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ABSTRACT
IMPACT OF CONSULTATION AND TRAINING ON AREA

NURSING HOME STAFF: AN EVALUATION
APPROACH

By
Hilton T. Thomas

The purpose of this study was twofold: first, to
evaluate the impact of training and consultation on nurs-
ing home staff; second, to validate a subjective change
methodology. The training was designed to help nursing
home staff with problems associated with working with the
elderly. The subjective change methodology was a less
expensive, less complicated, more treatment specific method
of evaluating the effects of such training.

The participants were employees of ten nursing homes
in the Clinton-Eaton-Ingham County area. The nursing
homes were randomly assigned to experimental and control
groups. The nursing homes assigned to the experimental
group received a seven-week training program. At the
beginning and conclusion of the training program both
groups were administered attitude and knowledge measures.
The subjective change instrument was administered only to

staff who had received treatment. The subjective change



Hilton T. Thomas

instrument was administered only to staff who had received
treatment. The subjective change items were designed to
assess specific goals. The participants were asked to
assess in retrospect their before- and after-training
levels on the items. The supervisors of those staff
trained were also asked to assess in retrospect the before
and after training levels of their staffs.

Several problems such as loss of participants and
inequality of groups on the pretest measures seriously
hampered the efficacy of the design. To the extent possi-
ble, initial differences were corrected by analyses of
covariance.

The outcome analysis of attitudes and knowledge did
not demonstrate a treatment effect. The breakdown of the
experimental design was discussed in detail. It was not
possible to come to any reasonable conclusions about the
effectiveness of the training.

Change that did occur on some measures was predicted
significantly by the subjective change instrument. The
supervisors ratings of change did not differ from their
staff's ratings of change. Thus, the subjective change
instrument may have future usefulness in evaluating this
type of training. However, more study of the instrument's

limitation is needed.
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INTRODUCTION

And that which should accompany o0ld age, as honor,
love, obedience, troops of friends. . . .

Macbeth Vv, III

0ld age, a time of reward for a life of toil and tur-
moil a time of rest, respect, and joy. 1Is this not the
carrot that is dangled before the nose of millions of peo-
ple and pulls them through times that might otherwise be
discouraging? Fishing in Florida, the retirement center
in Arizona, thirty and out, professor emeritus, vested
pension rights, are just a few of the retirement dreams
that people hope to experience as part of their golden
years.

014 age and the dying process have received consider-
able attention in recent years. People have not begun to
age only recently,so why has the aging process become such
a focal area in the last few years? Why, now more than
ever, do many state emphatically that not enough attention
is paid to the concern of the elderly when more considera-
tion is given? (cf. Riley, 1971; Stirner, 1977; Blank,
1979). These questions and many more like them have been

topics of countless workshops, symposia, and studies.



The aged, themselves, have become more vocal, political,
and strong in numbers, and they have provided the impetus
for the search for answers to these questions. This is
due, in part, to the fact that the elderly now comprise a
larger percentage of the population than ever before.
There are reported to be in excess of 22 million people

in the United States who are 65 or older. Ten million are
over 73; and a million over 85 years of age (Butler &
Lewis, 1977). These numbers have increased significantly
in this century due to medical and technological advances
which have increased life spans. The average life
expectancy has increased from 47 years of age to 71 years
of age since 1900. 1In 1900 those over 65 composed 4% of
the nation's population; today they represent 10% and are
growing in numbers (Butler & Lewis, 1977). As the number
of elderly has increased beyond society's capacity to deal
with them, services have been found to be lacking. Blythe
(1979) stated that today's generation of elderly are the
first generation to live out their threescore and ten.

The social space previously allocated for the elderly has
become crowded and is constantly being encroached upon.
Technology has advanced to a point where the average life
span has increased, but further technology is needed to
enhance the quality of life. Many of today's elderly are
self-sufficient and functional, some nearly as functional

as they have been for the last twenty years. Others find



themselves marginally impaired in sight, hearing, or per-
haps some other organic functioning. Some of these indi-
viduals are able to carry on their daily needs and func-
tion with minimal support. Others experience organic and
physical impairment to a degree that they are not able to
meet their daily needs and require major support from
others. 1In fact, the elderly are as diverse in their
needs as are those under 65. There are characteristics
that are associated with age, but physical functioning is
by no means a perfect linear function of age. Individual
differences is not a concept that dissipates at 65. A
somewhat extreme, but illustrative, analogy might be the
use of the information that one is a New Yorker or
Californian in assessing one's physical or emotional
state. Certain steretoypes, and, in some cases, truisms,
exist about people who reside in these areas of the coun-
try; however, no competent health care professional

would rely on these steroetypes as evidence in assessing
one's physical or emotional state. As preposterous as
this may sound, this is nearly what happens to the elderly
when they encounter health care professionals. Whatever
symptomology the elderly person may be exhibiting becomes
colored significantly by age. Age specific phenomena are
important in looking at the total picture of an individual,
but should not be used at the cost of discounting or

ignoring other information. The tendency for this



stereotyping is widespread, yet those health care pro-
fessionals who see a large number of elderly people may
have a greater likelihood to see "o0ld" (Wolk & Wolk, 1971;
Solomon & Vickers, 1979). On the other hand, there are
professionals who encounter large numbers of elderly
people, especially those who are sensitive to and/or
trained in gerontological issues, who are more likely than
anyone to discern true problems of the elderly (Wilkite &
Johnson, 1976; Wolk & Wolk, 1971). That is to say: (1)
familiarity can breed contempt, or (2) familiarity with
sensitivity can lead to understanding. The difference in
the above two outcomes is knowledge and attitudes. The
difference in how elderly are treated depends on how well
professionals are acquainted with gerontological issues
and the attitudes they have about the aged. As stated
above, professionals who see large numbers of elderly indi-
viduals without gerontological knowledge and positive atti-
tudes can become contemptous. One setting where a large
proportion, if not all, patients are elderly, is in the
nation's nursing homes.

Some of the problems facing the elderly who live in
nursing homes are discussed below. Following this dis-
cussion, a program designed to remediate these problems

is explained.



The problems considered are: deterioration, multi-
ple losses, depression, and lack of training and poor

attitudes of health care professionals.

Life in Nursing Homes

A large portion of the elderly will spend many of
their twilight years in one of the nation's nursing homes.
Nursing homes are used by 4% of the population 65 years
of age or older (Riley & Foner, 1968). However, this
statistic bears further interpretation. The chance or
probability of one older person's residing in a nursing
home is not 4%, although the utilization of nursing homes
by the aged is 4%. The number of elderly residing in
nursing homes at any given time is 4%, but a greater por-
tion pass through nursing homes at some point before
death. 1In a study which examined death certificates of
those 65 or older in metropolitan Detroit, Kastenbaum and
Candy (1973) found that 20% of these people died in nurs-
ing homes. Though only 4% of the elderly are found in
nursing homes at any one time, as many as 20% of them may
die there! These findings were supported by Ingram &
Barry (1977) in a national study over a ten-year period.
In another longitudinal study, Vincente, Wiley and
Caraington (1979) estimated the risk of institutionaliza-
tion before death. The records of individuals aged 55

and older who participated in a survey in 1965 and who



died by 1975 were examined for any stay in nursing homes.
Of these people, 39% entered a nursing home or convales-
cent hospital at least once in this ten-year period.

Those who remained in nursing homes or convalescent hospi-
tals for six months or more represented 15% of the sample
population.

The 4% figure (Kastenbaum & Candy, 1973) is not false
if one is looking at the number of elderly in nursing homes
at any one time. However, if one is predicting the proba-
bility of an elderly individual entering a nursing home,
something as high as 39% might be a more realistic figure.
These figures reflect the fact that a surprising number
of elderly who had prepared to be elsewhere, find them-
selves in nursing homes. In light of the fact that many
elderly will not live their golden years as they had
planned but instead will enter one of the nation's nurs-
ing homes, what can be done to ease their disappointment?
To make nursing home stay enjoyable might be somewhat
ambitious and unrealistic. However, nursing homes need
not be dreaded and seen only as wait stations for death.

What can be done to make these homes tolerable and
acceptable, if not enjoyable? 1In general, the expressed
quality of life needs of many of the elderly are not
unlike those of younger members of the population. How-
ever, this is not true without exception. 1In a study by

Flanagan (1978), different men and women were surveyed



at ages 30, 50, and 70 to ascertain what was important to
their quality of life. Quality of life incidents were
sorted into 15 categories which were further sorted into
five groupings: (1) physical and material well being,
(2) relations with other people, (3) social, community,
and civic activities, (4) personal development and ful-
fillment, and (5) recreation. Individuals of 50 and 70
years of age reported more concern over government and
public affairs than did 30 year olds. Men of thirty were
more concerned with formal or informal learning than were
50 year old men, and both of these age groups expressed
more interest in learning than 70 year old men. This
relationship of age to concern with learning was true for
women, but the differences were not quite as pronounced.
Work was viewed as important among 30 and 50 year
olds, but not as much by 70 year olds. Close friends for
70 year old women were reported as more important than
for men at that age or women and men at 30 and 50 years
of age. Close relationships with a spouse or persons of
the opposite sex are markedly lower for women at age 70
than for men at the same age or for women and men at age
30 and 50. Material comforts were reported to be less
important at age 30 than for .the other two age groups.
Men of 30 years of age reported more interest in active

recreation than any other group.



On the remainder of the 15 categories, there was not
much difference across sex or age groups, including some
surprising similarities. Having and raising children and
relationships with parents and other relatives did not
have an appreciable difference across age and sex groups.
Understanding yourself which included religion and philoso-
phy was not reported to vary with age. There appear to
be some concerns that change in importance with age, but
there are others that seem to be invariant throughout
adult life.

Findings by Spaker (1979) corroborated some of those
by Flanagan (1978). Spaker found that age was related to
the degree of community involvement, with involvement
increasing until age 72. The degree of community involve-
ment was related to the number of friends a person had.
The degree of life satisfaction was positively related to
the amount of community involvement and to the amount and
degree of satisfaction with friends. Life satisfaction
did not appear to be significantly related to frequency of
interaction or satisfaction with family. Once again,
friendship appeared to be as important in late life as it
was in earlier life.

Moss and Kurland (1979) concluded that family involve-
ment among the mentally impaired aged had a positive
effect on the patient's mental functioning. It should be

noted that the family member involved in these observations



was the "significant relative." The specification of a

significant relative who chose to visit more and/or was

more concerned is not unlike a definition of friendships;
and it involves more of a selection than simply being a
relative. Therefore, an interested person, relative, or
friend seemed to make a positive difference to the men-
tally impaired elderly person.

Weinberg (1974) described visiting in nursing homes
as a ritual which may bring stress and discomfort to the
parent and visiting child. The children may feel an
obligation to visit that is motivated by guilt. The par-
ent may feel as if he or she must not offend or embarrass
the children during the visit. These feelings may be the
reason that the research above (Flanagan, 1978; Spaker,
1979) did not conclude that residents perceived family
visiting as important or satisfying.

Miller and Beer (1977) found that familial "friend-
ships" were reported by residents to be the most meaning-
ful. This further documents the point that when some
active choice or selection is made by the resident or the
visitor, the relationship is more highly regarded. That
is, friends choose to be friends, relatives have little
choice in being relatives and this may enhance feelings
of obligation. However, when a family member chooses to
be concerned and selects to have a relationship with an

elderly patient that reaches beyond the scope of what
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their blood ties mandate, this tends to be the most mean-
ingful relationship. Further findings by Miller and Beer
(1977) suggest that friends within the nursing home are
useful substitutes for familial or outside friendships.
Residents surveyed by Miller and Beer (1977) named staff
and other residents as friends in two-thirds of the cases
and volunteers as friends in half the cases. A sense of
community apparently can be created within nursing homes.
This sense of community within the nursing home is impor-
tant for those residents who have been isolated from other
communities.

Curry and Ratliff (1973) postulated that there would
be a greater sense of community and more friendships in
smaller nursing homes than in larger homes. Small nursing
home residents reported having more friends within the
home and had more contacts with their friends in the home.
However, the general life satisfaction of residents did
not appear to be directly related to their degree of iso-
lation or number of nursing home friends. That is, gen-
eral life satisfaction is probably a complex phenomenon
with no simple relationship to current isolation.

Developing a sense of community in a nursing home,
or in any place where one does not exist naturally, is not
an easy task. People generally come together and work

together for some purpose. Attempts to develop a central
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theme or common cause for which people gather may look
contrived and be resented if one is not skillful and
careful.

