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there a struggle for leadership?
What effect does it have on other group
members?

III Styles of Influence. Influence can take
many forms. It can be positive or negative ;
it can enlist the support or cooperation of
others or alienate them. How a person
attempts to influence another may be the
crucial factor determining how open or
closed the other will be toward being in-
fluenced. Items 10 through 13 are sugges-
tive of four styles that frequently emerge
in groups.
IO. Autocratic: Does anyone attempt to

impose his will or values on other
group members or try to push them
to support his decisions? Who evalu-
ates or passes judgment on other
group members? Do any members
block action when it is not moving the
direction they desire? Who pushes to
get the group organized?"

11. Peacemaker: Who eagerly supports
other group members' decisions? Does
anyone consistently try to avoid con-
flict or unpleasant feelings from being
expressed by pouring oil on the
troubled waters? Is any member typi-
cally differential toward other group
members gives them power? Do any
members appear to avoid giving neg-
ative feedback, i.e., who will level only
when they have positive feedback to
give?

12. Laissez faire: Are any group mem-
bers getting attention by their appar-
ent lack of involvement in the group?
Does any group member go along with
group decisions without seeming to
commit himself one way or the other?
Who seems to be withdrawn and un-
involved; who does not initiate activ-
ity, participates mechanically and
only in response to another member's
questions?

13. Democratic: Does anyone try to n-
elude everyone in a group decision or
discussion? Who expresses his feel-
ings and opinions openly and directly
without evaluating or judging others?
Who appears to be open to feedback
and criticiSms from others? When
feelings run high and tension mounts,

cçi

which members attempt to deal with
the conflict in a problem-solving way?

IV Decision-Making Procedures. Many kinds
of decisions are made in groups without
considering the effects of these decisions
on other members. Some people try to im-
pose their own decisions on the group,
while' others want all members to partici-
pate or share in the decisions that are
made.
14. Does anyone make a decision and

carry it out without checking with
other group members (self-author-
ized) ? For example, he decides on the
topic to be discussed and immediately
begins to talk about it. What effect
does this have on other group mem-
bers?

15. Does the group drift from topic to
topic? Who topi -jumps? Do you see
any reason for this in the group's
interactions?

16. Who supports other members' sug-
gestions or decisions? Does this sup-
port result in the two members de-
ciding the topic or activity for the
group (handclasp) ? How does this
affect other group members?

17. is there any evidence of a majority
pushing a decision through over other
members' objections? Do they call for
a vote (majority support) ?

18. Is there any attempt to get all mem-
bers participating in a decision (con-
sensus) ? What effect does this seem
to have on the group?

19. Does anyone make any contributions
which do not receive any kinds of re-
sponse or recognition (plop) ? What
effect does this have on the member?

V Task Functions. These functions illustrate
behaviors that are concerned with getting
the job done, or accomplishing the task
that the group has before them.
20. Does anyone ask for or make sugges-

tions as to the best way to proceed or
to tackle a problem?

21. Does anyone attempt to summarize
what has been covered or what has
been going on in the group?

22. Is there any giving or asking for facts,
ideas, opinions, feelings, feedback, or
searching for alternatives?
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Who k ps the group on target? Who
prevents topic-jumping or going off
on tangents?

VI Maintenance Functions. These functions
are important to the morale of the group.
They maintain good and harmonious work-
ing relationships among the members and
create a group atmosphere which enables
each member to contribute maximally.
They insure smooth and effective team-
work within the group.
24. Who helps others get into the disc- s-

sion (gale openers)?
Who cuts off others or in _errupts
them (gate closers)?

26. How well are tnembers getting their
ideas across? Are some members pre-
occupied and not listening? Are there
any attempts by group members to
help others clarify their ideas?
How are ideas rejected? How do mem-
bers react when their ideas are not
accepted? Do members attempt to
support ot lers when they reject their
ideas?

VII Graup Atmosph _re. Something about the
way a group works creates an atmosphere
which in turn is revealed in a general im-
pression. In addition, people may differ in
the kind of atmosphere they like in a
group. Insight can be gained into the at- X
mosphere characteristic of a group by
finding words which describe the general
impressions held by group workers.
28. Who seems to prefer a friendly con-

genial atmosphere? Is there any at-
tempt to suppress conflict or unpleas-
ant feelings?

29. Who seems to prefer an atmosphere of
conflict and disagreement? Do any
members provoke or annoy others?

30. Do people seem involved and inter-
ested? Is the atmosphere one of work,
play, satisfaction, taking flight, slug-
gishness, etc?

VIII Membership. A major concern for group
members is the degree of acceptance or in-
clusion in the group. Different patterns of
interaction may develop in the group
which give clues to the degree and kind of
membership.
31. Is there any subgrouping? Sometimes

two or three members may consist-
0 0

.7.

tently agree and support each other
or consistently disagree and oppose
one another.
Do some people seem to be "outside"
the group? Do some members seem to
be "in?" How are those "outside"
treated?

33. Do some members move in and out of
the group, e.g., lean forward or back-
ward in their chairs or move their
chairs in and out? Under what con-
ditions do they come in or move out?

Feelings. During any group discussion,
feelings are frequently generated by the
interactions between members. These feel-
ings, however, are seldom talked about.
Observers may have to make guesses based
on tone of voice, facial expressions, ges-
tures, and many other forms of nonverbal
cues.
34. What signs of feelings do you observe

in group members: anger; -irritation,
frustration, warmth, affection, excite-
ment, boredom, defensiveness, compet-
itiveness, etc?

35. Do you see any attempts by group
members to block the expression of
feelings, particularly negative feel-
ings? How is this done? Does anyone
do this consistently?

Norms. Standards or ground rules may
develop in a group that control the behav-
ior of its members. Norms usually express
the beliefs or desires of the majority of the
group members as to what behaviors
simild or should not take place in the
group. These norms may be clear to all
members (explicit), known or sensed by
only a few (implicit), or operating com-
pletely below the level of awareness of any
group members. Some norms facilitate
group progress and some hinder it.

36. Are certain areas avoided in the group
(e.g., sex, religion, talk about present
feelings in grovp, discussing the lead-
er's behavior, etc.) ? Who seems to
reinforce this avoidance? How do they
do it?

37. Are group members overly nice or
polite to each other? Are only positive
feelings expressed? Do members agree
with each other too readily? What
happens when members disagree?
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38. Do you see norms operating about par-
ticipation or the kinds of questions
that are allowed, e,g., "If I talk, you
must talk"; "If I tell my problems you
have to tell your problems." Do mem-
bers feel free to probe each other
about their feelings? Do questions
tend to be restricted to intellectual
topics or events outside of the group?

ROLE PLAY OF A BEGINNING GROUP
IN A NURSING HOME

(Adelphi University)

Goal : To help trainees think about how
groups begin, roles people pl y in groups and
the role of the group leader.

Time Required: One hour.
Process: Roles are passed out at random to

9 people. The number may be changed by hav-
ing pl_ore than 1 of certain roles. Two facilita-
tor roles are assigned.

If the class is large the group is divided, with
an inner circle being the role play and the outer
circle observing. Observers are asked to observe
particular participants as well as the total
group interaction.

The role play is done twice, with process dis-
cussion after each experience. The outer circle
becomes the participants the second time. Fif-
teen minutes should be allowed for the role
play and about the same amount of time for
process discussion.

Participants do not read their assigned role
to the group until after the role play has been
completed. They are instructed to play their
role any way they feel comfortable and not to
be afraid to have fun with it.
Questions for Discussion
I, Did the group interaction seem real ?
2. Do you think we see these various types of

people in groups?
3. Was the facilitator helpful to the group

process?
4. What are the advantages and disadvantages

of co-leaders?
5. What ideas does this give you in thinking

about how you might begin your own
group?

ROLES
This is the first meeting of a patient group

whose purpose is to organize a current events
discussion group. You are a staff member who

has helped to bring the group together. There
is one other staff member working with you.

This is the first meeting of a patient group
whose purpose is . to organize a current events
discussion group. You are a staff member who
has a sensitivity to the social-emotional tone of
the meeting. You try to keep things going
smoothly and to mediate all possible disagree-
ments and problems.

This is the first meeting of a patient group
whose purpose is to orgarize a current events
discussion group. You are a member who is
afraid Of new ideas and figl ts strongly against
them. You generally react with criticism, dis-
agreement or hostility.

This is the first meeting of a patient group
whose goal is to organize a current events dis-
cussion group. You tend to be a very with-
drawn person, who shows his hostility in
quietly subtle ways.

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion group. You are a task-oriented mem-
ber, anxious to keep the group working on its
goals and not to be sidetracked.

This is the first meeting 'of a patient group
whose purpose is to organize a current events
discussion group. You are a pretty self-centered
member and tend to put personal goals above
group goals.

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion group. You are a very dependent
member who tends to look to others for support
and advice. You may tend to make irrelevant
remarks.

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion group. You tend to be quite opinion-
ated and aggressive about your ideas,

FAMILY ROLE PLAY: PREADMISSION CRISIS
(Adelphi University)

By Joan Fiorello, M.S., R N.
Situation,

This is a meeting that takes place between
staff members, a p.atient, Mrs. Nathanson, and
members of Mrs. Nathanson's family, regard-
ing her admission to a small, private nursing
home.

10 1
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MRS. NATHANSON
You are a 75 year okl widowed Jewish woman

who had a .7 'oke. 6 months ago. You can-
not speak but understand what Is happening
around you. You regret the fact that you and
your husband cut off all ties with your elder
sort when he married a girl from a Catholic
family 20 years ago but you do not know how
to express it after all this time.
NURSE

You are a nurse ,employed by a small private
nursing home. You and a social worker come to
the home of a 74 year old widowed woman who

I a stroke 6 months ago. You and the social
have conic to decide whether Mrs. Na-

thalson should be admitted to the institution
for which you work mid to help -make the finan-
cial irrangements.
i19 YEAR OLD SON

You are a 39 year old man whoo 75 year old
widowed mother suffered a stroke (3 months
ago. You and your younger sister have decided
she must be placed in a nursing honie and re-
ceive the best of care. You and your sister have
paid for around-the-clock help to keep your
mother at home for several months. You are
embarrassed about approaching your 41 year
old successful rich brother about helping with
the cot since you have not spoken to him in 20
years.

_,AR OLD SON
ou are a 41 year old s _ccessful bus ness-

man, Twenty years ago you were put out of the
family circle when you married a girl from an
Irish Catholic family. Your Jewish parents
were very upset and said they never wanted to
see you again. Over the years you have written
to your parents but have always received letters
back unopened. You feel sad and bitter about
th

Your father died several years ago and your
mother had a stroke 6 Months ago. Your
brother and sister have recently called to tell
you this news because mother will have to be
placed in a nursing home. They do not want _-
accept "charity- in the form of Medicare or
welfare payments but cannot afford to pay the
costs without your help.

OCIAL IVORKER
You are a social wo lier employed by a small

private nursing home. You and a nurse have
conic to the home of a 75 year old vidoved
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man who had a stroke 6 months ago. You
arid the nurse have come to the home to decide
whether Mrs. Nathanson should be admitted to
the institution for which you work and to hclp
them make the financial trrangements.
37-YEAR OLD DAI'GLITER

You :we a 37 year old woman with five small
children whose widowed mother had a stroke 6
months ago. You and your older brother have
decided she must be placed in a nursing home.
You and your brother have asked an older rieh
brother to help with the cost. You feel your
parents were right to throw him out of the
family twenty years ago when he married a
Catholic girl against the wishes of your Jewish
parents. Your approach to him is therefore
that this is a purely business arrangement and
does not mean you like him or want him back
in the family again.
37- YEA R OLD IMUOIITER-IN-LAW

You are the 37 year old wife of a successful
businessman. Twenty years ago you married a
man from a Jewish family against the wishes
of your C;itholic parents. His parents have
never communicated with you since your mar-
riage. Your own parents have accepted their
son-in-law to a certain extent but relations are
strained. Recently you have been thinking of
separating from your husband because of sex-
ual ;aid other problems. Now that your three
teenage children are close to grown up you
would like to make a new life for yourself. But
you are not quite ready to leave and feel you
must help your husband through this episode.
His brother and sister have recently ap-
proached him about helping to pay the cost of
private nursing home care for their widowed
invalid mother.

ROLE PLAY: CHANGE

(Adelphi University)

Hy Joan Viorello, \1 .S. R.N.
SITUA T 0,v

eu tty several i ncidei
t his !-eriatric unit. Yesterdz

occu 'red on
man who has

been a resident here for a few months threw
his breakfast tray al the physician and said he
was not going to eat any more of this cold,
tasteless food.

A vonain resident who has been here for a
year has become very quiet and refuses to eat.
Last night a newly admitted man was found

102
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trying to hang himself from the shower rod
with his belt.

You are a 35 year old female social worker.
When you came to work at this institution 2

years ago you thought you would be able to run
groups and develop relationships with patients.
You are kept so busy by paper work and rou-
tine interviews with family members that you
have not been able to do this. You'd like to see
some changes but are not sure the nurse or the
nurse assistants can run groups.

You are a twenty-two year old woman who
works as a nurse assistant on this unit. You
went to college for 2 years but left when you
felt what you were learning was not relevant to
what was happening in the world. You have
worked as a salesgirl, (Ore clerk and for one
year, at the position you now hold. You like
working with people and are thinking about
returning to school to learn how to do a better
job at it. You have recently attended an eight-
week group process course at a local university
and would like to start a group on this unit.
The efforts of the -staff nurse who went to the
course with you have been met with resistance.
You are thinking about how to proceed.

You are the head nurse on this 30 bed unit.
You are a 32 year old divorcee. You have SOMe
ideas about making this a more interesting en-
vironment foii patients and staff. You really
need this job because you are the sole support
of 3 small children. The supervisor and admin.
istrator have been very helpful to you in work-
ing out a flexible schedule that allows you to
spend maximum time with your children.

You are a 60 year old male physician. You
came to work at this institution 2 years ago be-
cause you thought it would be an easier job
than your full time private practice. You are
planning to retire and move to Florida at the
end of next year and want things to continue
without any big problems until then. You be-
lieve the elderly people in your care should be
treated kindly and taken care of until they die.
They have worked hard and should be allowed
to take it easy for the rest of their lives without
any responsibilities.

Several of your friends have died recently.
You had a mild heart attack 5 years ago and
are trying to live quietly. You are afraid of
dying in pain and dying before you can enjoy

,ONG-TER RE PROVIDERS

your retirement but von are ashamed of these
feelings and don't want to talk about them.

You are the administrator of this institu-
You are a 50 year old man. You have been

invited to this teanl meeting by the head nurse.
You would like to do what's best for patients
and staff but have some conflicting feelings
about the risks involved in allowing the resi-
dents more responsibility for their own care.

You are a 75 year old man who has been a
resident of this unit for 2 years since you had a
stroke. You can get around in a wheelchair.
You have been elected to represent the resi-
dents at this unit meeting. You ran your own
haberdashery business for 30 years before re-
tiring 15 years ago and were active in Comm-

groups.

You are the staff nurse on this unit. You are
a 45 year old woman who returned to work
three years ago after boing away from work
and raising a family for 15 years. Now that
your children are older you would like to do
something interesting and rewarding yourself.
You like working here but think you and other
staff should spend more time with patients. Re-
cently you and a nurse assistant from this unit
have taken a course in group process. You
would like to start a group with patients on
this ward.-You have, made a few attempts but
other staff members have been discouraging
and you aren't sure of what to do next. Maybe
this meeting is a good opportunity to try again.

You are a 29 year old woman who is the di-
etician for this unit. You are not too sure why
you were invited to this meeting but are inter-
ested in the patients and try to listen to their
complaints and requests with an °nen mind,
You have the vague feeling that often the com-
plaints about food are not what the real prob-
lem is but don't know what to do about it.

You are a 45 year old male psychologist. You
have a large private practice. You work for
this institution four hours a week. You are not
really interested in working with elderly peo-
ple, they remind you of your aging parents and
your problems with them. You are ambitious
and believe that having this job listed on your
resume will help your career with all the recent
interest in the aging person. Sometimes you
function as mediator in the team when differ-
ing points of View are expressed.
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&commendation ( Ac (1974)

Training
Provide trainees h a gloss'ny of terms ° Glossary written and distributed
used in training
At Lempt to have all trainees take all co _, es
Attempt to include medical doctors as
trainees
Come to grips with questions pertain o Not formally evaluated
risk versus letter of the law

Nvrsing Haines
Provide onsite consultations

All trainees were offered this opportunity
Only one tra nee was a medical doctor

Encourage interagency visitations

Encourage short-role function changes
within homes

Nvalliation Design
Increase the number of alternate residents
for postinterviews
Raise the significance level for measuring
posive resident change from .05 to at least
.10
Between preimpact and postimpact evalua-
tion, have a minimum time lapse of 6 months.

REFERENCES

1. Goldman, E. B., and Woog, P. Mental health in nurs-
ing homes training homes training project 1972-
1973. The Gerontologist 15 : 119-124, April 1975.

2. Kramer, C, and Kramer, J., Establishing a thera-
peutic community in the nursing home. Prates-
sional Nursing Home, Kramer Foundations, Pala-
tine, Ill,

3. Miller, M. Synthesis of a therapeutic community for
the aged ill. Geriatrics, 21 : 151-163, August 1966.

4. Dinnerstein, A., and Lowenthal, M. Teaching demon-
strations of limited disability. Archives of Physical
Medicine and Rehabilitation, 49 : 167-169, March
1968.

5. Kubler-Ross, E. On Death and Dying. The Macmillan
Co., N.Y., 1969, 260 p.

6. Townsend, C. Old Age, The _Last Segregation. Ban-
tam Books.

7. Shore, H. Content of the group experience in a home
for the aged. In: Social Group Work with Older
People, cosponsored by the American Public Wel-
fare Assoc., National Council on Aging, NIMH, and
the National Association of Social Workers, Lake
Mohonk, New Paltz, N.Y. (1961); pp. 108-116.

8. Euster, G., A system of groups in institutions for
the aged. Social Casework, October 1971, pp 523-
529,

Twenty nursing homes have had consultants
of 1 or 2 half day (s) per mirsing home
Formally adopted as a curricular aspect of
the first course
Not adopted as decided by project staff and
trainers

Raised from 10 to 15

Acted upon

Completed in all cases.

9. Klein, W., LeShan, E., and Furman, S. Promoting
mental health of older people through group
methods, Mental Health Materials Center, New
York, N.Y., 1965.

10. Kogan, N. Attitudes toward old people: Development
of a scale and examination of correlates. Journal
of Abnormal and Social Psychology, 62 4-45
(1961).

11. Edwards, N. C. Interactive styles and social adapta-
tion. Genetic Psychology Monographs, 87 : 123-
174 (1973).

12. Kogan, N. Attitudes toward old people. In Jokson
and Messick, Problems in Human Assessment,
McGraw-Hill, 1967, 758 PP.

13 . Slover, D. Relocation of long-term geriatric patients,
unpublished doctoral dissertation, University of
Chicago, 1969,

14. Neugarten, Havinghurst, and Tobin. The measure of
life satisfaction. Journal of Gerontology 16 : 134-
143 (1961).

15. Kahn, Goldfarb, Pollach, and Peck. Brief objective
measures for the determination of mental status
in the aged. Journal of Psychiatric Gerontology,
October 1960. pp. 326-329.

16. Miller, M., Synthesis of a therapeutic community for
the aged ill. Geriatrics, 21 : 151-163, August 1966.

27



LIST OF EQUIPMENT USED

Description
(A) Specialized tape recorder

(B) Specialized goggles

(C) Record "Getting Through"

ADELPHI UNIVERSITY 15

,Address of supplier
Lornask Engin6ering, West Woods Road,

Sharon, Conn.
Pentagon Device Corporation,

21 Harriet Drive,
Syosett, N.Y. 11791.

1971, Zenith Radio Corporation,
6501 W. Grand Ave.
Chicago, Ill. 60635.
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Massachusetts Mental Health Center and the Boston University
School of Social Work, Division of Continuing Education

Nursing Home Education Project, June 26, 1972September 25, 1973

MASSACHUSETTS MENTAL HEALTH CENTER

Introduction

Nursing homes are institutions where people
who are ill and old are placed by their families or
other agents in the community. Although they
may adjust to life in a nursing home, there is
little question that residents would rather live
somewhere else. In addition to the implication
that life is approaching its limit that living in
a nursing home implies, most nursing homes
are highly structured environments with little
privacy. The staff know everything about the
resident, including his background, the num-
ber of visitors he has, the type of pills that he
takes, and even the time of a bowel movement.
Carlson 1 points out that for the aged person,
removing the right to make decisions is a form
of intellectual deprivation. Thus, although the
nursing home may provide the best possible-
physical care for the individual aged person,
the high degree of structure makes for a lim-
ited environment for the resident.

Background

Members of the staff of the Geriatric Unit of
the Massachusetts Mental Health Center were
especially concerned because its consultation
services in nursing homes were revealing a def-
inite need for greater understanding of mental
health and the psychodynamics of aging. The
staff of the unit believed that more social ori-
entation in the medical model so narrowly fol-
lowed in many of the homes would improve the
mental health of the residents.

Clearly, our concern was to disseminate men-
tal health principles throughout each home and
from one home to another if better patient care
n a more therapeutic milieu was to be achieved

effectively. Better patient care could only be
carried out by more sensitive and knowledge-
able employees and administrators.

Because there are 50 nursing homes with
3,000 beds in the Massachusetts Mental Health
Center's catchment area, the staff of the Geri-

atric Unit gave this project high priority. With
more elderly mental patients being discharged
by the mental hospitals to nursing homes and
with the staff of these nursing homes turning
to the staff of the Geriatric Unit for consulta-
tions concerning handling and understanding
behavioral difficulties, the preventive nature of
such an educational approach was, especially
attractive.

Improved patient care by helping the em-
ployee to comprehend the emotional needs of
patients was the staff's primary objective, and
to achieve this, it was believed that a compre-
hensive educational program was essential for
nursing home eni-ployees at all levels. Focusing
on their attitudes and increasing their under-
standing of the aging process, therefore was a
part of the primary objective.

Furthermore, we recognized that State regu-
lations required inservice training in mental
health for nursing home operators. We wished
to direct the content of these inservice training
programs because the content was not clearly
defined, and we believed that the time had come
to incorporate more information in good men-
tal health practices in these programs.

The Pilot Program

The philosophy, educational methods, and
objectives which formed the foundation for the
present project were an outgrowth of a pre-
vious pilot program. In September 1971, the
staff from the Geriatric Unit of the Massa-
chusetts Mental Health Center had met with
the staff of the Boston University School of
Social Work, Division of Continuing Educa-
tion, to discuss the development of a program
for nursing home education in mental health.
Although the staff of the Boston University
School of Social Work agreed with the objec-
tives of the Geriatric Unit, they added another
dimension in their emphasis on training people
in adult education theory and methods of teach-
ing. Furthermore, both institutions recognized

16
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the need to establish an educational process
whereby those being trained would, in turn, run
their own inservice programs.

The Boston University School of Social Work
had a National Institute of Mental Health
(NIMH) grant for the pilot project of training
of trainers in mental health, and it was agreed
that this was the direction in which we would
collaborate. This agreement led to the forma-
tion of a committee of three to think through a
proposal to train a select group of employees of
nursing homes in mental health principles so
they, in turn, could train others.

Training Teams Established

After a 7-week training program for the 16
faculty members, they were assigned in teams
of four to go to the four different geographic
units of the catchment area. The teams were
composed of four physicians, four psychiatric
nurses, four social workers, and four nursing
home administrators (who were registered
nurses). In these training sessions training ob-
jectives were developed, methodology consid-
ered, adult education theory discussed, and a
curriculum was written for the six-session sem-
inars. The teams were interdisciplinary.

Of the 158 persons attending, 124 persons
from 35 nursing homes and corporations at-
tended at least five of the six sessions and re-
ceived certificates. The curriculum included a
consideration of mental health issues in all
phases of nursing hornelife, from referral and
preplacernent planning, through discharge,
transfer, or death. Many persons attending the
sessions agreed to establish similar programs
in their own nursing homes, based on the con-
tent of these seminars.

Nursing Home Education Project
Because of the experience in the pilot pro-

gram, when the Nursing Home Education Pro-
ject by N1MH was awarded, we already had all
the community contacts, plus commitments
from a number of homes, to establish inservice
training nrograms after we taught them how
to teach. New homes, having heard of our pre-
vious work, asked to participate and other in-
stitutionssome general hospitals and some
State hospitalseither wanted to refer nursing
homes they were working with to our sessions
or wanted to observe our program directly.

Although we wished to use the Massachu-
setts Mental Health Center catchment area as

the center for developing new curriculum and
exploring teaching methods in depth, we also
saw the need to expand beyond this small geo-
g r aphic unit to stimulate other areas to develop
nursing home inservice training programs.

Subcontract to Boston University School
of Social Work

Although the contract specified that the pro-
gram was a collaborative one, the funds had
been allotted only to the Massachusetts Mental
Health Center. Therefore, the Massachusetts
Mental Health Center drew up a subcontract
with the Boston University School of Social
Work to establish training programs for per-
sons who agreed to teach in nursing homes in
their catchment area.

The Project Director

The project director's role was defined as
primarily administrative. In addition to the ad-
ministrative duties, she would act as liaison
with Boston University School of Social Work,
to relate to the National Institute of Mental
Health and the Massachusetts Mental Health
Center, and to represent the project on a com-
mittee composed of those professionals working
on mental health continuing education projects
in this area. This committee met monthly to
discuss methods, techniques, philosophy, evalu-
ation problems, and theories. We shared ex-
periences and learned from each other. Our
main concern was how to make continuing edu-
cation an effective agent of change. The project
director also taught in several workshops and
led a number of small discussion groups.

Advisory Committee
To have adequate communications, to meet

the nursing homes' needs, to establish good
public relations, and to gain widespread sup-
port, a new advisory committee made up pri-
marily of nursing home representatives and a
few key community people was appointed by
the project staff. Several meetings were held
during the yeat%

Adult Education Model
In beginning the contract, we mutually

agreed that philosophically we wished to con-
tinue to base the project on the adult education
model, in which those persons we trained would
participate actively in the process. They would
define their educational needs, establish their

0
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learning goals, and their educational contract
within their personal lifestyle and within the
organizational structure of their institutions.
The faculty would be expected to be well versed
in group dynamics and would use a variety of
educational methods. Didactic input would be
only one of many methods. We recognized that
all adults taking the various seminars and
workshops would be bringing their accumu-
lated knowledge, their life experiences, and
their attitudes and prejudice-s to the workshops
and seminars. If we were to be able to teach
effectively, these attitudes and prejudices had
to be openly acknowledged and discussed.

Two teaching tracks and one demonstration
p..oject were ultimately adopted:

1. Both in the Massachusetts Mental Health
Center catchment area and in the seminars and
workshops conducted by the Boston University,
Training of Trainers courses were established.
We believed inservice training would lie most
effective and most continuous if a group of peo-
ple, working either in nursing homes or closely
with them, could be taught how to teach. They
would then agree to teach in as many nursing
homes as possible.

The Massachusetts Mental Health Center
trained 10 employees from nursing homes and
did followup on all their groups ; Boston Uni-
versity had 48 professionals from four State
hospitals and one VA hospital who participated

' in the training sessions and then reached out
individually or in teams to conduct inservice
training programs in nursing homes. Thirty
such groups were formed. Thirty-seven per-
sons were in the Vermont workshops who, in
turn, are now teaching in nursing homes.
Fifty-one persons from the Massachusetts Nurs-
ing Home Association attended a 1-day work-
shop, and although we cannot say they are all
planning to teach, a number indicated that
teaching was their assignment.

2. In the Massachusetts Mental Health Cen-
ter catchment area, we departed from the exclu-
sive Training of Trainers model, and, in addi-
tion, had workshops and -seminars for nursing
home and hospital employees.

3, Finally, although not referred to in the
original National Institute of Mental Health
contract, a program previously established by.
the Geriatric Unit, MMHC, was expanded and
incorporatedthe demonstration of group
therapy for residents in five homes to help the
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homes see the value of such an experience for
the residents. One social worker, six social
work students, two community nurses, and one
attendant (Massachusetts Mental Health ('en-
ter) volunteered to co-lead these groups. Super-

ion was offered by the project director and
the head of the Community Nursing Depart-
ment of the Massachusetts Mental Health Cen-
ter, who negotiated the establishment of these
groups with Ole administrators and head
nurses of the five homes.

In each group, a staff member of the home
accepted the role of recorder as a way to ob-
serve and to learn the grolip process in order to
Ultimately take over the group. Although
each group had its unique problems arising out
of institutional characteristics and the kinds of
residents in the home, all but one had an inter-
esting and positive experience. In fact, the
leaders were enthusiastic and several groups
were continued after the original leaders
departed.

The Massachusetts Mental Health
Center Project

The overall objective of this project was to
provide a nursing home education program that
focused on the mental health needs of the el-
derly so that there would ultimately be some
improvement in care and service to reSidents in
long-term care facilities.

The need for training in mental health prin-
ciples was spelled out 'clearly during the pre-
liminary planning phase of this program when
a great deal of effort was put into outreach and
community work. Invitations were given to
staff of responsive nursing homes to participate
on the Advisory Committee to the Nursing
Home Education Project, The Advisory Com-
mittee determined needs, suggested specific edu-
cational areas, and approved final plans for the
year-long educational undertaking that com-
bined 1-day workshops, seminars, and individ-
ual consultation.

The real challenge for this project was to
provide an educatienal experience for nursing
home staff that would have some real impact
and staying power. Of course, this staying
power is a problem that all educators face and
has to do with many factors beyond the imme-
diate teacher-learner interaction, Whether edu-
cation can, in fact, be a powerful tool for
change or not depends considerably on the edu-

1
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cational model which is used am-
tional philosophy inherent in it.

Although a variety of teaching methods can
be used, for our purposes a small group discus-
sion model was found to be the most successful.
The degree to which the participants (learn-
ers) were involved in the group process seemed
to determine the degree to which they were
similarly engaged in the learning process. Ac-
tive, verbal participation, mutual sharing of
experiential knowledge, respect for each mem-
ber's contributions, group determination of ob-
jectives and directionall created an atmos-
phere for experiential learning which appeared
to have some real impact on the participants.

The educational model itself, therefore, was
a key factor in whatever successes we experi-
enced during our year-long educational effort.
In addition to the educational approach which

used, we made every effort to design and
structure a program which would meet the di-
verse needs of the nursing homes in our catch-
ment area.

