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

Styles of Influence. Influence can take
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 suggpes-
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?”’
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 mermber go along with
group decisions without seeming to

[t
[t

Who seems to be withdrawn and un-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 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 ecriticisms from others? When
feelings run high and tension mounts,

1% —

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

Decision-Making Procediures. 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 topie-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 topie or activity for the
group (handclasp)? How does this
affect other group members?

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. Isthere 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 topic-jumping or going ofl
on tangents?

Muaintenance Functions, These functions

are impm tant tn the mﬁmle m‘Z thé ;,1 aup

ing lEl;ltlQDghlph mmng the membera 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

them (gate closers) ?

How well are members getting their

ideas across? Are some members pre-

occupied and not listening? Are there
any attempts by group members to
hélp others clarify their ideas?

How are ideas rejected? How do mem-

bers react when thEii ideas are not

accepted? Do attempt to
support others when thay reject their
ideas?

s
m

interrupts

]
=]

VII Group 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-
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 feelinga?

Who seems to prefer an atmosphere of
conflict and disagreement? Do any
members provoke or annoy others?
Do people seem involved and inter-
ested? Is the atmosphere one of work,
play, satisfaction, taking ﬂlght ﬂug-
gishness, ete?

29.

30.

VIII Membership. A major concern for group

membeu is the dep:l ee of acceptance or in—

1nterg1,ctmn nmy devalgp in the g1 Dup

which give clues to the degree and kind of

membership.

31. Is there any subgrouping? Sometimes
two or three members may consist-
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tently agree and support each other
or consistently disagree and oppose
one another.

Do some penple seem tn be “Gntside"

[le]
£

be m?” ch are those "Dllt51de
treated?

Do some members move in and out of
the group, e.g., lean forward or hack-
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,

24. What signs of feelings do you observe
in group members: angerf; irritation,
frustration, warmth, affection, excite-
ment, boredom, defensiveness, compet-
itiveness, ete?

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-
jor of its members, Norms usually express
the beliefs or desires of the majority of the
group members as to what behaviors
should or should mot take place in the
group. These norms may be clear to all
members (explicit), known or senged 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 group, discussing the lead-
er's behavior, etc.)? Who seems to
reinforce this avoidance? How do they
do it?

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?

35.

a7.
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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 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 divided, with
an inner cirele 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 ﬂlSCll‘iSlDﬂ

Participants do not read their as«s]gned rola
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

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
absut 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
H one uthu stilﬂ membet wmrlcmg with you.

This is the fu %t’meetmg of a patlent gmup
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

amoothly and to mediate all possible disagree-
ment% and pmblem%

‘This is the first meetn*g of a patlent gr@up
whose purpose is to organrize a current events
discussion group. You arc & member who is
afraid of new ideas and figits strongly against
them. You generally react with criticism, dis-
aguement or hD%tll]ty

This is the first meetmg of a pfttlent gmup
whose goal is to organize a current events dis-
cussion group. You tend to be a very with-
dl';uvn person, who shows his hostility in
subtle ways.

. This
whose plll‘stE is tD olgam;;e a cu,ne,nL avents
discussion group. You are a task-oriented mem-
ber, anxious to keep the group working on its
goals imd not tD be sidetr acked

hig is the 1‘11 %t meetmg‘ ‘of a patlent gréup
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 gmls

This is the hls't meetmg of a patlent gwup
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,

Thl‘% is the 1'11 %t meetmg uf a p"ltlent grc)up

rhe.cussmn gl Dup Ynu thd to be qmte memnx
lltul .md | aggressiv dbout your 1deaa

FAMILY ROLE PLAY: PREADMISSION CRISIS
{Adelphi University)
By Joan Fiorello, M.8., R.N.
Situation.

This is a meeting that takes place between
staff members, a patient, Mre, Nathanson, and
membm% Gf Mi’a N;lthd]ﬁﬂ]f% f'uﬂily, 1'ega'rd—

home
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IRS. NATHANSON

\ ou are 1 75 year old widowed Jewish 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
vour husband cut off all ties with your elder
gon when he married o girl from a Catholic
family 20 years ago but you do not know how
to express it after all this time.