The traditional means of stimulating social inter-
action in nursing homes is through an activities program.
The nursing home activity program which generally includes
various types of activity, music, art and recreational
therapies, has as its major focus to create social inter-
action and develop relationships (Hill, 1961; Powell,
1974). One of the procedures for working with elderly
patients who may also have biological and psychological
deterioration is a process devised by McGavack (1965) for
the physically ill and later used for those with psycho-
logical and physical illness (Salter & Salter, 1975).

The process involves: (1) remotivation, (2) reassurance,
(3) recreation, (4) rehabilitation, (5) creativity, (6)
action, (7) reintegration, and (8) restoration. This
procedure, when used by Salter and Salter (1975), induced
psychological and physical improvements in 21 patients
over a period of four months, motivation was increased
from 14 to 76%. Music is also reported to have positive
effects on socialization. Shapiro (1969) reported that
music therapy stimulated discussion, relaxed people,
reduced inhibition, and made the group more closely knit.

Reality orientation is a major part of the nursing

home activity program, and it may be presented to staff
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members in a classroom situation (Taulbee & Folsom, 1966)
or as part of other activities (Folsom, 1968; Citrin &
Dixon, 1977). Reality orientation is used with confused
and/or disoriented residents to reduce confusion and pro-
mote autonomy.

The activity program, though very difficult to manage,
is an important component in establishing a sense of commu-
nity in a nursing home. The methods mentioned above and a
few others are the only tools activity directors have in
fighting the social isolation and losses of their resi-
dents. 1Individuals in nursing facilities are faced with
multiple losses. Adjustment to these can be a monumental
task, and some people never quite achieve this goal. Burn-
side (1973) listed and discussed seven major losses that
typically befall the nursing home resident: (1) loss of
mobility, (2) loss of health, (3) loss of loved ones,

(4) loss of mental acuity, (5) loss of vision, (6) loss
of home, and (7) loss of income Burnside (1973, pp. 157-
159). Burnside suggested ways that nurses might help
individuals cope with their losses. She observed that
when patients lose control over so many of the major
areas of their lives, they sometimes will increase con-
trol in other areas. In trying to gain control of their
nursing home environment, patients sometimes will fight
over control of small, seemingly trivial matters, such as

seating in the cafeteria, time of the bath, and the 1like.
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The physical and to some degree the psychological
losses identified by Burnside (1973) and listed above
are compounded by still another loss--the loss of nuero-
logical functioning. Brain substance and weight is lost
in later years. 1Individuals at 75 years of age have
about 92% of their age 30 brain weight. Brain cells die
and do not reproduce themselves (Aker, Walsh & Beam,
1977). Narrowing or hardening of blood vessels can cause
a reduction in response time of nerve impulses, along with
other psychological problems (Leaf, 1973). Residents may
not be able to respond to stimuli as quickly or in the
same way as they once responded, or as a staff member
might respond. Birren and Botwinick (1955) found slower
response times in finger, jaw, and foot movements of the
elderly. They suggested that slowness of reaction time
might be attributed to latency of response in the central
nervous system.

Residents experiencing the symptoms listed above and
other similar symptoms are regarded (sometimes correctly,
sometimes not) as having organic brain syndrome. Organic
brain syndromes are either reversible (acute) or chronic.
Of the chronic organic brain syndromes, the two most
common in the elderly are associated with senile brain
disease or cerebral arteriosclerosis (Butler & Lewis,

1977). Organic brain syndrome has five clinical features:
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(1) disturbance and impairment of memory, (2) impairment
of intellectual functioning or comprehension, (3) impair-
ment of judgment, (4) impairment of orientation, and

(5) shallow or liable affect (Butler & Lewis, 1977, p. 76).

Memory or loss of memory is one of the paramount
signs of organic brain syndrome and one of the chief
causes of management problems in nursing homes. The
inability to retrieve memories, which increases in later
life, is generally how loss of memory is supposed to
operate (Schonfield, 1965; Botwinick,1973; Arenberg &
Robertson-Tschalo, (1977). However, McNulty and Caird (1966)
suggested that loss of memory is a defect in the storage
system and not the retrival system. Perlmutter (1978)
observed a relationship between poor health, the acceptance
of "aging" roles and poor memory. Both the McNulty and
Caird study and the Perlmutter studies observed an increase
in memory loss with age, but raised interesting questions
as to what constituted memory loss. The conceptualization
of memory loss is important in developing strategies that
might reverse or prevent further loss.

Many of the multiple losses experienced by some
elderly, especially those entering nursing homes, are
manifested through depression. Losses in the later stages
of life are more devastating because, unlike earlier
periods in a person's life, there are few gains to offset

these losses (Busse & Pfeiffer, 1973). Another major
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component of depression is the isolation discussed above.
Jones (1972) reported that social isolation was a prevalent
condition in nursing homes. Jones noted that 74% of
patients interviewed in one nursing home reported not
having conversations with male patients and 36% reported
not having conversations with female patients. 1In a
second nursing home these percentages were 43% and 46%
respectively (Jones, 1972). Pfeiffer and Busse (1973)
suggested one way of combating the multiple losses and
social isolation of the elderly is through "symbolic
giving." An example of this type of giving by the profes-
sional involved with the elderly patient would be talking
in a conversational manner thus giving more value to the
relationship. The major emphasis of the "symbolic giving"
is the restoration of value, self-esteem, and interest,
the lack of which is the hallmark of depression. One
developmental way to conceptualize depression in later
years is the by-product of the attempt to resolve the
eighth and final stage of life; Integrity vs. Despair
(Erikson, 1950). Acceptance of one's life and gaining a
sense of meaning is the primary concern during these
years. Of those individuals who are institutionalized

in a nursing home with declining health, facing isolation
and losses of: mobility, loved ones, mental acuity,
vision, home and income (Burnside, 1973), many turn to

despair.
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The final resolution of the last stage is death. A
major cause of depression in nursing homes for both
patients and staff is death. Staff and patients who are
constantly exposed to death are continually faced with
issues of their own dying and death, as well as the dying
and death of others. Deaths in nursing homes appear to
be increasing. A 10.5% rise in nursing home deaths was
reported between 1968 and 1972, and the proportion of
deaths doubled between 1962 and 1972 (Ingram & Barry,
1977). During 1972, 2.8 deaths were reported for every
10 nursing home beds (Ingram & Barry, 1977). Nurses tend
to develop distance between themselves and dying patients,
and this withdrawal, of course, influences the care the
dying patients receive (Quint, 1967). Nurses attempt to
develop a "professional demeanor" (Quint, 1966) to protect
themselves from becoming attached to dying patients and
they display this manner when carrying out their duties
to these patients. Professionals who must confront death
on a daily basis develop such ways to insulate themselves
from thoughts and feelings about their own deaths. The
formation of these death attitudes go back to the indi-
vidual's first encounter with death (Kubler-Ross & Worden,
1977). |

In a survey of attendees of death and dying workshops

(N =5, 274, 62% of whom were nurses) Kubler-Ross and
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Worden (1977) found that 47% of the respondents named the
death of a grandparent as their first experience with
death. Older respondents in the survey reported thinking
more about death than younger respondents. Older respond-
ents also reported having less difficulty working with
dying patients than did younger respondents. Hoelter and
Hoelter (1980) found in a survey of college undergraduates
that experience with death was much more prevalent than
experience with dying.

The experience or role a nurse has with a dying
patient was suggested as determinant of the nurse's uneasi-
ness about death (Stroller, 1980). Stroller suggested
that the tasks or roles nurses played with dying patients
accounted for some of their discomfort with death. The
fear expressed by nurses concerning their own deaths did
not appear to totally account for their discomfort with
death. There appeared to be something lasting about expe-
riencing another's death, and particularly in certain
settings. Price and Bergen (1977) discuss the responsi-
bility and stress expressed by nurses over dying patients.
Lester, Getty, and Kneisl (1974) investigated the atti-
tudes toward death among nursing faculty and students and
found their fear of death and dying decreased with educa-
tion. Therefore, it seems reasonable that nursing home
staff could benefit from some structured consideration of

the issues of death and dying.
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Need for Gerontological Training

Campbell (1971) concludes from a study that used the
Tuckman-Lorge questionnaire (Tuckman & Lorge, 1953) that
stereotyped attitudes of the elderly existed among nurs-
ing staff. The registered nurses were least accepting of
the stereotypical statements, yet they expressed less
willingness to work with the elderly population than did
either licensed practical nurses or nursing assistants.
Individuals with more education and/or more experience
working with elderly patients were not as willing to
accept stereotyped attitudes about the elderly (Campbell,
1971). Hart, Freel, and Crowell (1976) also found that
those nursing students who had expressed less stereotypi-
cal attitudes toward the elderly were less willing to
work with this population. A series of experiences first
with healthy aged and subsequently with ill aged did not
cause a loss of interest in nursing students. The
authors suggested that their approach would be useful in
training nursing home staff to maintain supportive realis-
tic attitudes toward residents. Taylor and Hained (1978)
in their survey of attitudes of nurses toward old people
reported findings that are difficult to explain. However,
younger nurses as in the studies stated above had fewer
negative stereotypes of old people; but nurses who had

less experience with the elderly, either on the job or in
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their neighborhoods, had fewer negative feelings about
old people. It appears that more research is needed to
determine the factors that cause care givers to the
elderly (primarily nurses) to have somewhat negative atti-
tudes toward their elderly patients. Subsequent training
in professional schools and in-service programs is

needed to counteract these attitudes.

The State of Gerontological Education

In the preceding section, some of the many problems
associated with the care of the elderly in nursing homes
have been presented. The task of understanding and
remediating those problems rest with a generally over-
burdened, small, and underpaid staff.

While the professional nursing staff of the nursing
homes are training, a study by Moses (1973) found that
only 12 of the 150 nursing schools across the country
offered specific courses on the care of the elderly.
Moses believed that education can help to modify negative
attitudes toward geriatric patients. 1In support of this
notion, Putnam (1973) observed that nurses have various
check points and skills for assessing physical function-
ing. She postulated and found that with training and
guidelines, nurses could include psychosocial assessment
within the framework of their usual workloads. She found

that nurses could do an adequate job of psychosocial
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assessment of elderly patients and recommended the insti-
tution of guidelines and in-service training to help
nurses develop this skill. The majority of the staff of
nursing homes, those who provide most of the care, are
nurse's aides. In a study of 40 nursing homes in the
greater Detroit area, Handshu (1973) found that 51% of
the aides had not graduated from high school, and that 51%
had had no formal training since beginning their jobs.

Of those aides who had received training of some type,
only approximately a dozen had been given training in
problems of the aged.

The necessary geriatric training does not seem to
take place before staff are employed in nursing homes.
Surveys have shown that the supposedly most highly trained
medical professionals, i.e., physicians, received poor
training in geriatrics (Kraus, 1965; Freeman, 1971). A
survey of the 110 schools listed in the Directory of
American Medical Education (1975) yielded 96 responding
institutions. Of the 96 respondents, 15.6% taught geria-
trics as a separate subject, only 2.1% had required
courses in geriatrics. Of the 81 schools that did not
have geriatric courses, only 7.4% had plans to develop
such programs (Akpom & Mayer, 1978). It appears, there-
fore, that not much geriatric training is provided now or

planned for future integration into professional schools.
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This training, if it is to occur, might have to be given

at another level.

Reason for Community Mental Health Involvement

The need for gerontological training in the areas of
social, personal, and emotional development of the elderly
seems clear. The training of health care professionals
in general appears to be deficient in its concentration
on geriatric issues. The nurses aide staff is not as
well trained as the professional nursing staff. The
social, personal, and emotional issues involved are ones
in which mental health professionals are expert. Mental
health consultants and nursing home staff should be able
to work together to merge their skills and thus better
meet the psychological needs of nursing home patients.

York (1977) stated that mental illness in nursing
homes is at least as prevalent as elsewhere in our society.
York further contended that there are more mentally ill
elderly people in nursing homes than in state hospitals.
Indeed, many elderly patients of state mental hospitals
that are discharged become residents of nursing homes.
These mentally ill patients are the responsibility of the
community mental health centers. The nursing homes who
rarely have access to mental health professionals could

use, and should have, their services (York, 1977).
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The combination of mental health training and con-
sultations with nursing home staff has shown to be suc-
cessful (Daggert, Jones, Feider, & Clark, 1974; Finkel,
1980). The intervention of community mental health con-
sultants is aimed at decreasing the incidence of psy-
chiatric hospitalization of nursing home residents (York,
1977). Patterson and Gurion (1976) found lasting effects
of a nursing home education project one year after its
conclusion. Follow-up reports of participants yielded
the following results. Thirty percent stated that the
sessions helped them understand the psychological needs
of their patients better and form better relationships
with the patients. Twenty percent stated they used the
ideas from the training sessions in their supervisory or
in-service roles; 50% said that the training sessions led
to professional relationships that helped them in their
work. Fifty-seven percent attributed a higher degree of
job satisfaction to the sessions.