There were some 50 homes in oui area, rang-
ing from small, 22-bed converted single family
homes, to 240-bed modern institutions with hos-
pital facilities, day-care programs, and shel-
tered workshops. Some homes saw practical
value only in sending one or two staff members
to occasional 1-day workshops for stimulation
and "some new ideas." Others were motivated
to send staff (administrators) only to fulfill
State licensing requirements. (Administrators
must get credit for 16 hours of outside ap-
proved adult or continuing education courses to
have their facilities licensed yearly,) Still oth-
ers saw great value in any kind of educational
effort but were hampered in their attempts to
avail themselves of what was offered because of
staff turnover, shortages, and emergencies
which arose.

Of the staff from the 45 facilities in our
catchment area which participated in the pro-
gram in varying degrees, only 14 nursing
homes registered for the seminar on Haw to
Teach and Set Up Inservice Education in Nurs-
ing Homes That is to say that most of the
staff from the nursing homes participated in
workshops and seminars that weredesigned;
staffed, and implemented by an outSide' group
(Nursing Home Education Project). The par-
ticipants' only responsibility was ta register
and attend the How to Teach seminar which
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was designed to train a staff person, from a
facility to return to the facility and implement
an internal ongoing inservice education pro-
gram dealing with the mental health needs of
the elderly. Of these 14, only 10 met the mini-
mal requirements for enrollment. Of this start-
ing group of 10, only 6 completed or were
allowed to complete the seminar and were able
to establish and carry no- :nservice programs
within their 0,cilffies.

Despite the attrition rate on this Training of
Trainers phase, it was considered important
that we structure a program that would meet
the needs of those homes which were able to
make a bigger training commitment and
wished to develop the capability of running on-
going education programs within their own
facilities.

This two-pronged educational approach will
now be described in greater detailfirst, the
series of v.orkshops and seminars which pro-
vided stimulation and content and which fo-
cused on specific problem areas; second, the
seminar to train nursing home staff to develop
and teach inservice education programs.

The overall program consisted of five 1-day
workshops, three 8-Week seminars (16 hours
each), and one 12-week seminar.

One-Day Workshops

DEATH AND DYING IN A NURSING HOHE

This workshop dealt with attitudes toward
death and the way these attitudes interfere
with the staff's ability to talk with and com-
fort the dying persbn and his family. Small
groups were formed to focus on two problems:

1. Administrative procedures for dealing
with death which reflect an awareness and sen-
sitivity to the impact on other residents and
staff.

2. How to talk to the dying person.
The initial presentation was given by a phy-

sician from the Tufts University Medical
School and his presentation was followed by
that of two nurse practitioners of the New Eng-
land Medical Center. After the talks were
given, three groups were formed, one for the
administrators and two for caregivers. In the
first group, policies in the homes concerning the
handling of death and dying were discussed in
some detail.

The nurse practitioners leading the two

32



20 coNTINUING EDUC TION FOR LONG-TERM CARE FROVIDERS

small groups of caregivers stressed how to talk
,to the dying person. Both roleplaying and dis-
cussion were used in these groups to facilitate
experiential learning.

Siwenty-five participants from 32 different
facilities attended. The participants were made
aware of the sometimes critical role that they
can play in the life of a dying person.
MAXIMIZING POTENTIAL FOR A
GOOD NURSING HOME PLACEMENT

In this 'workshop the problems of placement
were considered and a careful examination of'
preadmission and postadmission practices were
examined. Efforts were made to bring hospital
and nursing home admitting staffs together.

The objectives for this workshop were:
1. To develop more effective placement pro-

cedures and
2. To develop bett t. communication between

hospitals and nursing homes.
The chief of Social Service of a local hospital,

and the vice-president of the nursing home as-
sociation and the director.of a nursing home
were the key resource people. Of the 54 per-
sons attending this workshop, 21 reprsented
13 hospitals in the area, and 33 were .from 19
nursing homes.

After the initial morning session, the presen-
tation focused on placement problems:from the
hospital's viewpoint and its seen by the admin-
istrators of the nursing homes. In the small
group discussions which followed, a careful ex-

..amination was made of current preadmission
and postadmission procedures.

Although our objectives were to develop more
effective placement procedures and better com-
munication between hospitals and nursing
homes, it was soon clear that these goals were
unrealistic for a I-day effort, Nevertheless,
communication was opened up and the need for
followup sessions became evident. Several ses-
sions would be required to improve communi-
cation to a point_ where a working committee
could set in motion plans for more effective
placement procedures. Actually, many of the
professionals preisent voiced the need for more
dialog between the two types of institutions
and expressed a wish for future action in this
direction,

WORK WITH FAMILIES
The way in which the nursint, home stair

relates and involves the family in the continu-

ing care of the resident affects the quality of
living in a mirsing home. A faculty member of
the Boston University School of Social Work
made the presentation.

Most of the 50 persons who registered were
nurses or social workers. A few administrators
also participa ted. Our chief objective was to
help participants understand that the way the
staff of the nursing' home relates to and in-
volves the family in the,_..eontinuing care of the
resident greatly affects the quality ,of living in

.

a nursing home.
Emphasis during the discussion was on spe-

cific techniques for working effectively with
families during the intake process and there-
after. Roleplaying, and small group discussions

re used in the afternoon to facilitate concrete
problem solving in this area.

PSYCHOPIIARMACOLOGY

Two workshops were held, one for physicians
in the nursing homes of this catchment area
and the other for all personnel in the nursing
homes. Of the 08 phySicians who were invited
by mail and with followup personal telephone
calls, 39 registered and 31 actually attended. A
co-director of the psychopharmacology labora-

tory, Harvard Medical School, spoke on the use
of psychotropic drugs for the elderly, their side
effects, and their interaction with other drugs.
The participants were attentiye but their ques-
tions indicated that they were unfamiliar with
much of the data offered.

The second 1-day workshop on psychophar-,
macoloy., r.vas held at a nursing home and was
open to all nursing home personnel in the
catchment area. Interest was high among the
33 persons who registered. The speaker was as-
sisted ,in the discussion group sessions by tWo
residents from the Massachusetts Mental
Health Center. They discussed case material
that had been prepared in advance from par-
ticipating nursing homes.

Although participants showed a great deal
of interest and the material was well presented,
the content seemed somewhat overwhelming to
many of the nursesstnd nurses aides in attend-
ance. More time would be needed to give a
staff a real working knowledge of the IiSes and
side effects of psychotropic drugs. There was
also considersble discussion of the communica-
tion borriers between physicians and care-
givers. Some Iggestions for remedy were of-

., .
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fered, but again more work and time were
needed to overcome these difficulties.

HOW DOES IT FEEL
TO GROW OLDREALLY?

This session was presented by staff of the
Equinox Institute, a private group focused on
the issues of death and dying. Films, video
tapes, songs, and discussions were all used to
help participants focus on the feelings and per-
ceptions of older people. Packets of materials
containing relevant stories, poetry, and song
lyrics were also distributed. Sixty-two persons
attended the workshop. Twelve elderly resi-
dents from the nursing home participated ac-
tively in the morning discussion.

Used effectively, films, songs, and video tapes
can stir up feelings, engage interest, and stim-
ulate discussion about matters which are often
difficult to discuss and which occurred at this
particular workshop. The response was posi-
tive. In retrospect, however, we felt that the
impact could have been heightened had we
formed smaller groups for more intimate and
thorough discussions. Again, so much material
was presented that there was not enough time
for indepth handling of it.

Summary
In summary, all our 1-day workshops were

successful if we look at the general response
and interest evoked. If they were to be evalu-
ated in terms of real impact and staying power,
however, they would, of course, fall short. It is
important to see the value of 1-day workshops
in realistic terms. They do not have long-lasting
educational impact nor do they, in and of them-
selves, create much in the way of attitudinal or
behavioral change. They do, however, stimulate
and provoke interest in a problem or subject
area. They can bring people together and pro-
vide an opportunity for social interaction,
sharing of experience, exchange of ideas, -and
gaining of new knowledge. They can be used
effectively to help generate the interest and mo-
tivation for further learning. They can be ex-
cellent public relations vehicles for developing
an important sense of community among nurs-
ing homes. To this degree, the monthly com-
ing together of health workers in the informal,
serious, and semisocial atmosphere of a 1-day
workshop can effectively reduce some of the
isolation, stigma, and low self-esteem experi-
enced by Many-nursing home employees.

These are all valuable credits and certainly
justify the use of 1-day educational workshops.
They must, however, be followed up by more
sustained efforts if any real social change in
the care and delivery of service to residents is

to occur.

Eight-Week Seminars
The three 8-week seminars (2 hours per

week) were scheduled to run in sequence. Par-
ticipants were not required to take more than
one 8-week seminar, but they were eligible to
attend all three. A certificate from Boston Uni-
versj±ynl Massachusetts Mental Health Cen-

given to all who took two or more of the
eek seminars, and the Board of Registra-

tion of Nursing Home Administrators for con-
tinuing education credit approved 16-credit
hours for the administrators of the nursing
homes. Enrollment was limited to about 30 peo-
ple in each seminar.
BEHAVIOR PROBLEMS IN NURSING
HOMESA MENTAL HEALTH VIEWPOINT

The content of this course centered around
management problems. These problems are a
continuous source of difficulty in most nursing
homes. This phase describes any behavior which
is disturbing to other residents or staff. Issues
of sexuality, alcoholism, or psychological ad-
justment were high on the list.

The seminar was designed to discuss major
adjustment problems and to offer ways of cop-
ing with them on two levels:

1. Immediate first-aid measures to deal with
the crisis aspect of the problem.

2. Preventive measures which go beyond im-
mediate control and involve an understanding
of why people act the way they do given the
physiological and psychosocial process of aging
and the problems of adjustment to long-term
institutional care.

A psychiatric nurse with a 13h.D. in psy-
chology and with wide experience in nursing
homes and geriatrics was recruited to teach
this seminar. Thirty-five persons enrolled rep-
resenting 20 different nursing homes, ranging
in size from 22 beds to 240 beds. Those who at-
'tended included 4 administrators, 14 directors
of nursing and nursing supervisors, three
nurses, two licensed practical nurses, and nine
aides.

In addition to dealing with general kinds of
behavior problems and specific illustrations of

4
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each major type of behavior, the instructor
spent considerable time focusing on staff needs,
feelings, and attitudes which could critically
affect the way in which one Was prepared to
meet patient needs and cope with patient and
resident behavior. This emphasis on self-
awareness and self-knowledge was extremely
stimulating and exciting to some participants,
although others were understandably threat-
ened.

Although most of the participants in this
seminar evaluated the results positively, there
were some negative .reactions. It is unusual to
be 100 percent successful with a group, particu-
larly when dealing with difficult and highly
charged material. We felt that the group was
too large, the setting somewhat u_ncomfortable
and noisy, and the composition of the class too
varied and changing. Before we realized what
was occurring, a number_ of_persons who were
unable to attend sent substitutes in their place
each week. These substitutions resulted in a
large, constantly changing group .during the
early sessions. These difficulties were caused by
poor preliminary planning rather than by poor
teaching. These problems were corrected by the
time the next seminar started.

GROUP TECHNIQUES IN WORKING
WITH THE ELDERLY

Because nursing homes are group living ex-
periences in themselves, all who work in them
can benefit from this type of course because the
actual experience of a small group seminar can
become a laboratory for learning.

The objectives of the seminar were:

to increase the sensitivity of group process
and dynamics
to develop sp cific techniques for group
leaders
to know when to use group techniques and
with whom to use them
to offer practical suggestions as to the kinds
of activities that may encourage remotiva-
tion and involvement with others.

Thirty-five persons from 21 different nursing
homes registered for the seminar. The enroll-
ment included four administrators, seven di-
rectors of nursing, seven aides, nine social
workers, five nurses, and three licensed practi-
cal nupes.

3 5

ESTABLISHING A THERAPEUTIC MILIEU
IN NURSING HOMES

The overall climate or atmosphere in the
nursing home is important if residents are to
make maximal use of care facilities and main-
tain healthy levels of functioning. The adminis-
trative style and procedures determine the
ways in which staff relationships function and,
therefore, with the ways in which interper-
sonal group living problems of residents are
resolved.

Thirty-four persons registered for the sem-
inar from 21 different nursing homes. This
seminar was open only to administrative and
nursing home supervisory staff level. We be-
lieved that the exchange of ideas would be more
candid if restricted to top level staff and that
changes, if they were to come, would be facili-
tated by involving key administrative person-
nel. Of the 34 persons registered, 14 were ad-
ministrators and 20 were directors of nursing
or nursing supervisors.

A director of clinical social work and a
clinical nursing supervisor of the geriatric
service in a hospital co-led this seminar.

When the seminar was planned, two assump-
tions were held. First, that the overall climate
or atmosphere in the nursing home is important
if residents are to obtain effective use of care
facilities and maintain healthy levels of func-
tioning; second, that the administrative style
and process determine the way in which staff
relationships function, and, therefore, with the
way in which interpersonal group living prob-
lems and relationships of residents are handled.

These assumptions formed the backdrop
against which this seminar focused on the dy-
namics of group life within an institution and
its effect on both staff and residents. In so
doing, the group spent considerable time trying
to understand their institutions and milieu in
terms of where their home belonged on a con-
tinuum ranging from deinstitutionalized to
highly institutionalized. The group analyzed
the frequent contradictions or conflicts between
planning therapeutic clinical changes and ad-
ministrative interests. Lastly, efforts were
made to understand and appreciate the conflict
and competition between different levels of
staff. It was clear from ,the exchange of ideas
that conflict frequently causes staff to ignore
each other and the estrangement does not allow
for flexible use of skills. Sharp competitive
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mechanical role distinctions militate against
the development of a therapeutic milieu.

This seminar started slowly. The two instruc-
tors were not thoroughly comfortable with
their co-leading roles and the material was too
abstract for many of the participants. The two
leaders did not provide enough initial input for
a group of this size.

Because of poor presentation and complexity
of the course content, a third of the members
of the seminar had dropped out by the third
session. For the 20 or so who remained, partici-
pation was good and the evaluations they made
were positive. Many of those who stayed with
the course became intensely involved.

As a result of this seminar, two homes ini-
ated a policy of having members of the staff

meet with groups of families. Another home is
planning to eliminate the wearing of uniforms.
An administrator decided to develop a council
for residents which encouraged residents to
participate in home problems and decisions.
Others spoke of attempting to change long-
standing attitudes of staff members with a dif-
ferent approach.
HOW TO TEACH AND SET UP
INSERVICE EDUCATION IN NURSING HOMES

The goal of this particular 12-week 2-hour
seminar was to train personnel of nursing
homes to set up and teach effective inservice
education programs that emphasized mental
health principles in the care and delivery of
service to residents.

The training included lectures, discussions,
and structured experiences. The groups were to
be small and experientially based, and an on-
site followup consultation was to be provided
as needed.

The seminar required a commitment from
participants to initiate an inservice education
program in their nursing home at the comple-
tion of the 12 scheduled sessions. Supervision
and ongoing followup consultations were avail-
able at whatever point this occurred. The sem-
inar was open to any staff member who had
been given the responsibility within his or her
own facility to give inservice training.

Of the 14 participants who came to a pre-
liminary group meeting, two were social work-
ers, one was an administrator, one was an aide,
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and 10 were nurses. Several persons were not
accepted because they lacked adequate adminis-
trative support or had so many internal staff
problems that it would have been premature
and unrealistic to attempt an inservice program
at that time.

Of the 10 homes from which staff were reg-
istered in this seminar, representatives from
two withdrew almost immediately. The reasons
given involved staff leaving and resultant tem-
porary shortages. Of the staff from the eight
remaining homes, staff from two others also
withdrew midway through the course. One of
these persons when interviewed by our research
assistant claimed that she "found the seminar
personally useful, but our administrator feels
that there are more important ways to spend
staff time."

The staff of six homes completed the semi-
nar. The group of nine persons (two each from
three of the homes) consisted of one nurses'
aide, one administrator, one licensed practical
nurse, and six nurses. Attendance was excellent
and the evaluation by participants positive.

Each participant, despite the uniformity of
the objective experience (everyone was exposed
to the same material), perceived the training
differently and valued it in terms of their own
unique background and need.

There were many indications that this as-
pect of the program could well be expanded.
Several participants have completed their first
series of training sessions within their homes
and have held graduation ceremonies for their
trainees, complete with certificates, speeches,
food, and flowers.

There is little doubt that this kind of educa-
tional training, somewhat akin to an appren-
ticeship experience, has both staying power and
potential for long-range impact and change
within the nursing home community.

The total registration was 431 persons and
the overall program involved staff from 45
nursing homes, many of them participating
more than once and sending more than one rep-
resentative; 16 hospitals participated with rep-
resentative staff ; 49 visitors attended; and 18
faculty persons and staff from the Nursing
Home Education Project participated at all
functions.



Ill. Report of the Boston University School of Social Work,
Division of Continuing Education

Introduction
The initial mandate for this project centered

around developing a model to train nursing
home staffs in the New England area in prin-
ciples of geriatric mental health. Geographic-
ally, we believed it would be impossible to offer
mental health inservice training directly to
nursing homes. Given our staff of one and our
limited travel budget, we would have reached
few people.

Therefore, our initial efforts were focused on
finding some way to reach a large number of
nursing homes and devise some method so that
the inservice programs we developed would
continue after the 1-year grant was over. We
talked with nursing home employees at all lev-
els and became familiar with their needs and
problems, Because State regulations are rather
nonspecific about educational requirements,
such programs have low priority for nursing
homes, most of which are proprietary.

The other focus of our preliminary investi-
gation and assessment of various possible mod-
els was to examine the agencies which had on-
going relationships with nursing homes. We
expanded this notion somewhat as we pro-
ceeded to include agencies which were not cur-
rently involved with nursing homes but wanted
to become involved in some way.

A series of initial contacts were made which
included the Departments of Mental Health in
Massachusetts, Vermont, and Maine, as well as
contacts in New Hampshire and Rhode Island,
stemming from previous work that had been
done by the Division of Continuing Education
in these States. Through these contacts, we
made some initial assessment of needs and in-
terest. Several States, notably Maine, seemed
to have several programs already in operation.
Of the other New England States, Vermont ex-
pressed the greatest interest and willingness to
pursue possible programs. In Massachusetts,
we began to explore more extensively the pos-
sibility of developing programs with the State
hospitals.

As a result of numerous discussions with

these various agencies, a model began to
emerge, one based generally on the concept of
Training of Trainers which Boston University
had previously developed. We believed we
might have the greatest impact, both in terms
of numbers and in terms of longevity, if we
identified a group of mental health profession-
als from these various hospitals and commu-
nity mental health centers, and devised a pro-
gram to train them how to teach. They, then,
in turn could offer as part of their agency job,
inservice training on mental health issues to
nursing homes in their areas. This training
would insure that a much greater number of
homes would be reached on an ongoing basis
than we could ever hope to accomplish if we
tried to offer such inservice training directly.

An intenSive curriculum on how to set up in-
service programs in nursing homes, how to de-
velop one's potential as a teacher, based on
adult education methodology, was developed.

We envisioned this seminar as a 12-week pro-
gram, each session to run for 2 hours. Exten-
sive followup was planned and a requirement
for participation in the seminar was that each
participant, during the course of the seminar,
would develop and begin teaching an inservice
program in a nursing home. This requirement
was needed for two reasons. First, it would in-
sure maximum benefit to nursing homes in that
no one trained could use up a slot in our semi-
nar and then decide they didn't have time to do
the nursing home teaching or that they would
do it at some vague future time. Secondly, it
was educationally more productive to combine
practice with theory and learn from real prob-
lems rather than by hypothetical situations.

The next step in the process was to offer the
program to the various hospitals and centers
we had contacted. We expected each institu-
tion to send one or two people for us to train,
resulting in a total group of 12 to 15 learners.
Instead of designating one or two professional
persons on the staff to participate in such a
seminar, each hospital requested their own pro-
gram. One hospital indicated that they hoped
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we could eventually train 20 to 30 of their s aff
.who would be able to offer nursing home in-
service programs.

Such a response is because the hospitals are
placing more patients in nursing homes. This
policy is in line with the current emphasis
away from large centralized institutions and
toward greater use of community-based facili-
ties. Helping the community to develop the ex-
pertise and knowledge to keep patients in nurs-
ing homes or other community facilities,
rather than dumping them back into the hos-
pitals at the first sign of difficulty, is a role
most of them are interested in pursuing. In
addition most of the hospitals have contractual
agreements for followup consultations with the
nursing homes in which they have placed pa-
tients for 1 year. it was the feeling of the staff
at several of the hospitals that if their staff
could begin to offer ongoing continuing educa-
tion to the staffs of nursing homes, a more solid
base of knowledge would be established, and
this knowledge would insure more appropriate
use of crisis consultation.

The result of these contacts was the develop-
ment of five separate seminars. The seminars
were held at the hospitals which are identified
by the letters A-E.

Hospital A
From its inception, the group from hospital

A- had a number of problems which continued
to plague us throughout the sessions. The ini-
tial communication from the administrator to
his staff was unclear, and it was not apparent
until later in the sessions that we should have
spent more time developing mutual definitions
and exceptions. A great deal of time was ini-
tially spent merely finding a time which was
acceptable to everyone.

This group was composed of a unit of young
psychiatric community nurses and a second
unit of older nurses and experienced aides.
Both units were already involved in ongoing
relationships with nursing homes in their
catchment area, and both groups were initially
pleased to have contact with each other. An
undercurrent of hostility, however, developed
on the part of the younger nurses, fanned by
one of their unit who was by turns sullen or
openly hostile. A great deal of time was spent
in trying to defuse this situation. There was,
also, difficulty in finding an appropriate meet-

ing space, and this problem was never solved.
Despite these drawbacks, however, a consid

erable amount of material was covered with
particular emphasis on practical specifics. Al-
most from the beginning, each of the partici-
pants had started a group; and although the
initial sessions found them anxious, the actual
teaching gave the participants a sense of con-
fidence. Both units had decided that such teach-
ing would constitute a regular part of their
jobs and each nurse or aide was given ongoing
responsibility for one or two homes in their
catchment area. Most of the homes approached
were responsive and programs started smoothly.

The model presented stressed the need for
administrative support and this support was
easily obtained, possibly as a result of their
previous relationship with a home. The com-
munity nurses were more highly structured in
their initial approach, falling back often on
nursing material. There was a considerable
change, however, as things progressed and,
when second groups were started, they were
differentmore learner oriented, informal, and
geared toward mental health issues. The aides
began more informally from the starttwo of
them working as a team. The feedback from
the home in which they taught was positive
and they were asked to continue. The feedback
from all the groups was positive and substan-
tial progress was made in the nursing homes,
particularly their views of inservice training
which they now believed worthwhile in theory
and highly desirable in practice. Ongoing fol
lowup unfortunately was not possible with this
group because of time commitments.

Hospital B
Training in hospital B began with a large

group of about 15 participants whose attend-
ance was erratic. it finally stabilized at eight.
The dropouts resulted, again, because of sched-
uling problems and misunderstood expecta-
tions. It became clear after beginning a num-
ber of groups that the question of developing
consensually validated expectations was criti-
cal. With this group, time was spent defining
our purpose and goalswhich resulted in sev-
eral people deciding this training was not for
them. What remained was a more homogeneous
group clearly focused on nursing home in-
service programs. Because members of the
group also believed that they needed more men-

8
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tal health content as well as teaching method,
each learner selected a topic she was interested
in pursuing and developed material which she
later presented (taught) to the rest of the
group.

Subsequent learning was st rue tured arcund
discussion and analysis of these teaching and
learning presentations. We not only discussed
content, but each person did some actual teach-
ing with critical feedback in a comfortable sit-
uation. Presentations ranged from fairly
straight-forward presentations of material to a
beautiful dramatic dialog on death and dying
which was written by two of the nurses in the
class.

Films and some basic sensitivity exerci_ses
were used by others. In general, the format
was -successful in that it combined the learners'
two stated needsfor more content and
methodin an integrated fashion. It also 1-le
came an immediate laboratory for looking_ at=
the variety of relationships the teacher could
have to the learners. This method seemed iM-
portant with this group as they were all ini-
tially confused and uncomfortable with a
teacher who didn't stand up front and lecture.

Considering the initial resistance to a more
informal shared teaching model, the final re-
sults with this group were gratifying. In the
evaluation, they believed the objectives set for
the seminar had been met, and each had been
pleasantly surprised by how they were enjoy-
ing their teaching experiences. Follo min with
this group was mainly by the telephone with
individual persons. Each of the group members
came from a different unit or service and it
was impossible to extend the group -sessions
past the 12 weeks originally contracted.

Hospital C
The group at hospital C was initially in-
nded to be interdisciplinary. The final result,

however, was a group of s.ocial workers with
bachelor's degrees, selected by the working
contact at this hospital who was the Director of
Social Service. Had it been possible to Leach
another group there (as had originally been
planned), we would have worked through the
Director of Nursing.

This group proved to be one of the best in a
number of ways. Although they had all worked
in the same unit for several years, this experi-
ence was the first they-had really had as a

group. As they worked out t wir problems and
issues in forming what was to become a cohe-
sive, supportive team, we analyzed the proces-
ses and translated them into nursing home
terms. The time we spent working through
some of their staffing problems also proved to
be a living laboratOry on two levels. It was a
most vivid "demonstration of the need to begin
any learning experience, but most particularly
one dealing with mental health, with what the
learners defined as their pressing issues. Every-
one agreed that had we forged ahead with a
fireplanned curriculum almost no learning
could have taken, place.

Although this -approach is one of the most
difficult concepts for new teachers to grasp,
their problems proved most fortuitous. It was
also a positive experience for them because it
gave them a first-hand experience with a shu-

n which invariably comes up in every nurs-
ing homenamely staffing and intrastaff issues
or conflicts. Having worked through problems,
they were better prepared for some of the
issues which cropped up over and over as they
began teaching.

Because of scheduling difficulties, this group
was not able, to begin their groups until the end
of the 12-week seminar. The delay caused anx-
iety which, at times, was not productive. It is
highly desirable to have the trainees begin
their teaching experiences as soon as possible.
This procedure insures that the learning is real
and- problem centered, rather than theoretical
or hypothetical.

This group experienced considerable growth
on three distinct levels. Almost all of the goals
we had Aet in terms of cognitive knowledge
were achieved, despite the amount of time we
initially spent on noncognitive problems. Enor-
mous growth took place in their functioning as
a staff group. This growth was especially evi-
dent in terms of their teaching roles as they be-
came mutually supportive of each other, acted
as resources to each other, and were exceed-
ingly productive in mutual problem solving.
The results for the homes were more successful
inservice programs.

Many of the group members also experienced
a great deal of personal growth which had pos-
itive effects on their role as teachers. Several of
them worked in teams, and this teamwork
tended ,to reinforce the learnings and the
growth. The teams five groups) were
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self-selected and worked together exceedingly
well. During our evaluation, they decided that
they wanted.to continue meeting as a group, so
we developed monthly followup sessions which
were problem-solving clinics. These clinics
proved effective and gave each member greater
confidence in their own groups. The knowledge
that they had a place to come with their teach-
ing problems gave them a freedom to try things
they might pot otherwise have tr-ied. It also
prevented them from being discouraged or
from discontinuing teaching.

It was also evident that many informal dis-
cussions and much analysis went on during the
month. Whenever a "crisis" would occur, they
could telephone for consultation and support.
The positive results from this- group had many
positive effects outside the group as well. The
staff atmosphere in their prime setting took on
a more confident, cohesive tone, and they ex-
pressed feelings of being less isolated in their
job setting.

Hospital D

The group...at hospital D was, formed from
self-selected members of their existing inter-
disciplinary community care unit. This unit
had been functioning as a team for a number
of years, and they were responsible for mak-
ing all nursing home placements for VA pa-
tients. Each member of_ the team covered
specifically designated homes in terms of place-
ment and followup. All the group members
were extremely knowledgeable about the homes
they covered, both in terms of the facility and
the personalities of the staff and the availabil-
ity of community resources. This group was
most interested in seeing whether inservice
training in the nursing homes would result not
only in better patient care and more appropri-
ate use of consultation, but also whether they
could help some homes develop to the point that
they would become appropriate placement po-
tentials. Currently, there were numerous homes
in their area in which they would not place
patients because care did not meet their
sttindards.

This group moved quickly into the content
of the seminar and seemed able to define issues
and goals rapidly. This ability was attributed
to the fact that they had all worked.closely to-
gether for many years. Discussions were
,always lively and fast moving and they had
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little trouble with shared responsibility and a
less directive model of teaching. Several of
them decided to do their teaching in teams and
were successful.

They began their teaching toward the mid-
dle of our seminar and in the remaining ses-
sions used many of their "problems" to discuss
and illustrate the material. They also began
thinking in terms of other formats they might
use to reach more nursing home administrators
and educate them to the mental health needs of
the patients;One-day workshops or special sem-
inars sponsored by the hospital were discussed.
This gronp also spent considerable time defin-
ing realistic objectives for their groups. This
type of discussion is especially important as
unrealistic goals seem to be one of the prime
reasons many educational programs in nursing
home_s have fallen into disfavor. This down-to-
earth approach was a particularly important
step in their goal of bringing some nonstandard
homes up to their standards.

During our final evaluation the participants
believed that we had met our stated objectives,
as welt as some unstated ones. They decided to
continue meeting, and, therefore, we planned
monthly group meetings for follow* Again,
these were designed for problem -solving and
were found useful by everyone. The partici-
pants were particularly enthusiastic about an
unexpected result in their inse'evice training
for nursing homes. They found that it helped
them to learn the staff members and vice versa
in a way which had not been possible previ-
ously. These contacts seemed to be of mutual
benefit and the participants saw all their con-
tacts with the homes more productive as a re-
sult of this indepth two-way understanding.

Hospital E

The final group at hospital E was the largest,
composed of nurses and social workers. They
had not previously participated in, ongoing,
formal interdisciplinary efforts, and the results
were a happy surprise for everyone. Many of
the hospitals are plagued by interprofessional
rivalries and contacts with other disciplines
are strained. As a result of this seminar, the
nurses and social workers in the group devel-
aped open channels of communication and a
high degree of comfort and trust. This open-
ness had effects far outside the confines of the
group. The directors of social service and nurs-
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ing were so pleased that they are making ef-
forts to continue this pattern in other areas.

Defining expectations and becoming comfort-
able with each other took a little longer with
this group, but as a result of not rushing this
phase, the work accomplished later was sound
and unusually productive. The teams were usu-
ally a nurse and a social worker which added to
their comfort in teaching and offered the
homes a well-rounded program. The unsolicited
praise from nursing home directors about some
of these teams was gratifying. There was one
problem member of the class whose hoStility
and personal manner were difficult to deal with,
and friction caused some problems in dealing
with issues of group process in learning
situations.