NURSE

You are 2 nurse employed by a small private
nursing home. You and a social worker come to
the home Df’ a 74 yvear 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 and to help make the finun-
'lll'dll}.f(_l’nLHL%

F

einl
a9 Y ILAIL (3LD ;S(')'\’

You are @t 39 year old man whose 75 year old
widowed mother suffered a stroke 6 months
ago. You and your younger sister have decided
she must be placed in a nursing home and re-
coive 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
emburra about approaching your 41 year
old suc ful rich brother about helping with
the coat since you have not spoken to him in 20
Vears.

41 YEAR OLD SON

You ure a 41 year

A old successful business-
man. Twenty yeurs ago you were put out of the
family cirele when you :r'nurrie(l i g’irl frum Hn
frish Catholic family. Your
were very upset and said thu_\ never w(mtcd tu
see vou again. Over the years you have written
to your parents but have alwaysd
back unopened. You feel sad ;m(l hutu ahnut
this,

Your father died several vears ago and your
mother had a stroke 6 months ago. Your
brother and sister have recently called to tell
vou this news because mother will have to Lo
placed in a nursing home. They do not want to
aceept “charity™ in the form of Medicare or
welfare payments but cannot afford to pay the
costs without your help.

SOCIAL WORKER

You are a social worker employed by a sme
private nursing home. You and a nurse have
come to the home of a 75 year old widowed

o]
Lis]

womitn who had a stroke 6 months ago. You
and the nurse have come to the home to decide
whether Mrs. Nathanson should be admitted to
the institution for which you work and to help
them m: llw the finaneial wrrangements.

7 YEAR OLD DAUG HTER

Euu e i .1‘7 ye 1 n]d woman with five small
had a stroke 6.
m(_mt,hs HYLOR &uu iln,d, yuul; vlder brother have
decided she must be placed in a nursing home,
You and vour 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
Catholie 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 Lh& I'amily ;lgain.

,,,,,, AN-LAW

\ ou are tma 51 }egu nld Wlie of a successful
businessman. Twenty vears ago you married a
man from u Jewish family against the wishes
of your Catholic 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 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
vou are not quite ready to leave and feel you
must help your husband through this episode.
His brother and sister have recently ap-
])thL}](‘d him abont helping to pay the cost of
private nursing home cure for Lheir widowed
invalid mother.

ROLE PLAY: CHANGE
(Adelphi University)
By Joan Fiorello, M.S., LN,
SITUATION

Becently several ineidents have oceurred on
this geriatric unit. Yesterday a man who has
been a resident here for a few months threw
hiz breakfust tray at the physician and said he
was not going to eat any more of this cold,
tasteless fond.

A woman resident who has been here for a
veur hus become very quiet and refuses to eat.
Lust night a newly admitted man wus found
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trying to hang himsel{ from the shower rod
with his belt,

You are a 35 vear old female social worker.
When you eame 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 und rou-
tine interviews with family members that you
have not been able to do this. You'd like to see
some (,h.mgps but are not sure the nurse or the

nurse as ints ean run gmupq

Ynu are a twgntv two yvear Dl(l woman who
works as a nurse istant 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 foeal university
and would like to start a group on this unit.
The eftorts of the staff nurse who went to the
course with you have been met with resistance.
Ynu are thmkmg‘ ;1buut hm\ to pmgeeﬂ

You are the he.lcl nurse on ihls 30 hed umt
You are a 32 year old divorcee. You have some
ideas about making this a more interesting en-
vironment for patients and staff. You really
need this job because you are the sole support
of 8 small children. The supervisor and admin-
istrator have been very helpful to you in work-
ing out a flexible schedule that allows you to
Qpend maximum lee with your thlch en.