The Tri-County Community Mental Health
Board-Nursing Home Project

The Clinton-Eaton-Ingham tri-county community mental
health board-nursing home project (CMHB-NHP) had its
beginnings in three occurrences:

1. The passage of the Nursing Home Reform Act

(P.A. 493, 1978) which requires nursing
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homes-retirement centers and community
mental health boards to enter into agree-
ment.

2. The loss of funding and closing of the St.
Lawrence Older Adult Services project which
had previously provided training and con-
sultation in Clinton-Eaton and Ingham
Counties

3. Funds for training made available through
an NIMH consultation and education grant
(Kriauciunas, 1979)

The goals of this project were to:

1. Increase the skill of nursing home staff in
dealing with emotional and behavioral prob-
lems of patients

2. Increase the use of group activity to compen-
sate for patient losses in sensory functioning,
physical functioning, ability to communicate
and contact with their families

3. Encourage a patient care approach which (to
the extent possible) keeps patients out of
situations where the stress is beyond their
tolerance levels (Oxer, 1981).

Services provided were:

l. In-service training for nursing home staff

2. Consultation with nursing and activity staff
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3. Consultation-assessments and care planning
for certain residents, in conjunction with
nursing home staff
4. Consultation with certain family members,
in conjunction with nursing home staff
The primary purpose of the present study was to evalu-
ate the impact of the in-service training of nursing home
staff on specific attitudes and knowledge that are related
to their dealings with the elderly residents who are in

their care.

Seven-Week Training Program

Some of the literature discussed above-mentioned
negative attitudes toward elderly patients; (Campbell,
1971; Hart et al., 1976; Taylor & Harned, 1978) negative
attitudes toward death and dying; (Kubler-Ross & Worden,
1977; Hoelter & Hoelter, 1980; Stroller, 1980) need for
knowledge about the general aging process; (Butler &
Lewis, 1977; Blythe, 1979; Wolk & Wolk, 1971; Soloman &
Vickers, 1979; Wilkite & Johnson, 1976) elderly entering
nursing homes; (Kastenbaum & Candy, 1973; Ingram & Barry,
1977; Vincenti et al., 1979; Flanagan, 1978) communication
with family and friends; (Moss & Kurland, 1979; Weinberg,
1974; Miller & Beer, 1977; Curry & Ratliff, 1973) activi-
ties, (Hill, 1961; Powell, 1974; McGavack, 1965; Salter &

Salter, 1975) and mental health issues such as organic



25

brain syndrome and depression (Aker, Walsh & Beam, 1977;
Leaf, 1973; Schonfield, 1965; Pfeiffer & Busse, 1973;
Erikson, 1950).

After reviewing the above literature and the St.
Lawrence Older Adult Services models (York, 1974; 1977),
a seven-week training program was designed (Appendix G).
The training program consisted of seven three-hour ses-
sions in which one to one-and-a-half hours were used to
deliver the training curriculum. For the remaining time
the trainers/consultants were available for further
explanation of techniques and consultation with staff

about particular residents or other issues.

Impact of seven-week training program.--The training

program (Appendix G) was devised to increase knowledge
and alter attitudes in staff who received the training
directly or indirectly. A treatment specific method to
evaluate the impact of the treatment was developed to
determine the effects of the program. Goal attainment
scaling is used frequently in the mental health field to
evaluate consultation and training projects (Kiresuk,
1975). For the present study a method based on the goal
attainment scaling was devised. This is referred to
herein as the "subjective change" (Appendix E) measure.
The goals or areas of concern were identified by the

evaluator a priori but no expected levels were set.
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Specific items were written for each goal and the amount
of change was measured by the participant's assessment,
in retrospect, of their before and after training levels.

The "subjective change" methodology is one that is
inexpensive, conceptually simple, and treatment specific.
Ideal experimental designs are difficult, complex, and
expensive to execute in most community mental health
settings. Some mental health researchers advocate treat-
ment specificity measures as a major part of evaluative
research (Bigelow & Ciarlo, 1979; Strupp & Bergin, 1969).
Bergin (1971) states "psychotherapy is such a heterogene-
ous collection of diverse and conflicting events that any
attempt to definitively test its effects by virtue of
classical pre-post control group designs is doomed to
failure" (p. 253).

The "subjective change" methodology therefore could
prove useful for evaluating the effects of consultation
and training projects in community mental health settings.
The subjective change method was used in conjunction with
a more traditional pre-post control group design in
evaluating the impact of the seven-week training program.
The pre-post control group measures were (1) fear of
death, (2) attitudes toward the mentally ill, (3) attitudes
toward patients/nursing homes, (4) attitudes toward activi-
ties, (5) job satisfaction, and (6) knowledge. The sub-

jective change instrument had both attitude and knowledge
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items that were comparable to the pre-post measures, in
order to correlate their results and validate the sub-

jective change instrument.

Hypotheses

The primary goal of the present study was to deliver
and evaluate a training program aimed at ameliorating
some of the previously observed deficiencies of the nurs-
ing home staffs. The material reviewed up to this point
suggests that such deficiencies lie in attitudes toward
death and dying, knowledge of, and attitudes toward a
host of psychosocial problems (e.g., depression, and
knowledge of and attitudes toward persons experiencing
various forms of organic brain dysfunction).

It was expected that the training delivered by the
staff of the Tri-County Mental Health Board would result
in improvements in these areas among the nursing home
staffs. While specific hypotheses could be generated for
each of the variables to be studied, they would all be of
the same general form, i.e., "when compared to controls,
staff who have received the training will exhibit
better. . . ." For example, after treatment, experimental
group staff should have more positive attitudes toward
patients/nursing home than controls.

In addition, change is predicted to be greater on

both knowledge and attitudes in those individuals who
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score low on the pre-test. It was postulated that
increased knowledge would be the basis for increased
positive attitudes, so the training was aimed (primarily)
at knowledge. Corrollaries of the hypothesis are (1)
longevity in the nursing home system will be inversely
related to treatment effects, (2) the aides (who are less
educated) will be more susceptible to change than the
nurses, and (3) the amount of previous training will be
inversely related to change.

An additional feature of this study was the evalua-

tion of a subjective change measure. It was expected

that change in knowledge and attitudes--as indexed by the
subjective change instrument--would correlate with the
more traditional measures of change afforded by the quasi-

experimental design.
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Subjects

The participants in this study were employees of 10
nursing homes in Michigan's Clinton-Eaton-Ingham county
area. These employees were registered nurses (RNs),
licensed practical nurses (LPNs), nurses aids (aides),
dietary staff, and housekeeping staff. All employees of
the 10 homes were asked and encouraged to participate in
the pre-, post- and follow-up tests. A subset of these
employees were encouraged or selected to attend the train-
ing sessions, with greater emphasis placed on the attend-
ance of the nursing staff (Rns, LPNs, and aides).

Employees were paid for their attendance by the nurs-
ing homes. The level of pay was their normal hourly rate.
The pay scale has little variance across homes for simi-
lar jobs (i.e., the salary for an RN charge nurse was
similar across homes, as was that of aides and other job
categories).

The training level of the professional nursing staff
(RNs and LPNs) as well as the ratio of nurses and aides
to patients is regulated by state law. Therefore, staff
makeup tended to be similar across sites. There were few

instances where a nursing home exceeded the guidelines and

29
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even fewer cases in which staff was substandard as such a
condition would be a violation of state law (P.A. 493,
1978).

The 10 nursing homes included in the study were
selected from a pool of 16 nursing homes in the tri-county
area. These 10 homes were chosen because of their
expressed willingness to participate in the project and
because they met the requirements of a research design
based on random assignment from matched pairs. The moti-
vation for the nursing homes to participate was enhanced
by a state law requiring that they have contact with a
local mental health agency and by a National Institute
for Mental Health grant which would help to provide the
service without cost to the homes.

Of the 560 nursing home workers who participated in
any part of this study, only 105 people (88 experimental
and 17 control) completed both pretest and posttest

measures.

Nursing Homes

The 10 nursing homes chosen for the study ranged in
size from 35 beds to 257 beds. Six of the homes were in
urban environments. The other four homes were in rural
areas. Four of these homes provided only basic nursing
care. The other six homes provided both basic and skilled

nursing care.
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The amount of time that staff members had worked in
the nursing homes ranged from as little as one month to
as much as 30 years with a mean of 45 months. The mean
formal education of the nursing home workers was about 13
years. These data are presented in more detail in the

next chapter.

Project Staff

There were four people on the project staff. Three
of those people served as consultants and provided the
training and consultation to the nursing home. The
fourth person, the evaluator, accompanied the consul-
tants to the nursing homes, explained the project, and
was responsible for data collection. All four members
of the staff were employees of the Tri-County Mental
Health Board funded by the National Institute for Mental
Health Consultation and Education Grant (Kriauciunas,
1979).

The original plan for the project called for only
two consultants. The third consultant was brought into
the project to consult with only one of the homes. All
three consultants were masters level therapists employed

by the Tri-County Mental Health Board.

Procedure
The 10 homes in the study were sorted into pairs

that were comparable on as many of the following variables
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as was possible: (1) size-capacity of the home, (2) num-
ber of previous training sessions, (3) number of previous
case consultations, (4) urban vs. rural, (5) skilled vs.
basic care, and (6) consultant providing the training.
After matching, one home from each pair was assigned ran-
domly to receive training during Phase I. Homes selected
for Phase I training constituted the treatment group. The
remaining homes--the remaining one from each pair--con-
stituted a waiting list control group. Each nursing home
was then visited by the evaluator and a consultant to
explain the project and solicit participation. A seven-
week training schedule was negotiated with the nursing
home personnel which included three-hour sessions one day
a week. Each instructional portion was one and one-half
hours. The remaining one and one-half hour was used for
questions or case consultations.

The training package (Appendix G) was outlined and
discussed with the nursing home personnel during the
visit of the evaluator and the consultant. The training

outline was the same for all homes in the study.

Data Collection

Prior to the commencement of the Phase I training,
attitude and knowledge measures were administered to both
the treatment and control groups. The attitude and knowl-

edge surveys were administered to nursing home staff
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primarily through the in-service director of the nursing
home, who in all cases was a nurse in a supervisory
capacity. Support for the completion and collection of
surveys was given by the nursing home administrators,
directors of nursing, and social service designees. The
evaluator, who took on the responsibility of gathering
the data, made several visits to each of the homes. Col-
lection of the pretest attitude and knowledge measure
ended when the training in a nursing home began, or in
the case of controls when training in its corresponding
experimental group home had begun.

Nursing home staff who had received training were
given a subjective change instrument at the conclusion
of the final training session. Subjective change instru-
ments for supervisors who had not been involved in train-
ing were distributed concurrently with the subjective
change instruments for those trained. The in-service
directors of the homes distributed the posttest attitudes
and knowledge instruments to all nursing home staff. Com-
pleted instruments were to be returned to the in-service
director of each home. The completion of the instruments
by staff was voluntary, although the nursing homes had a
contractual obligation to help with the evaluation pro-
cedures.

The compliance of staff with data collection was

contingent on several factors which could not be
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controlled by the evaluator. The in-service directors
were nursing supervisors and therefore exerted some
influence on nursing staff, but this was related to their
rapport with their staffs, and was dependent on the degree
of project support among the administrators of the vari-
ous homes. 1In certain instances, the in-service director
may have delegated part of the data collection responsi-
bility to the social service designee who was not a nurse
or supervisor and typically did not have as much influ-
ence with the staff.

Although the evaluator gave careful and persistent
attention to all phases of data collection, the loose
structure imposed on the project by many of the homes
allowed a number of individuals to by-pass the procedures
at each phase. Analyses of some of the attrition related

biases are presented in the next chapter.

Design

The evaluation study design is presented (a 14
Campbell & Stanley, 1963) in Figure 1. For the experi-
mental group, the treatment occurred between measurement
Waves I and II. The "waiting list" control group received
the same treatment later. However, the serious loss of
participants throughout the study precluded any reasonable
analyses of the Wave III attitude and knowledge measures.

With this design, it is possible to evaluate the treatment
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in a true experiment by comparing both groups at Wave

II.
Measurement Waves
I II III1
Experimental _— _— —_—
Oa T Oab t Oa
Waiting List
Control Oa Oa T Oab

Figure 1. Evaluation design for Nursing Home Project.

In Figure 1 those measurements subscriped with an
"a" include attitude measures and knowledge items. Those

with a "b" subscript included the subjective change instru-

ment. As the subjective change items are treatment spe-

cific, they were given only after the treatment is imple-
mented.