Interestingly, when they began to redefine
their learning needs and goals, they pinpointed
the dynamics of small group processes as a
learning need. The group, in a similar fashion
to the group at hospital C, changed and pro-
gressed dramatically during the course of the
seminar. Cognitively, they felt they had learned
much and the level of operation of their groups
demonstrated this. Affective ly, they also grew
in terms of a sense of self-confidence and
willingness to risk themselves in trying new
methods and in terms of their cohesiveness as
a group. They became conc&med, supportive,
and creative in their relationships with each
other. Many of the members who had initially
resisted participation in the seminar now were
the ones who were most interested in finding
ways to continue their meetings. As with sev-
eral of the other groups, we scheduled monthly
followup sessions after the 12-week period was
over.

Trainin Impact and Results
In assessing all the impac and results of

these groups, it is evident that it was,a positive
experience for all concerned. It is clear that the
need and interest on the part of the homes are
present. Although there are certainly many .
homes which are not interested in inservice
training, So many were hungry for our type of
project that we had more applicants than we
could possibly manage. PossiblY those homes
which were not interested need this type of
training the most, but that would necessitate a
project whose prime focus_ was not on the
actual training but on working with adminis-
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trators to bring them to the point where they
could begin to see that they might possibly
benefit from further training.

The model of training trainers was effective,
as we reached a far greater riumber of homes
than we could have any other way. Involving
existing institutions was also productive, as
they are all intending to continue offering
programs to the nursing homes. It also seems
clear that this involvement will enhance the
communication and rapport between hospitals
and nursing homes.

Nearly all the hospital staffs who partici-
pated were enthusiastic about teaching and
planned to continue. They were interested in
further training, and it was gratifying to see
how much progress they had made.

Workshops

The other part of 13oston University's project
centered, around several workshops which were
offered in Vermont and Massachusetts.

In Vermont, we established contact with the
State Department of Mental Health and the
directors of their 11 community mental health
centers. After proposing several plans, a plan-
ning committee was selected and we began
working toward a 3-day workshop. The direc-
tors all felt that they were, for the most part,
doing little to service the elderly in their areas
and that this program would provide the gentle
nudge which would propel them in that direc-
tion. To this end, they designated one or two
people from each of their staffs to be trained.
We made it clear that those persons trained had
to begin inservice training in nursing homes.
Vermont has a particular problem in that many
of the homes are not licensed nursing homes
but unlicensed boarding homes. Some attempt
had been made to.reach boarding home opera-
tors but without. success.

Several planning meetings were held at-
tended by the original planning committee,
which had been designated by the community
mental health center. directors. These were
people who, for the most part, were those who
would eventually participate in the workshop
and return to their areas and actually set up
nursing home programs. In addition, there were
two staff members from the Department of
Mental Health. Also involved in the planning
meetings were representatives of the Vermont
Wee on Aging, the Vermont Health Depart-
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ment, and the Vermont Nursing Home Associa-
tion. It was felt important to include all these
people at the initial stages, because their input
in defining needs was of major significance. We
also wanted to involve them as much as possible
in the actual workshop so that the program
would have a more indigenous quality.

The actual development of the specific format
and curriculum was formulated by the project
staff. We selected a format centered on small
group discussions, with minilectures at appro-
priate points throughout the 3 days. Two pre-
sentations were madeone dealt with issues on
aging and the other with issues of adult educa-
tion methodology. An additional group was led
by the Director of the Continuing Education
Branch of Boston University. This presentation
was to accommodate a number of people who
had expressed interest in the adult education
model we had developed but who were not di-
rectly involved in nursing homes. Many were,
however, concerned with the elderly, and it
was interesting to note that as a result of their
involvement in this workshop and the followup
one, they were working on the possibility of
implementing the State hospital training train-
ers model, with the intention of offering some
form of mental health inservice education to
nursing homes.

The opening format of the workshop included
presentations on the issues and problems of the
elderly, particularly those in nursing or board-
ing homes in Vermont. These presentations
were made by the Director of the Vermont
Nursing Home Association and a member of
the Office on Aging staff. These presentations
of issues and problems of the elderly enabled us
to get a realistic picture of the problems in a
way that we, as outsiders, would have been un-
able to present.

FIRST WORKSHOP
For the first workshop, we had 37 registered

participants. All attended the minipresenta-
_ tions_and _were then_divided roughly into three
small equal groups. The participants were staff
from the community mental health centers,
both social workers and nurses, and nursing
staff from a number of nursing homes. Judging
by the final evaluation, the impact of the 3-day
experience was enormous. The desire for fol-
lowup workshop was shared by almost every-
one. The fact that about two-thirds of the
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people actually came to the second workshop is
an indication of the value of the first workshop.

There were, however, several people who did
not benefit directly from the workshop. These
failures resulted from a rather clear difference
in level of knowledge about mental health con-
cepts. The workshop had been planned on the
assumption that participants would have some
knowledge of the terminology used in the area
of mental health. Although our object was to
train trainers and not to directly teach mental
health principles, those who did not already
possess some expertise were unable to grasp
much of what we were discussing. Had we had
more time, we might have been able to meet
their needs. It was clear, however, that part of
the problem lay in how we had phrased the reg-
istration requirements. If we had been more
specific, we could have avoided this problem. In
the material we sent out prior to the second
workshop, we were explicit in our expectations
and the problem did not reoccur.

SECOND WORKSHOP
DEMYSTIFYING MENTAL HEALTH

Working again with the planning committee,
we developed the second 3-day workshop. As a
result of the experience in the first workshop,
we felt that since we had the staff available we
could add a new group of nursing home staff,
aides, and licensed practical nurses to dis4uss
Dentystifying Mental Health. We received ex-
cellent cooperation from the Vermont Nursing
Home Association in setting this up. This small
group was fairly autonOmous from the two
other groups who had attended Workshop I.
Several planning sessions were held with them
to develop a curriculum for this group. For_
most of the people in the group, this planning
experience was their first experience at a 3-day
conference and they were enthusiastic. The
group was informal with emphasis on discus-
sion and participation by all members. This
conference was the first time for many that
their experience had been valued and that any-
one was really interested in what they had to
say.

;

In the two groups that continued, we worked
exclusively with the small groups. One group
concentrated on experiencing and analyzing
small group dynamics and the other group
chose to concentrate on specific teaching tech-
niques with time allotted for each person to do
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some practice teaching in the group and receive
critical feedback.

OTHER WORKSHOPSDEATH AND DYING,
STRENGTHS OF THE ELDERLY.
AND GROUP DYNAMICS

Two additional sessions were offered each
eveningone on Death and Dying, the other
on Strengths of the Elderly. Each person could
schedule his or her program for evening, and
they were encouraged to attend with a person
they had not spent time with during the day.
This procedure was reasonably successful in
promoting a mix of people and fostering infor-
mal exchanges with members of the other
groups.

Evening sessions had been held during the
first workshop as wellwith the same purpose
of promoting interaction, as well as offering
additional contact. At the first conference, eve-
ning sessions on Death and Dying were given
and one was offered on Group Dynamics.

During the final evaluation our participants
indicated that this second workshop was suc-
cessful and that the 3-day workshops were
worthwhile in terms of learning. The depth in
which the material was examined was believed
to be beneficial, and it would be difficult to
achieve this and the sense of continuity in less
time. All participants expressed the desire for
more training and it was interesting to hear
that, partially as a result of their positive ex-
perience with us, the Nursing Home Associa-
tion is planning a further series of educational
offerings for aides as well as nurses.

The final program which the staff of Boston
University offered was a 1-day workshop for
the Massachusetts Nursing Home Association
in the northeastern section of Massachusetts.
They had heard of the work we had been doing
and they approached us to see what we could
offer them. In conjunction with several of their
staff, we worked out a format for four small
groups and two minipresentations. Presenta-
tions were given on what it is like to live in a
nursing home from the patient's viewpoint and
the use of an inservice training model. Each of
the small groups set their own prioritiesthe
morning session generally being devoted to
how to take this knowledge and turn it into an
inservice program for their homes.

Living closely together they should talk with
each other, know each other, and support each

other's feelings. The co-leaders, in inviting the
residents to join a group, told them that they
could talk about anything they wished regard-
ing life in a nursing home, that it would be
nondirective, open, and confidential. For many,
this was a unique experience. They had had
few experiences with such an approach and
constantly sought structure and agendas. Even-
tually, this stopped as they began to experi-
ence this new freedom.

Group members were selected with minimum
criteria ; even this varied among the homes.
Those with severe hearing defects, serious brain
syndromes, and very difficult speech problems
could not be included. Also, we tried to avoid
having only isolated, withdrawn people, be-
cause we believed more varied personalities
and problems would make for greater inter-
actions. We did not seek out the active leaders
who were managing well unless we wanted
such a person to lend the kind of ego function-
ing that was lacking in the group. Nor could
we have all wheelchair patients because the
aides balked at this.

What did the residents talk about in the
groups ? At first, these people, living together
under the same roof, found it hard to talk with
each other. The conversations were a ,series of
unrelated statements; however, this changed
a's the leaders helped them relate to each other
and to them. In the process of becoming ac-
quainted, most learned for the first time a bit
about each other's backgrounds, and this led to
more individualization and to a lessening of
labeling people by their obvious handicaps (as
"the man with the cane", "the woman with the
funny speech", etc.) or characteristics ("the
red haired lady", etc.). After a while, they lis-
tened to each other and conversation became
more connected, more coherent, and more fo-
cused on specific themes.

Food was one of the first issues they joined
together to complain about. They reminisced
about their cooking and timidly protested their
present home's cooking. In one of the groups,
while they at first requested the co-leaders act
as their advocates with the administration,
ultimately they were helped to voice their pro-
tests. To their surprise, positive results fol-
lowed quickly. Other members of the home
looked up to them at this point.

The most important issues ultimately were
related to themes of depression and loss. Many

4 3



BOSTON UNIVERSITY

could speak of it first in derivatives (recollec-
tions when their children had illnesses ; news
etories of fires in which families lost homes ;
friends who died of cancer) ; but after a while,
they voiced their own loneliness, feelings of
abandonment, family disinterest, and their
anger at being ,incapacitated and in a nursing
home. Death slowly moved onto the stage as
members of the group first talked of things
dying in winter, and then of serious illnesses of
absent group members, and finally of several
deaths in the home. Departed spouses were re-
ferred to and eventually real grief was dealt
with. Holidays, such as Thanksgiving, Christ-
mas, and Easter, brought the greatest flood of
depression.

That they could listen to each other and sup-
port each other became the most important
strength and movement in the groups. Ln one of
these groups, after a number of weeks with
these recurrent themes, the release from these
persistent griefs through their ability to talk
aloud about them led to a fascinating session
where jokes, gaiety, and even a few dance steps
took place. Parenthetically, in several groups,
the student leaders came to the meetings even
during the holidays rather than abandon the
groups at that time.

Certainly, the formation of groups in nurs-
ing homes for purposes of developing greater. .
social interaction, sharing feelings and ideas,
and airing problems is hardly a new thought;
but it is a rare experience when, sine explores
the social structure of nursing homes. Our lim-
ited experience is so positive that I would rec-
ommend building this into the nursing home
education projects to help nursing homes view
the effects and the results. Since the concept of
"home" in the appellation "nursing home" is
too often missing as a medical model is em-
ployed, this type of demonstration could bring
a new emphasis to homes and a new experience
to residents.

Summary of Observations and Recommendations

The following are a series of observations we
extracted from this experience and some recom-
mendations we would like to record:

The data presented in this report reveal an
action and group process program with strong
nursing home participation and input. It re-
flects an educational philosophy directed to the
individual person's needs and active participa-

tion in the learning process. This emphasis
on the individual person was our approach
throughout the program. Furthermore, we
were concerned with the need for change and
saw ourselves as change-agents ; we hoped to
make the life of residents in nursing homes
better. We recognize, however, change is hard
to measure: so much is not quantifiable, much
is subjective, much is not easily recognized and
may be subtle. Therefore, all we can hope for is
that those learners who participated with us
have looked at themselves to understand them-
selves better and handle their residents more
sensitively. This change is the only kind we can
really expect through our contacts with them.
But we hope that by having actively engaged
our learners, the changes they experienced will
be communicated in the homes and in the way
the residents are treated.

From the start, we were aware we could not
adequately measure changes in nursing home
residents directly attributable to our program.
There were too many variables and extraneous
influences at play. We felt that, at best, such a
program can only assess the attitudes and
knowledge of the learners, i.e., those with
whom we had direct contact. It was only in the
therapy groups that residents' feelings, re-
sponses, and changes could be assessed. We
would like to see more research both of atti-
tudes of staff and of the effect of therapeutic
groups.

We would recommend that a careful assess-
ment of why some invited nursing homes did
not participate in the program be made in
order that future programs comprehend their
problems, attitudes, or resistances. Since our
program was free of charge and since Depart-
ment of Public Health regulations require in-
service training, it could have been safely as-
sumed all the homes would participate. A
number of homes outside our catchment area
requested invitations but 25 in the area refused
to send anyone. An informal inquiry among
some of them gave the following reasons :

The State does not allow enough nursing and
aide hours for patient care ; therefore, they
could not 'spare" anyone for education.
These homes indicated they might be recep-
tive to teaching teams coming to their homes.
(However, we offered this service to one
home and the home never "found" the time.)
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Some homes could not provide transportation
to the seminars and workshops and felt too
much travel time was needed. (All of the
meetings were a maximum of 25 minutes
from the most distant home. Most were 10
to 15 minutes away.)
Mental health education just isn't high on
the priority list.
Mental health isn't "a problem", "because
we don't take mental patients" or "because
we refer them elsewhere if they get mental."
Where poor labor relations and disorga-
nized administrators existed, clearly pre-
occupations and energies 11,vere not directed
toward education.
The corporation has an education depart-
ment ; so why go elsewhere?

We found even that seemingly open, well-
motivated, "enlightened" homes needed mental
health education for their residents badly.
Their definitions, their perceptions, and their
interpretations seldom reflected what we con-
sidered good m6ntal health principles. For ex-
ample, one administrator, who attended all of-
ferings for 2 years in a row, in the Therapeutic
Milieu Seminar advised the participants that
staff should not get close to patients because the
residents would mourn the departures of staff
or the staff might adopt some patients as favor-
ites. Therefore, he shifted staff to different
floors from time to time. Another administra-
tor could not understand when we indicated no
patient should be forced to join the group being
formed. "It's good for them. We should make
them join."

A problem to be overcome in nursing home
education programs is discrimination against
aides on the part of some homes. Many adminis-
trators and head nurses participated in the sem-
inars because the State Licensing Board gave
them credit toward acquiring or maintaining
their licenses. They, therefore, came but did
not allow the aides to join. Interpretation of
the educational needs of aides and orderlies is
much needed.

In each home establishing its own education
program, it is necessary to help them under-
stand the meaning of the educational process.
Many see a once a month lecture or film as
meeting State regulations. The frequency of
educational meetings, their participatory na-
ture, the continuity of content, and the active
involvement of all present in the educational
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experinece need to be evaluated constantly.
More demonstrations of the value and use of

groups, both activity and therapy, should be
undertaken in nursing homes. Our findings
show people do like knowing each other, being
less isolated, being more sociable, and sharing
feelings. They find meeting others supportive
and meaningful and they feel it makes life more
bearable. Actually, in addition, nursing homes
could be helped to establish groups for children
of parents being referred and for the visiting
spouses and siblings of the residents to help
them separate and the resident adapt to this
new involuntary way of life.

A successful teaching of teachers programs
should include a supervisory and consultative
component for followup. We feel the model we
employed was highly useful, readily establish-
able, and gave the results we sought.

The workshop on referrals between hospitals
and nursing homes dramatized the paucity of,
communication between these institutions as
well as the disorganized chance nature of the
home finding. The dignity and wishes of the
resident are all too frequently overlooked as
hospitals pressure their placement departments
to "get the patient out of here." The medical
profession needs to be more sensitive to the im-
portance of a good referral process. It isn't a
bed that needs to be found, but a home, and
this is lost sight of by many medical and hospi-
tal people. Nursing homes need to describe their
resources to hospitals more carefully and hos
pitals need to determine patients' real needs.
More communication between them is essential.
A number of the workers in the hospital place-
ment offices stated that they didn't have time
to visit the homes to which patients are refer-
red. Hospitals should know these homes first-
hand.

Courses, seminars, workshops should use
adult education methods and group dynamics
in the educational process. Those participating
uniformly responded favorably. Only a very
few ultimately wanted the more didactic model.

Those taking the group process seminar
would have liked a supervised practicum after-
wards, similar to our followup in the How To
Teach seminar. Unfortunately, we could not
quickly and easily work that out. The How To
Teach seminar was a useful and meaningful
seminar and we wish we could have done more
than j,ust give the extra four sessions we sched-
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uled at their requests. Our teacher, Unfortu-
nately, was not available. Such a seminar for
nursing home personnel with followup and

, supervised practice is highly recommended. Ac:
tivities workers and nurses were most inter-
ested in this.

We recommend most teaching be clone in
small groups and in the neighborhoods of nurs-
ing homes (where geography permits) to elim-
inate distances and travel, to bring neighbor-
hood homes closer, and to encourage weekly
meetings rather than their usual monthly ones.

There is an urgent need to educate adminis-
trators in particular on what is good education,
why education in depth is needed, and that
there are no educational shortcuts.

Administrators and head nurses (in other
words, the policymakers) need to understand
the meaning, value, and dynamics of relation-
ship. Lack of awareness and lack of empathy
are at the root of this, and reaching these peo-
ple to help them shift in their administrative
practices is essential.

Most people participating liked our interdis-
ciplinary approach. It should be continued. In
addition, we had patients come to the film pro-
gram and they loved it, made many good
observations and comments, and participated
actively.

Some conflict between didactic and partici-
patory discussion methods showed up in the
evaluations. Interestingly, those in the 8-week
seminars resolved it always in favor of the dis-
cussions while admitting they at first preferred
didactic .methods. The nurses aides, in the Ver-
mont Workshop, stated the group process ap-
proach we used was foreign-Jo them but after
3 days said they learned that they knew a good
deal and learned more about, their subject,
themselves, and others,

In any future seminars for indepth learning,
we recommend the following:

Homes be told that the same persons should
attend all the sessions (8 consecutive weeks)
and send no substitutes.
We suggest more training of trainers pro-
grams for those from homes willing and able
to acCommodate I hemselves to such a regime.
In that event, consultation and supervision
must be provided,
We feel workshops should be u. sed only for
single topics needing special -foc g or em-

phasis (as Psychopharmacology, Death and
Dying). Even here, 3-day workshops are
much better than one if it is practical or pos-
sible to organize them on this time basis.
Emphasis in all our teaching is needed on
staff attitudes about themselves and their
fears and feelings about their own old age.
Also, their fears about mental illness and
sexuality need greater emphasis.
The adult education model should be used in
all programs.
Most nursing homes do not have adequate
training for social workers and activity work-
ers, and frequently do not define their roles
properly or creatively. Generally, these are
college graduates without special training.
Special offerings to these two groups of nurs-
ing home staff would be of particular value.
The need for a central clearing house for
elderly referrals should be studied and ex-
plored. It is needed in Boston, recommended
for Chicago ; and we would guess an cities
need sofne such organization.

Evaluation 1 Year Later

One year after the last sessions a followup
questionnaire was sent to all those who at-
tended. Completed questionnaires were re-
turned by 58 percent of the participants of the
seminars on "How to Teach Inservice in Nurs-
ing Homes'L,.-51 percent of those attending
the Verriiont workshop and 33 percent of those
attending from staff of local nursing homes.

"HOW TO TEACH" SEIIHNARS
AND VERMONT WORKSHOPS

Seventy-five percent of the reSpondents who
attended the "How to Teach" seminars actually
set up the required inservice educational pro-
gram during the training period. Thirty-six
percent of them had started one or more in-
service programs in nursing homes .during the
year following the end of the training. Many of
those who had not set up any programs
expressed a desire to set them up but other de-
mands of their work took higher priority.

Among the Vermont workshop attendees, 61
percent started one or more programs after-
ward. The fact that/ many of the respondents
worked in communily-oriented clinics appeared
to facilitate their inclusion of inservice train-
ing in their work roles.

A subgroup of the attendees of the Vermont
workshop continued to meet and draw up rec-
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..ommendations for their State legislature con-
cerning care in nursing homes.

An important determinant of whether or
not programs were set up in nursing homes was
the attitude of the administrative staffposi-
tive attitudes were mentioned twice as often as
negative ones.

Participants reported that they used what
they had learned in the seminars to improve
their teaching in.. existing inservice programs
and in acting as consultants to staff of other
nursing homes.. The heavy emphasis on adult
education methods was generally viewed as ap-
propriate and. useful, --The followup suggeSted
that careful attention -should be given to select-
ing students who are in an organizational posi-
tion that will permit them to take on a new
role in inservice education.

WORKSHOPS AND SEMINARS FOR
NURSING HOME PERSONNEL

Attitude changes and changes in the way
they worked with individual residents were the
most frequent outcomes identified. When asked
how they were affected by attending the ses-
sions, 30 pereenf of the attendees said their
comprehension of resident problems had in-
creased. Twenty percent said they used mate-
rial from these seminars in their own inservice
education programs.

4 7

Changes in nursing home practices am de-
velopplent of new programs were uncomMi5n,
though 16 percent of tbe respondents started
group rneetings for residents as a result of at-
tending the seminar on group technique. Also,
two nursing homes started group meetings for
staff and one began a group for family mem-
bers of newly admitted patients.

THER OUTCOMES OF THE PROJECT
Sixty-one percent of the attendees from local

nursing homes rated it "very important" that
they met and talked with people from other
homes who had similar interests to their own.

Fifty-seven percent felt the sessions en-
hanced their job satisfaction and 10 percent
said it decreased their job satisfaction. The
most common reason given for this decrease in
job satisfaction was a conflict between their
desire to implement ideas learned during the
sessions and conditions on the job which dis-
couraged it. Twenty percent of the entire group
had changed jobs during the year following the
project.

REFERENCE
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Evaluation of Continuing Education in Mental Health. for Persomne
Nursing Homes, September 13, 1972January 15, 1975

Growing concern for the quality of life of
persons who are residents of long-term care
facilities has led to an interest in increasing
the knowledge, competence, and resourceful-
ness of the personnel working in them. The
Continuing Education in Mental Health for
Personnel of Nursing Homes (CEMH) pro-
gram is an effort to do just that. It seems im-
perative that if long-term care facilities are to
be devoted not only to physical care, but also to
the highest possible quality of psychosocial
care, educational efforts such as that repre-
sented by the CEMH program should become a
permanent part of the long-term care facility's
training efforts.

Mental Health in Nursing Homes
The problems are not new.' In recent years

a number of facilities have recognized the need
to improve the mental health of residents and
have introduced programs to that end.2 Fur-
thermore, there have been several widely pub-
licized demonstration projects that have devel-
oped innovative programs. (For example: the
Therapeutic Community Approach at Ypsilanti
Hospital, Lansing, Mich.; Reality Orientation
at Tuscaloosa Veterans Hospital, Tuscaloosa,
Ala.; The Priory Method at St. Mary's Priory
Hospital, Victoria, British Columbia, and oth-
ers.) As a result, a number of treatment modali-
ties exist which include remotivation, reality
orientation, behavior modification, milieu ther-
apy, token economy, moral treatment, and op-
erant conditioning. The proper implementation
of each of these treatment modalities, however,
depends on the ability -lb modify them to the
skill levels, interest, and capabilities of a par-
ticular facility's personnel. Additionally, there
must be support for such programs at the ad-
ministrative level. It is not enough to have per-
sonnel capable of implementing the various
treatment modalities unless therie is commit-
ment on the part of the administirator to sup-
port them.'

Constraints Affecting Program Design
One of the first things to consider in design-

ing a program aimed at improving the mental
health skills of personnel of long-term care fa-
cilities is the characteristics of the personnel
themselves. Nursing home administrators dif-
fer widely in their characteristics with varia-
tions in level of education and receptiveness to
new ideas being especially important to devel-
oping continuing education programs.

Variations are also extreme in the educa-
tional background and training of the person-
nel. These variations range from professionals
who have some college training and may have
advanced degrees to employees with few skills
and who may be almost illiterate. In addition,
the turnover rate is high, particularly in those
positions where few skills are needed and the
pay is low.

Nursing homes themselves vary widely on a
number of dimensions : Le., size, ownership,
and level of care offered. Interest in and will-
ingness to commit resources to psychosocial
and therapeutic programs are not the least im-
portant of the dimensions in which facilities
vary.

All these factors can be documented, and
taken together they impose constraints on the
design of the CEMH training programs.4 The
variation in homes, administrators, and other
personnel makes it evident that the need for
training in mental health varies widely and
no single program could be designed to meet
the needs of all homes. The high turnover rate
results in the composition of a group of em-
ployees changing radically in a period of 2 to
3 years ; thus, as much attention must be given
to continuous training as to the content of the
training itself.

The success of any program to identify,
understand, and use mental health components
in nursing home care-is dependent on the under-
standing and acceptance of the program by the
administrative staff. The staff must, in turn,
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recognize that the program will not only enable
them to cope with the problems presented by
aged residents but also will result in better care
and an improved quality of life for the resi-
dents. The program should also appeal to the
administrator as a means of assisting him with
the problems of recruitment, training, and
turnover of personnel.

Middle management (supervisory) personnel
must support the program as a way of improv-
ing patient care and the quality of life for the
resident. Employees working directly with the
resident are the most important element in
delivery of the treatment modality, and they
must understand the program and support it as
a way to make their work easier and more re-
warding. These understandings formed the as-
sumptions on which the CEMH training pro-
gram was based.

Specific Program Objectives

The overall objective of the CEMH training
program Was the improvement of the quality of
life of persons who were residents of long-term
care facilities. Specific program objectives in-
clude:

increasing the awareness of personnel of the
psychosocial aspects of long-term care
developing or improving skills of personnel
in identifying and meeting mental health
needs of residents
developing an awareness of and ability to
deal with the special needs of the mentally
impaired
facilitating a closer working relationship
with mental health facilities, especially com-
munity mental health centers
encouraging the development of continuing
education programs in nursing homes.

Curriculum and Training Methods

The goal of the CEMH training program was
to improve the mental health status of residents
in nursing homes by improving the mental
health awareness and skill of personnel caring
for them.

The CEMH program included the following
content areas:

a mental health aspect
tional living
overview of treatmen
dalities (with emphasis

and nstitu-

and reventive mo-
on remotivation, re-

ality orientation, attitude therapy, and be-
havior modification)
the role of meaningful and enjoyable adiv-
Hies
working with families
developing working relationships with men-
tal health centers, State hospitals, and other
existing agencies
communication and teamwork.
Throughout the training sessions, it was em-

phasized that (a) positive and hopeful attitudes
will have a beneficial effect, just as negative
labels and stereotypes become self-fulfilling
prophecies, (b) closer ties with the mainstream
of community life will benefit both the nursing
home and its residents, and (c) each resident
should be evaluated as an adult with both needs
to be fulfilled and strengths to be maintained
and developed.

Training methods were purposefully de-
signed to include a mix of experiences, includ-
ing lectures and feedback, panels, films, experi7
ential exercises, demonstrations, role playing;
small group discussions, and problem-solving-,
exercises. In the sessions involving personnel
working directly with the residents with little
exposure to formal training, lecture-feedback
presentations were held to a minimum. Also
with this groUp, emphasis was placed on their
therapeutic potential in the lives of residents to
whom they have become central and significant
figures.

The final wrap-up for each workshop was
small group, problem-solving sessions involving
a hypothetical situation but one which was im-
mediately recognizable to all participants. De-
veloping a plan for effectively addressing the
hypothetical situation required the synthesis
and application of all content areas presented
in the workshops.

Training Format
Training was given in two 2-day workshops

separated by a period Of approximately 2 weeks.
The first training session was offered:to .nurs-
ing home administrators or memberia the
administrative staff. The -second workshop was
directed to personnel working directly with
the residents. A commitment to participate in
this second workshop was a precondition to
being included in the training program.

The first workshop was designed to demon-
strate to the administrator and personnel of the
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supervisory level that two results can be ex-
pected from a positive program designed to
improve the mental health of patients. These
results were better satisfied residents who will
participate more in the activities of the facility
and better satisfied employees, especially those
working directly with patients because they
participated in this program. The second
workshop was designed to help custodians,
aides, service, and therapeutic personnel under-
stand their vital role in improving the mental
health of their residents by helping the em-
,ployees to understand and cope with aging, ill-
ness and death, and to incorporate their knowl-
edge, through new or improved skills and
competencies, in their relationships with resi-
dents.

In all, 10 training sessions were offered, five
for administrators or administrative staff des-
ignated by them and five for teams of personnel
in the low skill positions designated by the ad-
ministrator of the facility. (These data are for
the first five CEMH workshops only. One has
subsequently been held in Little Rock, Ark.,
another is scheduled in Corpus Christi, Tex.,
and there is the possibility of one for Louisi-
ana. When the data from these are collected
they will be analyzed in the same way and will
in effect be a replication.)

After the conclusion of the workshops in
each series for both the administrators and
those personnel working in the less skilled po-
sitions, each participating home was visited
twice by the project coordinator for purposes
of consultation, technical assistance, and staff
training. The visits were for one-half day each,
spaced 4 to 8 weeks apart. Characteristically,
the consultant was asked to conduct a 1- to
2-hour session for an average of 15 employees,
followed by direct consultation with one or
more key personnel. Occasionally, this service
was provided by a local consultant who had
participated in the workshop sessions held for
that area.

The need for facilities to establish ongoing
orientation and training for all staff in mental
health concepts was invariably emphasized.
The training format of the CEMH program
was necessarily circumscribed, and it was rec-
ognized that the development of full program
capacity in all but the most interested and ad-
vanced facilities was impossible. Consequently,
one thrust of the program was to involve agen-

cies which potentially could form ongoing re-
lationships with the homes to assist in training
trainers, and also in case consultation, staff
education, formation and operation of family
groups, recruitment and orientation of volun-
teers, psychotropic drug counseling, program
development, alternate care and discharge plan-
ning, individual and group counseling for resi-
dents or families, organizing resident councils,
developing and making accessible community
resources, or both. Agencies participating in-
cluded community mental health centers, State
hospitals and State hospital outreach services,
veterans hospitals, and various State agencies
such as welfare, health, and social services.
Strategies to involve these agencies- were:

inclusion in workshop planning
inclusion as faculty or resource people in the
workshops, or both
inclusion in followup visits
a series of conferences on "Mental Health
Services and Consultation to Nursing Homes"
conducted in Arkansas, New Mexico, and two
Texas locations.
The enrollment in the CEMH workshops was

limited by design to enhance communication
and facilitate small group training methods.
Fifteen homes were the maximum per work-
shop and six participants were the maximum
number per home (three in the first 2-day ses-
sion, three in the second 2-day session). In
practice, allowances were sometimes made to
exceed the maximum to avoid having to turn
down any applicant homes.

