanding inmedists satisfaction)

0Umunm-wdﬁunfmnanym.mmm isstiaces sech a5 sex, love and food.
creative. See the "Symofile” story os page 15,

o Cannot play garoes with rules (pech 35 Bingo).

*Tell time by personal feelings, oot by the clock. Time Is

-;mlb.ylhhom‘
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Fgee Captaon
el Mo M. (Mallosienmation) progress of trestment goss daring trestment periods,
Lgard Dr. R, (Time Confascd) progrem of rostsseet goals during reatment periods.
Eigues 3 M. V., (Repetitive Movernent) progress of trestment goals duriag Seatment periods.



Figure 1: Mr. M.




Mr. V.

Figure 3

Poge 1
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Technigques of Valdation
1. Cestetieg
2. Using soodwemoning, factual wonds 1o build trost (who, whae, where, when, sad how )
3. Rephexing
4. Usisg polarity
5. Imaginieg the opposine
6 Reminiscing
7 Maistaiziag gevasne, Clos oy contact
£ Using snbigsity and noo-dictionary words
9 Using a chear, low, Joviag tone of voice

10 Obsorving ad matching the person’s motions sad emotions (rérroring)
11. Linking the bekavior with the uamet humas need

11, ldertifying snd wiing Be preforrod serne

13, Towching

M. Using nasic

Malcosoratian

A. Use Viidation scchaiqees 1,2, 3, 4,5, 6,008 12
B Use mininal touch

C Marsaie social dtance

Iime Confayon

A. Use Validation tochnigoes 1,2, 5.4, 7, 5,9, 10, 11,12, 13, 30d 14
B Use focling words (1 see. 1 feel_)

C Use touch and oye contacs

Bepstitive Moticn

A Use Valideson techaigues: |7, 8,9, 10, 11,15 sad 4
1% Use tosch and eve comtact

C. Pace 1o persos’s movemets

Feil (1993)