The capital "T" is considered treatment as described
in Appendix G, the lowercase "t" was included to indicate
that some contact with the consultants may have occurred
in some of the control group homes during the experimental
treatment period. 1In particular, emergency and informa-
tion seeking calls were received from some control group
homes. Ethical considerations would not allow an abso-
lute no treatment control group; however, all efforts were

made to keep these contacts to a minimum.
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The appropriate unit of analysis for this design is
at home level as initial assignment was at the home level.
Given that there are many workers and too few homes, the
analyses had to be performed at the individual worker
level. This, of course, is not true random assignment.
Consequently, analyses were performed to check for initial
group equivalence on pretest measures. Statistical
adjustments were made where necessary.

Nursing home staffs historically have large and rapid
turnover. Therefore, there may have been differences
between the staff who left and those who remained. Ran-
dom assignment cannot always correct for this, nor does
this design represent a true random assignment. In the
next chapter, the first analysis explored whether the
employees leaving and those remaining in control or
experimental groups differed on the critical study

measures.

Instruments

The design of the study required that participant
response be linked across time. At the same time, con-
fidentiality was promised to all participants. An acronym
was devised and placed on the data collection face sheet
(Appendix A) to help to identify individuals across time
while preserving confidentiality. The face sheet also

asked for the respondent's length of employment in the
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current nursing home and the length of employment in all
nursing homes, years of education, number of prior train-
ing sessions attended on the elderly, and, specifically,
attendance at previous training sessions given by the
current nursing home project or its predecessor, St.
Lawrence Older Adult Services.

The face sheet accompanied an 87-item (Appendix B)
attitude measure constructed from several different
scales and a 22-item knowledge test (Appendix C) drawn
from the subject material of the training sessions. A

subjective change instrument (Appendix E) was adminis-

tered at the conclusion of the training. A more detailed

discussion of these instruments follows.

Attitude survey. The attitude survey consisted of

several scales or parts of scales that were presented with
a 5-point Likert Scale response format. The five points
were (1) strongly agree, (2) agree, (3) neutral, (4) dis-
agree, and (5) strongly disagree.

Thirteen of the 87 items were taken from Nunnally's
(1961) Information Questionnaire which, originally con-
sisted of 60 items. Nunnally believed these items were a
measure of public opinion or attitudes toward mental
health. Nunnally's 60-item instrument was a distillation
of the results of a factor analysis of 240 items which

revealed 10 orthogonal information factors.



38

Twenty of the 87 items were taken from the Collett-
Lester Fear of Death Scale (Collett-Lester, 1974). The
Collett-Lester scale is a 36-item instrument tapping four
dimensions of fear of death: (1) death of self, (2) death
of others, (3) dying of self, and (4) dying of others.
Each dimension of this instrument has negatively and posi-
tively scored items. Five items were taken from each of
the four dimensions for inclusion in the 87-item attitude
measure. Several studies have been published by Lester
and his associate using the scale (Collett & Lester, 1969;
Lester, 1969, 1970a, 1970b, 1970c, 1971a, 1971b, 1973;
Lester & Lester, 1970; Lester & Collett, 1970; Ford,
Alexander, & Lester, 1971; Alexander & Lester, 1972;
Lester, Getty, & Kneise, 1974).

The majority of the remaining items in the attitude
survey were taken from a report of a previous study using
the same population. The York attitude survey consisted
of a 6-scale, 49-item instrument designed especially for
nursing home staff and administered to five nursing homes
in the tri-county area. The York scales are presented in
greater detail below:

l. Activities--The scale contains 12 items and is
intended to measure attitudes toward the use of activities
for nursing home patients. Internal consistency was

reported by York (1974) to be .78.
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2. staff Attitudes Toward Patient Care (Staff-
Resident)--The scale contains nine items and assesses the
opinion of the staff members regarding the care of the
patients. The scale asked about one's own role, as
well as those of co-workers in general. Internal consis-
tency was reported at .62.

3. Intra-Staff Relationships (Staff-Staff Attitude)
--This 7-item scale concerned the staff's perception of
their interactions and their influence in impacting change
in their work environment. Internal consistency was
reported to be .61.

4. Attitudes Toward Elderly Patients--This 8-item
scale was intended to measure staff's general attitude
about elderly people (residents of their nursing home or
otherwise). Internal consistency was .59.

5. Job Satisfaction--This 4-item scale was intended
to measure participants' overall attitudes about their
jobs, including feelings about the work load and their
intentions about remaining on the job. Internal consis-
tency was .57.

As job satisfaction was an important construct in
the present study, five additional items, taken from a
morale survey (Spates, 1980), were included to bolster
the York scale.

6. Attitudes Toward the Nursing Home (Attitudes

Toward Organization)--The 8-item scale concerned the staff
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members' perceptions of policies and administration of

the nursing homes.

Knowledge survey. A 22-item knowledge questionnaire

(Appendix C) consisting of five true-false questions and
17 multiple choice questions was constructed from the

information included in the training session.

Subjective change instrument. A 32-item adaptation

of the subjective change instrument similar to the one
constructed and used by the author in a Greater Lansing
Urban League pilot study was developed from the infor-
mation contained in the 7-week training session. Each
question has a "before" and "now" component on which
subjects are asked to rate their perceptions pre-post
treatment differences. The range of choices number from
1 to 10, with 1 being no knowledge or ability and 10
being expert level. The respondents were asked to rate
where they were "before" the training (in retrospect) and

to rate where they are "now," after the training.

A second form of the subjective change instrument was
constructed in which first person singular pronouns were
changed to third person plural pronouns, otherwise, the
guestionnaire remained the same. This version was used
by supervisors and support staff to rate staff who

received training. The purpose of this second version

was to assess whether the staffs' perceptions of change
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has been translated into behavior that supervisors and/

or support staff could observe.

Reduction of Measures

The 87-item attitude survey and the 22 knowledge item
survey was factor analyzed after the pretest administra-
tion. Confirmatory factor analysis (Hunter & Gerbing,
1979) was used to partition the items into meaningful
clusters (scales). Initial subscales were comprised by
grouping items according to their scales of origin and
combining items where it was conceptually plausible. 1In
general, the internal consistencies of these initial
scales were low. The confirmatory factor analysis was
repeated several times before a satisfactory set of
scales emerged. A combination of theoretical and empiri-
cal decisions resulted in new scales. To be included in
the new subscales an item had to satisfy both the theor-
etical and the empirical criteria; no item was included
if there was a high correlation but no conceptual fit with
the subscale. The resultant attitude measure was a five
subscale 48-item instrument (Appendix D). The knowledge
survey was reduced to 17 items, although all 22 items

appeared on the final instrument.

Attitude scales. The five attitudes were reduced as

discussed below:
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l. Fear of Death/Dying--The first subscale was an
ll-item distilization of the four (Appendix D) Collett-
Lester Fear of Death (1974) subscales into one Fear of
Death/Dying measure with a coefficient alpha of .79.

High scores were considered to be a measure of a greater
fear of death.

2. Attitudes Toward the Mentally Il1l1--The 10
Nunnally (1961) scales were reduced into one 8-item Atti-
tudes Toward the Mentally Ill measure (Appendix D) with
a coefficient alpha of 71. High scores were considered
a measure of more positive attitudes toward the mentally
ill.

3. Attitudes Toward Patients/Nursing Homes--A com-
posite of several scales, York's (1974) (Appendix D),
Staff Attitudes Toward Patient Care (Staff-Resident),
Attitudes Toward the Nursing Home (Attitudes Toward
Organization) and Collett-Lester (1974) dying of others
were combined to form a 6-item measure with a coefficient
alpha of 66. High scores were considered a measure of
more positive attitudes toward patients and/or nursing
home.

4. Attitudes Toward Activities--The York (1974)
activities subscale remained a subscale (Appendix D).
Although some of the items were dropped, the four remain-
ing items all originated from the York activities sub-

scales and had a coefficient alpha of 71. High scores
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were considered a measure of more positive attitudes
toward activities.

5. Job satisfaction--Items from the York (1934) job
satisfaction, staff attitudes toward patient care (Appen-
dix D) (staff-resident), intra-staff relationships (staff-
staff attitude), attitude toward the nursing home (atti-
tude toward organization) were combined with job
satisfaction items from the Spates (1980) moral survey
to form a 13-item job satisfaction instrument with a
coefficient alpha of 8l1. High scores were considered a

measure of more satisfaction with one's job.

Knowledge survey. Eighteen of the 22 items in the

knowledge survey were found to be a single scale with a

KR of 81.

20

Subjective change. The subjective change item scores

were converted into now-before item differences. It was
clear that one factor (subjective change full scale)
accounted for most of the variance--Alpha = .97. However,
the possibility that subjective change in either knowledge
or attitudes would be more specifically associated with
pre-post change on the other measures necessitated a
further reduction of these data. A Subjective Change:
Attitude measure (Items 22, 23, 24, 29, 30, 31, and 32,
Appendix E; Alpha = .92) and a subjective change:knowledge

measure (Items 1, 2, 3, 4, 13, 17, 18, 19, 20, and 21;
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Alpha = .93) were also identified. The correlations
between the attitude subset, the knowledge subset and the
full scale were .88 and .95, respectively, with no cor-
rections. The correlation between Subjective Change:
Attitudes and Subjective Change:Knowledge was .74. 1In
order to provide a reasonable test of the subjective
change methodology, all three scales were retained in
the analyses. However, the purpose in keeping the two
subsets was to assure better specificity of any findings.
It is important to note that each of these subjective
change scales is the mean "now" minus "before" differ-

ence across the relevant items.



RESULTS

Incomplete Data

The sample size deviated considerably from the pre-
treatment number in both treatment and waiting list con-
trol groups. A number of individual subjects were lost
as was one entire nursing home. These cases cannot be
included in the outcome analyses. In fact, the staff of
the one home that dropped out of the study did provide
some pretest data. However, as there were no posttest
data on any measures from this home, an a priori decision
was made not to include their pretest data in any analy-
ses. In some of the remaining homes, there were too few
participants for a meaningful analysis at the home level.
All data were analyzed at the individual level, though
home level analysis would have been more appropriate for
a true experiment. As randomization was at the home level
and not at the individual level, an analysis was performed

to test for initial group differences.

Attrition Analysis

The experimental and control groups were tested for
differences in attrition across groups on the pretest

measures. A two-way ANOVA group (experimental vs.

45
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control) by attrition (lost vs. kept) was executed to
determine whether people who were lost from the study
were different from those who remained.

If participants who are lost were characteristically
different from those kept there would be a threat to
external validity (Jurs & Glass, 1971). Any results
would then be limited in the degree they were generaliz-
able to other populations. The external validity problem
is illustrated by the main effect of attrition in the
two-way ANOVA.

If participants who were lost in one group were
characteristically different from those lost in the other
group, there would be a threat to internal validity (Jurs
& Glass, 1971). A selection bias could then exist, which
could suppress any true results, or show false positive
results. The internal validity problem is illustrated by
the interaction effect of group (experimental vs. con-
trol) and attrition in the two-way ANOVA.

Attrition was defined as having a pretest score and
not having a posttest score. Individuals who had both
a pretest and a posttest score were not considered
attrited. These definitions of attrition status held for
both experimental and control groups.

A series of two-by-two ANOVAs, group (experimental

vs. control) by attrition (lost vs. kept) were conducted
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on each of the pretest measures. Table 1 contains the
results of these analyses.

The main effect of attrition on the fear of death
subscale did not reach significance, but there was sig-
nificance on the interaction of group by attrition status
(p < .05). An exploration of the group means indicates
that the individuals in the control group who were kept
in the study had more fear of death/dying than those
lost in either group, or those kept in the experimental
group.

The main effect of attrition was not significant on
the attitudes toward the mentally ill subscale, nor was
there significance on the group by attrition status inter-
action.

There was a main effect of attrition on the attitudes
toward patients/nursing home measure (p < .03). An exam-
ination of the means revealed an interesting and baffling
finding -- those who remained in the study had less posi-
tive attitudes toward patient/nursing homes than those
who left. The group by attrition status interaction was
also significant (p < .025). The means of the group
indicated that those control (participants) who remained
in the study had less positive attitudes toward patients/

nursing homes than the other three groups.
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The main effect of attrition status on the activities
measure was not significant nor was the group by attri-
tion status interaction.

There was no main effect of attrition status on the
job satisfaction subscale, nor was there a group by attri-
tion status interaction.

The main effect of attrition was found to be sig-
nificant (p < .04) on the knowledge scale. Examining the
means, those who were lost did not appear as knowledgeable
as those who remained. This limits the generalizability
of any treatment related findings on this measure. The
group by attrition interaction on knowledge was not sig-

nificant.