Evaluation Procedures
Time and money constraints dictated that

systematic measures of change produced by the
CEMH program would be the traditional paper
and pencil tests, because direct observation of
behavior of the participants was not feasible.
Additional nonsystematic observations, how-
ever, were made, for example, by consultative
visits to the facilities. An evaluation form sent
to administrators only was used. Further evi-
dence came from unsolicited letters from par-
ticipating facilities and newspaper clippings.

Systematic Observations
Systematic observations were made of both

the administrator and low-skilled personnel be-
fore exposure to the program. Three tests were
used: the Oberlecler Attitude Toward Aging

50



CONTINUIN EDUCATION FOR LONG-TERM CARE PROVIDERS

Scale, a Job Performance Test, and an Insti-
tutional Climate Questionnaire. These tests
were administered in a group testing situation.
The same forms were mailed 6 months after
the initial test for followup data.

ATTITUDES TOWARD OLD PEOPLE
The Ober leder Attitude Scale 5 was used to

measure CEMH workshop participants' atti-
tudes toward aging. Consisting of 25 of the
most sensitive items from an original question-
naire of 176 items, the Ober leder Scale has
been shown to be an effective discriminator of
attitudes toward the aged. Scored on a simple
1-25 point scale, scores of 12 or under can be
considered indicative of positive attitudes to-
ward old people, while scores of 17 or over indi-
cate a negative attitude toward old people. High
scores on the scale also correlate significantly
with the "F" Scale (the authoritarian person-
ality).

JOB PERFORMANCE ATTITUDES

The best method of measuring changes in job
performance as a result of the CEMH training
program would have been to keep a detailed
first-hand account of the pretraining and post-
training job performance of each workshop
participant. Because this was not feasible, a
test devised by Cohen and later revised by
Kosberg and co-authors,' designed to measure
changes in the attitudes and opinions of nurs-
ing home personnel, was given to participants
in the CEMH program. The questionnaire cov-
ered five major areas : (1) attitudes toward or-_
ganizational dimensions, (2) attitudes toward
care and services to be given, (3) attitudes to-
ward the aged residents and their families,
(4) humanistic values, and (5) knowledge of
old age and aging.

INSTITUTIONAL CLIMATE ATTITUDES

As important as changes in an employee's
attitudes and job performance may be in meas-
uring the effectiveness of the training pro-
gram, the climate of the institution which pro-
vides the organizational setting for the delivery
of the services to the residents is the ultimate
test of the effectiveness of the training
program. The Home for the Aged Descrip-
tion Questionnaire S was adapted to measure
changes in the institutional climate of the
homes participating in the CEMH training

program. The Horne for the Aged 'Description
Questionnaire (HDQ) is modeled after a sim-
ilar instrument developed and used by Jack-
son as a device to study the therapeutic mi-
lieu in mental hospitals. Essentially, the HDQ
contains 36 statements describing various as-
pects of life in the home. Staff members of each
home w-ere -aske-dth indicate on a- five-point
scale ranging from "completely true" to "com-
pletely false" how true or false a statement was
about the home as they saw it.

Simple to administer and requiring only 15
minutes to complete, the HDQ can be adminis-_
tered to all levels of staff with success and is
also a practical instrument to use in collecting
data on a large sample of institutions.

Data Analysis

DESCRIPTION OF PARTICIPANTS

Sixty-five nursing homes and 473 persons
participated in the CEMH sessions between
November 1972 and July 1973. Of the attendees
419 were nursing home staff, 11 were from the
Department of Public Welfare, 12 represented
mental health and mental retardation facilities,
24 were from State hospitals for the mentally
ill, and there were seven others.

The workshop had essentially two target
populations : professional-administrative, and
paraprofessional direct-contact personnel. The
following analysis will be made of 321, or 77
percent, of these persons who completed both
waves of the systematic evaluation testing.
Twenty persons, or 6 percent, participated in
the first series of tests but not the second. Most
of those who did not participate in the second
wave of testing were employees who left the
facility 6 months later ; a small number did not
return the second questionnaire even after a
followup letter.

Because the program was essentially directed
at two target groups, these will be described
separately. Of those tested, 163 or 54 percent,
were administrators-supervisors, and 138, or
46 percent, were paraprofessional direct-con-
tact personnel. Except in matters of education
and additional training, the similarities be-
tween the populations were more striking than
the differences. Both groups were middle-aged,
and most of them were between 31 and 50
years, the majority were female, most were
married, and generally they had been employed
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at the long-term caic facility between 1 and 5
years.

On several important attributes which were
measured, however, the groups did differ sig-
nificantly. One of these, of course, was educa-
tion. Of the administrative group, all reported
having had some college training and 67 per-
cent were college graduates. On the paraprofes-
sional level, 21 percent had not finished high
school, 68 percent had finished high school but
had no further training, and only 10 percent
had some college. Additional training followed
much the same pattern with much higher levels
of additional training reported by the profes-
sional than the paraprofessional. Most of the
paraprofessionals had had no additional train-
ing. All but 12 percent of the professionals had
had additional training.

Another area in which the difference was
considerable was in previous jobs held. Admin-
istrative level personnel were about equally
divided, one-third having held previous jobs in
short-term health care; one-third in long-term
health care, and one-third in nonhealth-relatal
jobs. Paraprofessional personnel, therefore,
were more likely to come from outside the
health related fields ; only 18 percent came
from the long-term field, 9 percent from short-
term care. Sixteen percent came from service
or sales, and other previous jobs had been as a
laborer, in industry, and as a secretary. Most,
31 percent, had had no previous employment
for pay but had been housewives.

RESULTS OF ATTITUDE TESTING
Prescore and postscore differences on all but

one of the attitude tests were significant at the
.05 level. The single exception was the Work
Performance Test with the level of training
held constant. Measured on attitude change
from pretesting to posttesting, then, the work-
shops made significant impact.

Controlling for six variables hypothesized to
intervene (age of participant, administrative
level, previous employment, length of time em-
ployed, level of education, and additional train-
ing) produced mixed results. Analysis of vari-
ance showed that the Work Performance Test
was not significantly affected by differences in
age, length of--.employment, college or addi-
tional training. Job titles and whether previous
employment had been in a health-related field,
however, did make a significant difference.

Institutional climate scores were signifi-
cantly affected only by job titles, length of em-
ployment, and additional training.

The Oberleder Attitude Toward Aging scores
were significantly affected by job titles, length
of employment, and college training.

In summary, overall significant changes in
attitudes as measure-db-y the -WorkPerfor-
mance, Institutional Climate, and Attitudes
Toward Aging tests were demonstrated. Only
one variable, however, job titles, consistently
and significantly affected the amount of change,
with paraprofessionals showing more change
than administrative-professionals on Work
Performance and Institutional Climate, slightly
less the higher the job level on the Attitude To-
ward Aging scale.

Nonsystematic or Subjective Observations,
or Both

CONSULTATION VISITS

Several other techniques were used to meas-
ure effectiveness. Certainly one measure of
effectiveness was the number of nursing homes
which invited a consultation visit after the
workshop. All the homes participated in the
followup. All the homes which participated in
both parts of the workshop received two fol-
lowup visits.

It is the opinion of the project:Staff that the
followup visits constituted the most effective
component of the training package. Many
trainees, i.e., administrators and directors of
nursing, leit part 1 of the "Mental Health for
Nursing Home Residents" workshop with en-
thusiasm, but an enthusiasm tempered with an
attitude: "Yes, it looks like our residents do
have greater potential for more meaningful
lives in our Home, but how can we convince the
aides and maids and waitresses when they don't
care enough about their jobs even to give notice
that they are quitting?"

In virtually every case, however, these aides,
maids, and waitresses, many of whom had
doubtless been selected with some misgivings
to attend part 2 of the workshop, returned to
their jobs with a brand of enthusiasm noted by
most of the administrators and directors of
nursing who participated in the part 1 work-
shop with mild to marked surprise. This devel-
opment was reinforced during followup visits,
when it was again demonstrated by the project
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consultant, in addressing groups of employees,
that even the dimmest ray of hope for the im-
provement of residents' lives, combined with a
nondidactic approach and a frank appraisal of
how such an approach could enrich the job of
each employee, was sufficient to raise from dor-
mancy the enthusiasm of all but the most re-
sistant of staff.

The film "Mrs. Reynolds Needs a Nurse" was
generally shown during the first visit, followed
by a discussion of the factors which shape be-
havior patterns of residents of long-term care
facilities. Concepts of attitudes, expectations,
cornmunication, stereotyping, individualization,
self-determination, reinforcement, and preven-
tion were discussed relative to residents known
to the staff. The film depicted, rather pain-
lessly and with humor, the ease with which
staff can make mistaken assumptions and the
benefits which accrue for resident and staff
with goal-oriented attitudinal shifts.

During second visits, demonstrations of
classroom techniques on reality orientation
were conducted with confused residents se-
lected by the staff. As the consultants became
more adept at giving these demonstrations,
they came to represent the single most effec-
tive tool in eliciting staff enthusiasm and al-
tering attitudes toward greater hopefulness.
The residents selected invariably exhibited
greater potential than expected by staff in
terms of verbalization, attention span, recall,
appropriate effect, and judgment. When given
without an "I told you so" attitude and billed
not as a panacea but as one small example of
the mental health potential of nursing home
residents, these demonstrations assured credi-
bility for virtually the entire gamut of mental
health strategies and concepts.

It was at this point, the completion of second
followup visits, that the training design began
to manifest its weaknesses. Generally, the
training fell short of adequately training train-
ers who could effectively integrate mental
health training into the facility's own training
program, although some impact was made in
this area. Also, the attempt to stimulate on-
going working relationships between nursing
homes and mental health agencies fell short,
with notable exceptions. The obvious need was
for a mechanism through which interest and
hope, once generated in the nursing home,
could be regularly supported and supplemented

ONG-TERM CARE PROVIDERS

until a self-sustaining structure, in terms of
the nursing home's development of a rehabilita-
tive and preventive philosophy reflected in its
policies and procedures, might evolve. As one
step toward this end, it was decided to hold
conferences on "Mental Health Services and
Consultation to Nursing Homes" for mental
health center, State hospital, and State agency
personnel. These conferences are described
later in the report.

PROBLEM AREAS
Another technique used was to ask the ad-

ministrator of the participating nursing homes
to rank 16 problem areas in order of his own
perception of their most pressing problems. All
participating homes did this as a part of the
application procedures for the administrator.
The results of the rankings are as follows:

Times ranked
Problem in top a of 8

total problems
The resident who is frequently inconti-

nent of feces and urine, or both _ 49
The resident who does not seem inter-

ested in learning to help himself . = _ 40
The resident who wanders away unless

closely watched or restrained __ 32
The resident who rarely speaks, moves,

or shows interest in anything _ :31

T'ne resident who has frequent outbursts
of anger or aggression __ =_ 20

Ttie resident who sfrequently schemes,
manipulates or complains _

The resident who is nosy and wants to
make everything his business . _ 16

The relative who frequently criticizes
the home or the staff

The relative who seems to have a bad
effect on the resident's behavior

The resident who is overly suspicious
and fearful

The resident who is excessively noisy _

The resident who seems to want to die _
Low staff morale
The resident who masturbates, exposes

himself, or makes sexual advances
High turnover and absenteeism among

staff 20

Incontinence was clearly considered the top
problem raised by the resident who is not in-
terested in helping himself, the one who wan-
ders away, and the one who is apathetic
rarely speaks, moves, or shows interest in any-
thing, Ranking importance with these problems
with residents, the following two staff problems
appear as troublinghigh turnover and poor
communication, An additional problem, ranking
equally in number of times chosen, was a fur-
ther problem with patients: that of pat ents
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who have outbursts of anger or aggressiveness.
As part of a followup at least 6 months after

the workshop, each administrator was asked to
rate each of the problem areas in terms of his
perception of improvement. Thirty-five or 54

percent of the administrators responded to this
evaluation. All reported improvement in some
of the areas. Improvement was greatest in
areas where the CEMP training was not di-
rectly relevant: control of anger, aggression,
and apathy among the residents, and improv-
ing communication among the staff. It was
least effective in the areas where one might ex-
peat physiological concomitance, incontinence
among patients, turnover and absenteeism
among the staff. Even in these areas improve-
ment was considerable.

INTRODUCTION OF TREAT ENT
MODALITY PROGRAMS

Another observation was made using the
posttraining evaluation form filled out by the
administrator of the nursing home. This obser-
vation concerned the existence of various treat-
ment modality programs in the homes which
were as follows:

Number of
homes in

which
Progrlms available Percent

Reality orientation, 24 hour __ 25 62.5
Classroom reality orientation __ 22 55
Remotivation (discussion groups) 28 70
Team approach to care 31 77.5
Behavior modification approach

to care 21 52.5
Attitude therapy approach to

Useful work activities _

Self-help programs
Regular meetings with relatives =
Increased use of volunteers and

community resources

17
31
16
10

42,5
77,5
40
26

30 75,

NOTE: Average per home 5.8 (maximum 10.0).

There was no pretraining measure of these
treatment modality programs, because we did
not ask for the data, feeling that before the
training session much of it would be unintel-
ligible to the participating nursing homes.
There is now a high level of involvement in the
psychosocial aspects of patient care, although
none of the homes listed indicated they did not
have a program. Of course, bias is possible
even probablein the return rate. It is not
known whether or to what extent, nonreport-
ing homes' have programs.

5 4

Observations for Future Workshop Planning

Part of any continuing education program
should contain both a participant and a pro-
vider feedback which could be helpful to others
planning similar efforts. The workshops in this
series varied on a number of dimensions: ex-
perience of the workshop staff, physical setting
that was an aid or a detriment to the learning
situation, a target population with many op-
portunities for learning and sharing (those in
an urban setting) compared with an area
where workshops are seldom available (rural
areas or those in sparsely populated sections of
the Statej, and probably many others. Becausd
of these observations, an analysis of variance
was made to determine if there was a consist-
ent pattern of significant differences between
the workshops on the three attitude tests
which we had used. Significant differences did
appear between the workshops on both the At-
titude Toward Aging (.0401) and the Institu-
tional Climate (.0037) tests. The Work Perform-
ance score (.0179) also showed a high degree
of difference. The pattern of improvement on
scores was inconsistent and could not be attrib-
uted to any particular variable or combination
of those variables suggested above. WorkshoOs
do vary and the results, as we have demon-
strated, also vary. More systematic attention,
however, needs to be directed to identifying
significant environmental and programmatic
functions so that information can be gained to
improve workshops in the future.

Finally, administrators who responded to the
training evaluation form were asked directly
for a number of observations and recommenda-
tions regarding future workshops. The question
and responses are shown in the following
tabulations.

For future workshops of this nature, which
of the following staff groups do you think
should attend ?

Category Number Percent
Administrators only _ 1 2
Administrators and other key

personnel only 14

Key.personnel and lower level staff
in separate sessions 11 26

Key personnel and lower level staff
in joint sessions _ 26

NOTE: Total equals more than 40 because of
multiple responses.

Do you think followup visits by workshop
faculty are helpful?
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Respon
Very helpful __
Somewhat helpful _ -

Not helpful
Harmful ___
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0

40

If available, would your nursing home use
regular mental health services and consulta-
tion?

Roy° nse Number Perm I
Very often 16 40
Occasionally 20 50
Very rarely 4 10

If necessary, how much would your home be
willing to pay for monthly mental health con-
sultation or staff education by mental health
professionals ? (based on estimated $50 per 2-
hour sessions)

RCSI7Onse
Nothing
$25 for 2 months
$50, if reintbursable
Would pay $50 ==
Would pay $100
Would pay $100-200
Variable with need
Already have psychologint
Would hut cannot now
? or unknown
No answer
All residents, private pay
Prefers sending staff to seminars ..__

Total

Number of
responges

6

1

6
7
2
1

4

40

Analysis of Mental Health Services and
Consultation to Nursing Homes Conferences

It was postulated in the formulation of this
contract, and substantiated in its impleinenta-
don, that most nursing homes, in order to
develop policies and continuing practices con-
ducive to mental health of residents, would re-
quire ongoing relationships with agencies or
persons capable of delivering mental health
services, consultation, and training. As ex-
plained earlier, this problem was identified
during tbe consultation visits to individual
homes. Therefore, aS an extension of the orig-
inal contract, a plan was made calling for a
series of conferences on "Mental Health .Sery-
ices and Consultation to Nursing Homes" to
be initiated by a regional conference for the
Department of Health, Education, and Welfare
(DHEW), Region VI, followed by five State-
level conferences. Primary target agencies
were community mental health centers, State
mental hospitals, and State agencies of aging,
health, social services, and welfare. Addition-
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ally, such agencies were to be move actiVely
solicited to participate in the planning and im-
plementation of the contracted "Mental Health
for Nursing Home Residents" workshops and
followup visits.

In AUgusi 1973, a DHEW Region VI con .
ference was conducted as a platform from
which to develop State-level conferences in each
of the Region VI States. This conference was
well attended (85 participants) and well re_
ceived. To date, followup State-level confer-
ences have been convened in Arkansas, Texas,
and New Mexico. Oklahoma was approached,
but the State Department of Mental Health
opted to plan and give conferences of its own.
The project coordinator has subsequently par-
ticipated in three such conferences and is
slated to be on the agenda of two upcoming
ones. Louisiana has yet to be formally ap.
proached.

In Arkansas, the conference which convened
in October 1973 was poorly attended (39 par.
ticipants). In addition, the physical setting, the
auditorium of a mental health center, WIIS not
conducive to group interaction on the first
workshop day. The second day, which consisted

of small group sessions in conference rooms,
was more effective, but still poorly attended.
The Arkansas conference preceded the "Mental
Health for Nursing Home Residents" workshop
held some 4 months later. This conference made
possible the participation of mental health and
State agency personnel in the planning of the
workshop, and consequently, many such agen.
cies were represented at the workshop and at
the subsequent followup visits to participating
nursing homes. As a result, several working re,
lationships were developed or enhanced, al,
though the potential for such relationshiPs re.
mains far from full realization.

in Texas, the conference convened in June
1974, was moderately well-attended (74 partic.
ipants), and the setting and format were more
conducive to group interaction. The conference
was held in a resort hotel in Galveston. Six,
Texas mental health agencies are currently in,
volved in planning a "Mental Health for Nurs,
ing Home Residents" workshop, and another
is responding positively to a request for serv.
ices from a delegation representing ntirsing
homes. Still, the surface is only being scratched.

In New Mexico, the conference was surpris,
ingly well attended (114'__ participants), con,
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sidering the density of phpulation and the dis-
tances involved in traveling to the conference,
which was held in a well-known Santa Fe ho-
tel. The participants represented a mix of men-
tal health, State agency, and nursing home
personnel. The greatest need in New Mexico
seems to be the need for one of the State agen-
cies, such as the Department of Hospitals and
Institutions (DHI), the Health and Social
Services Department (HSSD), or the Commis-
sion on Aging, to take the lead in developing
relationships with nursing homes, or in stimu-
lating such relationships. The two mental
health centers in the State have shown in-
creased interest, but they are limited by their
small catchment areas.

in at least one area, staff of the Health and
Social Services Department are attempting to
provide more inservice education on aging.
Staff from the Department of Hospitals and
Institutions were instrumental in planning
both the "Mental Health for Nursing Home
Residents" workshop held in Carlsbad in July
1973, and the conference previously described
held in August 1974, Following the 1973 work-
shop forum, a_social worker from the DHI field
office provided the followup visits to six par-
ticipating nursing homes, but the suggestion
from the project coordinator that she subse-
quently train her 11 counterparts to establish
similar relationships in their respective areas
has not yet borne fruit,

In Oklahoma, the State Depattment of Men-
tal Health decided to have its own conference,
in which the project coordinator participated.
Oklahoma's Western State Hospital invited the
project coordinator to give a 1-day workshop
on reality orientation for nursing homes in
their catchment area, and the State Nursing
Home Association has invited the coordinator
to make a half-day presentation at its annual
meeting in May 1975, Activity in Louisiana is

yet to be started.
The activities previously mentioned varied

considerably in content and format, contin-
gent upon the input from those planners con-
sulted in each State. For this reason, no formal
evaluation on these conferences was made.

Basically, the same barriers exist which were
used to document the need for the "Mental
Health Ser Vices and Consultation to Nursing
Homes" conferences, It appears in retrospect
that it would have been wise to build in a fol-

lowup visit component for mental health agen-
cies analogous to the nursing home followup
plan. The plan to have the conferences and to

,olve appropriate agencies in the nursing
home workshops and followup visits was sound,
but often fell short of stimulating actual on-
going programs aimed at effectively serving
the nursing home population. The barriers in-
cluded the following:

1. Under the 1972 contract, contacts with
nursing homes centered around a population,
the residents, with which the trainees were in-
extricably involved on a round-the-clock basis,
whereas contacts with mental health agencies
dealt with a population, nursing homes, with
whom they were involved minimally or not at
all.

2. The format of the 1972 conti'aet allowed
for followup visits to nursing homes, but not to
mental health agencies, resulting in a depth of
exposure for the agencies insufficient for the
development of significant program change.

3. The existence, on the part, of mental
health agencies, of hopeless attitudes at the
prospect of working with the elderly and of
concern about the low status commonly ac-
corded such work,

4. The claims of mental health agencies that
they lack staff adequately trained for working
with the elderly, especially those in nursing
homes,

5. Inadequacy of or confusion about mech-
anisms of reimbursement for mental health
services and consultation to nursing homes,

6. A lack of pressure fen- services to the el-
derly from potential consumers or their advo-
cates,

7. Budgetary and staffing concerns over
what is viewed as an expansion of program and
services.

S. A desire to delay programing relative to
nursing homes in favor of prograthing for the
aging generally.

In summary, the "Mental Health Services
and Consultation .to Nursing Homes" confer-
ences in Texas, Arkansas, and New Mexico,
plus the various contacts made with Oklahoma
agencies, have served primarily as conscious-
ness-raising devices. Many mental health agen-
cies can now be considered more approachable
in terms of working with long-term care facili-
ties and the aging. Simultaneously, there ap-
pears to be a growing desire on the part of

5 6
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nursing homes 4'o seek and use fliental health
services beyond requests for prescriptions of
tranquilizers and transfers to State hospitals.
The attitudinal barrier appears to be dissolv-
ing, and- the competence barrier reported by
many mental health agencies is probably lower
than imagined.

It would be unfair to this project effort and
to many mental health agencies to leave the
impression that no effective relationships with
nursing homes are being developed. Many
times, however, the efforts lack coordination,
continuity, and ,.goal-directedness. It is hoped
that a new training grant beginning in July
1975 will provide more intensive and long-
term training on aging for mental health agen-
cies and will help to translate interest in aging
services into effective programs,
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Training Project on Mental Hea ltk Aspects in Nursing Homes,
Ethel Percy Andrus Gerontology Center,
June 27, 1972September 26, 1974

Introduction
Approximately a year before the actual fund-

ing of this project, the California State Depart-
ments of Mental Health and Public Health (re-
organized in 1973 into a superagency known
imply as the Department of Health) started a

joint project to assist community care pro-
viders to develop training for their staffs who
work with institutionalized persons. First pri-
ority for such assistance was given to convales-
cent hospitals, nursing homes, and psychiatric,
locked ("IP facilities), and long-term care
facilities.

Nursing educators were assigned to newly
determined regions of the State to act as co-
ordinators and consultants for training within
these newly designated regions. This focus
upon regional as well as onsite training was a
relatively new thrust for the department. A
survey of administrators of nursing homes and
long-term care facilities, during this period,
indicated substantial interest among these care
providers. The end result of this joint project
was the drafting of an application to the Na-
tional Institute of Mental Health for funds to
organize a project that would use the collabora-
tive efforts of the Department of Health, an
institution of higher learning, and interested
key persons from participating long-term care
facilities.

Psychosocial Aspects, Primary Focus
The focus of this project was on the psycho-

social (mental health) aspects of care of the
elderly resident, client, or patient in congre-
gate Jiving settings. By emphasizing the psy-
chosocial aspects, we did not intend to mini-
mize 'by inference the necessary and important
provision of medical services or public health
components of care. These services as a general
rule have to do., with making continuing life
possible for the older person.

Of equal importance, in our opinion, are
those aspects which contribute to making the
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older person's life worthwhile. As a conse-
quence, the principal objective of this training
program was to emphasize the need to sensitize
staff persons and others to the ways in which
people and things, as component parts of the
total environment (the life space of the indi-
vidual person), can be geared to make up or
compensate for the many and varied losses
experienced.

In this sense, the training components of
this project were intended to help staffs be as
imaginative and creative as possible in design-
ing and bringing into reality the appropriate
prosthetic or compensating environment. It in-
cluded the concept of the barrier-free environ-
ment, but it goes well beyond.

The main objective of the project then was to
stimulate and assist staff persons to learn to
think, plan, and behave in such ways (even, if
necessary, untraditionally) so as to help older
residents maintain (or regain, when feasible).
to the fullest extent possible their own compe-
tence for living and their sense of self-worth
and self-esteem. An acceptable level of quality
of life is not possible without that.

Another objective was to develop models of
continuing education programs to use to train
the staff working in the long-term care facili-
ties. The training, we hoped, wotild effectively
promote and facilitate ongoing continuing edu-
cation programs and establish and implement
training modalities. The modalities would help
translate these training programs into projects
that could be used not only in California but
elsewhere if needed.

The main thrust of the program was to in-
volve each participant to the maximum degree
possible: we wanted them involved in the dem-
onstrations and taking part in the dialog and
discussion by a free and we hoped candid ex-
change of views. We were looking for an in-
creased sensitivity to the critical issues, a shift
in negative attitudes toward more positive
ones, a greater degree of innovative thinking

5 8
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and behavior which would lead to policy and
programmatic changes to upgrade and improve
the quality of life of the nursing home resi-
dents. To this end, it was clear that the develop-
ment of group cohesiveness was a must.

Discussions with members of the advisory
panel and other consultants made several other
considerations readily apparent. One was the
need for a practical, program-oriented ap-
proach to training. Care providers, such as phy-
sicians and other long-term care professionals,
tend for obvious reasons to be extremely task-
and practice-oriented. And so any tendency to
engagein abstruse or purely theoretical discus-
sions had to be assiduously avoided. This re-
quirement put the instructors on their mettle
to translate research data and theory into prac-
tical applications.

We hope that the model of continuing educa-
tion and experiences with key personnel and
staff described in this project report will be
usefitl. Is is based upon a model training
program developed and tested in actual practice
in a 2-year period by the Andrus Gerontology
Center in collaboration with the California
State Department of Health and funded by the
National Institute of Mental Health.

Selection of Participants

Because, as already noted, this prqject was
intended to be a collaborative effort with the
Department of Health (Department of Mental
Hygiene), we were guided by the special in-
terest of the department at the-outset by reach-
ing so-called "L" (psychiatric, locked, long-
term care) facilities. Our first training group
basically was made up of teams of administra-
tors and directors of nursing from four sepa-
rate "L" facilities in the Los Angeles area.

These facilities were selected from a list of
respondents who had indicated a strong inter-
est in such training in an initial survey. The
final selection of the group was also based in
part for logistical reasons on the factor of geo-
graphic proximity.

The major thrust of this demonstration proj-
ect during its first year was toward long-term
care facilities in the metropolitan Los Angeles
area. During the second year, the intent was to
train similar groups in other arena of the State
known for their high concentration of nursing
homes. In such areas, participants were in part
selected because of their potential for even-

(Willy becoming resource and peer trainers in
their locales. With several notable exceptions,
this goal appears to have had a better than fair
chance of fulfillment.

The key persons, the administrators and di-
rectors of nursing, of long-term care facilities
were our first targets. These key persons set
the tone and climate of the facility. Without
their understanding of and sensitivity to the
critical issues involved, and their support of
the goals to be achieved, staff training would
probably prove to be partially effective at best
and unusable and wasted at worst.

It should also be noted that the newly estab-
lished State Board of Examiners of Nursing
Home Administrators (BENHA) was requir-
ing 100 hours of continuing education work
biennially to maintain a nursing home admin-
istrator's license. There was, therefore, in-
creasing demand for courses and training pro-
grams which were relevant and appropriate to
such State licensed persons and which would
'also provide a substantial number of approved
hours of continuing education credit. Thus the
70 hours of continuing education credit ap-
proved by BENHA for this training program
provided a real incentive for participation on
the part of the licensed persons.

We expected to train these key people by
sensitizing them to the issues and building
their support of innovative positive change.
They in turn would be involved in training
their own staff along the same lines with sup-
port of the instructing staff. Our subsequent
experience and the experience of others has,
over time, demonstrated the sensibleness, the
validity, and in general, the reliability of such
an approach.

Three Dimensional Model Designed

FIRST DIMENSION

Our major goal was to develop a three-
, dimensional model. The first dimension had to
do with the priorities and organization; the
second with coordination and collaboration; the
third with teaching strategies and methods.
The primary unifying goal was to enable resi-
dents in skilled nursing homes and long-term
care facilities to function at an optimal level of
competence and satisfaction. The unifying
theme in general was the emphasis on the psy-
cho-social (mental health aspects) dimensions
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of care; in particular, thenjtie focus was on
compensations for loss in old age and the de-

sign of prosthetic environments.
The project was organized so as to test

two parallel yet distinctly different approaches
to the training format. The first priority was
onsite teaching, and a second priority was on
developing a workable onsite model of training
which would stimulate and be incorporated into
inservice training in target facilities,

SECOND DIMENSION
The secOnd dimension of the model, effecti e

communication and collaboration with the men-
tal health component of the newly formed De-
partment of Health and other agencies, was
early established through an Advisory Com-
mittee. This committee met approximately
every 3 months (at the beginning it met
monthly), was much involved, and respon.sive,

TffiRp. MITIENS1ON

Our objective in designing-the specific teach-
ing strategies of this Project was to establish
procedures which would approximate the fol-
lowing goals:

To begin to describe, delimit, and interpret
the complex psychosocial (mental health) fac-
tors which are involved in and affect the behav-
ior of the staff, the residents, and their

To confront participants with the variety of
myths and stereotypes 'about old age and the
elderly which are widely held and destroy these
by utilization ahd dissemination of more real-
istic views of the aging process available
through the latest research and experience.

To sensitize students to, the existential needs
of elderly residents and help make "cormec-
tions" between certain kinds of policies in
long-term care and the effects, both good and
bad, upon the residents

To train students to recognize the signifi-
cant role played by the environment in its
interaction with residents and stimulate imag-
inative approaches to designing a prosthetic,
compensating environment.

_To train :students to recognize the potential
of residents for competent functioning and the
potential of staff for a larger role within the
facility.

To help develop modalities for increasing the
maximum collaborative participation of sup-

port ve agents fr m outside the facility, such
as friends, l,usi nesses, volunteers, and commu-

,

To encourage mutually supporting, mutually
educating efforts through ongoing or repeated
programs of continuing education, both formal
kind informal, eventuating in programmatic
policy and programmatic change which would
improve the life and functioning of residents.

In summary, our teaching goals were: (1)
to increase understanding of the aging process,

I destroy myths and stereotypes about the
elderly, (3) to delineate some of the important
factors in the person-environment transactions
and how to modify these, (4) to encourage and
to provide models for continuing education
course.s, and (5) to show the commonalities be-
tween psychosocial dimensions of care of the
elderly resident and factors affecting families
and staff.

In due time, as the project progressed, addi-
tional goals were identified, namely, to involve
other components of the long-term care system,
such as.the attending and referring physician,
the surveyors (State Department of Licensing
field representatives), and ultimately the legis-
lative groups which devise and enact laws and
regulations governing long-term care. The ini-
tial overtures in this direction have been made
by necessity in a limited way and with limited
results.

Conduct of the Project
The entire project was conducted in a series

of sequential stages. The first, upon which later
modifications were based, included four "L"
facilities (proprietary) from the central Los
Angeles area and continued for the longest
period, 16 weeks. This group, as most of the
others, took several sessions to warm up to
each other and the instructors as well.

In .time, however, a strong sense of group
identification began to build and was mani-
fested by the increased willingness to share
with the group what were potentially embar-
ra.ssing intrahouse staff and, resident-related
problems. General attitudes toward staff and
clientele elicited at the onset were in the main
rather negative. One administrator candidly
admitted that he viewed his residOnts essen-
tially-as merely bodies. The following, for ex-
ample, is characteristic of the kind of descrip-
tive words elicited from the group about
residents:
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Sensitive pe
Noisy
Nosey
Stubborn
Suspicious
Neglected
Spoiled
Frustrated
Well-adjusted
Restless
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on Interesting
Sense of humor
Chronically ill
Happy
Individualistic
Hoarding
Dirty habits
Humiliated
Dependent

Staff were frequently characterized in effect
as untrained hired hands. Such views were
shared by the other participants in the group
although with varying degrees of reservation.
As the sessions wore on, we began to see a soft-
ening of these attitudes, especially as expressed
during the followup training sessions. The ad-
ministrator who had viewed his residents as
bodies, for example, was uneasy at first about
his role as a teacher. He was observed subse-
quently leading discussions in a group of about
ii of his staff and commenting on problems of
charting the behaviors of residents.

After leading into a discussion of the resi-
dent's career prior to admission (replicating in
large part the previous Wednesday's session)
he warmed up to the subject, lost his ill-at-ease
manner, and began getting more frequent re-
sponses from the staff. The log notation indi-
cates that he became more effective, at times
even eloquent, in making points about the im-
portance of maintaining the resident's sense of
self-esteem, self-worth, and dignity. At one
point, the log notation indicates, he was de-
scribing a hypothetical facility, pointing out
how it might provide clean floors and clean
sheets, adequate food and proper medications,
but "that just isn't good enough for this facil-
ity!' We observed further indications that he
was beginning to think differently than he had
in the past about his residents, his staff, and
about the policies and operation of his facility.

One programmatic change on the part of
this facility was the initiation of a so-called
cocktail hour in the late afternoon each day at
which time the socializing of residents was en-
hanced by serving wine and snacks. After sev-
eral weeks, we observed that the staff's re-
sponse to this innovation was positive; much
more spontaneous socializing took place, and
the flagging appetites of some of the residents

were reJ uvenated. Residents were also reported
as sleeping better at night.

Most of the facilities were observed to be
taking pains to make their own training
classes more interesting and pleasanteven
funby increasing informality, encouraging
free exchange, serving some kind of snack (e.g,
cookies), and a choice of beverages (coffee, iced
tea, and punch). We noticed increased atten-
tion in the discussions to the dominant theme
of environmental support and self-esteem.

The students spontaneously decided after
the third training session to have lunch to-
gether, which turned out to be another manifes-
tation of the growing sense of group cohesive-
ness. A great deal of sharing and informal
exchange took place during these lunch periods.
These friendly exchanges laid the groundwork
for a kind of balancing effect in the dialog of
our training sessions That is, whenever we
presented a particular issue which would indi-
cate the need for a policy or program or pro-
cedural change, not infrequently some member
of the group would respond to the challenge
with "yesbut!" This negative response usu-
ally led to a lengthy exposition of why some-
thing could not be done, or could not be changed
("cost too much," for example, or "not feasi-
ble"), Almost invariably another member of
the group would intervene with, "Why can't
You do it? We do it," And this afterwards
turned into a discussion of creative selutions.

One administrator and his co-teaching direc-
tor of nurses became acutely aware of the rela-
tive lack of meaningful activity programs in
their facility. Teachers from this facility were -
the Only ones that assigned homework in its
followup training. Three questions were writ-
ten on the blackboard for consideration and
discussion at the next staff training session:

How can we personalize the
resident?
What activities _an we begin or add for our
resident?
What can we do to make life vorthwhile for
our resident?

space of our

Organizing the Training Group
The procedure followed ,at the beginning of

each training group was _as follows: after the
probable participants ,Nfere contacted and se-
lected by our regional mental health consul-
tants, a letter was sent to each of the facilities

1
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inviting the administrator and directoi of
nursing to meet for approximately 2 hours in a
designated place and at a time convenient to all.
This meeting usually took place about 2 weeks
before the first training session. At that meet-
ing (one of which was a luncheon meeting) the
project director and assistant project director
introduced themselves, met the participants,
and then summarized the background, the
goals, the general format and procedures, and
expectations of the training project. Some gen-
eral housekeeping and administrative details
were ironed out, questions raised by attendees
were answered, and schedules and timing were
agreed upon. Our main intent, in this "get-
acquainted" session, was to create a positive
atmosphere and gain the cooperation of the
participants and their peers. The suggested
format for this preliminary planning meeting
was as follows:

OBJECTIVES :
To introduce (get acquainted) with instruc-
tors, participants, and consultants (if any)
To explain logistics and administrative de-
tails and, of course, answer questions
To explain general theme and goals of the
course
To accomplish any pre-course evahrition pro-
cedures.

METHOD :
Verbal sharing
Discussionquestionsanswers
Have students draw themselves as they imag-

ine themselves at about age 80 (or 90) ;
discuss attitudes toward aging suggested
by drawings.

Give an attitude scale measure (attitudes to-
ward the old or toward the job or toward
the facility);

ThiS introductory session need not take over
1 hour or 11/4 hours at most; As already men-
tioned, the followup function proved to be most
important, not only to insure the carrying out
of the staff training as agreed upon to main
tain continuity and provide support, but also
to provide opportunity to observe and:_record
in a log any kind of policy or programmatic
change.

The following outline was used by the re-
corder during followup sessions and the infor-
mation obtained was used in the eva!uation of
the project :
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SETTING:
Was the room adequate?
Did they have good lights and ven
Did they have comfortable seats?
Did they provide a place to write?
Were adequate equipment and materials

available to participants, such as black-
boards and appropriate visual aids?

What _extra conveniences were provided
(such as snacks, etc.) ?

Were students able to hear?
Were the surroundings conducive to learn-

ing?

ilation?

ATTENDANCE :
Who attended?
How many and how regularly?
Did the facility have a representative for the

staff present?
Did the meeting start on time and were par-

ticipants on time?
Did participants stay for the full sessioi?
Did everyone participate?

MATERIAL:
What format was used?
Did the instructor follow the outline or get

off the subject?
How was the discussion handled?
Was the material presented in an exciting,

lively way or were the sessions dull and
uninteresting?

DISTRACTIONS:
Were outside noises loud enough to dis et?
Were there many interruptions, how many,

and how were they dealt with?

CH A1V GES :

What was the response to training?
Were there any attitudinal, programmatic,

or policy changes?
What were the di ffere ces, if any?

GENERAL:
Was the impression given that continuing

education training was important?.
We determined to use two basie strategies to

achieve group cohesiveness. One strategy was
to use the same instructor units (either team-
teaching or tandem teaching) throughout the
training track, and the second was to hold the
groups to a.small number of participants, Most
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training sessions involved approxima -I-- a
dozen persons. Those sessions conducted in the
north of the State included about a half-dozen
mo're because of the logistical need to include
some four or five mental health consultants to
assist with the followup of an increased mmi-
ber of participants. In summary, the average
number of participants in the various training
sessions was 15 persons, which was probably
about the right number of participants, given
the results we had set out to achieve.

During the period of our first training course,
all sessions were held in one institution acting
as the host facility. In subsequent serieS, two or
three SeSsions took place at one of the facilities
represented in the participant group and then
the sessions were held at several other facil-
ities in turn. This rotation provided not only
variety but also the opportunity for these key
people (administrators and directors of nurses)
to examine first hand facilities and operations
other than their own. We discovered that or-
dinarily these key people seldom if ever had a
chance to do just that, and, in fact, they wel-
comed and enjoyed the opportunity to do so.

We constructed the training sequence and
substance of each session to run parallel to a
natural series of events._ This format meant
dealing with issues as much--as, possible in the
sequence they were likely to occur in a nursing
home or long-term care setting.

We began with our formal pretest evaluation
materials and then discussed general attitudes
toward (a) the elderly, (b) older residents, and
(c) staff. The sequential approach consIsted
then in dealing first with issues relating to the
prior career of the resident in the nursing home
and then the major topics and issues were dis-
cussed. We then switched the focus to the fam-
ily, discussing issues related to the family at
time of admission, admission adjustment, the
period following admission, and so on. Final
training sessions focused on staff needs, staff
development, and morale,

Onsite Teaching
Another important consideration was where

to provide the training. The determination to
do this onsite (that is, within the environs of
the nursing home) proved fortuitous for a
number of reasons. For one. onsite teaching
stimulates...and encourages ongoing continuing
education. We were able to teach at the scene
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of the action ; thus, we had the teaching-
training activity take place where the subse-
quent followup activities were to take place. We
wanted continuing education to become part of
the warp-and-woof, to get embedded in the
bloodstream, so to speak, in the administration
of long-term care facilities, and onsite teaching
proved to be a most useful modality toward
that end. At the same time, some of the prob-
lems and difficulties encountered by adminis-
trators and directors of nursing in establishing
and carrying on continuing education programs
were illustrated in our onsite teaching. For ex-
ample, a number of facilities acquired basic
equipment which they had not had before, such
as a large blackboard, chalk, and erasers, as a
result of our teaching requirements.

We also had available to us a 'goldmine for
clinical demonstrations, e.g., elderly patients
for interviewing before the class and groups
for demonstrating group work. The effect on
residents was therapeutic, and staff who did
not participate directly in the class became in-
volved in getting residents ready or escorting
the elderly to and from the classroom setting.
The availability of residents to complement
teaching was one of the important assets of
onsite teaching.

We had to contend and deal with such things
as selecting adequate and appropriate space
and time for training, interruptions by other
staff, intrusions and interruptions by residents,
and unforeseen emergencies caused by both
things and people. By coping as effectively as
possible with these housekeeping and adminis-
trative details as they occurred in the nursing
home, we were able to provide something in
the way of modeling for those who themselves
were required to become teachers and trainers.

Differences in capacities to translate the for-
mal training into staff training (the followup
staff sessions) did begin to surface early. The
transition from being a participant, in formal
training to trainer of staff seemed to be closely
related to variations in prior education and
experience in the field and also to the size of
facility.and extent of financial resources aVail-
able to these key people.

Not-least among the problems we faced were .
the number of distracting demands upon the
time and attention of these students and the
personal importance they place upon training
programs, both for themselves and their staffs.
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In general we wee able to "hold" them to the
extent we were able to keep the training on a
pragmatic level, closely tied to problem-solving
and "how-to-do-it." A closely related yet subtle
issue had to do with the attitudes of the key
people toward their clientele and staff as well.
This climate, no doubt, is a universal issue
involved in all such training.

Some of these students learned to cope with
the aforementioned distracting demands in

creative ways. Most of the students followed

our model (and suggestion) of team-teaching.
In one instance, for example, the administrator
would do much of the presenting of material.
When called out by the front office on an emer-
gency, her director of nurses would immediately
take overeven in midsentenceand continue
until the administrator returned.

The main nonverbal message to the stall,
however, was the importance these key people
placed on training. For example, at one train-
ing session the key people operated two dif-
ferent facilities, one a nursing home and the
other an "L" facility, about 5 blocks distant
from each other. All of the early followup train-
ing was given in the nursing home, which gave
rise to complaints from the "L" facility staff
that they were being left out. As a result of a
dialog thus generated, other complaints of the
second staff began to surface with the result
that the social worker began to conduct a par-
allel training program in the second facility.

Similar questions and complaints from staff
not involved in this training cadre came to the
attention of our students. All began to discuss
plans for continuing the Mine training with
the remaining members of their staff at a later
time. The night staff at one facility expressed
exceptionally strong interest in the program;
as a result, the administrator arranged an
additional (to the regular followup training)
training program early Monday mornings as
soon as the night staff came off duty. The ad-
ministrator taught this class herself.

On the other hand, one director of nurses
remained conspicuous by her absence in both
the Wednesday sessions and the followup
training. As nearly as we could determine, she
defined her role as nurse so narroWly as to mis-
takenly exclude herself from almost all involve-
ment with the psychosoeial dimensions of care
of the elderly. This attitude) is by no means an
uncommon one,

As another example, a-n admir '_rator was
experiencing a great deal of stress ariSing from
the obvious lack of cooperation evidenced by
several long-time employees inherited from a
previous administration, as well as lack of
energy and interest on the part of the director
of nurses. This administrator shared some of
these problems and his associated feelings with
the group. Not surprisingly the group responded
with much support and also with some direct,
straightforward advice, and exhortations to
"really take charge" of the situation. Of the
entire group, this particular facility pro-
vided the least reliable and least consistent
followup staff training programs. At this
facility, some sessions were missed entirely,
other sessions did not appear to be adequately
prepared for, and staff training, nonverbally
at least, was given rather !Ow credibility and
status. One major factor in this poor showing
was the selection of an inadequate place for
training staff (not enough chairs, too noisy,
lack of privacy, and no blackboard) and the
lack of regularity in scheduling,_All of this con-
fusion found its counterpart in the warehous-
ing atmosphere of the facility, which again
underscores our belief that the attitudes (good
or bad) of such key people as the administrator
and director of nurses are invariably directly
reflected in many ways in the quality of life
of the residents.

Students as Teachers

It now appears that one of the best features
-f this project was the requirement that our
own participants shift from the student's to the
teacher's role in training their own staff. This
requirement created a momentum for establish-
ing a continuing education program in each
facility that would not have worked as vs:ell any
other way. Each week the participating adMin-
istrators and directors of nursing met our

structors for almost a full day's seminar
:00 a.m,-3 :00 p_m,). The morning session

consisted of presentations and discussion, and
the afternoon session revolved around the clini-
cal laboratory. This laboratory was planned
either to illustrate the subject of the morning's
discussion or to demonstrate some practical
application of a problem discussed. Several
modes and procedures were used during these
clinical laboratory .periods; they ranged from
the use of appropriate and relevant tapes and

6 4
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soundifims, through self-experiencing of SOD-
soot deprivation, to the interviewing of elderly
residents.

At the request of the students, a time was
aside for problem-solving discussions during
the clinical laboratory. The problems were
common, urgent ones that had beset one or more
of the students during the previous week. They
varied from how to handle drunken staff mem-
bers to hOw to maintain or use the fire sprinkler
systems. The problems were always student
initiated and discussed by the entire class.

Some tiMe was spent during the introductory
session! the first formal session, and at the con-
clusiOn of each training session on what can
best' be Called "how to teach" methods. We
found it_Was a mistake to assume, even though
the participants proved to be for the most part
well_eduatt ed and articulate people, that they

ld feel comfortable immediately in a teach-wou
ing role. A large number indicated that they
had felt ill-at-ease and uncertain initially as
teachers, and that our,discussions on the teach-
ing process itself. brief though they were, did
help.

At the conclusion of each Wednesday's train-
ing session, a brief period of time was spent
in an effort to crystallize the major points
covered and the salient issues raised. This time

s labeled "important points to teach" and
was devised as a help to the participantS in
organg' their own teaching strategies .for
the fol10wing day,

Each Thursday or Friday following the
WednesdaY training session, the participants
were expected to meet a minimum of 2 hours in
their facilities with their staff presenting at
least the major aspects of the Wednesday's ses-
sion. Those participants teaching were encour-
iged (although not pressed to do so) to use
WednesdaY's outline. Our outline was almost
alwaYs followed.

To insure the regularity of these staft-train-
ing sessions as well as continuity of content,
the regular instructors were present, not to
take over teaching, but to observe and to pro-
vide suPPort when necessary. There were indeed
several occasions when the instructor had to
take over Practically the ontire training func-
tion durin-g the followup when it appeared

us that the trainers in the facility were
neither Prepared nor willing to instruct their
assembled staff. These events wer, shared in
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as diplomatic but straightforward fashion as
possible with the group in the following
Wednesday's seminar.

Training Sessions
After considerable exploration with mem-

bers of the advisory panel, we decided to have
one ensuing group made up of nonproprietory
facilities and another group comprised of a mix
of such facilities. The idea was to try out dif-
ferent formats of organization and study the
group of participants so as to get a fix on that
training model which approximated the opti-
mum.

In reviewing the results of our first training
course, we decided we could condense the sub-
ject matter and still accomplish the same re-
sults. Coupled with the logistic constraints em-
bedded in the requirement that we give two
training sessions simultaneously during the
latter part of the first funded year, we revised
our teaching ,outline to fit within a timespan
of 14 weeks. Subsequent training series were
designed to run 10 weeks,

Preparing to Teach
The description of the cour. se content was

taken from a manual developed and tested in
actual practice over a 2-year period. The follow-
ing strategies and procedures emerged. The per-
son using these strategies and procedures needs
to take into account several general basic
principles apropos of any effective inservice or
continuing education training enterprise:

1. You should always prepare your class by
developing a prior set toward what they will
be doing. This is accomplished by enough prior
announcements so as to make .clear when and
where training will take place, who will parti-
cipate, how much time will be spent, what is
to be expected of them and of the instructor (s),
Nv h a t they can hope to get out of it (job or
career enhancement?), and the like. Some of
this should be done in advance of the class, some
at the beginning of the first session.

If -you are serious about training them you
must make your training efforts serious. Your
class will take it (usually) only as seriou.sly as
Y o u do. Your nonverbal messages in that regard
are probably much more important than your
verbal statements, announcements, or memo-
randa. If the instructor is poorly prepared or
not prepared at till, if the class is held in an
inconvenient, unpleasant place subject to inter-
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ruptions, disturbances, or constant annoyances,
if classes are dropped (even for good reasons)
or start late consistently, if materials and
equipment (such as an adequate blackboard)
are lacking, then whatever else you say, your
class will not take your training effort seri-
ously.

2. At the same time, you must see to it that
the training you conduct is at the least pleas-
ant, at best it can and should be intriguing,
interesting, even fun. There is no reason for
such an enterprise to be grim, dull, and boring.
Use references, visual aids ; have an occasional
interesting visiting lecturer or interview ; use
role playing, demonstrations, experience shar-
ing; offer refreshments or snacks; relax, be
informal, use humor, and enjoy swhat can be

for all a good experience.
3. Training should never be overly casual or

too abrupt. No session should be less than 11/4
hours with perhaps a short 10 or 15 minute
break. Continuity is also important, Better a
2-hour session (or 11/2 hours) every week than
3-4 hours every second or third week or once
a month. This manual is geared to a 10-12 week
series which will best facilitate the develop-
ment of group cohesiveness (the feeling of trust
in and belonging to). You will have gained an
enormous advantage if you use the training
not only to impart information, but also to de-
velop a sense of confidence and trust on the
part of the participants. This rapport will pay
off not only in the short but in the long run.
Therefore, do not use the class as a means of
reading out or getting at your staff.

4. Be explicit, clear, and to the point in your
discussions. Sometimes a side issue is important
to pursue, but you should keep the class on
track or bring them back when they digress
so that you are not continually rambling off
into endless confusion. You will want to draw
out discussion from your class, but do not fail
to make clear what it is you want and what
the ultimate goals are, so that your staff does
not have to assume or guess. Never let the class
fall into petty bickering about a detail. If an
issue is sticky, raise the issue in as concrete a
way as possible and ask your class to brain-
storm some creative solutions.

5. Continuing education is to be seen as just
that. Everyone on the long-term care facility
staff needs and deserves such an opportunity,
even the night shift, office, and kitchen staff,

etc. And they especially need this training
series presented often enough so as to include
all members of the staff.

6. Finally, some attention should be paid to
evaluating your training programs. The trainer
needs to know how effective the training is,
where it is on target, where it needs improve-
ment or revision. At the minimum you should
ask for some evaluation during or at the end of
the training series. In this regard, three ques-
tions which are useful to ask are (1) "What do
you (or have you) found most useful or helpful
about this class?" (2)"What has interested you
the most?" (3) "What would you prefer to see
changed (added, omitted, or given more time) ?"
In this instance, some followup of improve-
ments in practice and behavior on the part of
staff, or some survey (for which you might ask
for assistance) of impact on the ultimate con-
sumer, the resident, should prove revealing and
useful.

Design

Each session in this training series was com-
posed of two parts. The first part was designed
to be a morning seminar (presentation and
discussion) revolving around a central theme
for the day, taking approximately 2-3 hours.
The second part (originally given after lunch)
constituted a clinical laboratory, that is, a ses-
sion of 11/2 to 2 hours or more of demonstra-
tions, interviews, tape recordings, or films, de-
signed to illustrate or demonstrate the morning
theme.

To a large extent, these clinical laboratories
can be incorporated into the seminar-type
session. If the weekly sessions are to be limited
to a 2-hour session, however, it would be wise
to consider extending the length of the series
(say over a 14 to 16 week period) so as to allow
ample time to adequately explore all the issues
raised in this manual.

COURSE CONTENT

Week 1

WITH WHOA! ARE WE DEALING?
IT ALL STARTS WITH ATTITUDE

}low do you see the residents or patients
you care for ?
ti Your personal view of the old, the in-

capacitated

6 6
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The difference between disabled persons
or persons with a disability
What are the capacities, potential, and
future of the residents in your facility?
(Write these on the blackboard as they
are verbalized by class.)

STAFF COVERAGE
Who on the staff needs training?

How does one select staff : "x-y" theory
(the view some hold that staff are not
worth training, hired hand, others : that
staff can be trained and can do more.)
Capacities and potentials of staff (write
these on board as verbalized) ; discuss.

TRAINING YOUR STAFF
Why: they are your policy plement-
ers, they make it happen
How: making learning and education
important and enjoyable
What does yaur staff need to know?

Your answer and their answer (ask
staff what they need to know)

and nonverbal msesages (what
you say vs. how you behave)
Training methods and procedures
(spell out the procedures)

Talking mental health jargon to youi
staff.
Is jargon neeessary to be understood?
How can we make ourselves understood
better by reducing jargon?

IMPORTANT POINTS TO TEACH
Learning can be fun and enjoyable ; in-
service should not be a -drag
Negative and positive attitudes towards
aged residents generally held by staff
persons and by older persons themselves.
How this affects care:
That old people are constantly under-
estimated ; do have capacities, potentials,
and futures. Discuss different goals for
different persons.

Week 2

OBJECTIVES
To become aware of some of the many
possible events which may precede. the
admission of an elderly resident
To understand the impact of the many
losses that occur in the process of aging,
i.e., physical losses, social losses, eco-

nornic losses, loss of significant others,
loss of role
To show the importance of self-esteem
in the total well-being of the aged person
To encourage thinking along the lines
of compensating for losses as the basic
dimension of psychosocial (mental
health) care.
To discourage the view of the aging
process as an incurable, irreversible
disease.

RESIDENT'S CAREER PRIOR TO
ADMISSION

Those Events in the Residents' Lives
Which Led Up to Admission

Many changes ; most represent losses :
Most losses are gradual, usually cumula-
tive, and much variation (not at the
same rate or extent between individual
persons)
Physical changes (losses) : energy,
sight, hearing, taste, smell, touch, car-
diovascular, and cosmetic. Thus the body
is not the same at SO as it was at 35
years. Give examples of various kinds
of losses
Social changes : loss of family, friend-
ship network is often disrupted: through
mobility, through death, sometimes
through divorce
Economic changes: vocational and in-
come loss ; retirement, loss of home
many become poor when they retire ;
also loss of friendship network upon re-
tirement; usually cannot compete in
open-job market
Cultural changes: loss of significant,
meaningful, or desirable roles (the sick
role) ; ageism, elderly are regularly
devalued, often assumed not to be as
competent or useful as younger cohorts.

Psychological consequences of such losses
Relation of self-esteem, aging, and com-
petence

The rise and fall of self-esteem. Self-
esteem grows out of positive feedback
from others ; built on feeling of having
impact on environment, of being an
effective, competent person
Function model rather than chronic
disease model. We sometimes spend so
much time on pathology and deficits of
aging we give old age a bad name.67
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for losses
Example of things we attach to the
body: eyeglasses, prosthetic legs, heart
pacers are compensation devices
Do not penalize the old for their losses,
do not make it harder for elderly to
function
Going beyond barrier-free envi onments

IMPORTANT POINTS TO TEACH
Losses over the years need to be com-
pensated for so older persons can con-
tinue to function in spite of loss
Self-esteem depends on a sense of com-
petence, worthwhileness ; this need for
self-esteem is critical to well-being and
good health of elderly.

Week 3

OBJECTIVES
To list possible crises that precipitate
admission
To distinguish between a gradually
developed vs. a crisis decision
To consider decision-making, about ad-
missions
To list important information needed
on admission
To define which types of admissions
might be premature or unnecessary, and
To ascertain what alternatives might be
available.

CLINICAL LABORATORY

Role play
A guilt-ridden, angry family, seeking
informatlIn about admission (without
the potenial resident)
A family accompanying the potential
resident to admissions office

Role play from the experience of partici-
pants. Explain that they are to play the roles
from their memory of such persons' behavior.
Role play for a while, call a halt, and allow
other participants to role play until practically
all have had the chance. One person should role
play the administrator, the director of nurses,
or admitting clerk. Try combinations of these.

Have students draw themselves in old age in
crisis situation which necessitates being sent
to a nursing home. Discuss varieties of crises
in elderly and prevention aspects.

FACTORS PRECIPITATING ADMISSION
A gradually developed or a crisis decision?

How was your facility :!,!lected?
Appropriate selection; lifestyle factors
(Will lifestyle of resident be facilitated
or frustrated?)

The family as a source of infor tion
What kind of history is important?
Should you be concerned about health
history? What about family relation-
ships, family process?
Direct and indirect means of
* getting information

giving information
looking for tell-tale signs of strain
between family members ; tendency
to con the potential resident; what
information is obviously omitted?

Is this admission right?
Premature or unnecessary admission?
Can the family really care for relative?
Will this do more harm than good (is
this a dumping phenomenon) ?
Are there real alternatives?
Who makes the decision? Do you tell
them or explain the alternatives and
their relative merits? Do you counsel

refer? Should you help the family and
how?

IMPORTANT POINTS TO TEACH

Gradual vs. crisis decision
Older person needs time to adjust to
change
Increase the supports by staff for all
newly admitted persons
Share information with one another.

Week 4

OBJECTIVES
To explore and describe the attitudes
and moods of residents up1 dJrniision
To sensitize the effects of first impres-
sions
To develop new and better ways to
orient the new resident and soften the
transfer trauma.

CLINICAL LABORATORY
Use and discuss the tape "You Are Not
Alone" (A).

6 8



56 CONTINUING EDUCATION F

RESIDENT AT TIME OF ADMISSION
How does the resident view the move into
a facility?

What has he been told or not told about
the move?
What about the resident who has been
conned or misleC what about the re-
sultant confusion?

What are resident's biases, expectations,
attitudes?

Toward the family. Good or poor family
history? Is resident angry at members
of family (does resident exploit this
through guilt)?
Toward the facility? Write on black-
board the biases verbalized by staff;
how to deal with negative ones.

What about first impressions of the resi-
de-id?

Give examples from own experience
how first impressions work, good and
bad; first impressions of seeing some-
thing unpleasant through an open door;
how can this affect the new person?

ORIENTING THE NEW RESIDENT
Recall the losses of the older person;
in addition to problems with vision,
hearing, etc., now he must adjust to a
new, strange place. Need to see the whole
facility (upright not horizontal).

Purpose of introduction, use of first ?zanies?
People are important (roommates?)
Who does what? Whom to go to? What
the new resident can expect.

Thorough familiarization (need to repeat)
Do not assume a one-trial introduction
or tour is sufficient.
Daytime tour, night-time tour (use of a
picture, a map, or a buddy). Residents
as hosts or hostesses.

Providing sufficient support, reassurance
What about a coffee, tea, or milk snack
time at admission?
Use of prior contact by someone in facil-
ity (a resident or staff person). Familiar
objects (furniture? hobby items? pets?).

IMpORTANT POINTS TO TEACH
Importance of honesty with the aged
about the move. How to deal with resi-
dent. Let resident know what reality is
Importance of orientation and repeti-
tion

R LONG-TERM CARE PROVIDERS

Importance of Aupport and reassUrance
for new residents, who are fearful,
frightened, under stress.

Week 5

OBJECTIVES
To see the value of getting to know the
family and their background as much
as poisible
To develop a sensitivity to the dYnarnics
of the family situation in first contacts
with the facility
To learn how to devriop realistic
tations on the part of the family
To help the family become a re
to the staff.

CLINICAL LABORATORY
_ = - _

Show film "The Eye of the Beholder" (B)
which illustrates differing perceptions of the
same events (about 25 minutes).

or
"Home for Life" (C), a semidocumentary on

the entrance of two older people into the Drexel
Home in Chicago (2 reels, about 75 minutes).
Excellent for showing interaction with rela-
tives.

or
"To Live with Dignity" (D), describes treat-

ment program for very confused elderly per-
sons (about 28 minutes).

THE FAMILY AND ADMISSION
ADJUSTMENT

Taking a, good look at the _family
Family distress; in crisis

Dealing with stress, guilt, hostility
Write on blackboard all the feelings

aff see in such family members; dis-
cuss the element of stress factors
What they ask and do not ask
Write on board kinds of questions asked
by family ; which can facility really
meet? (example: provide 24-hour suPer
vision?)