Initial Equivalence

Initial equivalence by experimental and control groups
on all pretest measures would counteract to some extent
the faults in the design given problems encountered in
randomization. Random assignment was at the home level,
but due to the small number of homes, the data were
analyzed at the individual level. Even if it were pos-
sible to perform the analysis at the home level, there
could be differences in the composition of different
nursing home staffs on critical measures. Attempts were
made to match these homes, but with the small number of

homes, the matching fell well short of perfection.
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Attrition of both nursing homes and staff of nursing homes
also added to the deterioration of the random assignment.
Multiple design problems presented above necessitated a
check on group equivalence. Even without these problems,
it was proper to check the pretest measures for group
differences.

All participants in control and experimental groups
(with the exception of one home noted above) who completed
the pretest measures were included in these analyses.

A one-way ANOVA (experimental group vs. control
group) was executed on each of the pretest measures. The
results of these analyses are presented in Table 2. Three
of the attitude measures (attitudes toward mental illness,
activities and job satisfaction) and the knowledge scales
were not found to be significantly different between
groups. The groups differed on the fear of death measure
(p < .04). The individuals assigned to the control group
had significantly more fear of death than those assigned
to the experimental group.

A between group difference was found also on the
attitudes toward patients/nursing homes measure (p < .02).
Individuals assigned to the control group were found to
have less positive attitudes toward patients/nursing
homes than those assigned to the experimental group.

Thus, for two of the measures, biases appear to exist

which could alter the outcomes in the absence of



51

Table 2. Summary of Initial Equivalence Analyses

Experimental Control

Variable — — F P<
X N X N

Fear of Death 2.95 (88) 3.15 (17) 4.60 .04
Attitudes Toward
Mental Illness 3.06 (87) 3.01 (17) .17 NS
Attitudes Toward
Patients/Nurs-
ing Homes 2.13 (88) 1.92 (17) 6.23 .02
Activities 2.89 (88) 2.51 (17) 3.90 NS
Job
Satisfaction 2.62 (88) 2.64 (17) .04 NS
Knowledge 14.05 (88) 14.06 (16) 0 NS
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appropriate corrections. The randomization which should
have insured equivalence was only at the home level, so
the individual assignment for treatment or control was
not random. Any benefit of randomization probably dissi-
pated with the attrition of participants. Randomization
is a tool to aid in equivalence, but cannot insure it.
Other procedures to correct for inequality must be

employed when randomization fails.

Initial equivalence of homes. Six nursing homes

were included in analysis of equivalence of homes. Three
homes were not included in these comparison by homes due
to the small number of respondents in these homes. How-
ever, participants in these three homes were included in
other analyses. Two statistics were used to compare

home means. The comparison was made for all six (five
attitude, one knowledge) measures. The statistics used
were the Newman-Kuels tests following a one-way ANOVA on
each measure. The results of these analyses are shown in
Table 3.

The ANOVA indicated significant differences among
nursing homes on fear of death (p < .001) and attitudes
toward activities (p < .003). The Newman Kuels test was
employed to further investigate the differences found in

these ANOVAs.
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Comparison on the fear of death subscale indicate
that home 10 was high on fear of death and significantly
higher than homes six and eight (p < .05). Homes three,
five, and nine were in the relative middle range of fear
of death and as such were comparable to home 10 as well
as homes six and eight.

On the attitudes toward activities, home nine was
significantly higher or had significantly more positive
attitudes toward activities than homes three, five, six,
and 10 (p < .05). Home eight was in the relative middle
range of attitudes toward activities and as such was
comparable to home nine as well as homes three, five, six,

and 10.

Initial equivalence on demographics. An investiga-

tion was undertaken to determine whether experimental and
control participants differed in: (1) the amount of
time employed in the present nursing home, (2) the amount
of time employed in all nursing homes, (3) education, and
(4) age. A one-way ANOVA was performed to investigate
difference in control and experimental groups on the
above demographics. No significant differences were
found between groups on any of the demographics. The
results of these analyses may be found in Table 4.

Table 5 contains a cross tabulation of experimental

and control participants by whether or not they had
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Table 4.--Summary of Initial Equivalence on Demographics

Experimental Control

Variable — — F P
X N X N

Time in this
N. Home 46.19 (88) 43.00 (17) .06 N.S.
Time in All
N. Home 58.05 (87) 52.94 (17) .11 N.S.
Highest Grade
Completed 12.7 (88) 13.65 (17) 2.91 N.S.
Age 33.95 (85) 32.59 (17) .14 N.S.

Table 5.--Initial Equivalence of Previous Training

No Previous Training Previous Training
Experimental 67.5% (56) 32.5% (27)
Control 56.3% (9) 43.8% (7)
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received previous training similar to that offered during
the course of the project.

No significant difference was observed between
experimental and control groups which had received prior
training and those which had received no training. For
this analysis, previous training was defined as having
any training by Tri-County Community Mental Health or
St. Lawrence. No previous training was defined as having
no training sessions by Tri-County Community Mental Health
or St. Lawrence. This dicotomy, training or no training,
was decided upon because there was great variance within
individuals as to the number of previous sessions they
reported having had attended, across time. That is,
there were logical inconsistencies in these data. For
example, a person might have reported five previous ses-
sions at pretest and only two sessions at posttest. Zero
session, however, remained somewhat constant across time.

The reports of number of previous training sessions
attended other than tri-County Community Mental Health
or St. Lawrence, had many inconsistencies regardless of

transformation. Therefore, these data were discarded.

Primary Outcome Analyses

Attitudes and Knowledge

Outcome analyses included data from all subjects in

experimental and control groups who completed both pretest
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and posttest attitude and knowledge measures. The
unit of analysis as stated earlier was the individual
worker.

An Analysis of Covariance (ANCOVA) strategy was
chosen because of previously discussed group nonequi-
valence problems. Problems with initial nonequivalence
of groups at both the home and individual level require
adjustment in order for the outcome to be a valid
reflection of the treatment. Consequently, each pretest
measure was used as a covariate in the analysis of the
corresponding posttest measure. In addition, as pre-
sented by Reichardt (1979) the covariate by treatment
interaction was included in the model to adjust for
between group differences in pre-post regression prior to
assessing the treatment effect.

The outcome analysis, which is presented in Table 6,
failed to yield significant difference on any of the six
subscales. There does not appear to be change in the
experimental group which is significantly different from
the control group though overall there seemed to be posi-
tive change in both groups on a few of the measures.

The sampling problems discussed above suggested
that the ANCOVA strategy was best suited for the data
analysis. .However, to see if change would have been
noticeable if the corrections had not been made, a

repeated measure ANOVA on all six measures was also
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Table 6. Summary of Outcome Analyses with Covariates
Experimental Control

Variable — — F P<

X* (N) X* (N)

Fear of Death 2.99 (88) 2.97 (17) .09 N.S.

Attitudes Toward

the Mentally Ill 3.10 (87) 3.02 (17) .95 N.S.

Attitudes Toward

Patients/Nurs-

ing Home 2.24 (88) 2.24 (17) .00 N.S.

Attitude Toward

Activities 2.68 (88) 2.56 (17) .42 N.S.

Job

Satisfaction 2.60 (88) 2.60 (17) .00 N.S.

Knowledge 14.65 (88) 14.30 (16) .33 N.S.

*Means are covariate

adjusted.
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performed. The results of these analyses are not pre-
sented. However, the expected group by time interaction
also failed to reach significance in these parallel
analyses. It appears that significant change in the
experimental group did not surface even without the
adjustment for pre-existing differences.

The experimental group composition was examined more
closely. 1Individuals were considered in the experimental
group if they worked in a home that received treatment
whether they received no, a little, a lot or unknown
treatment, as indexed by the number of sessions they
reported attending. It was decided to look closer at
these subgroups as the true target of the evaluation
was the "effect" of treatment and not that of group
assignment. The participants who did not answer the
question of the number of current training sessions were
eliminated from the following analysis. The new groups
were (1) control group, which was unchanged; (2) experi-
mental group members who received no treatment; (3)
experimental group members who received some or a little
of the training; (4) experimental group members who
received most or all of the training. Those experimental
group members who reported not to have attended any
training sessions were entered into the experimental "no

treatment" group. The "little training" group were those
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experimental group members who reported attending four

or fewer, but at least one session. The "most or all"
training group were those experimental group members who
reported attending five or more out of seven sessions.
Prior to training it had been decided to award certifi-
cates to staff who attended five or more sessions. Table
7 contains the counts for each of these groups along with
a summary of the results of these analyses.

The ANCOVA strategy was again used to correct for
the pretest differences. The ANCOVA was performed on all
six measures with the new four group composition. The
analysis of change differences in the new groups did not
uncover any significant differences. The high treatment
group was not significantly different than the other

three groups.

Subjective Change

Subjective change of those trained. 1Individuals

included in the analysis of staff's subjective change
were those 57 people who returned pre- and post-attitude
and knowledge instruments, as well as a subjective change
instrument. Individuals who did not receive treatment
would not have completed a subjective change instrument,
so this was a one-group analysis. The individuals' sub-
jective change reports were compared with themselves, or

rather with their pre-post changes in attitudes and
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knowledge. The primary concern of these analyses was to
investigate the predictive power of the subjective change
concept.

Two methods of validating the subjective change
instrument were employed. The first method was rather
straight forward and involved simply subtracting the pre- F

test scores from the posttest scores to obtain an esti-

T

mate of the amount of change on each of the attitude and

knowledge measures. The amount of change or difference

&

scores for each measure were then correlated with the
three subjective change measures. As discussed pre-
viously, the three subjective change measures were the
mean "now" minus "before" differences on the full-scale
(32 items), subjective change:attitudes (7 items, reflect-
ing a perceived change in opinion); and subjective change:
knowledge (10 items reflecting a perceived gain--or loss
--in information as a result of the treatment.

Pearson correlations (presented in Table 8) indicated
that the subjective change:knowledge scale was the best
predictor of pre-post difference. The subjective change
full scale appeared to have some predictive power, but
this may have been due to its overlap with knowledge.

That is, subjective change full scale contains both of
the other subscales. There were no significant correla-

tions with subjective change attitudes. Thus, the
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Table 8. Summary of Correlations of Subjective Change
Scores and Attitudes and Knowledge Difference

Scores
Subjective Subjective Subjective
Change Change Change +
Variable Attitudes Knowledge Full Scale
r N r N r N
Fear of Death .14 (54) .18 (55) .16 (55)
Attitudes Toward
the Mentally I1l1 .02 (53) .02 (54) .02 (54)
Attitudes Toward
Patients/Nursing
Homes .14  (54) .24* (55) .23* (55)
Attitudes Toward
Activities .09 (54) .25*% (55) .22 (55)
Job
Satisfaction .14 (54) .44%**%* (55) .35*%* (55)
Knowledge -.09 (54) .21 (55) .16 (55)
*p < .05
**p < .01
***p < ,001

+Subjective Change Full Scale contains Subjective
Change Attitudes and Subjective Change Knowledge as well
as other less specific items.

T
=
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predictive power of the full scale may be accounted for
by subjective change:knowledge. The subjective change:
knowledge subscale was significantly correlated with
attitudes toward patients/nursing home, attitudes toward
activities and job satisfaction. The full scale sub-

jective change instrument was significantly correlated

Qs

with attitudes toward patients/nursing homes and job
satisfaction. The subjective change instrument, espe-

cially its knowledge portion, appear to be reasonably

134

valid in that it measured change in the same way that
three of the more traditional attitude measures did;
that is, to the degree there was any change.

A second way of conceptualizing change is to look
at the residual of the posttest score after controlling
for the pretest score. Each pretest score was partialed
out and anything left in the posttest score was either
change or error. These results are contained in Table 9.
This method revealed results somewhat similar to those
obtained with the difference score method with the
exception that the residual method was somewhat more
conservative. The subjective change:knowledge still
appeared to be accounting for the predictive power of the
full scale. The subjective change knowledge is signifi-
cantly correlated with attitudes toward patients/nursing

homes and job satisfaction residuals as it was using the
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Table 9. Summary of Partial Correlations of Subjective
Change and Attitude and Knowledge Scores
Residuals

Subjective Subjective Subjective

. Change Change Change +
Variable Attitudes Knowledge Full Scale
r N r N r N

Fear of Death -.17 (50) -.02 (50) -.01 (50)
Attitudes Toward
the Mentally Il1l -.13 (50) -.17 (50) -.17 (50)
Attitudes Toward
Patients/Nursing
Home .08 (50) .30* (50) .26* (50)
Attitudes Toward
Activities -.04 (50) .19  (50) .16 (50)
Job
Satisfaction -.06 (50) .30* (50) .21 (50)
Knowledge -.20 (50) .16 (50) .10 (50)

*p < .05

.1.