-

rafa m all relationships
Good or badwhen does stair become
targets of_ had family relationshins; how
to deal with these incidents,
finti the family take a good la

facility
First impremsionm of facility

Whom should family meet? Many m

k at the
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than administrators.- and _director of
nurses; should family get to know staff
and their functions? Night staff.
Under what circumstances; how infor-
mal, how personal; when would small
family groups and staff involvement
make sense?

Developing realistic expectations
What facility can and cannot do; facil-
ity would not do if it could (surveillance
24 hours) ; how much discussion with
family to explore and make clear. What
is the payoff?
What is family's role? Do they need
"piece of action"? In what ways family
members can be helpers (write on
board) ; family as a resource; how best
to deal with chronic complainers.
How well do relatives understand pro-
grams and goals? It is possible for staff
to counsel the "fear merchants", "bomb
droppers."

IMPORTANT POINTS TO TEACH
Families in stress need help
They need to understand clearly what
facility can and cannot do
Need roles as helpers, as resources,

OBJECTIVES
-

Week 6

To increase understanding of per on or
environment interaction
To make aware of the internal and ex-
ternal barriers
To sensitize to the mea 'ng of certain
kinds of behavior
To help develop under.
skills in preparing nursing care plans.

AL LABORATORY
Interview one or two residents in such
a way that group can develop an on-the-
spot care plan and discuss.

RESIDENT'S "CAREER" FOLLOWIN
ADMISSION

Facility and pr eRing
system

Resident and facility: how each affects
le other. individual iwrson responds to

(and behaves) Ins "internal" environ-
ment as N'ell as to external factors; in
turn affects everything a rou nd him

Your facility: a coln?linnity witl com-
munity

The inside barriers; important to find
out which events affect resident and
how they do so.
The outside barriers; lack or availabil-
ity of transportation, getting around;
attitudes of communities toward the old ;
events that occur outSide the facility,
yet affect resident.

Withdrawal and isolation as signals
Attention-getting strategies; angry be-
havior; much crying behavior; com-
plaining about physical aches (socially
acceptable?)
Dependence versus independence; these
are "relative" states; better term for
independent_might_be_self,sufficient.

What is your plan, long- and short-terra?
Nursing care plans

Are they relevant and appropriate to
needs of person? Ask person.
Who prepares it? Who contributes to it?
All who affect the individual person (all
staff, family?) shOuld contribute some-
thing; should it include only medical
information?

Keeping track of the action
What should be charted, and how;
should be very explicit, descriptive
rather than interpretive

a Who should chart?
How does all relevant information get
incorporated into record?

"Confusion"; fact or artifact
Competence, and function of the resi-
dent ; word "confused" is too vague and
over-used; confused with respect to
what?
Self-perceptions, staff-perceptions, mis-
conceptions; how staff can validate their
perceptions of residents,

IMPORTANT POINTS TO TEACH

a Atmosphere of the facility is affected by
behavior of residents and vice versa
Some behaviors are attention-getting
strategies and signal real needs of
person
Care plans are guides and should
lean heavily on needs and -1 ires of
resident "
Charting is i niportant as ongoing guide
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to care and as a background of the per-
son; requires great care.

Week 7

OBJECTIVES
To increase understanding of the rela-
tionship between =self-esteem and mak-
ing an impact on one's environment
To explore ways in which staff can help
residents create a broader range of
meaningful activities
To sensitize staff to the fine line between
truly helping the old and infantilizing
the old.
To develop creative solutions to the
problems of loneliness and needs for
affection by the elderly.6

CLINICAL LABORATORY
Demonstration of various kinds of
meaningful activities.
Consider using an activities consultant
who will give specific illustrations and
examples. Use videotape "Geriatric Cal-,
isthenics" (E).
Interesting discussion of how sexual
matters are handled in facilities if video-
tape is ndt available.

NEED FOR INDIVIDUALIZATION
Personalizing one's space

Making an impact on one's environment
Personal mementos, furniture, and
clothing. The issue is personal identi-
fication; familiar items throughout the
facility ; who buys or selects colors,
clothing, and furnishings?
Schedules, "pacing": for whose benefit?
These should be geared to needs and
'capabilities of the resident.

Posfrring a sense of nsefutness
Meaningful activitywith purpose;
need to avoid bulywork, demeaning
enterprises.
Should only staff handle mo 7 Should
women carry purses? Why?
Issue of what the individual person still
controls.

InfantiUzing the old
Need for safety, protectrnn, but ! if
staff does too nmch, .ha t does this do
to resident?
LI there such a thing as too much TLC 9

Not too much TLC; taking away self-
sustaining effort can make the facility
too safe at too great a price. What's the
price?

Making it all worthwhile
The battle against loneliness

Repairing the friendship network ; how
does staff fit in; do staff see themselves
in a larger role?
Need for privacy (confidante).
Oldsters weather problems better if
they have a confidante; how privacy
options fit in; how can this be arranged?

Who is available
Others beside staff who help reconsti-
tute friendship network ; volunteers,
family, children.

Com panionship,.__affeetion,intimacy_.
Are they needed? Review losses, includ-
ing social; affectional needs.
Are they possible? Enormous need
(talking, touching). Easiest of all ,losses
to compensate; every staff person has
favoritesthis is the starting point;
opportunities?

PORTANT POINTS TO TEACH
Need for personal impact on one's en-
vironment
Essentiql to have a reason to get up for
in the morning
Too much help diminishes self-
sufficiency (infantilizes)
Sexual, behavior (closeness ) is not in-
appropriate in later years
Appropriate opportunities must be
available.

Week 8

OBJECTIVES
To increase awareness of the Impor-
tance of environmental cues for older
persons
To sensitize to the value of enviro
mental stimulation
To develop creative solutions toward an
enriched vs, sterile environment
To point out the role of staff in becoming
part of an enriched environment
To demonstrate the negative diets Of

filtered environment

CLINICAL LAB()RATORY
DO Sensory depilvation ea
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Have class write name and sentence
with left (or nondominant) hand
Plug ears with cotton, blindfold secure-
ly, then have each participant wheeled
around in a wheelchair (through facil-
ity) for 3 or 4 minutes. Exchange with
partner.
Blind man's walk. Blindfolded, have
each led around (also around obstacles)
by partner. Exchange with partner.
Discuss: how each, felt about experience
(what was good, bad), how partners led
the other, how to improve such proce-
dures, implications for policies of the
facility,

THE COMPENSATING ENVIRONMENT
EFFECTS OF ENVIRONMENTAL CUES

What do cues do?
They orient as to time, place (reality
training) ; requires more than 1 or 2
hours per weeka constant; not a
"game."
Help maintain effective functioning.
Principal goal is to help to function in
spite of losses.

How cues do their work
Work through sense modalities (sight
and hearing) ; all Sense modalities
should be used as much as possible
Clocks, calendars, designs, photographs,
ID cards. Clocks and calendars large
enough to be seen from a distance;
should help people get around and use
the environment appropriately; reduce
ambiguity and confusion.

MAKING THE ENVIRONMENT WORK:,.
AS A PROSTHETIC AID

Not merely interior decorating
To provide maximum stimulation; be-
cause of hearing, and other physical
losses, older persons often need more
intense experiences.
Variety, adventure, change, new learn-
ing. Need to remember that the envi-
ronment must provide all this. Since
resident is usually embedded in environ-
ment 24 hours a day, environment should
not diminish experiences (staring at
wall from a clean bed is no, career)

En rich in g the fabric of c IS cn
Color, light, texture, as aids
Are plants, pets, pictures, hobbies just

frills? What effects do these have? Can
you have too much?
Do the old need leisure time activities?

reading
games
exercise programs (rhythm)
excursions

The quality of these activities is criti-
cal ; important to present the maximum
number of options, not geared to the
lowest common denominator

People as environmental stimulators
Role of staff: walks, humor, reminis-
cing, gossip
Visitors: children, volunteers, family
The cocktail hour, the snack time
How to get in touch with the out-of-
touch

IMPORTANT POINTS TO TEACH
The important effects of environ ental
cues and stimulation
The many different positive things to be
done which cost little or nothing in
money
Cues need to be appropriate, relevant,
and useable for the population served
People of many ages are part of environ-
mental enrichment.

Week 9

OBJECTIVES
To develop understanding that the
source of authority lies in the concur-
rence and cooperation of those led
To develop more effective communica-
tion channels, techniques, and processes
To sensitize to the more subtle (and
sometimes more powerful) reasons why
people worlc
To increase awareness of those factors
which affect morals, increase depend-
ability, enhance loyalty, thus reduce
turnover rate.

CLINICAL LABORATORY
Do role playing with four or five mem-
bers of staff, each playing the role of
another staff person and taking turns
playing role of administrator and di-
rector of nursing.
Short 8-12 minute sessions should ex-
plore staff needs, communication prob-
lems, Discuss,
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In addition, write on board those things
which staff verbalizes as needs, incen-
tives, motives for working, communica-
tion problems.

DEVELOPING AN EFFECTIVE STAFF
Getting things done through people

Process approach: source of leadership
and authority ; goals, policies, procedures
all related to people
What the role of staff is. Staff are those
who make it all happen, for good or ill;
Tole of staff is crucial

Effective sending and receiving of mes.
sages

Staff-administraor ; staff- taff; staff-
residents
Disruptors... of _..good__. communications;
mixed messages," nonverbal message

says one thing, behavior says the oppo-
site; not listening (distracted by other
things) ; need to acknowledge messages,

Staff Needs
What do peoPle work for

Motivation and incentive; nobody de-
velops loyalty to a paycheck; what are
other motivations, incentives?
The job as a career; need for getting
ahead. Do staff people see themselves
other than as hired handscan this
work be a career?

Reducing staff turnover
How do you develop dependability; see-
ing the larger role, the tie to resident
care itself; need to be needed
What builds loyalty?
How much job satisfaction and program
satisfaction do staff members get?

IMPORTANT POINTS TO TEACH
Staff person makes facility run, is the
source of its being a good, bad, or in-
different facility
Effective communication ,is absolutely
essential
Nonverbal communication is as- ithpor-
taut as verbal communication
iItist a ndermtand incentives for which
people work.

Week 10

MJECTIl'ES
To explore \vays in, vh ich job sat is fac-

ONG-TERM CARE PROVII1ERS

tion can be enhanced and loyalty de-
. veloped
To get staff to develoP mechanisms and
methods for recognition of service,
status, and reward
Tqiencourage greater staff input and
participation in problem Solving
To sensitiZe to the resident's need for
sharing at time of impending death
To increase understanding of the po-
tentially traumatic effects of death
transfers

CLINICAL LABORATORY
Second part of this session (see outline
following), might be reserved for one
additional session, and in its place a
second testing (evaluation)_ be admin7___
istered. Refer to the evaluation proce-
dures in the introduction and the intro-
ductory session.
Time needs to be allowed to finish dis-
cussion of heavy material of morning,
e.g., suicides in facility, unusual deaths,
grief work. Also can discuss problems
such as who pronounces patients dead,
and when, how the terminal patient is
handledwhere is he or she placed in
facility, isolation and special religious
procedures, for example. One facility
had ward for terminal patients with
seven beds. What are the pros and cons
of such an arrangement?
(If this is the last class, help students
with termination process.)

BUILDING STAFF MORALE,
Appropriate Rewards for Staff

Is pay the only reward; is it sufficient?
Need for interesting work; aro staff
focused on a job or a program?
Need for status, recognition, satisfac-
tion
In what ways are special efforts re-
warded? Can status symbols bc built
in? ID decals, pins, certificates, staff of
the month, business cards, etc.

uld staff help you solve bleu
How can they help; what re.s(fllrCCS
they offer? How much input;
solving only for their own job?
Renresentatimi (staff council?)
much information (financial,
example) ?
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DEALING WITH CRISIS SITUATIONS
Death and Dying: what are the issues?

How does it affect your staff ; not affected
if do not talk about it?
Who deals with it ; what about staff
hanguPs? Talk it over? How to deal with
it: can you always ask the dying person,
"Would you like to talk?" What about
families?

Suicide and grief work
If grief is ignored, will it go away? Why
staff should not or should get involved?

Transfer trauma (loss of roommate)
Inhouse transfer; should the truth be
told? What is reality?
Transfer away from facility
Is resident prepared? Does it make a

difference?
Crises away front facility

Things that happen outside that affect
resident: death, accidents, marriages,
politics

I PORTANT POINTS TO TEACH
There are numerous ways to provide
rewards, status, recognition
It's important to know what staff say is
rewarding to them
Crises do affect people; dying is an ex-
perience that most want to share
Staff needs to be sensitive to the poten-
tial impact on residents of a variety of
changes and crises.

Some Observations

Our training sessions were rotated among
the facilities. On each occasion the host facil-
ity provided an extensive tour of the facility
for the group which proved to be in itself an
illuminating and instructive experience. Staff
of these facilities, as had previous ones, also
made special efforts to make the Wednesday
sessions pleasant and convenient by providing
refreshments during the sessions and serving a
hot lunch.

Again, we had the initial impression of
dealing with the cream of the crop because of
the obvious alertness, good intentions, and
astuteness of the group. Yet here too our dis-
cussions elicited some degree of paternalism
(sometimes toward staff), tendency to in fanti-
lize the elderly, and tendency to mistake clean-
liness, orderliness, proper diets, and medical

attention for a worthwhile and meaningful
way of life.

It also became plain that travel logistics re-
quired a modification of the teaching schedule.
Consequently, we compressed the training into
a 10-week period which proved to be close
to the minimum length of time necessary, not
only to cover the material and issues but also
to develop the group cohesiveness, which proved
to be so large a factor in achieving some of the
stated goals.

We had by this time also been convinced
that our original notion of maintaining thec,
same instructional input throughout the series
(rather than a series of lecturers) was most
effective in maintaining the thematic approach
(compensation for loss) and facilitating group
cohesiveness. _

It was also brought home to us how impor-
tant it is not to take too much for granted when
it comes to training or continuing education
programs. In a discussion at a followup session
in one facility which impressed us as having a
particularly effective and knowledgeable staff,
we heard feedback from staff regarding this
training program (which provided for a mix
of staff in the followup group) : "You get the
perspective of other shifts, who see the patients
differently," said one. Another commented:
"You learn all sorts of things about the patient
which never gets put on the Kardex."

Dispelling Myths and Stereotypes
About Aging

This training also provided a wonderful
opportunity to discuss and dispel many myths
and stereotypes about aging. One extremely
effective method we used regularly to help stu-
dents get a subjective sense of some of the
losses in old age was the method of blindfolding,
stuffing cotton in ears, and pushing the person
around in a wheelchair; blindfolding and
being led by another (blind man's walk) ; at-
tempting to write with the nondominant hand,
etc.

Responses to these experiences, which we
always discussed at some length and used as
the basis for effecting procedural changes, were
frequently dramatic. Reactions of students and
stair alike ranged from amazement and open-
eyed surprise to near-nausea (following the
unfamiliar experience). Several groups of
staff, often because of experienc e and dis-

7 4



62 CONTINUING EDUCATION FOR LONG-TERM CARE PROVIDERS

cussing these quasi-sensory deprivations, de-
cided on a new policy of never pulling a resi-
dent backwards in a Wheelchair, always pushing
a wheelchair slowly, always gently alerting
the resident in a wheelchair (especially if
blind) before pushing it, and alerting the blind
resident being pushed in a wheelchair as to
what to expect next.

Sexuality and Aging

Discussions of sexuality and the elderly
resident elicited many mythologies, prohibi-
-dons, antipathies as well as many empathic
and supportive attitudes. In several facilities,
we found aides and nurses alike who did not
believe old men or women were really inter-
ested in sex or intercourse. A few verbalized

--the sentiment thaFitis wrong in old age, and
one aide rather emotionally expressed the view
that she believed it her God-given duty to stop
any such activity whenever she saw it. One
registered nurse who had initially expressed
distaste about the whole idea said, "Pm not
running that kind of home." Rather amazingly
she had completely reversed herself by the end
of our training. We believe that this change
in attitude was largely a result of our frank
discussions on the matter.

Many times the staff (sometimes to the sur-
prise of the administrator and director of
nurses) would rise to the occasion. For example,
when the instructor suggested arranging for
a private or intimacy room, several times staff
immediately began to discuss which room (s)
could in fact be so designated. One director of
nurses was surprised to learn that an elderly
resident's wife came in daily and took a nap
with him, something which the staff had
known for a long time.

The greatest difference our training program
appeared to make from the outset was that it
enabled these key persons to focus on dimen-
sions of care other than public health issues
as they had not done before. This focus in turn
led them to begin to sensitize their .staff to
environmental factors which influence behav-
ior, ways in which compensations for loss can
be built in, and the like. There appeared to have
been some difficulty encountered by several
facilities in getting this type of continuing
education program started, but all eventually
managed to do so consistently and effectively.

7

Experiences With San Jose Group

By the time we began plans to approach the
San Jose area, we became aware of sOrne rather
extensive Publicity given to this project via
newspaper items, several appearances on TV
local community interest shows, a number of
radio interviews, and by word of mouth ; also
by students in our classes, talks to various
groups, contacts with a- variety of professional
associations, and governmental and educa-
tional groups.

We, therefore, had many requests either to
(a) bring the training series to areas of the
State other than those scheduled, or (b) offer
condensed versions (2 or 3 days) of the train-
ing to interested groups, or (c) to expand the
number of participants in our regular training

.

so as to inelode many more persons than we
had envisioned. in a modified and attenuated
fashion we attempted to use all three options,
although we were aware that we had: not been
able to respond except in a limited and selective
way to the enormous need and demand. We had
also established a good \WI-king liaison with
the Center for Training in Community Psychi-
atry, especially in the north of the State.

The mental health consultants, most from
county public health, who participated in this
group session provided most of the followup
observations and support.

The San 'Jose group, probably more- than any
other, proved to be something in the way of a
study in contrasts. For one thing, most of the
group members not only were acquainted with
each other but many of them had worked to-
gether in the local facilities in a variety of com-
binations. Secondly, we observed the greatest
top level turnover rate during our 1.0-week
teaching tenure in that area. Three adminis-
trators were fired or quit, four registered
nurses or director of nursing lost their posi-
tions or quit, and something approaching the
wholesale firing of one stall' .was in evidence,
although only three facilities accounted for
most of this turnover. Also some of the best and
some of the poorest continuing education in-
service programs observed came out of this
group; these poor quality programs vVere di-
rectly traceable te the attitudes and policies of
the key people in the facility.

Most of the group members seemed inter-
ested and involved in our training coose and
appeared to be receptive and responsive in a
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positive way. The followup training in one
facility appeared to be consistently lackadaisi-
cal, at best ; all the others exhibited a uniformly
serious attempt to institute a worthwhile' con-
tinuing education program, ranging from good
to excellent. In spite of the ups and downs ex-
perienced in and by the group, morale for the
most part seemed to remain high.

The conduct of the final group required care-
ful logistical planning and support. We learned
that the administrator and director of nursing
had maintained their personal enthusiasm for
attending but that their authority to do so had
been withdrawn by the owners of the facility.
The owners maintained that such a program
was not vital to the facility and was too costly
in terms of the time demand on the adminis-
trator and director of nurses. Indeed, one owner-
administrator attended the introductory ses-
sion only, leaving it up to his director of nurses
(as acting administrator) and one of the young

office workers in the facility (as acting director
of nurses) to represent that facility.

Our experience here again provided strong
indication that such absentee owner-adminis-
trators are usually the persons most likely to
need a course on the psychosocial dimensions
of care. There is more than a little evidence
that the conscientious on-the-scene administra-
tor often does not receive the support required
unle§s the absentee owner-administrator (or
board of directors) is sensitive to and cogni-
zant of the administrator's humanistic goals.

As already indicated, there were times when
the administrator on the scene did not get the
support a truly, creative, innovative, humane
effort really deserved, but this absence of sup-
port was in part compensated for by the admin-
istrator's unusual devotion to the job and to
the residents.

This training not only appeared to stimulate
new ways of looking at and planning of policy
for the residents of facilities but also stimu-
lated new ways of perceiving staff, and new
creative approaches to staff by the adminis-
trator, the director of nurses, and the mental
health consultants.

Recognition of Staff

A number of specific procedures were insti-
tuted to enhance opportunities for appropriate
recognition of special service, initiative, or
faithfulness on the part of staff.

As one example, we might cite the gradua-
tion ceremonies arranged by one facility and
to some extent replicated by several others.
These ceremonies were held at a time set aside
for invited guests to attend (which included a
city councilman who presented certificates).
This event included a great deal of attendant
publicity which placed a great deal of impor-
tance on continuing education as an inservice
function for staff and also did much to enhance
the status of the participating staff. One per-
son on the staff indicated the importance of
this training and the graduation to the admin-
istrator and director of nurses by stating, "This
is the first time in my life I've taken part in
any kind of graduation exercise."

The granting of collegs, credit by a nearby
community college was-also. arranged-for-those
staff who pailicipated in the followup training
sessions. This recognition wAs perceived as a
significant breakthtrough and the setting of a
precedent for future collaborative efforts be-
tween community colleges and nursing home
continuing education programs.

The final training of this group also repre-
spnted an interesting mix of participants and
circumstances in that it brought together per-
sons relatively new to the nursing home field
with several who had a considerable amount of
experience in the fieldplus a scattering of
those in between. These persons also represented
facilities that ran the gamut of long-term care:
retirement residence, intermediate care, skilled
nursing home, "L" facility, convalescent care,
proprietary and nonproprietary facility, and
State hospital.

In the last training series, w were able to
crystallize and underscore the commonalities
and overlapping interests and concerns, espe-
cially with respect to environmental factors.
To some extent we stimulated these key people
to mobilize themselves toward collaborative

tivities which would enhance their effective-
ness within the facilities themselves and within
the community. Planning for more newspaper
publicity and for a newsletter were a few of
the activities planned by the participants of
facility programs ; for example, the director of
nurses also generated plans to involve herself
more fully in a community organization of
directors of nursing which included general
hospitals in the area.
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Some Results of Training
It is fair to say that as expected, we never

left the staff of the facilities exactly as we
found them. In many facilities, the changes
observed were substantial, had significant im-
pact upon the life of the residents, and por-
tended permanent change.

These changes ranged from increased
decision-making opportunities for residents to
greater environmental enrichment via stimu-
lation and cues, through, increased attention to
staff needs and sensitivities, to increased use
of volunteers, and to more time, attention, and
effective procedures with families and com-
munity. Communication among all staff mem-
bers was consistently noted as improved and
increased by the training,
---In-addition-to-thescimmediate-changes-and
those changes which were planned, a number
of indirect benefits were realized. Some of the
most gratifying were as follows:

All participants had the opportunity to be-
come more faniiliar with -some of the resources
available to them, including those of the Uni-
versity of Southern California Gerontology
Center, Its function and programs were dis-
cussed with every group and with staff. Such
professional associations such as the Inter-
national, National, and Western Gerontological
Societies were brought to their attention, and
a number of the participants subsequently
applied for membership. Other students en-
rolled in classes or enrolled in other training
programs.

Medical Students Allowed to Visit Homes

A group of first-year medical students
("Introduction to Clinical Medicine") from the
University of Southern California Medical
School pioneered a program of visitation to one
training facility.. These students had the op-
portunity (early in their training) to interview
elderly residents and discuss the psychosocial
dimensions of care at length with us and the
key people participating ih the program. Since
that first group, which started more than a
year ago, we have arranged a similar expe-i-
ence for three other groups of medical students.

More often than not we had found owners
of many ntirsing homes reluctant at best to
have students come into the facility for train-'
ing, research, or survey purposes. Almost with-
out exception, the facilities in which we have

done training have completely reversed this
attitude. They have shown themselves coopera-
tive and hospitable in providing (upon request)
free entrée and the appropriate kinds of
opportunities for graduate and under-graduate
students, from medicine, psychology, nursing,
and social work.

Language and Vocabulary Difficulties
In several facilities a language problem sur-

faced, because some of the participating staff
were more comfortable with Spanish or Por-
tuguese than Eriglish: We had the protocols
written in Spanish to assist ithem with the
training. We found further, however, that not
a few staff, because of minimal formal educa-
tion, had considerable difficulty, not only with
the meaning of_certain_words_and_concepts,_
but also had some difficulty actually under-
standing how to filrout the protocols as per
instructions.

Staff Benefit From Continuing
Education Training

The staff of a number of facilities, 'following
training, have reached out into their various
constituencies as never before. The most note-
worthy of these was a program for selection,
training, and followup of new nurses aides,
which was organized by an administrator of a
convalescent hospital in collaboration with the
community college system there.

Increased efforts to provide recognition and
status for staff were observed in several facili-
ties such as awarding special pins and giving
days off with pay. Other ways of emphasizing
their larger role were by giving annual staff
picnics, presenting award certificates, and
having aides present case studies in staff
meetings.

One facility began a policy of requiring
proof of attendance at continuing education
classes before paychecks could be obtained.
Another now requires willingness to partici-
pate in continuing education programs as
condition of employment.

Help From Indirect Service Staff Encouraged

Students began to encourage nondirect serv-
ice staff (such as secretaries or maintenance
men) to interact with residents and other
stair. A secretary, for example, was encouraged
to bring a cup of tea to a fearful and harrassed
resident, In another instance, a member of the
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kitchen staff, who had been with the facility
more than 20 years and who was seen by resi-
dents as a friend and confidante, was a virtual
storehouse of information about many resi-
dents, information which had never gotten
into the formal patient charts. He, as a result
of a long followup discussion on this, was en-
couraged to write this information into the
Kardex. He obviously felt flattered by this and
much more a member of the team.

Also, aides at one home began using the
break to take residents to activities programs.
They had never done so before, had suggested
the innovation, and were encouraged in this
by the administrator and the director of nurses.

Meaningful Activities Helpful to Elderly

withIn Cenjunction this program, we also
encouraged administrators to find meaningful
work for residents. All too often when a person
retires or can .no longer maintain his or her
own home, he or she feels put out to pasture
and nO longer able to do anything useful. This
feeling, of course, leads to depression and a
lessening of the will to live.

Staff of some facilities gave residents simple
tasks such as mending a bedspread, or empty-
ing their wastebasket, or looking after their
roommate to provide a sense of being needed
and being productive. These jobs, of course,
should be geared to the abilities and-willing-
ness of each person.

Visual aids and verbal reinforcement are
helpful in reinforcing the date and time. Lest
any of us forget how much each one of us de-
pends on these things in his own life, picture
yourself on a 2-week vacation with no appoint-
ments to keep, ,no watch or calendar, and no
secretary to remind you of things. At the end
of that time, you probably would have lost
track of a number of things and become some-
what "confused." It i no wonder then that
many residents, who have not had to keep ap-
pointments or worry about time for months or
years, can become "confused" about many
thi ngs.

The project was funded for a second year
with the important added consideration that
we extend this training model into other areas
statewide and that we include other components
of the system, that is, the surveyor (inspector
or field representative) group and use the corn-
nunity college systems. Obviously the State

inspection process is a part of the long-term
care system and the desirability of a consensus
about means and ends on the part of inspector
and administrator of long-term care facilities
is hardly debatable.

We had also been impressed with the grow-
ing need (and pressure) to develop resource
and training programs relevant to and appro-
priate 'for long-term care. The community
college System would seem to be potentially the
aPpropriate -locus in various locales to serve
both as 'a- stimulus and as a source of training.
As we organized the second year, consequently,
we paid a great deal of attention to these two
aspects,

Communications (via letters, telephone calls,
and personal trips) described and interpreted
ou r -trai ni ng-to-the-reorgan ized-State-Depart
'trent qf Health, Licensing Division. It ap-
peared that internal reorganization problems
of that department preempted most of the time
and attention they could give us, and-at best,
we v.,iro able to get only a limited amount of
participation on the part of surveyors.

We learned, too, that our original sequence
of presentation proved to be the most useful.
We had become aware that issues relating to
stair were raised by students early in our,train-
ing session, even though these were not scheC
uled for discussion until the end of the series.
So we decided to start the training of the third
group with such issues rather than reserve
them for a later discussion. We discovered that
such an earlydiscussion of sensitive and poten-
tinily disturbing material so early in the game,
before a comfortableness with the group arid
willingness to share had time to develop, be-
came disruptive even to the point of near
disaster. Thus we reverted to dealing early
with those issues involving residents or pa-
tients, about whom these key people obviously
felt somewhat more distant, reserving discus-
sion about staff for a later time.

One major task in training WEIS to help
participants identify and specify the salient
issues and to find ways in which to translate
or transmit the goals of these key people in
useful form to their stairs. Here the strategy
of helping to make the connections between
what stair does and how the environment iS
designed and the effect, good or bad, upon the
resident, had especially good results.

After much discussion of this issue, one
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nurses aide who felt overly 'harassed by so
manY feeders decided at least to improve the
social_graces. She dressed her eharges nicely

including Jewelry, earrings, and makeup.
Announced that they were all going to hnich,
helped them to an assigned area, and appointed

to be hostess. She reported later that notone
only wei:e these residents now looking forward
to mealtinie as a social event but also there was
a marked improvement in self-sutficiency with
eating.

Equ1 ly important would be verbal reinforce-
ment of time, date, and surroundings by every-
one %rho conies in contact with the resident.
The Se contacts mean staff, volunteers, students,
visitors and most important, the family who
must remind residents of time, dates, and im-

-porahrievi2TILS:lt is impoftant tlriideiit
know who they are, where they are, and why-
they are in the facility, and they must accept
these facts before they can become actively
invoh'ed_in the activities of a long-term care
facilitY. Remembering the past is a wonderful
thing but living in it leaves no room for enjoy-
ing the Present.

We decided to keep a continuing log of ob-
servations of the behaviors, policies, and pro-
grains of students and staff, and to record such
changes as appeared to flow from our training
which would be expected tci result in a positive
impaet arion residents.

Environmental Changes and Stimulation

staff .of one home began a program of envi-
ronrnental stimulation by painting the rooms
with bright stimulating colors and using bright
colored _bedspreads geared to residents' tastes.
New calendar clocks with large enough num-
bers that could be easily read at a distatice by
persons With poor eyesight were givqn-tlie
residents and pictures for wall decoration,
directional signs in halls, names, and mailboxes
on each resident's door were also added. Ono

director .of nurses proudly announced to her
star that she was arranging to have four large
murals or tho four seasons placed Oil the walls
of the dining room. Also that she was going to
have 80nle ',full length mirrors installed at
various_ Waves in the 'inflicting for use by the
residents. One home installed individual bulle-
tin boards in each resident's rwm,

One lite ility gave each corridor a street name
ith an appropriate street sign, so that each

resident would have an address rather than
just a room number. The administrator of
another nursing home, which had a number of
identically designed and identically painted
buildings within its complex, decided to add
critically needed environmental cues by paint-
ing (Tch front door of the various buildings a
different bright color, and in another home, a
number of doors within the building were
painted a bright solid color. Administrators of
several facilities announced a policy of "dehos-
pitalizing" the atmosphere by encouraging the
use of street clothes or colorful slack suits by
their aides.

In ninny of the homes activity clubs were
started. These clubs included cooking clubs,
garden clubs, exercise clubs, dancing classes,
gin rummy-clubs;--erafts---clubssewing-clubsT---
beauty classes for women (how to give facials),
and_plant potting classes.

. Administrators of two facilities began to
explore the stimulating effects (upon residents)
of different kinds of music played in public
areas, and music was played during mealtimes
in another home,

Attempts were made to enrich the .environ-
ment through various means of stimulation;
e,g., one home acquired a large aquarium,

another explored the possibility of individual
pets.

One home did acquire ii pet dog, and when
the dog trotted down the halls, ninny a hand
of a wheelchair resident could be seen reaching
out to stroke or touch the pet. Another had
baby chickens for residents to watch and feed.
Birds and aquaria were also in the_ process of
being acquired. Residents in some of the homes
were allowed for the first time to have plants
in _their rooms.

Another invited children in (after confer-
ring with residents) for "trick or treat" on
l-falloween. One home organized "kiddie cor-
ners," that is attractive cabinets installed
about the premises which contained toys for
the children who were brought along on visits,

More Consideration Given Personal Feelings
and Desires of Residents

One director of nurses changed the policy of
mak ing, in hous.e transfers wit hout discussion
with and the advic and censent of the resi-
dents themselves, This procedure was a (dear
break ivith previous procedures. This new
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policy included procedures to reassure the
transferred resident.

All the facilities determined to change their
(usually unannounced) policy of playing down
discussions 61 dying with people in terminal
stages. This change in attitude was directly
related to our own Wednesday sessions on the
subject and the need for the students to discuss
the issue with their staffs.

Several administrators announced their in-
tention to institute a new policy of encourag-
ing more dialog between staff and residents
relative to resident's options and choices about
many matters of daily livingfood and snack
choices, time of bath or shower-taking (one
facility changed its policy of insisting on baths
only in the mornings), choices of activity

-prOgram, etc. This policy wasTass-ocIated==with
the stated intent of administrators to begin
to encourage their staff to look for the potential
of older residents.
-In several homes we observed more serious

attention being given to the development of
nursing care plans, including the psychosocial
components, and a review and revision of
older plans.

Two facilities began planning the organiza-
tion of a "resident's council" to provide greater
input into the administrator's and director's
of nurses decisions regarding the operation of
the facility.

Several introduced new policies regarding
orientation procedures for newly admitted
persons (tour of the facility, more introduc-
tions, and serving a snack).

Several tried role playing with staff for the
first time which not only proved a useful teach-
ing device but .seemed to spark interest and
leave a good taste in everyone's mouth as well.

Another home instituted a weekly "Town
Hall Meeting" for all,

Another developed a trial program of send-
ing a stafT person to the quarters of a potential
resident (one who had applied for admission)
to develop a prior friendly contact to ease the
transition tratinne This procedure was reported
to the group as being so successful and useful
that others were encouraged to follow suit.

Several policy modifications were planned to
allow greater activity options and encourage
greater participation in socializing Oil the part
of the residents,

All began sensitizing tall' to the need for

greater care (that is, more alerting,-more ex-
plaining, and more consulting) in the place-
ment, displacement, and transferring of resi-
dents, especially those in wheelchairs and the
severely disabled who required the assistance
of staff in such movements.

After lengthy discussion with her staff class,
one director of nurses announced that the
admission procedure requiring a bath of every
newly admitted person, whether willing or not,
necessary ornot;:,woUld be revised to meet indi-
vidual need and willingness with consistent
reference to maintaining the person's sense of
self-esteem.

The visiting hour policy was radically modi-
fied in several facilities, so as to permit open
hours for visiting by persons of any age.

Anothcr-which-liad-used-the-services-of-an
activities director part time now employed her
full time. Also a chaplain was retained for
family and residents at one home.

Inservice training sessions at another facil-
ity, in response to the clearly expressed desire
of a number of residents, were opened for par-
ticipation by residents of the facility. This re-
vised policy was the result of discussions with
the staff.

Publicity Helped
The project was widely cited, referred to, or

described in some dozen newspapers nation-
wide, TV appearances were made, and approxi-
mately a half-dozen interviews were given by
the staff to community local service radio.
Throughout these media references, the under-
lying theme was the upgrading of the mental
health and quality of life for the elderly in'
nursing homes by attention to those factors
which compensate for loss and sustain self-
esteem. The ways to upgrade and improve the
quality of life were emphasized and many times
spelled out. What was most impressive about
these inquiries, publicity, and reception of
articles was the information gap uncovered in
the field of psychosocial care and the depth of
Iterest in it.

EVALUATION AND DISCUSSION
Three methods of assessing the progress and

impact of this action research-demonstration
project were used. The most formal method
was that of administering a pretraining and
posttraining set of protocols to both students
(the key people) and their staffs. At the begin-
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ning we had planned to include the entire staff
of eacb facility in the followup training, It
became apparent early that 'including the en-
tire staff was not practical because we could
not find a way to release all staff at the same
time for training. Nonetheless, we repeatedly
expressed our concern that those elements _of
staff which are usually shortchanged or left
out of training programs altogether (e.g., the
night or evening shifts) not be neglected in
this program.

At practically every facility, however, they
were able to arrange the attendance of a selec-
tion of staff fairly representative of each of
the various departments (housekeeping, nurses
aides, food service, maintenance, and office
staff) with the provision that this training
series be repeated until all elements of staff
were given a chance to participate. As already
reported, members of the staff themselves put
pres-sure on the administrator and director of
nurses to .include them either immediately in
this training or in the course of time.

.The formal pre- and postprotocols were de-
igned to elicit several different kinds of infor-

mation. One category of information had to
do with attitudes toward the old under several
condition.s, and for this we used the well-known
semantic differential technique. A set of bipolar
descriptive scales was headed by various con-
texts related to the old (old man in institution
an(1 old woman in community). The respondent
vvas, instructed to chuck his own descriptive
preference on ki negative-to-positive continuum.

A second protocol administered consisted of
a number of statements or assertions having to
do with basic substantive information
(S-i) ,-ging is an incurable, irreversible
disease"), (I)) perception of the climate (1-6')
of the facility ("patients here are treated with
dignity"), and (c) attitude (M) toward the
job ("I'm given all the informati(In I need to
lo my work"), Respondents were asked to
check each statement in (me of four possible
categories: strongly agree, agree, disagree,
strongly disagree. In this manner, we hoped
to ls .! able to tap possible changes in attitudes,
both with regard to the older person and with
regard to thi job. Ve aPso hoped to detect
changes ptr(Liverl I y the respondents in the
institutional climat
regarding our success (nr lack

neating basic infermation.

and le get some evi(lence
or it ). iii MI11-
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Toward the end of the serires the participants
were asked to answer briefly two questions
about the course: "What has been most helpful
so far?" and "What shbuld be changed?" A
few selected' verbatini responses follow:

Better insight In seeing the patients' fears,
anxieties, adjusting problems when necessity
of admission to our facilitieq comes about.

The necessity of inservice to nursing attend-
ants in helping them to understand the tre-
mendous losses patient is having to overcome
and the need to help during these crises.
Understanding of the family of tbe -patient
and understanding of the patient's day

Direction in teaching methods.
Good- material -tn- present
Association with others with sarne interests.
Getting to know the instructors personally.
Helped me to set some goals. What should
be changed? It should be ongoing, not just 10
weeks.

Enjoying a fresh new approach to looking
at geriatrics and dealing with the problems
of residents.
Opportunity to pass this information to the
best of our ability to stafrthrough inservice
Personal interactions encouraged and exem-
plified by instructors,

The exchange of ideas is good. The topics
or discussions are good. Very good stress on
psychologidal needs has been done. More
emphasis on importance of directors' influ-
ence on aides and how to get it. Need for
specific class for directors of nurses alone.

a

We were aware of the possibility that atti-
tudes :is measured might appear to change but
that practice might not follow suit. We were
concerned with attitude change primarily as
a preeurser to policy or programmatic change
(for the better). Obviously, as a practical
matter, the best index tf-effecti,ve change en-
compasSing quality of life is the impact of
change upon the ultimate consumer, namely
the resident.

We found not sairprwngly a high eorrela-
tirm hetween premeasures and post measures of
attitude toward the old, :is well as a high cor-
relation between centexts en the semantic dif-
ferential. Essentially this high comlation
means that a measurable attitude change was
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minimal with respect to the various conditions
or situations of the old and from the beginning
to the end of training. In other words, either
the time was too brief or the measure too gross
to differentiate attitude change. Although we
summed scores for each protocol and for all
respondents, it is possible that very fine dis-
criminations were washed out in the process.
In any event, respondents produced a score
slightly more on the positive than negative
side across contexts, and this score was main-
tained throughout training. Another possible
explanation for these results is that by and
large the respondents had a set to respond in
a fairly positive way regarding their views of
the aged as part of the "social desirability"
phenomenon (the tendency to respond with
wliat one perceives as- a-- socially desirable
response).

When it came to assessing the three factors
embedded in the agree-disagree schedule of
statements, namely, substantive information
(SI), morale (IV), and institutional climate
(IC), a greater degree of discrimination be-
came evident between sets and on prediffer-
ences and postdifferences. These differences
were derived by means of a t test or prediffer-
ences and postdifferences between means of
scores. Overall, M (that is, attitude toward the.
job) appeared to change slightly in the positive
direction for staff persons, but not close to
nearly conventional levels of significance (p <
.10). For students, differences between scores
remained close to the chance level. Pre- and
post-IC were also assessed at the .10 level or
greater, which suggests that institutional cli-
mate is a somewhat more amorphous entity
and to be able to perceive noticeable change
may require (a) more time or (b) more
marked, even dramatic evidence.

The same considerations, of course, may well
be true of impact of change on the residents
as ultimate consumers. The greatest amount
of pretest and posttest change occurred in the
area of SI for both students (at the conven-
tional .05 level of probability) and to a slightly
lesser extent for staff. From this information,
we concluded that our basic information about
aging was reasonably effective, did get across
to our students, and was retained by them. SI
data on staff indicated somewhat slightly less
effective presentations by our students but
given the differences in amount of time spent
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on our own presentations as well as familiarity
with the material in contrast to the more lim-
ited time available for presentations of our stu-
dents to their staffs, these results seem conso-
nant with the input.

We also noted the variability between the
different scores on SI and IC for given respond-
ents. To some extent, this difference may be a
manifestation of some of the difficulties ex-
perienced in administering the protocols.

During the first and second training session
we relied heavily upon the administrator and
director of nurses to -monitor the pretesting
and posttesting. After_seeing what the diffi-
culties were, we took it upon ourselves to over-
see the pretesting and posttesting personally.
Even at that, some slippage undoubtedly did
occur7even-though-minimal.

As to the second major means of evaluation
of the project, a number of observed changes
in policy, procedure, and programs have been
reported.

Evaluative Questions
Three underlying evaluat ve questions were

embedded in this three dimensional model at
the outset and required answering. The first
was: Did the content and format of the train-
ing model significantly alter the trainees'
(administrators and directors of nursing first,
then staff) attitudes, level of sophistication,
and behavior deemed relevant to upgrading the
psychosocial dimensions of care? As already
noted, the formal attitude assessment proce-
dure (the semantic differential) indicated a
negligible result in terms of the paper and
pencil test.

The usual difficulties in assessing attitude
change apply here. Whether these negligible
results are a function of inappropriate or
nondiscriminating techniques, or whether there
was not enough time allowed for such measur-
able change to occur, or whether attitudes were
skewed at the onset and thus not susceptible to
marked change, remains a moot point.

Attitudes are extremely difficult to change.
We did observe that many of the participants'
rhetoric did markedly change, that is, they
verbalized different (sometimes dramatically
so) views, attitudes, opinions about their
elderly clients, about staff's roles "and their own
roles, and the goals, responsibilities, and func-
tions of their facilities. We observed increased
attention and sensitivity to psychosocial issues

8 2
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on the part uf students and stall' alike Which
(by their own repeated statements) were
markedly different from the past, Apart from
the apparent sincerity in most of these expres-
sions, what seemed most convincing about the
expressions was that we saw a great deal of
this rhetoric translated into specific behavior
and performilnee, not only in the classroom
but also in daily practice. Although this behav-
ior would not appear to be more rhetoric, we
might expect then that demonstrable changes
in behavior and performance in many areas
can lead in time to attitudinal change.

We do not mean to imply anything like a
total reversal. Much in the way of attitude and
behavior waS Dot bad te begin with. Second,
much of the deficit with respect to some of
these psychosocial dimensions (like the factors
which affect self-esteem) which we have ob-
served result, it seems to us, not so much from
perniciousness but from ingrained stereotypes,
lack of appropriate and relevant hiformation,
and failure at times to mrke tho connections
between causes (certain policies and proce-
dures) and their effects (impact on the resident
or stair member). A gooCi example of this in-
appropriate change is a common phenomenon:
in their anxiety to provide good care and safety
for their charges, many staff members tended
to go beyond the limits of behavior appropriate
to this concern and end up infantilizing the
old.

Thus, the changes in behavior which we had
looked for and are reporting on were, cf-urse,
learned behaviors (learned in our . But
those learned behaviors might be ex,, -eted to
be first approximations, and the reinforcement
Of these behaviors will require- much more
than such a demonstration project could pro-
vide. We wee convinced that although many
positive changes were evidenced, what vas
needed was, at the minimum, soinothing in the
way of periodic "booster shots" of continuing
education about these imychosocial issuos,

The second question was: What werc the na-
ture and extent of charres that might occur in
relevant activities and programs in the partici-
pating facilities? The question of nature has
already been touched upon. The extent of these
changes, as we have documented, was such
that they impacted upon practically all para-
meters of the long-term care operation. The
issues we raked and discnssed with our stu-
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(Icnits not only related to direct patient or resi-
dent care with respect to services a-nd environ-
mental input, but also related to effective use
and development ot' stall', effective dealings
with and accommodations to family members,
friends, persons in the community, agencies,
and volunteers.

Our training also included (at times not by
specific design) issues relating to the larger
aspects of the system: the care and feeding of
ref 'errors (such as physicians and staff from
hospitals for the gravely ill), s -yors, and
legislators.

The third question to be considered was: Was
the project as conducted a viable model for a
productive, collaborative, multiorganizational
relationship (a private institution of higher
learning, a Statewide public mental health or-
ganization, and the long-term care facilities
themselves) in conducting mental health con-
tinuing education programs for the elderly?
Our collaborative experience appears to have
been for the most part real, effective, and repro-
ducible. In a number of ways (teaching, organ-
izing, surveying, contacts, consultant help, and
logistic support) we can see interlocking efforts
provided by all three sectors. In that sense, this
collaborativo model did work effectively.

Basically, the key to this enterprise appears
to have been the licensing and monitoring
function of the State. By the process of requir-
ing more and better ongoing training for
licensees within the State, it has generated a
demand as well as an incentive for such activi-
ties on the part of practitioners This incentive
(the need for "approved" continuing education
hohrs) was a major factor in attracting many
practitioners to our training course. The chal-
lenge to the instructor, of course, is to make
the training worthwhile once the student has
come.

In a real way, then, this project has demon-
strate 'the wav in which the needs of the three
sectors can be served by a collaboration which
grows out of their differing functions. Some-
times these functions overlap or replicate each
other and then collaboration Inust assume
another form. For example, the State Depart-
ment of Health as well as the Nursing Home
Associatimhi themselves were into the business
of _lining. The institution of higher learning
could then collaborate by offering a consulta-
tive function.
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Thus we believe that our punjert not only has
made a significant impact upon ststi of the
facilities actually and immediately involved,
but also has begun to infect (in a positive way)
the broader aspects of the long-term care sys-
tems. Nonetheless, we believe that the evidence
indicates that the surface has only been
scratched. Other components of the system
need to be reached and cultivated: physicians
and hospitals who serve and refer to nursing
homes; legislators and members of the bureau-
cracy who write laws and regulations which
affect the operations, policies, and programs of
such facilities, and other marginal facilities:
staffs, administrators, and directors of nurses
who have not yet recognized the crucial need
for concern with the psychosocial care of the
aged. This deMonstration of a viable collabora-
tive model is even now in process of elaboration
so as to provide an effective response to con-
tinuing needs of the long-term cave system.
What this project has further demonstrated
as effective and reproducible in continuing
education programs for mental health in nurs-
ing homes is:

Effectiveness of teaching onsite
Necessity Of training of these key people

O Importance of followup training of staff
O Effectiveness of peer training
* Value of emphasis on the prosthetic environ-

ment in psychosocial (mental health) care
Intensive, indepth training
Advantages of developing grc p cohesive-

ness in such training
Importance of experiential learning exer-

cises.

In all, participants from 32 different facili-
ties were involved in the primary agenda of
this action research program. They represented
virtually the whole gamut of long-term care
facilities in California (excepting board and
care), with special emphasis on "L" facilities

in keeping with the Department of Health's
special concern. Participating regularly in the
weekly training seminars and clinical labora-
tories were 87 nurses from these facilities.
The others involved were five persons from
community college systems, two surveyors, six
mental health.consultants, and three adminis-
tratom. Ancillary training programs associated

h this program reached an additional 35
persons from- nursing homes,

The participants in turn gave weekly follow-
up training to approximately 515 selected per-

Thir number is approximate because
there was some shifting of staff as a result of
personnel changes in and out of these training
programs. In doing posttraining followup with
these facilities, we noted that about 75 percent
of the trainees were in process of giving further
continuing education training courses with
additional staff (involving an additional 210
persons).
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LIST OF EQUIPMENT USED

Descriptim
Tape: You Are Not Alone

The Ways of Mankind)..
ser_Ls,

Film: The Eye of tile Beholder (about 25
minutes, illustrates differing perceptions of
the same events).

Film: Home for Life (2 reels, about 75 min-
utes, semidocumentary, excellent for showing

interaction with relatives).

Film.: To Live With Dignity (about 28 min-
utes, describes treatment program for con-
fused elderly persons).

Address of supplier
University of California at Los Ang
405 Hilgard Ave.
Los Angeles, Calif. 90024
(Experimental Social Psychology)

Stuart Reynolds Productions Inc.
9465 Wilshire Blvd.
Beverly Hills, Calif. 90212
($25.00 rental for 3 days)

Drexel Home
6140 Drexel Ave.
Chicago, III. 60637

University of Michigan, TV Center
310 Maynard St.
Ann Arbor, Mich. 48104
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During the tirst year of the Mental Health
Denumstration AIodel Training Project experi-
ence, it became apparent that a key element
had heen overlooked--the role of community
colleges in the continuing education of long-
term care personnel, particularly for para-
professional and support personnel. In :tddition,
the original projects had been located in pre-
dominantly urban areas and there was a need to
address the special needs and problems of train-
ing in rural :treas. The stall' of the Division
or Manpower and Training Programs, NIMH,
decided, therefore, to develop an additional
Demonstrat Mn Model Training Project during
the second year, incorporating a community
eolkwe in a rural area into the demonstration
system. Staff began a search for a college With
a demonstrated capability in long-teriu care,
personnel training in order to minimize the
lead time required to initiate the project.

The (-onirounity Health Service, IISMIIA,
had contracted with the Iowa Nursing Home
Association to conduct training on a Statewide
basis, utilizing the 15 community colleges in the
State system as principle trainers. One college,
in particular, was interested in demonstrating
a coordinated physical health/mental health
training program and expressed this interest
to NIMH. This college met all the requirements
of demonstrated capability: location in rural
area; access to mental health facilities also
serving the same geographic area; and already
actively involved in the Statewide training sup .
ported by the Community Health Service, thIns;
maximizing the potential for a comprehensive

- material is based on monthly reports, site visits by
the Projert Officer, enriTspondence with the contraetor,
and an interim report piepared hy the project Coordi.
nator.
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training activi that c add continue (Wowing
Federal project support.

In :-;pring 197:3, a l-yein dract was nego-
tiated NVith Iowa Lakes Community College,
Estherville. lowa, to conduct tin ongoing inse-
service training program for employees of the
I:1 long-term ente faeilities located in the five
county areas of rural northwest Iowa., to
uiitsti:lrate the role of the ruiffiniinity cnilpge as
lead agency in linking long-term care facilities
antl mental health services through the mecha-
nism of continuing education with particular
reference to the applicahility of this model to

,ral areas.
The purpose or the project WaS to twgrade

the knowledge of personnel in ( he mental health
aspects of care lir the aged and upgrade their
skills to provide improved physical health care.
All levek of personnel were to he included, hut
particular attention was paid to the training
nveds of direct patient care personnel, espe-
cially nurses aides. Thirteen separate categories
of personnel were identifi d for inclusion in
training. Some of the topics were appropriate
for all: other topics were :ippropriate for only
some categories and were :Mended h only
those employees who couhl benefit:

The objectives of I he program were:
I. To gain a better understanding of long-

term cure resident hehavior;
To hecome aware or and understand pat-

terns or hehavior in residents thy( ughout the
tiging :process;

:3. To improve I he quality of nurs ng riiL t
1. To doveloo eNportke in local teachers who

will be able to carry on inservice edocation pro-
grams heyond the project peiod;

5. To provide personnel with an oppi rtu-
nay to upgade their training at a low cost and
with application to their work . situation by
conducting the train li iii the facility where
employed:

6. To demonstrate the role or the community
college as a lead agency in linking long-term
care facilities awl menial health services
throtwh the mechanism at continuing educa-
tion.

'rho contrart was rene a second year
to expand the scope of the dem ation. Train-
ing was continued along the plan or the firt

ar and the following now components were
added: program activities designed to improve
relationships between the community, staff,

DIX 75

id lesuitents ii long- erm care facilities; a
program specifically designed for facility ad-
ministrators and directors of nursing to en-
courage mental health inservice training on
a continuing basis. and provide training de-
signed to ameliorate the potential adverse psy-
chosocial impacts on patients as :t result at
new Vederal regulations which require relocat-
ing sonic pali(Alt*

Iowa Lakes Community College ciiiicliirttl
the (raining sessions within the long-term care
facilities as much as possilde. In instances
where there were not sufficient personnel in Li
particular category or in a particular facility,
personnel from seVeral facilities were brought
together for a presentation.

A Project Coordinator and four nurse in-
structors (part tinai) NvOre enilliOyed to instruct
and or coordinate the instruction of the
course offerings. These instructors were all ex-
perienced in continuing education programs
in the health sciences offered by Iowa Lakes
Community College, inchuling the practical
nurse, nurses aide, and geriatric aide programs,
Letters of agreement were ohtained from the
three mental health facilities (two community
mental health centers and a State psychiatric
institute) serving the same geographic area,
and mental health professimial staff members
were identified to assist in Ow teaching. An
advisory group \vas appointed, consisting of
leprosent:itiVe:-; or the college; the long-term
care facilities in the area; the mental health
service agencies; constituters; and a representa-
tive from the area Social Service Department.
This group assisted in identifying specific ob-
jectives, content, training methods, and evalua-
tion design. Orientatbm and pretraining ses-
sions were conducted for trainer personnel. A
system Was designed for awarding certificates
and academie credit for trainees where feasible.

During the first your of the project the con-
cept of "master' instructors was utilized. Per-
sons with expertise in particular subject. areas
presented the topic at a nursing home inservice
meeting the first part of each month_ Th,_!

instructors attended these meetings and spent
additional time with the "master" instructor
preparing to present the sante topic at the re-
maining faciliticS during that same month.

The second year special workshops were
utilized to prepare the ILN. instructors to pre-
sent various topics. Workshops such as "Death
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and Dying, Institute on Ie;dity Orientatiim,
Sexual Needs of the Elderly Nursing I tome
Resident, Staff Motivation, and Rehabilitation
tly the Sister Kenny Institute were beneficial
to the instructors. All the prevniusly mentioned
ixorkshops except reality orientation were held
within the five-county area and were attended
by nursing home staff members and other
interested persons.

During the first year of the project 640
nursing home employees enrolled in the inserv-
ice education programs. I)uring the fall quarter
of 1975, 444 employees attended inservice train-

programs. Five county custodial homes
joir -d the inservice project during the second

he outset or the pro jet. two 1-hour meet-
ings per month were condneted in each nursing
home. The first meeting was spent presenting
the program topic. The sec9m1 meeting was a
"followup- meeting where the topic was fur-
ther discussed. This format was discontinued
after several months because nursing home
administrators felt 2 hours per month was
in excess of the "adequate amount" of inserv-
ice training required. Also, it was a financial
burden fur those employers who paid hourly
wages to their employees to attend inservice
training programs; and also, nursing homes
found it difficult to schedule 0 meeting
\Vial inservicc meetings scheduled twice a

nth.
In place of the followup meting, the RN

instructors visited each nursii mine approxi-
mately 8 hours per month _-ussions with
nursing home employees on_ a le-io-one-basis.
These visits enable instruct establish
rapport with the employees and to heroine
more aware of their inservice education needs.
These visits have proved to be a valuable part
of the program. The RN instructors report
that class participation improved as employees
became acquainted with the instructor.

During the first year, all departments within
the homes attended the same inservice meet-
ings. Dietary and housekeeping departments
requested inser.rice programs specifically for
them during the second year.

In the fall of 1971, .1 hours of inservice Were
offered to dietary personnel. These programs
were olfered i ni three locations in the five-
county area. With several facilities joining to-
gether fill- these meetings, personnel were able

to L'xehdnge ide is. The i-utme foi'nuat was use(
for keeping personnel in the sprit
1975.

During tho second project year, a number of
the facilities requested inservice programs on
Physical aspects ,1- care rather than mental
health related inservice cducati _grams,
Of special interest were the programs con-
cerned with rehabilitation.

Below is a listing of program topi pre-
sented in the long-term care facilities.
First ilea

Attitudeswith yourself, y job, resi-
dents, co-workers, relatives, isitors, and
community

(2 ) Mental and physical aspects of the aging
icess: Biological changes, categorized

by body systems
(3) Mental expectations iii relatioi to

disease
(.1) Depression in the geriatric ultirsilug

home resident
(5) Reality orientation
(6) (,'ommunity resources
(7) Questions an( answers: An oi n pro-

gram
(8) Death and dying
(9) Communications wi h brain-damaged

residents
Medicati nursing perSonnel)
yrar
Reality orien ation

( )

SCCW1/

(1)
(2) Social needs of the elderly miorsi ng home

resit:lent
(3) Staff motivathm

Rehabilitation (ran if motion, body
mechanics, bowel and bladder retrain-
ing)

(5) Housekeeper's inser
(6) Dietary inservice
(7) Infection control

Comity (1)1(1 custodial homes
nmunications with braimdamaged

residents
Behavior modification

orientation
Seizure eontrol

(5) Attitudes and understanding
One of the participating nursing homes

announced plans to close during the second
project year, Onus providing an opportunity to
use the training program to prepare -stalf
anticipate and deal with problems resultjun..,

8 9
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from rcation of patients . Announcement of
closure Was made November 20, 1974, and by
December 25, 1974, all residents were relocated.
There was opportunity for only one inservice
program dealing with relocation before the
sudden death of the administrato-- forced an
even earlier closing of the facility.

Adviory committee meetings have been
poorly Attended by those members who had
agreed to serve on the committee. Members who
live out of the area said it was, not feasible to
drive a great distance for the meetings, but
they would be available for telephone consulta-
tion whenever necessary. Nursing home aclmin-
ist and other _interested persons were
then invited to attend the meetings.

The program planner for an Area Agency OD
Aging developed three surveys to determine
interaction between the community and the
nursing home. (Following are copies of these
surveys.) One survey is for the community-at-
large. It ls anticipated that 100 people chosen
at random in each community that has a nurs-
ing home will be interviewed. Psychology and
sociology students at Iowa Lakes Community
College, under the direction of instructors,
agreed to do the surveys. The other surveys

are for volunteers who work at nursing homes
and for families of nursing home residents. A
mail survey of 10 percent.- of the latter groups
is anticipated. ,The surveys will be completed
during April 1975. At the March 12, 1975,
advisory committee meeting, one nursing home
administrator said he doubted if he could co-
operate by giving the college the names and
addresses of the families of his residents. Other
administrators said informational meetings in
each community sounded like a good idea, but
they doubted that they would want to parti-
cipate.

The actual training being supported by this
demonstration training project contract will
terminate at the end of the 1975 academic year
and the final project report will be completed
soon thereafter. Although a complete report of
experiences and recommendations could not be
included in this monograph, the Division of
Manpower and Training believed an interim
report would add significantly to the usefulness
of this document. All evidence points to the
major role the community college can and does
play in the continuing mental health education
of all levels of personnel providing services
to residents of long-term care facilities.

LONG-TERM CARE FACILITIES

COMMUNITY SURVEY
Surveyof

Sex
Approximate

Sex: M F Age

of Person Being Interviewed: M F
Age of Person Being Interviewed:

* * * *

Do you know about the nursing home in your community? yes no

2. Do you know anyone that works in the nursing home? yes no
3. -Do you know al-1Y of the.residents in the nursing home' yes no

4. Have you ever been a visitor in the nursing home? yes no

5. Have you ever worked in the nursing home? yes no

6. Have you ever helped in the nursing home? yes no

7. Would you be willing to help in the nursing home? yes no

8. Do you think that the nursing home has detracted from the community? yes no

9. Do you think that the nursing home has improved the community? yes no

10. Do you (like dislike or don't know) the employees in the nursing home?
11. Do you (like dislike or don't know) the residents of the nursing home?
12. Would it be better if the nursing home were located in another community? yes no

13. Do you think that the residents are receiving good care? yes no

14. Do you feel that the nursing home and its residents are isolated from the community? yes no

15. Do you have a complaint about the nursing home? yes no
If yes, what?
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(Ade lphi University)
FUNCTIONS OF THE PROJECT DIRECTOR
1, Organizatioll and. Administration:

a. secure qualified instructional staff : As-
certain faculty availability, (it is a fact
that the same four trainers are not
available for all four of the., training
programs) , develop a pool -of faculty;
utilize the faculty pool for onsi con-
sultation;

b. coordinate training sessions to include
trafners and lecturers;

c. prepare bibliography and learning ma-
terials;
schedule consultation onsite v

e, coordinate evaluation procedures; dis-
tribute evaluation materials.