Subjective Change:Full Scale contains Subjective
Change:Attitudes and Subjective Change:Knowledge as well
as 15 other items.
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difference method. The correlation of subjective change
knowledge and attitudes toward activities did not reach
significance as it did in the difference method, but it
was "marginally" significant (p < .09). The subjective
change full scale was significantly correlated with atti-
tudes toward patients/nursing home resident as with the
difference method. The job satisfaction partial correla-
tion did not reach significance as it did in the previous
method, but was marginal (p < .07). Both methods vali-
date to a degree the predictive power of the subjective
change instrument, especially the knowledge subscale to
account for a significant portion of the change that did

occur.

Subjective change as reported by supervisors.

Supervisors who completed the supervisor subjective change
instrument (which was the supervisors' perceptions of
changes in their staffs) were included in this investiga-
tion. The change perceived by the number of supervisors
responding in a home were averaged and the means were
compared to the confidence intervals of the subjective
change instruments of the staff in that home. The super-
visor means were compared to the confidence intervals of
the staff's subjective change attitudes, subjective change
knowledge and subjective change full scale by home.

Results of these analyses are contained in Table 10.
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The supervisor means of homes three, four, six, and
eight were within the 95% confidence interval on all
three scales. Supervisor means of homes seven and five
were within the staff 95% confidence intervals on sub-
jective change attitudes, and full scale but not sub-
jective change knowledge. The supervisor mean for home
nine was within the 95% confidence level of staff's sub-
jective change knowledge. Only home two did not have
sufficient data to be included in this analysis.

In summary, with some exceptions, the level of change
reported by supervisors was in agreement with the aver-

age perceptions of the staffs.



DISCUSSION

The purpose of this study was twofold: first, to
evaluate the impact of training and consultation given to
nursing home staff; secondly, to validate a subjectve
change methodology. The training was designed to help
nursing home staff deal with the problems associated with
working with the elderly. The impact of this training
was evaluated by obtaining pretest and posttest scores of
selected attitudes and knowledge on experimental and con-
trol groups. The utility of the subjective change method-
ology was tested using the experimental group members
who had received training.

Several problems in the form of lost participants and
inequality of groups seriously hampered the efficacy of
the design. To the extent possible, the initial differ-
ences were corrected by analyses of covariance.

The outcome analyses did not demonstrate a treatment
effect. However, the change that did occur was predicted
by the subjective change instrument. The subjective

change instrument may have future usefulness in evaluating

69
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this type of study, however, much more study of the

instrument's limitations are needed.

Incomplete Data

Well over half of the subjects were lost between
pretest and posttest. A number of factors could be
operating which caused this to happen. First, many
respondents were observed speaking of having completed
the survey once and did not want to or see the need to
do so again. 1In spite of explanations, there appeared
to be a lack of understanding for the need of repeated
measures on the same people.

Some respondents seemed to feel that they would
answer the questions the same way as they did before,
so there was no need to respond again. Others felt that
since they had participated in the pretest, they had done
their fair share and someone else should participate in
the posttest. Still others believed that only one
response was desired and that the posttest had been given
to them mistakenly. Another set of staff in the experi-
mental group thought the posttest was only to be completed
if they had been involved in the training sessions. These
misconceptions were resistant to change.

A second reason for noncompliance was turnover, both
among staff and supervisors. The high turnover in staff

was anticipated as this problem was discussed by York
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(1974). The high amount of turnover in the top three
management positions (administrator, director of nurses,
and inservice director) was not anticipated. Therefore,
the people who had responded to the pretest in some cases
were no longer employed by the nursing homes at the time
of the posttest. However, the greatest amount of vari-
ability of success across homes probably was attributable
to the different individuals responsible for facilitating
data collection in each of the homes. In some cases this
person was different from pretest to posttest. The new
person may not have had time to establish the necessary
rapport with the staff in order to influence them to par-
ticipate in the evaluation project. The new persons may
not have been as committed or had as good an understanding
of the project as his/her predecessor.

A third reason for noncompliance might have been
labor/management problems. Three of the homes in the
study were owned by the same corporation. This corpora-
tion was acquired by a larger corporation during the
course of the study. The administrative and policy
changes that accompanied the acquisition of the three
nursing homes were not popular with the staff. A fourth
nursing home was undergoing union organizing efforts which
in its initial stages was somewhat anti-management.

A fourth reason given was displeasure with some

aspect of the training program. Some respondents chose to
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handle this discomfort through noncompliance, rather than

expressing this displeasure via the survey.

Attrition Bias

In looking at the differences across variables of
those group members who were attrited and those who
remained, some interesting points emerge. The most baff-
ling is why those that remained in the study had less
positive attitudes.on, of all things, attitudes toward
patients/nursing home. The interaction indicated that
the control group members who remained appeared to be
accounting for most of this variance. Why would those
who felt least positive about the nursing home or patients
in the nursing home remain in the project? It may be
that they saw the project as a way to improve the situa-
tion that caused them to feel negative. This explanation
does not account for the interaction. However, the con-
trols were promised, and after the study did receive, the
training program. Consequently, both groups who remained
(experimental and control) may have viewed the training
program as a way of changing the situation which made them
feel less positive toward patients/nursing homes or per-
haps they viewed the training as an opportunity to
release the frustration or dislike they felt toward the

patients/nursing home.
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The control group members who remained had more fear
of death than the other three groups. It is interesting
to observe that this group (controls remaining) also were
those who had less positive feelings toward patients/nurs-
ing homes. It is plausible that their fear of death
could be interacting with their attitudes toward patients/
nursing homes. If one is fearful of death, then working
in a place where so much death occurs (Ingram & Barry,
1977) , might influence one's attitude about that place
and its patients. This assertion must be viewed somewhat
cautiously however, as the correlation between the two
scales (fear of death and attitudes toward patients/
nursihg homes) was not statistically significant.

Those who remained in the study were more knowledge-
able than those who left. The supposition that those who
had more knowledge were interested in gaining additional

knowledge is not untenable.

Initial Equivalence

The finding of the initial equivalence analysis sug-
gests that individuals assigned to the control group had
more fear of death and had less positive attitudes toward
patients/nursing homes.

These results cast doubt on the internal validity of
the study, and seriously constrain the interpretation of

the outcome analysis.
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Initial equivalence on demographics. No significant

differences were observed between groups on any of the
demographics investigated. Thus, it would be hard to
argue that the initial group attitude differences resulted
from differences in time employed in nursing homes, edu-

cation, age, or previous training.

Initial equivalence of homes. On both the fear of

death and attitudes toward activities measures there was
one home that was significantly (a different home in each
case) different than two or four others respectively.
Otherwise, the homes appeared not to differ on all meas-

ures.

Primary Outcome Analysis

Attitudes and Knowledge

The experimental group members did not differ sig-
nificantly from control group members at the posttest on
any of the six measures adjusted by pretest scores. The
analysis of covariance strategy was applied to correct
for differences between groups (experimental and control).
The repeated measures analysis of variance also did not
yield significant differences between groups. No treat-
ment effects emerged in any analysis.

The experimental group composition was reviewed and

stratified by high treatment, low treatment, and no



75

treatment. Analysis of covariance on this four group non-
experimental design showed no group differences. If any
treatment related differences did occur, one would expect

to see them in this analysis.

Subjective change. The components of subjective

change instrument significantly correlated with change

in some attitude and knowledge measures. The subjective
change knowledge subset of the subjective change instru-
ment appeared to account for the bulk of this relation-
ship. The subjective change instrument has the flexibil-
ity to be adapted to the service being provided and there-
fore be more specific to the targeted treatment effect.
The subjective change knowledge subset of items were more
treatment specific than were the other subjective change
items. The intended effect of the treatment on attitudes
was to be through education or increased knowledge.

A behavioral, observation component was built into
the subjective change methodology. In most instances,
whatever change was reported by the staff in a given home
did not differ from that observed by supervisors.

These two sets of results in combination suggest that
when change occurred, a portion of it was reflected in the
subjective change score of the staff members and that these

reported changes may have been observable.
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Implications of Findings

As previously stated, the purposes of this study
were: first to evaluate the effectiveness of the nursing
home staff training program of Tri-County Community Mental
Health Board-Nursing Home project; and second, to validate
a method for assessing change as it occurs during commu-
nity mental health training consultation projects.

There was no evidence of treatment induced change.
Obvious reasons for this fall into three categories:

(1) problems that occurred in the execution of this par-
ticular study, one of which was the deterioration of the
design; (2) the need for a different evaluation paradigm
for this type of project, if the problems faced in this
study are more common than unusual; (3) a weak or inappro-
priate treatment.

One might argue that the conditions under which this
study took place were not unlike those that might be
expected in any setting for which such a treatment would
be considered. Those biases that were evident should
have operated in favor of the treatment, to show positive
effects even if these effects were artifactual. However,
such a conclusion does not seem warranted. Enough prob-
lems were encountered in this study to have concealed any
effects that may have occurred. The difficulties brought

about by the loss of homes and individuals within homes,
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inequality of groups and homes, staff and management
turnover, and misconceptions about the program in gen-
eral could all have reduced the evidence of any real
change. The loss of homes, particularly for the control
groups, complicated the inequality picture to the degree
that it became difficult to make any comparisons.

The design problems that occurred in this research
may be common, as suggested by Bergin (1971) and Strupp
and Bergin (1969). Even ignoring the design issue, the
money, expertise, and other resources needed for a reason-
able experimental program evaluation are not always avail-
able in community mental health settings. In either case,
a valid alternative methodology would be valuable. The
subjective change findings of the present study may afford

the beginnings of an answer to this problem.

Implications for Further Research

The subjective change methodology appeared to have
predicted change in this study to the degree that change
occurred. The supervisors did not differ from their staffs
in rating of change within the staff. It appears possi-
ble that there is some validity in the retrospective
ratings. It also appears possible that some change in the
staff's behavior occurred at a level which their super-
visors could observe. In fact, it could be that the

intervention resulted in noticeable beneficial change, but
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the deterioration of the research design obscured the
experimental comparisons. In addition, it is interesting
to note that the traditional-change-related variance in
the overall subjective change instrument was accounted
for primarily by the more treatment-specific knowledge
items.

More investigations with this methodology are needed
before it can be asserted that it is predicting change.
If it is found to be a reasonable predictor, the para-
meters of its predictive power should be specified. It
may be useful for evaluating training programs only or its
utility may be restricted to populations similar to that
of the nursing home staff as that was the scope of its

use in this study.
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FACE SHEET

We would like to thank you in advance for participating in
the Tri-County Community Mental Health Nursing Home Project.
In answering the attached form, we would like you to circle
your answer directly on the sheet.

Information gained from this survey is confidential and the
individual results of any one person will not be disclosed.
To insure this confidentiality, we ask that you DO NOT PUT
YOUR NAME ON THE SURVEY. We would like to be able to iden-
tify the data but not the person, so we are asking for the
following information so we might identify the data.