2, Pi /4/cityPublic Relations :
a. prepare brochures; work w

and printer;
b. arrange for publicity throughout Nas-

sau and Suffolk Counties in professional
journals;

C. establish personal contacts with per-
sonnel in various agencies and organi-
zations;
maintain channels of communication
with:
1. recipients of the project, :miners

and evaluators';
2. other project directors at the bi-

monthly Adelphi University Contin-
uing Education meetings;

3. deans of Schools of Nuising
Social Work;

4, key personnel at training sites.
3. Faculty Orientation and C n- Ration.:

a, plan, coordinate, and implement a train-
ing trainers session to develop a cogni-
tive blueprint for evaluation;

b discuss and implement philosophy of
program and identify trainers' responsi-
bilities;

c. develop and maintain an ongoing pro-
gram evaluation with trainers and eval-
uation consultant;

d. actualize the training programs:
appropriate involvement in all as-
pects of ongoing training.

4. Ccwrespondence, Recordkeeping, and Re-
ports:
a. finalize arrangements with variou

agencies for training si -s;
9 2

b.
e,

e,
f,
g.

ordingte evaluation data;
arrange for planning and imp
onsite visi
develop forms for trainee application;
maintain records of all expenses;
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initiate faculty contracts;
write progress reports and fin l sum-
friary;

h. prepare ruiewal
of
nee(tIsil1."

expansion, or both,
proposal relevant to evolving

SPECIFIC PROGRAM OBJECTIVES
(Adelphi University)
Specific! objectives. Specific program objectives

help participants to:
I. Increase their knowledge of the psycho-

s. jal-physiological process of aging with em-
phasis on how the aged experience themselves
and their Problems.

2. Increase -IJIterpersonal competence enabl-
ing them to establish and maintain meaning-
ful contact with residents and staff by:

Understanding:
he way one sends a 1 responds to messages,

or both
different life styles and value systems

feelings influence behavior.
Developing skill in:
listening
sharing emotional reactions to planned or
spontaneous behavior
practicing communicating one's feelings and
ideas in helpful ways.
3. Increase ability to assess physiological,

psychologicql and 'sociological needs.
4. Become skilled in- detecting and prevent-

ing the maladaptive patterns of the institution-
alized aged,

5. Develop an awareness of the special needs
_f those residents presenting problems in insti-
tutions and provide skilled intervention to
maintain optimal functioning.

6. Increase their knowledge and utilization
of available internal and external resources.

7. Develop group leadership -skills:
Sensitivity to group process and dyna.
Techniques for group leaders.

HOW TO TEACH AND SET UP INSERVICE
EDUCATION IN NURSING HOMES
(Massachusetts Mental Health ,Center)
CURRICULUM OUTLINE
Sessions
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I. Introduce questi- unii iiedescribe purpose
of evaluation

II. Establish contract around objectives (as-
sumption of administrative support)

III. Procedures for setting up inservice educa-
tion
A. Information gathering styles of ap-

proach
find out what training now exists and
what has been done in the past by
informal questioning
what kind of things would you like
to see in the training program if we
set one up?

ft Formulate tentative plans for inservice
program
1. Who should be tra led?
2. Consideration of time block re-

quired (ongoing, weekly, monthly,
etc., what part (>f day, staff leple-
Hon, adequate coverage)

3. Some ideas as to purpose and con-
tent

4. Voluntary or required attc i lance
5. Work time or your own

C. Preliminary planning session with ad-
ministrator and/or Director of Nurs-
ing
1. Discuss tentative plans
2. Modify plans

nail --117

IV. Steps in Curriculum Devel(
A. Who are the learners?
B. Their needs and responsibilities
C. Setting of learning objectives

I, What do you want learners to know,
do, and feel? Differently after
training?

2. Examples from groups (from which
objectives are formed during ses-
sion)

Sessions 17-1/11
D. Outlining curricti luni in keepin

objectives
What do you want them to know
(explore ideas, focus on objectives)
a. knowledge of aging process
b. attitudes
c. interpersonal skills
d. Nadler's letter

2. Focus back on objectives
3. Finalize curriculum

ment

Sessi_ .7///-XI
How to Teach
A. What is a good teacher?
B. Undey what circumstances did y( u have

the best learning experience?
C. What is the relationship between

teacher and learner?
D. Importance of initial climate setting.
E. Methodsdidactic discussion, role play-

ing, audiovisual aids, etc.
F. Knowledge and awareness of group

process.
C. Importance of co

1. review at begin mg
2. summary at end

Session Xlf
Evaluation

Objectives
I. (How to Set Up)

A. To understand the irncedu res nvolved
in setting up imrsing home in-service
education program.

H. To initiate and get underway an inserv-
ice program during the period of the
seminar itself.

(What to Teach)
A. To understand steps in curriculum

development,
B. To develop a curriculu ni roc 1-i in their

own nursing home loser.. orogram.
III. (How to Teach)

A. To understand the basic philosophy of
this adult educational model.

B. To understand the teaching methods
for the ,implementation of this model.

GIVING AND RECEIVING HELP
(Adelphi University)

Prepared by Eugene B. Nadler, Ph.D.
Organi-zational life, and social life in general,

requires that people help each other. At some
point every person will find himself in the posi-
tion of asking for help ,frorn others. At some
point every person will find himself in the posi-
tion of [wing asked for help. We are all very
familiar with the mcclutnical meaning of
hdlJL it means adding a shoulder to whatever
wheel must be turned. This is not the kind of
help I want to talk about in this paper.

The kind of help I am talking about is
psnehological helnwhen you feel boxed in and
don't know what to do, or when.' someone else
does. This kind of help is a very complicated
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thing, With p i aml self-awareness. lu v-
ever, most people can come to umlerstand it.

The word "Help" is a little like the word
"love"; it has a number of meanings. It may
mean one thing to the person asking for help,
and another thing to the person being asked.

What miyht the word "help" mean to the
person asking for it?

I. \\Then some people say 'help me," what
mean is "I want you to tell me Avhat I

want to hear," This is the si If-justifying mean-
ing.

2. When Sonic other people s. "help me,"
what they mean is want you to take care of
me." This is the dependency meaning.

3. When still other people say "help me,"
what they mean is "I want you to do my job."
This is the man/wilt/tire meaning.

4. And filially, there arc still other people
who, when they say "help me," mean "I want
you to make me see sonic, new possibilities so
that I can make up my pwn mind, and grow
as a person." This is the int/Tarp( mtent mean-

What ?night the word 'help mean to the
person being asked for it?

I. When sonie people get a request for help,
they think "Here is an opportunity to get sonw-
body to like me: I will agree with him." This
is the self-serring meaning.

2. When some other people get a request f
help, they think "Here is an opportunity to
feel important by having sonleone else lean on
me." This is the srlf-infiating meaning.

3. When still other people get a request for
help, they think "Here is an opportunity to use
somebody for my own purposes. to get across
my pet ideas." This is the co/dm/Miff ineatdng,

4. And finally, there are still other people
who, when they get a request for help, think
"Here is an opportunity to make someone think
deeply about some new possibilities, allow him
to make up his own mind, and make him grow
on his own into a better person." This is the

re meaning.
I would like to suggest that the only request

for help that qualities as "real" is the inter-
depend,!tit request, and the only offer of help
that is "real" is the mature offer.

Deep down, most people know thi_ . Deep
down, most people want real helping relation-
ships, even when on the surface thev seem to
be asking only for agreement. only for mother-
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ing. July for manipulation of the helper, or
even when on the surface they only offer agree-
ment, or mothering, or control or the person
asking for help. It is very rare, however, to find
someone who wishes to be helped in the real
sense. And it is equally rare to find someone
who can really he of help. As a -cesult, we fre-
quently avoid asking fon help, and we fre-
quently avoid trying to give it.

Why are err afraid to ash- ff lp?
I. We are afraid to admit to ourselves that

we have problems.
We are afraid the other person will only

agree with us, instead of clarifying our mis-
conceptions. (We :Ire also afraid others will
disagree.)

3. We are afraid the other person will make
us feel like children, instead of helping us to
become more adult.

4. We tire afraid the then- person w.ill use us
for his own purposes.

I would like to suggest a new way of looking
at this problem of asking for help. I would like
to suggest that it takes a strong person to ask
for real helpa person who can admit to him-
self that he has problems, it person who can
take both agreement and disagreement. a per-
son who is not afraid to feel like a child for
a short space of time, and a person who has
enough confidence in hinn-;elf that he is not
afraid or being used.

Irby ore ere afraid lo grn lerlp?
I. We are afraid of hearing about another

person's problems because this reminds us that
we have poiblems too that we may be afraid
to face.

2. We have been t -il before into giving
advice. not having it acecirtail. exerting pres-
sure to get it accepted, thus turning the whole
thing Into an argument, and maybe losing a
friend in the process.

3. We have been trapped into making other
People lean on us. only to find nut later that
we got more than we bargained for, that we
,just didn't want that kind of responsibility.

4. We have been trapped before into giving
help for oar own purposes, only to have the
other person eventually rebel, and become "WI
grateful.

I would like to suggest that it takes a stmo

pre son to really be helpfula person who is
not afraid of facing up to problems, in him-
self or in others, a person who can resist being
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trapped by in. own need to be likeil , to feel
important, or to control others, a person who
can resist being trapped by the needs of others
for agreement, or mothering. or tho need to be
dominated by a powerful friend or leader.

Beyond this. I offer tho following formal sug-
gestions when you are in a situation of trying
to be of help to other people:

1, Be u good listener.

Adeiphi University

TABLE 1. HU ;E.S.S

OVII)ERS

2. Try to see things through the other per-
51111.5 eyes. 6

3, sensitive to his feelings. IIis problem
is scaring him enough; don't add to it.

Avoid judgments and evaluations. like
"that's good" and "that's bad."

5. Don't gi\ e advice. IZatlwr, try to make him
th ink. by asking questions about other possi-
bilities.

'1,PT OF LEAU

Ilildegarde E. Peplau, Ed.D, .'aii
sych (-utile Nursing. Hurd and \la

Learning is an act_ ivp process which utilizes the nkii
previously acquired for three major purposes: (1) tic(
(2) facilitating change, and (3) solving prohloms.
Steps in learning Operations, performances, bo-
as a concept ,ind haviors. separate skills, associated
as a process 'th each s

(Major use
learning
the perceptual

ocessessoe, hear, smell, touch.

To observe:
The ability to
notice what
went on Or
what goes on
now.

To see witl e

To hear
To feel using erupath ic observa-

tion
To feel using t(- .tile senses

Clinical Approaches
rshall, eds. New York: Macmillan 1063.

aial perceiving abilities and knowledge
ring new knowledge to explain events,

Examples of statements by the n
facilitate development of each
a patient in the total sequence of
process of learning

to
in

NVhat do you see?
What, is that noise?
Are you uncomfortable?
Do you have something to say to me?
Could I share the thought vith you or

is it private?
Tell ine about yot
What happened?
I don't follow.
Tell me, what did you n ice?
You noticed what?
Did you see this happ
Who was with you?
When did this occur?
What is the color?
Where were you?
Tell me.
Then v iat?
Go el
Give blow-by-blow description.
Tell me every detail from the beginning

Assumption: The patient can describe the situation as he or she viewed it with encouragement
and assistance from a person who cap focus exclusively on the situation of the patient.
2. To describe: Increased verbalization Tell rne about the feeling.

(Coutimued)



rning
The ability to
recall and
tell the detaik
and circum-
stances of a
particular event
or experience.

To analyze:
The ability to
review and to
work over the
raw data with
another person.

Step 3 may
simultaneously
with Step 4.

TABLE I. PBOCES,
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I) CONCEPT OF LEARNINGCol

Operatim
Greater recall
Enumeratiren of details
Focus on details of one event
Observe patient's general ambig-
uous terms for person (s) and
nurse's question words assistiig
patient to lw specific.

Nurse%
Question
Words
Who?

Pti
terms
1, Everybmly

They
Them
Techn cians
The nurses
The doctors
The ones
who work
from 8-4
(narrowing

Miss Jones
(specific
name)

Examples of the
analysis used by
Identify needs
Decode key symbol
Distinguish literal and

figurative
Sort and classify

1. Impressions
2. Speculations

Thematic abstractions
Hypotheses

5 Generalizing
(ompare

Sequence
Application of concepts
Application of personality t ec

as a frame of reference
Formulating relations resulting

from the foregoing:
1. Cause and effect

Temporal
Thematic
Spatial

Which?

What are
their names?

inds of
he nurse.

Nurse Statements
Who, What, When, Which, Where
\That n wame ould you give to your

feeling?
Tell me more.
Then what ?
Go on,
Give me an example.
Who are they?
What about that?
For instance?
Describe that further.
Give me a blow-by-blow account of that.
What did you feel at the time?
What happened just before?
Which was it?
Who was the person?
What did you say?
What did your comment e,,oke in the

other?

_

Use nurs tilements of observation
step as well.

Explain.
Help me to understand that
What do you see as the reason?
What was the significance of -that

event?
What are the common elements in these

two situations?
What is the connectic
Boil this down to the one important

aspect.
What caused this?
What was your part in it?
In what way did you participate?
In what way did you reach this deci-

sion?
What caused this feeling?
(I expected you at 8:30; you were late;

that caused my anger,)
Have you had this feeling before?
is there -th)ything similar in this situa-

tion to your previous experience?

(Continued)
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Learning
4, To formulate:

The ability to
give form make

_structure, to
restate in a
clear, (Iirect
way thaeon-
nections re-
sulting from
Step 2
(analys

5. To validat
consensus)
The ability to
check with
another iison
and to reach
agreement as
to the result of
Step 4 (Formu-
lation) , or to
state clearly the
issue if there is
divergence in
the formula-
tions of the two
persons.

CONTINUING

TABLE I. I'll

G. To test: The
ability to try
out the result
of step 4 (for-
mulation) in
situations with
people, things,
etc., for utility,
completeness.

. integrate:
jibe ability to

r see the now i
relation to or

Operations
Restatement

Step 3
Verbal or w

analysis of (hita
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:Ess AND CONCEPT

In light

sult of

Checking wi h, compa
of two or more people

N.:

,ou m ous?
trying to validate.)

anxious ) No, rni not,
Yes, I could say I am,
What called my anxiety to
your attention?

Enmeshin the new oh

,EARNINGCon.

Nurse Statements
Who, What, Wh'im, \Vhich, WThere

State the essence of this situation in a
sentence or so.

What did you feel?
What did you think?
What did you do?
'Pell it to me in a sentence or so,
Tell me again.
Was there a discrepancy between what

you reit, thought, and (lid?
What would you say was the problem?
What name would you give to the pat-

terns of you behavior as you ter-
acted with another person?

Is this what you mean?
Let me restate. Is this what you were

saying?
Do you go along with this?
Is this what you believe?
It seems thatIs this the way it ap-

pears to you?
Is it that youfeel angry when people

tell you what..to do?
Am I correct in concluding that

Are you saying--,

situations where patient can
new behavior pat _erns.)
you have thought about this

and come to this conclusion, why
don't you try it out?

What. would you (Io if a situation like
this came up again?

In what way can you use this conclusion
to prevent repeating this mistake?
what way will this conclusion help

you in the future?
What difference will it make now that

VnU know this?

'untinned)
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Is there a stiuggle for leadership ?
What effect does it have on other group
members?

III Styles of Influence. Influence can take
many forms. It can be positive or negative ;
it can enlist the support or cooperation of
others or alienate them. Hmt, a person
attempts to influence another may be the
crucial factor determining how open or
closed the other will be toward being in-
fluenced. Items 10 through 13 are sugges-
tive of four styles that frequently emerge
in groups.
-10: Autocratic: Does anyone attempt to

impose his will or values on other
group members or try to push them
to support his decisions? Who evalu-
ates or passes judgment on other
group members? Do any members
block action when it is not moving the
direction they desire? Who pushes to
"get the group organized?"

11. Peacemaker: Who eagerly supports
other group members' decisions? Does
anyone consistently try to avoid con-
flict or unpleasant feelings from being
expressed by pouring oil on the
troubled waters ? Is any member typi-
cally differential toward other group
members gives them power? Do any
members appear to avoid giving neg-
ative feedback, i.e., who will level only
when they have positive feedback to
give?

12. Laissez faire : Are any group mem-
bers getting attention by their appar-
ent lack of involvement in the group?
Does any group member go along with
group decisions without seeming to
commit himself one way or the other?
Who seems to be withdrawn and un-
involved ; who does not initiate activ-
ity, participates mechanically and
only in response to another member's
questions?

13. Democratic: Doe, anyone try to in-
clude everyone in a group decision or
discussion? Who expresses his feel-
ings and opinions openly and directly
without evaluating or judging others?
Who appears to be open to feedback
and criticisms from others? When
feelings run high and tension mounts,

9

IV

V

9-9

which members attempt to deal with
the conflict in a problem-solving way?

Decis ion-Making Procedures. Many kinds
of decisions are made in groups without
considering the effects of these decisions
on other members. Some people try to im-
pose their own decisions on the group,
while' others want all members to partici-
pate or share in the decisions that are
made.
14. Does anyone make a decision and

carry it out without checking with
other group members (self-author-
ized) ? For example, he decides on the
topic to be discussed and immediately
begins to talk about it. What effect
does this have on other group mem-
bers?

15. Does the group drift from topic to
topic? Who topic-jumps? Do you see
any reason for this in the group's
interactions?

16. Who supports other members' sug-
gestions or decisions? Does this sup-
port result in the two members de-
ciding the topic or activity for the
group (handclasp) ? How does this
affect other group members?

17. Is there any evidence of a majority
pushing a decision through over other
members' objections? Do they call for
a vote (majority support) ?

18. Is there any attempt to get all mem-bers

participating in a decision (con-
sensus) ? What effect does this seem
to have on the group?

19. Does anyone make any contributions
which do not receive any kinds of re-
sponse or recognition (plop) ? What
effect does this have on the member?

Task Functions. These functions illustrate
behaviors that are concerned with getting
the job done, or accomplishing the task
that the group has before them.
20. Does anyone ask for or makc sugges-

tions as to the best way to proceed or
to tackle a problem?

21. Does anyone attempt to summarize
what has been covered or what has
been going on in the group?

22. Is there any giving or asking for facts,
ideas, opinions, feelings, feedback, or
searching for alternatives?
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23. Who keeps the group on target? Who
prevents top ic-j umping or going off
on tangents?

VI Maintenance Functions. These functions
are important to the morale of the group.
They maintain good and harmonious work-
ing relationships among the members and
create a group atmosphere which enables
each member to contribute maximally.
They insure smooth and effective team-
work within the group.
24. Who helps others get into the discus-

sion (gate openers) ?
Who cuts off others or interrupts
them (gate closers) ?

26. How well are members getting their
ideas across? Are some members pre-
occupied and not listening? Are there
any attempts by group members to
help others clarify their ideas?

27. How are ideas rejected? How do mem-
tiers react when their ideas are not
accepted ? Do members attempt to
support ot ers when they reject their
ideas?

VII (iron p Atmosphere. Something about the
way a group works creates an atmosphere
which in turn is revealed in a general im-
pression. In addition, people may differ in
the kind of atmosphere they like in a

group. Insight can be gained into the at- X
mosphere characteristic of a group by
finding words which describe the general
impressions held by group workers.
28. Who seems to prefer a friendly on-

genial atmosphere? Is there any at-
tempt to suppress conflict or unpleas-
ant feelings?

29. Who seems to prefer an atmosphere of
conflict and disagreement? Do any
members provoke or annoy others?

30. Do people seem involved and inter-
ested? Is the atmosphere one of work,
play, satisfaction, taking flight, slug-
gishness, etc?

VIII Membership. A major concern for group
members is the degree of acceptance or in-
clusion in the group. Different patterns of
interaction may develop in the group
which give clues to the degree and kind of
membership.
31. Is there any subgrouping? Sometimes

two or three members may consist-

IX
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tently agree and support each other
or consistently disagree and oppose
one another.

32. Do some people seem to be "outside"
the group? Do some members seem to
be "in?" How are those "outside"
treated?

33. Do some members move in and out of
the group, e.g., lean forward or back-
ward in their chairs or move their
chairs in and out? Under what con-
ditions do they come in or move out?

Feelings. During any group discussion,
feelings are frequently generated by the
interactions between members. These feel-
ings, however, are seldom talked about.
Observers may have to make guesses based
on tone of voice, facial expressions, ges-
tures, and many other forms of nonverbal

s.
34. What signs of feelings do you observe

in group members: ang.e:Girritation,
frustration, warmth, affection, excite-
ment, boredom, defensiveness, compet-
itiveness, etc?

35. Do you see any attempts by group
members to block the expression of

feelings, particularly negative feel-
ings? How is this done? Does anyone
do this consistently?

Norms. Standards or ground rules may
develop in a group that control the behav-
ior of its members. Norms usually express
the beliefs or desires of the majority of the
group members as to what behaviors
should or should not take place in the
group. These norms may be clear to all
members (explicit), known or sensed by
only a few (implicit), or operating corn-
pletely below the level of awareness of any
group members. Some norms facilitate
group progress and some hinder it.
36. Are certain areas avoided in the group

(e.g., sex, religion, talk about present
feelings in group, discussing the lead-
er's behavior, etc.)? Who seems to
reinforce this avoidance? How do they
do it?

37. Are group members overly nice or
polite to each other? Are only positive
feelings expressed? Do members agree
with each other too readily? What
happens when members disagree?
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38. Do you see norms operating about par-
ticipation or the kinds of questions
that are allowed, e.g., "If I talk, you
must talk"; "If I tell my problems you
have to tell your problems." Do mem-
bers feel free to probe each other
about their feelings? Do questions
tend to be restricted to intellectual
topics or events outside of the group?

ROLE PLAY OF A BEGINNING GROUP
IN A NURSING HOME

(Ade lphi University)

Goal: To help trainees think about how
groups begin, roles people play in groups and
the role of the group leader.

Time Required: One hour.
Process: Roles are passed out at random to

9 people. The number may be changed by hav-
ing more than 1 of certain roles. Two facilita-
tor roles are assigned.

If the class is large the group is dividedp with
an inner circle being the role play and the outer
circle observing. Observers are asked to observe
particular participants as well as the total
group interaction.

The role play is done twice, with process dis-
cussion after each experience. The outer circle
becomes the participants the second time. Fif-
teen minutes should be allowed for the role
play and about the same amount of time for
process discussion.

Participants do not read their assigned role
to the group until after the role play has been
completed. They are instructed to play their
role any way they feel comfortable and not to
be afraid to have fun with it.
Questions far Discussion
1. Did the group interaction seem real?
2. Do you think we see these various types of

people in groups?
3. Was the facilitator helpful to the group

process?
4. What are the advantages and disadvantages

of co-leaders?
5. What ideas does this give you in thinking

abdut how you might begin your own
group?

ROLES
This is the first meeting of a patient group

whose purpose is to organize a current events
discussion group. You are a staff member who

has helped to bring the group together. There
is one other staff member working with you.

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion group. You are a staff member who
has a sensitivity to the social-emotional tone of
the meeting. You try to keep things going
smoothly and to mediate all possible disagree-
ments and problems.

_

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion group. You are a member who is

afraid of new ideas and fiefs strongly against
them. You generally react with criticism, dis-
agreement or hostility.

This is the first meeing of a patient group
whose goal is to organi7e a current events dis-
cussion group. You tad to be a very with-
drawn person, who shows his hostility in
quietly subtle ways.

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion group. You are a task-oriented mem-
ber, anxious to keep the group working on its
goals and not to be sidetracked.

This is the first meeting Of a patient group
whose purpose is to organize a current events
discussion group. You are a pretty self-centered
member and tend to put personal goals above
group goals.

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion group. You are a very dependent
member who tends to look to others for support
and advice. You may tend to make irrelevant
remarks.

This is the first meeting of a patient group
whose purpose is to organize a current events
discussion grotip You tend to be quite opinion-
ated and aggressive about your ideas.

FAMILY ROLE PLAY: PREADMISSION CRISIS

(Adelphi University)

By Joan Fiorello, M.S., R.N.
Situation.

This is a meeting that takes place between
staff members, a Patient, Mrs. Nathanson, and
members of Mrs. Nathanson's family, regard-
ing her admission to a small, private nursing
home.
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MRS. NA THANSON
You are a 75 year old widowed Je ish woman

who had a stroke 6 months ago, You can-
not speak but understand what is happening
around you. You regret the fact that you and
your husband cut off all ties with your elder
son when be married a girl from a Catholic
family 20 years ago but you do not know how
to express it after all this time.

NURSE
You are a nurse.employed by a small private

nursing home. You and a social worker come to

the home of a 74 year old widowed woman who

had a stroke 6 months ago. You and the social
worker have come to decide whether Mrs. Na-
thanson should be admitted to the institution
for which you work ;old to help make the finan-
cial arrangements.
:39 YEAR OLD SOi

You are a 30 year old man whose 75 year old
widowed mother suffered a stroke ti months
ago. You and your younger sister have decided
she must be placed in a nursing home and re-
ceive the best of ,.:are. You and your sister have
paid for artmnd-the-clock help to keep your
mother at home for several months. You are
embarrassed about approaching your 41 year
old successful rich brother about helping with
the cost since you have not spoken to hint in 20
years.

YEA!: OLD
you are a 41 yea old successful busin

man. Twenty years ago you were put out of
family circle when y.ou married a girl from an
Irish Catholic family. Your Jewish parents
were very upset and said they never wanted to
see you again. Over the years you have written
to your parents but have always received letters
back unopened. You feel sad and bitter about

Your father died several yeats ago and your
mother had a stroke 6 months ago. Your
brother arid sister have recently called to tell
you this news because mother Ivil1 have to be
placed in a nursing home. They do not want to
accept -charity- in the form of Medicare or
welfare payments but cannot afford to pay the
costs without your help,

OCIAL IFORK&R
You are a social worket employed by a small

private nursing home_ You and a nurse have
come tO the honk! of a 76 year old Widowed

'MAX

woman who had a stroke 6 months ago. You
and the nurse have come to the home to decide
whetber Mrs. Nathanson should be admitted to
the institution for which you work and to help
them make the financial arrangements.
37- YEAR OLD DAUGHTER

Yon are a 37 year 01(1 woman with five small
children whose widowed mother had a stroke 6
months ago. You and your older brother have
decided she must be placed in a nursing home.
You and your brother have asked an older rich
brother to help with the cost. You feel your
parents were right to throw him out of the
family twenty years ago when he married a
Catholic girl against the wishes of your Jewish
parents. Your approach to him is therefore
that this is a purely business arrangement and
does not mean you like him or want him back
in the family again.
.17-YEAR OLD DAI'l;IITER-IN-LA111

Yon are the 37 year old wife of a successful
businessman. Twenty yeas ago you married a
man from a Jewish family against the wishes
nt ir Catholic parents. His parents have
never crmimunicated with you since your mar-
riage. Your own parents have accepted their
son-in-law to a certain extent but, relations are
strained. Recently you have been thinking of
separating from your husband because of sex-
ual and other problems. Now that your three
teenage children are close to grown up you
would like to make a new life for yourself. But
you are not quite ready to leave and feel you
must help your husband through this episode.
Ilk brother and sister have recently ap-
proached him about helping to pay the cost of
private nursing home care for their widowed
invalid mother.

ROLE PLAY: CHANGE

(Adelphi University)

By Joan riorello,
SITUATION

Uecently several incidents have occurred on
this geriatric unit, Yesterday a man who has
been a resident here for a few months threw
his breakfast tray at the physician and said he
was not going to eat any more of this cold,
tasteless food,

woman resident who has been here for a
year hits become very quiet. and refuses to eat.
Last night v. newly admitted man was found
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trying t_ horn the shower rod
with his belt.

You are a 35 year old female social worker.
When you came to work at this institution 2
years ago you thought you would be able to run
groups and develop relationships with patients.
You are kept so busy by paper work and rou-
tine interviews with family members that you
have not been able to do this. You'd like to see
some changes but are not sure the nurse or the
nurse assistants can run groups.

You are a twenty-two year old woman who
works as a nurse assistant on this unit. You

went to college for 2 years but left when you
felt what you were learning was not releVant to
what was happening in the world. You have
worked as a salesgirl, office clerk and for one
year, at the position you now hold. You like
working with people and are thinking about
returning to school to learn how to do a better
job at it. You have recently attended an eight-
week group process course at a local university
and would like to start a group on this unit.
The efforts of the staff nurse who went to the
course with you have been met with resistance.
You are thinking about how to proceed.

You are the head nurse on this 30 bed unit.
You are a 32 year old divorcee. You have some
ideas about making this it more interesting en-
vironment for patients and staff. You really
need this job because you are the sole support
of 3 small children. The supervisor and admin-
istrator have been very helpful to you in work-
ing out a flexible schedule that allows you to

spend maximum time with your children.
. _

You are a GO year old male physician. You

came to work at this institution 2 years ago be-
_ause you thought it would be an easier job
than your full time private practice. You are
planning to retire and move to Florida at the
end of next year and want things to continue
without any big problems until then. You be-

lieve the elderly people in your care should be
treated kindly and taken care of until they die.
They have worked hard and should be allowed
to take it easy for the rest of their lives without
any responsibilities.

Several of your friends have died recently.
You had a mild heart attack 5 years ago and
are trying to live quietly. You are afraid of
dying in pain and dying before you can enjoy

1 CARE PROW_

your retirement but you are ashamed of these
Icolings and don't want to talk about them.

You are the administrator of this institu-
tion. You are a SO year old man. You have been
invited to this team meeting by the head nurse.
You would like to do what's best for patients
and staff but have sonie conflicting feelings
about the risks involved in allowing the resi-
dents more responsibility for their own care.

You are a 75 rear old man who has been a
resident of this unit for 2 years since you had a
stroke. You ean get around in a wheelchair.
You have been elected to represent the resi-
dents at this unit meeting. You ran your own
haberdashery business for 30 years before re-
tiring 15 yearA ago and were active in commu-
nity groups.

You are the staff nurse on this unit. You are
a 45 year old woman who returned to work
three years ago after being away from work
and raising a family for 15 years. Now that
your children are older you would like to do
something interesting and rewarding yourself.
You like working here but think you and other
staff should spend more time with patients. Re-
cently you and a nurse assistant from this unit
have taken a course in group process. You
would like to start a group with patients on
this ward. You have made a few attempts but
other staff members have b?en discouraging
and you aren't sure of what to do next. Maybe
this meeting is a good opportunity to try again.

You are a 29 year old woman who is the di-
etician for this unit. You are not too sure why
you were invited to this meeting but are inter-
ested in the patients and try to listen to their
complaints and requests with an open mind.
You have the vague feeling that often the com-
plaints about food are not what the real prob-
lem is but don't know what to do about it.

You are a 45 year old male psychologist. You
have a large private practice. You work for
this institution four hours a week. You are not
really interested in working with elderly peo-
ple, they remind yon of your aging parents and
your problems with them. You ate ambitious
and believe that having this job listed on your
resume will help your career with all the recent
interest in the aging person. Sometimes you
function as mediator in the team when differ-
ing points of view are expressed.

_