1. First letter of your last name
(Use Z if unknown)

2. First letter of your father's first name
(Use Z if unknown)

3. First letter of your mother's first name
(Use Z if unknown)

4, Your birth date
(Use 9s if unknown)

5. Length of time you have worked in this nursing home
(If you have worked here several other times,
include this time also)

6. Total length of time you have worked in all nursing
homes

7. Highest grade completed
8. Title of current position

9. Number of previous training sessions you have attended
involving emotional problems of older people

10. Number of training sessions involving emotional prob-
lems of older people you have attended conducted by
Tri-County Community Mental Health or St. Lawrence
Older Adult Services
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12.
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Number of current Tri-County Community Mental Health
Center sessions you have attended (circle one)

0 1 2 3 4 5 6 7

Did you fill out the longer Nursing Home Survey
of Tri-County Community Mental Health?
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Please Circle One
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1. I would avoid death at all costs. 1 2 3 4 5
2. The mentally ill pay little attention
to their personal appearance. 1 2 3 4 5
3. My job really lets me use my skills
and abilities. 1l 2 3 4 5
4. The male residents here don't need
as many activities as the women. 1l 2 3 4 5
5. The activities here are geared toward
the physically able patient. 1 2 3 4 5
6. Activities help older people increase
their feelings of self-worth. 1 2 3 4 5
7. My job interferes with my leisure
activities. 1 2 3 4 5
8. I get irritated or annoyed. 1 2 3 4 5
9. Older people have fewer emotional
problems than younger people. 1 2 3 4 5
10. I would experience a great loss if
someone close to me died. 1 2 3 4 5
11. I would not feel anxious in the
presence of someone I knew was dying. 1 2 3 4 5
12. I am disturbed by the physical
degeneration involved in a slow death. 1l 2 3 4 5
13. Emotional problems do little damage
to the individual. 1 2 3 4 5
14. Mental disorder is not a hopeless
condition. 1l 2 3 4 5
15. Mental disorder is usually brought on
by physical causes. 1 2 3 4 5
16. My job is rewarding. 1 2 3 4 5
17. People here take a personal interest
in each other. 1 2 3 4 5
18. The activities here are mentally
challenging to the residents. 1 2 3 4 5
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Please Circle One
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19. The residents here don't get enough
visitors. 1 2 4 5
20. We need more inservice training. 1 2 3 4 5
21. It is difficult to convince the
staff here to try new things. 1 2 3 4 5
22. I have adequate supervision in my work. 1 2 3 4 5
23. 014 people get so cantankerous that
they can't talk to anyone. 1 2 3 4 5
24. Many of the people here have mental
disorders. 1l 2 3 4 5
25. My present position is a temporary sort
of employment until I find something
better. 1 2 3 4 5
26. Frequently I get so discouraged over the
work situation I think about quitting. 1 2 3 4 S
27. There is not much that can be done for
a person who develops a mental disorder. 1 2 3 4 5
28. Mental health is largely a matter of
trying hard to control the emotions. 1 2 3 4 )
29. My major concern is for the physical
health of my patients. 1 2 3 4 5
30. 1It's easy for patients to find a place
to be by themselves when they wish. 1l 2 3 4 5
31. Volunteers should be an important part
of the program here. 1l 2 3 4 5
32. I would not mind visiting a senile
friend. 1l 2 3 4 5
33. The pain involved in dying frightens me. 1 2 3 4 5
34. I am disturbed by the shortness of life. 1l 2 3 5
35. I would not mind having to identify the
corpse of someone I knew. 1 2 3 4 5
36. I do not think of dead people as having
an existence of some kind. 1 2 3 4 5
37. I would feel uneasy if someone talked

to me about the approaching death of
a common friend.
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38. The residents here need more physical
challenging activities. 1 2 3 4 5
39. You can tell a person who is mentally
ill from his appearance. 1 2 3 4 5
40. People who become mentally ill have
little will power. 1 2 3 4 5
41. When a person is recovering from a
mental illness, it is best not to
discuss the treatment he has had. 1l 2 3 4 5
42. The alert people here should be
separated from the more confused or
disturbed people. 1 2 3 4 5
43. The nursing home is not the appro-
priate place for many of the
people who are here. 1 2 3 4 5
44. The most healthy people should be
separated from the sicker patients. 1 2 3 4 5
45. There is a wide range of activities
available to the residents here. 1 2 3 4 5
46. 014 age is better now than it was
years ago. 1 2 3 4 S
47. 014 people think about their physical
problems most of the time. 1l 2 3 4 5
48. 014 people will compain about the
foot no matter what you give them. 1 2 3 4 5
49. 1 feel overworkerd. 1 2 3 4 5
50. I have the feeling here of being
part of a team. 1 2 3 4 5
51. Not knowing what it feels like to be
dead does not bother me. 1l 2 3 4 5
52. If I had a fatal disease, I would like
to be told. 1 2 3 4 5
53. The idea of never thinking or experi-
encing again after I die does not
bother me. 1 2 3 4 5
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54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

Residents should help in the planning
of activities.

The activity program here is varied
enough to meet the needs of all the
different types of patients here.

Staff doesn't tell the patient enough
about their personal affairs.

I know the families and visitors of
many of the patients here.

Medication is the most useful way to
deal with upset patients.

In our staff meetings we discuss the
individual patient's psychological
and emotional needs.

I never have contact with staff who
work on the other floors or wards.

I am not disturbed by death being
the end of life as I know it.

I would feel anxious if someone who
was dying talked to me about it.

The intellectual degeneration of old
age disturbs me.

I could not accept the finality of
the death of a friend.

It would upset me to have to see
someone who was dead.

The patients here have no motivation
to do anything.

The home is the end of the road for
most people who come here.

I feel that this nursing home is
good enough that I would be com-
fortable placing a relative here.

Many of the skills I use in dealing
with children are useful in dealing
with the old people here.
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70. The nursing staff here should be an
important part of the activity program. 1 2 3 4 5
71. The confused residents don't need
to spend as much time in activities
as the alert ones. 1 2 3 4 5
72. Talking to residents is as important
as physical care. 1 2 3 4 5
73. It is best to leave dying patients
alone. 1 2 3 4 5
74. The staff here can deal with dying
patients appropriately. 1 2 3 4 5
75. The people who work here feel a
commitment to work with the elderly. 1 2 3 4 5
76. Because of staff friction you have to
be careful what you say and how you
act. 1 2 3 4 5
77. If I knew a friend was dying, I would
not know what to say to him/her. 1 2 3 4 5
78. 1 am disturbed by the thought that my
abilities will be limited while I
lie dying. 1 2 3 4 5
79. The patients here are afraid of death. 1 2 3 4 5
80. Activities help older people release
anger and frustrations. 1 2 3 4 5
8l. I spend most of my time with the
patients either bathing, feeding,
or dressing them. 1 2 3 4 5
82. The residents here could learn to
do more things for themselves. 1 2 3 4 5
83. In our staff meetings we discuss
patient treatment or medical matters. 1 2 3 4 5
84. Most of the time psychiatrists have

difficulty in telling whether or not
a patient's mental disorder is
curable.
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N- 85. Physical exhaustion does not lead to
a nervous breakdown. 1 2 3 4 5
N 86. Physical rest will not prevent a
mental disorder. 1 2 3 4 5
Y 87. The activities here encourage social
interactions among the residents. 1 2 3 4 5
Note: Y = York Scales
N = Nunnally Scales

o
]

n
]

Lester Scales

Spates Scales
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(Please Circle One)

1. The majority of people have lost all sexual desires by age:

A. 65

B. 77

C. Not at all
D. 100

2. When a person enters a nursing home depressed, depression is
most likely caused by:

A. A physical disorder

B. Physical abuse

C. A drug overdoes

D. He/she has to face life losses

3. When a person has Organic Brain Syncrome, communications is
facilitated by:

A. Giving several different directions at one time
B. Using hand gestures

C. Focusing on the person's actions

D. All of the above

4. The essential part of validation therapy is:

A. Telling them what day it is .

B. Telling them what you think they want to hear

C. Listening and responding to the person's feelings
D. Both A and B

5. The only effective way to treat depression is with medication:

A. True
B. False

6. In order to deal with our own anger and frustration, it is
important to:

A. Keep feelings in

B. Express feelings only after working hours

C. Evaluate the interaction between ourselves and the older
adults

D. All of the above

7. Synptoms of depression may include:

A. Weight loss
B. Withdrawal

C. Sleep disturbance
D. All of the above
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11.

12.

13.

14.

15.

l6.
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Confusion can be caused by:

A. Side effects of medication
B. Infection

C. Malnutrition and dehydration
D. All of the above

When someone is dying it helps to:

A. Take their lead in how much to discuss with them
B. Provide no information about their condition

C. Keep telling them they are getting better

D. Avoid any sad feelings mentioned

Symptoms of burnout may include:

A. Headaches

B. Depression

C. Don't care attitude
D. All of the above

Organic Brain Syndrome is caused by a personality disorder:

A. True
B. False

Validation therapy can only be used by:

A. Anyone who has received training in validation therapy
B. Physicians

C. Psychiatrists

D. Psychologists, psychiatrists and social workers

Workers in human care services are less likely to develop burnout.

A. True
B. False

Help for avoiding burnout include:

A. Keeping feelings to yourself
B. Hobbies and outside interests
C. Take problems home with you
D. All of the above

It helps to understand our own feelings about our inevitable
death when helping dying people.

A. True
B. False

Essentials of good communication include:

A. Preventing the person from crying
B. Holding the person's hand

C. Good eye contact

D. All of the above
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21.

22.
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In talking to confused older adults it helps to know about:

A. Their medical history

B. Their past accomplishments
C. Their present aspirations
D. All of the above

For the dying patient a nursing home can provide:

A. Freedom from pain
B. Support the family
C. Socialization

D. All of the above

The majority of people over age 80 that have a great number of
social contacts live:

A. With their children

B. In high rise apartment buildings
C. In nursing homes

D. In own home

An ingredient not found in validation therapy is:

A. Exploring free associations

B. Asking "why" questions

C. Appropriate touching of the person
D. Linking past to present

The major emotional problem in nursing homes is:

A. Organic Brain Syndrome
B. Anxiety

C. Depression

D. Personality disorder

People with Organic Brain Syndrome have less ability to
remember facts and reason logically.

A. True
B. False
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1. The mentally ill pay little attention
to their personal appearance. 1l 2 4 5
2. My job really lets me use my skills
and abilities. 1 2 3 4 5
3. Activities help older people increase
their feelings of self-worth. 1 2 3 4 5
4. My job interferes with my leisure
activities. 1 2 3 4 5
5. Older people have fewer emotional
problmes than younger people. 1 2 3 4 S
6. I am disturbed by the physical
degeneration involved in a slow death. 1 2 3 4 5
7. Emotional problems do little
damage to the individual. 1 2 3 4 5
8. My job is rewarding. 1 2 3 4 5
9. People here take a personal interest
in each other. 1 2 3 4 5
10. The activities here are mentally
challenging to the residents. 1 2 3 4 5
11. It is difficult to convince the
staff here to try new things. 1 2 3 5
12. I have adequate supervision in my work. 1 2 3 5
13. My present position is a temporary
sort of employment until I find
something better. 1 2 3 4 5
14. Frequently I get so discouraged over
the work situation I think about
quitting. 1 2 3 4 5
15. There is not much that can be done
for a person who develops a mental
disorder. 1 2 3 4 5
16. Mental health is largely a matter of

trying hard to control the emotions.
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17.

18.

19.
20.
21

22.

23.

24.

25.

26.

27.
28.

29.

30.

31.

32.

Volunteers should be an important part
of the program here.

I would not mind visiting a senile
friend.

The pain involved in dying frightens me.
I am disturbed by the shortness of life.

I would feel uneasy if someone talked
to me about the approaching death
of a common friend.

You can tell a person who is mentally
ill from his appearance.

People who become mentally ill have
little will power.

When a person is recovering from a
mental illness, it is best not to
discuss the treatment that he has had.

The nursing home is not the appro-
priate place for many of the people
who are here.

There is a wide range of activities
available to the residents here.

I feel overworked.

I have the feeling here of being
part of a team.

Not knowing what it feels like to
be dead does not bother me.

The idea of never thinking or experi-
encing again after I die does not
bother me.

Residents should help in the planning
of activities.

The activity program here is varied
enough to meet the needs of all the
different types of patients here.
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Please Circle One

Strongly
Agree
Agree
Neutral
Disagree
Strongly
Disagree

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

In our staff meetings we discuss the
individual patient's psychological
and emotional needs.

I am not disturbed by death being
the end of life as I know it.

I would feel anxious if someone who
was dying talked to me about it.

The intellectual degeneration of old
age disturbs me.

I could not accept the finality of
the death of a friend.

It would upset me to have to see
someone who was dead.

I feel that this nursing home is
good enough that I would be com-
fortable placing a relative here.

The nursing staff here should be an
important part of the activity program.

The confused residents don't need to
spend as much time in activities as
the alert ones.

Talking to residents is an important
as physical care.

The staff here can deal with dying
patients appropriately.

The people who work here feel a
commitment to work with the elderly.

Because of staff friction you have
to be careful what you say and how
you act.

If I knew a friend was dying, I would
not know what to say to him/her.
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Please Circle One

1 47. I am disturbed by the thought that

my abilities will be limited while

I lie dying. 1 2 3 4 S
4 48. The activities here encourage social

interactions among the residents. 1 2 3 4 5
Note: 1 = Fear of death

= Attitudes toward the mentally ill

= Attitudes toward patients/nursing home
= Attitudes twoard activities

= Job satisfaction

= Knowledge

= Residual
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Please respond by circling the following questions as you assess

your ability/attitude both before the workship and now. You are

to answer the "Before" assessments as to what you now think they

were before the workshops, the "Now" assessments are your current
abilities or attitudes..

Not Very Well
At Very Comfortable
All Somewhat Very Much

K 1. How well could/can you Before l1 2 3 4 5 6 7 8 9 10
recognize someone with the

an organic brain syn- Workshop

drome? Now 1 2 3 4.5 6 7 8 9 10
K 2. How well did/do you Before 1 2 3 4 5 6 7 8 9 10

understand the

normal aging process? Now 1 2 3 4 5 6 7 8 9 10

K 3. How well could/can you Before 1 2 3 4 5 6 7 8 9 10
identify the multiple
losses of a person
entering a nursing
home? Now 1 2 3 4 5 6 7 8 9 10

K 4. How well could/can you Before 1 2 3 4 5 6 7 8 9 10
recognize someone with

depression? Now 1 2 3 4 5 6 7 8 9 10
5. How well did/do you Before l1 2 3 4 5 6 7 8 9 10

listen to the issues

of the residents? Now 1 2 3 4 5 6 7 8 9 10

6. How well could/can you Before 1 2 3 4 5 6 7 8 9 10
communicate with
hostile-aggressive
residents? Now 1 2 3 4 5 6 7 8 9 10

7. How well could/can you Before 1 2 3 4 5 6 7 8 9 10
communicate with the
residents family? Now 1 2 3 4 5 6 7 8 9 10

8. How well could/can you Before 1 2 3 4 5 6 7 8 9 10
design or use activi-
ties to reduce depres-
sion in residents? Now 1 2 3 4 5 6 7 8 9 10

9. How well could/can you Before 1 2 3 4 5 6 7 8 9 10
design or use activi-
ties to increase self-
confidence in resi-
dents? Now l1 2 3 4 5 6 7 8 9 10
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Not Very Well
At Very comfortable
All Somewhat Very much

10. How well did/do you Before 1 2 3 4 5 6 7 8 9 10
understand Reality
Orientation? Now 1 2 3 4 5 6 7 8 9 10
11. How well did/do you Before 1 2 3 4 5 6 7 8 9 10
understand Validation
Therapy? Now 1 2 3 4 5 6 7 8 9 10

12. How well could/can you Before 1 2 3 4 4 6 7 8 9 10
communication with a
resident with sensory

loss? Now 1 2 3 4 5 6 7 8 9 10
K 13. Did/do you know when Before 1 2 3 4 5 6 7 8 9 10
not to use Reality
Orientation? Now 1 2 3 4 5 6 7 8 9 10
14. How well could/can you Before 1 2 5 8 9 10
use the techniques of
Vaidation Therapy? Now 1 2 3 4 5 6 7 8 9 10
15. Did/do you feel Reality Before 1 2 3 4 5 6 7 8 9 10
Orientation is useful? Now 1 2 3 4 5 6 7 8 9 10
16. Did/do you feel Valida- Before 1 2 3 4 5 6 7 8 9 10
tion Therapy is useful? Now 1 2 3 4 5 6 7 8 9 10

K 17. How well could/can you
distinguish the differ- Before 1 2 3 4 5 6 7 8 9 10
ence between reactive
and endogenous depres- Now 1 2 3 4 5 6 7 8 9 10
sion?

K 18. How well could/can you
distinguish acute from Before 1 2 3 4 5 6 7 8 9 10
chronic organic brain
syndrome? Now 1 2 3 4 5 6 7 8 9 10

K 19. How well could/can you
distinguish depression Before 1 2 3 4 5 6 7 8 9 10
from organic brain
syndrome in a resident? After 1 2 3 4 5 6 7 8 9 10

K 20. How well did/do you
understand the features Before 1 2 3 4 5 6 7 8 9 10
of organic brain After 1 2 3 4 5 6 7 8 9 10
syndrome?

K 21. How well could/can you
distinguish a withdrawn
from a depressed After
resident?

Before 1 2 3 4 5 6 7 8 9 10
10
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Not Very Well
At Very Comfortable
All somewhat Very Much

A 22. How well did/do you Before 1 2 3 4 5 6 7 8 9 10
accept the eventual
death of yourself? Now 1 2 3 4 5 6 7 8 9 10

A 23. How comfortable were/ Before 1 2 3 4 5 6 7 8 9 10
are you with dying
residents? Now l1 2 3 4 5 6 7 8 9 10

A 24. How comfortable were/
are you communicating
with the family of
dying residents?

Before 1 2 3 4 5 6 7 8 9 10
Now 1 2 3 4 5 6 7 8 9 10

25. Did/do you recognize Before 1 2 3 4 5 6 7 8 9 10
things that cause
stress on your job? Now 1 2 3 4 5 6 7 8 9 10

26. How well could/can you
recognize the signs Before 1 2 3 4 5 6 7 8 9 10
of stress in your
body? Now 1 2 3 4 5 6 7 8 9 10
27. How well could/can
you use various tech-
niques to reduce Now l1 2 3 4 5 6 7 8 9 10
stress on your job?

Before 1 2 3 4 5 6 7 8 9 10

28. How well could/can
you use various
techniques to reduce
stress in your
personal life?

A 29. How much did/do you Before 1 2 3 4 5 6 7 8 9 10
value your coworkers'
opinion of you? Now 1 2 3 4 5 6 7 8 9 10

Before 1 2 3 4 5 6 7 8 9 10

Now 1 2 3 4 5 6 7 8 9 10

A 30. How accepting of you Before 1 2 3 4 5 6 7 8 9 10
were/are your co-
workers? Now 1 2 3 4 5 6 7 8 9 10

A 31. How much did/do you Before 1 2 3 4 5 6 7 8 9 10
feel supported by
your co-workers Now l1 2 3 4 5 6 7 8 9 10

A 32. How much unity do you Before 1 2 3 4 5 6 7 8 9 10
feel between your

co-workers? Now 1 2 3 4 5 6 7 8 9 10
Note: K = knowledge
A = Attitudes
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Please respond by circling the following questions as you assess
"the staff's" ability/attitude both before the workshop and now.

You are to answer the "Before" assessments as to what you think they
were before the workshops, the "Now" assessments are their current
abilities or attitudes. "The staff" refers to the part of the over-
all staff who attended the training workshops. Staff members may
vary. Please answer on the observations of the majority of the
staff which you have observed.

Not Very Well
At Very Comfortable
All Somewhat Very Much

K 1. How well could/can Before 1 2 3 4 5 6 7 8 9 10
the staff recognize the

someone with an Workshop
organic brain Now
syndrome?
K 2. How well did/does Before 1 2 3 4 5 6 7 8 9 10

the staff understand
the normal aging
process? After l1 2 3 4 5 6 7 8 9 10

K 3. How well could/can
the staff identify Before 1 2 3 4 5 6 7 8 9 10
the multiple losses
of a person entering Now 1 2 3 4 5 6 7 8 9 10
a nursing home?

K 4. How well could/can
the staff recognize
someone with

Before l1 2 3 4 5 6 7 8 9 10

. Now l 2 3 4 5 6 7 8 9 10
depression?
5. How well did/does Before 1 2 3 4 5 6 7 8 9 10
the staff listen
to the issues of Now 1 2 3 4 5 6 7 8 9 10

the residents?

6. How well could/can Before 1 2 3 4 5 6 7 8 9 10
the staff communi-
cate with hostile- Now 1 2 3 4 5 6 7 8 9 10
aggressive residents?

7. How well could/can Before l1 2 3 4 5 6 7 8 9 10
the staff communi-
cate with the resi- Now 1 2 3 4 5 6 7 8 9 10
dents family?

8. How well could/can Before 1 2 3 4 5 6 7 8 9 10
the staff design or
use activities to Now 1 2 3 4 5 6 7 8 9 10
reduce depression
in residents?
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Not Very Well
At Very Comfortable
All Somewhat Very Much
9. How well could/can Before 1 2 3 4 5 6 7 8 9 10
the staff design or
use activities to Now 1 2 3 4 5 6 7 8 9 10

increase self-
confidence in resi-
dents?

10. How well did/does the Before 1 2 3 4 5 6 7 8 9 10
staff understand
Reality Orientation? Now l1 2 3 4 5 6 7 8 9 10

11. How well did/does the Before 1 2 3 4 5 6 7 8 9 10
staff understand

Validation Therapy? Now 1 2 3 4 5 6 7 8 9 10

12. How well could/can Before 1 2 3 4 5 6 7 8 9 10
the staff communi-
cate with a resident Now l1 2 3 4 5 6 7 8 9 10
with sensory loss?

K 13. Did/does the staff Before 1 2 3 4 5 6 7 8 9 10

know when not to use
Reality Orientation? Now 1 2 3 4 5 6 7 8 9 10

14. How well could/can Before 1 2 3 4 5 6 7 8 9 10
the staff use the
techniques of Now 1 2 3 4 5 6 7 8 9 10
Validation Therapy?

15. Did/does the staff Before 1 2 3 4 5 6 7 8 9 10
feel Reality
Orientation is use- Now 1 2 3 45 6 7 8 9 10
ful?

16. Did/does the staff Before 1 2 3 4 5 6 7 8 9 10
feel validation
Therapy is useful? Now 1 2 3 4 5 6 7 8 9 10

K 17. How well could/can Before 1 2 3 4 5 6 7 8 9 10

the staff disting-
uish the difference Now l1 2 3 4 5 6 7 8 9 10

between reactive and
endogenous depression?

K 18. How well could/can Before 1 2 3 4 5 6 7 8 9 10
the staff distinguish
acute from chronic Now 1] 2 3 4 5 6 7 8 9 10

organic brain syn-
drome?
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Not Very Well
At Very Comfortable
All Somewhat Very Much

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

How well could/can the
the staff distinguish
depression from
organic brain syn-
drome in a resident?

How well did/does the
staff undersand the
features of organic
brain syndrome?

How well could/can
the staff disting-
uish a withdrawn
from a depressed
resident?

How well did/does the
staff accept the even-
tual death of them-
selves?

How comforaable were/
is the staff with
dying residents?

How comfortable were/
is the staff communi-
cating with the
family of dying
residents?

Did/does the staff
recognize things that
cause stress on their
jobs?

How well could/can the
staff recognize the
signs of stress in
their bodies?

How well could/can

the staff use various
techniques to reduce
stress on their jobs?

How well could/can
the staff use various
techniques to reduce
stress in their
personal lives?

Before

Now

Before

Now

Before

Now

Before

Now

Before

Now

Before

Now

Before

Now

Before

Now

Before

Now

Before

Now

1 2 3 4 5

1 2 3 4 5

6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9
6 7 8 9

10

10

10

10

10

10

10

10

10

10
10

10

10

10

10

10

10

10

10

10
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Not Very Well
At Very Comfortable
All Somewhat Very Much

A 29. How much did/does the Before 1 2 3 4 5 6 7 8 9 10
staff value co-workers

opinion of themselves? Now 1 2 3 4 5 6 7 8 9 10
A 30. How accepting of the Before 1 2 3 4 5 6 7 8 9 10

staff were/are their

co-workers? Now 1 2 3 4 5 6 7 8 9 10

A 31. How much did/does the Before 1 2 3 4 5 6 7 8 9 10
staff feel supported by
their co-workers? Now 1 2 3 4 5 6 7 8 9 10

A 32. How much unity does the Before 1 2 3 4 5 6 7 8 9 10
staff feel between their
co-workers? Now 1l 2 3 4 5 6 7 8 9 10



APPENDIX G

NURSING HOME TRAINING OUTLINE
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SESSION I

Overview
1. Normal aging process
2. Losses in aging
3. Resident adjustment to the nursing home.
4. Major mental health problems in nursing homes

a. depression
b. organic brain syndrome

5. Family responses to aged relative

6. Questions from staff to be covered during
upcoming sessions.

SESSION II

REACHING THE RESIDENT
A. Communication techniques
l. Listening skills
2. Communication helps
a. with hostile-aggressive resident
b. with depressed, withdrawn resident
c. with resident with sensory loss
d. with resident's family
e. with each other
B. The use of activity Therapy
l. In reducing depression
2. Increasing self-confidence
3. Maintaining or improving physical abilities
C. Patient to patient communication.

SESSION III

Vaidation Therapy
1. Rationale for use
2. Discussion of techniques
3. Movie--Looking for Yesterday--Naomi Feil describes
and demonstrates Validation therapy.
4., Discussion of the film

SESSION IV

Validation Therapy and Reality Orientation
A. Validation therapy

1. Role play of techniques

2. Further discussion of use with confused resident
B. Reality therapy

1. Techniques

2. Guidelines of when and when not to use

109



110

SESSION V

Depression and Organic Brain Syndrome
1. Distinguishing depression from confusion
2. Types of depression and causes
a. reactive depression
b. endogenous depression
3. Helping depressed person
a. focusing on feelings
b. role of activity therapy

4. Distinguishing acute from chronic 0.B.S.
5. Features of 0.B.S.
6. Staff reactions to resident with depression and
0.B-S¢ :
SESSION VI

Death and Dying

1. sStaff feelings about death for themselves

2. Staff feelings about death of patients

3. Working with the dying patient and family

4. The stress of working in a setting where many
people die

5. Film, Peege

6. Discussion of film

SESSION VII

Burn Out
1. Causes of nursing home stress
2. Film, Burn Out
3. Physical and emotional responses to stress
4. Stress management techniques

a. listen to your body

b. build a support group
c. break routines

d. 1list priorities

e. decompression routines
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