You are a SO year nlcl male Dh\ sieian. 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

LONG-TERAM CARE PROVIDERS

vour retirement but you are ashamed of these
fe t-lmga amd (]un t w .mt tc ;dk .1buut them

You are the ddmlnlstmtm of t}ns m%tltu-
tion You are i 50 vear cﬂd nmn Yau hWQ heen

‘iml x\nul(l hke tD do what 8 bEht fm‘ pgttlents
and stafl but have some conflicting feelings
about the risks involved in allowing the resi-
dunts more 19%]101\§1b111tv im then' own care.

'1(311 are a 75 year old man who hd% heen a
resident of this unit for 2 years since you had a
stroke. You ean get around in a wheelchair.
You have heen elected fo represent the resi-
dents at this unit meeting. You ran your own
haberdashery business {or 30 veurs before re-
tiring 15 vears ago and were active in commu-
nity ;:murr:

You are tha staff nurse on thm umt Ynu are
a 45 vear old woman who returned to work
three y 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
stafl should spend more time with patients. Re-
cently vou 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 €0

have been discouraging
and yvou aren’t sure of what to do next. Maybe
this meeting is a good Oppmtumtv tu try .\,;:am.

You are a 29 vear 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 oven mind.
You have the vague feeling that often the com-
plaints about food are not what the real prob-
le 1% but dml t I\xlo\v w}mL tu dD dh(‘)llt it.

it)u area 44 yeat old nmle psvt‘:holugxqt Yau
huve 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
vour problems with them. You are ambitious
and believe that having this job listed on your
resume will help your eareer 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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Recommendation (1975)
Training
® Provide trainees with a glossary of terms

used in training

£llempt to have all trainees take all courses
Attempt to include medical doctors as

trainees

Come to grips with questions pertaining to

risk versus letter of the law

Nursing Homes
¢ Provide onsite consultations

¢ Encourage interagency visitations

* Encourage short-role function changes
within homes

Ewvaluation Design

# Inerease the number of alternate residents
for postinterviews

* Raise the significance level for measuring
positjve resident change from .05 to at least
10

* Between preimpact and postimpact evalua-
tion, have a minimum time lapse of 6 months.
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LIST OF EQUIPMENT USED

Description .5 Address of supplier
(A) Specialized tape recorder Lomask Engineering, West Woods Road,
. Sharon, Conn,
(B) Specialized goggles Pentagon Device Corporation,
21 Harriet Drive,
_ Syosett, N.Y. 11791.
(C) Record “Getting Through” 1971, Zenith Radio Corporation,
, ‘ 6501 W, Grand Ave.
Chicago, I1l. 60635.
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Il. Massachusetts Mental Health Center and the Boston University
School of Social Work, Division of Continuing Education

Nursing Home Education Project, June 26, 1972—September 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

ber of visitors he has, the type of pills that he
takes, and even the time of a bowel movement.
Carlson ! points out that for the aged person,
removing the right to make decisions is a form
of intellectua] 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
gervices 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. o

Clearly, our concern was to disseminate men-
tal health principles throughout each home and
from one home to another if better patient care
in 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 employees at all levels. Focusing

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 inserviee training
programs because the content was not clearly
defined, and we believaed 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 objee-
tives of the Geriatrie 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
col]aborate This agreement led tﬂ the forma—
prnpasal to train a %elect group of Emp]oyees Df
nursing homes in mental health prineiples so
they, in turn, could train others.

Training Teams Established

After a T-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 psy:hmtnc
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 85 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 homelife, from referral and
preplacement planning, through discharge,
transfer, or death. Many persons attending the
segsions 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 Eduecation Pro-
ject by NIMH was awar ded, we already had all
the community contacts, plus commitments
from a number of homes, to establish inservice
training programs after we taught them how
to teach. New homes, having heard of our pre-
vious work, asked to participate and other in-
atitutions—some general hospitals and some
State hospitals—either wanted to refer nur sing
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 fm develaping new c’urriculum :md
saw thg need tD E‘{pand beyond thzs small geo-
graphic 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 eduecation 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

’T‘u have 1qulh1tE comlenic:ation% tn meet
pubhc. 1e]atu:ms, ;md tn gam ‘\Vldesplead sup-
port, a new advisory committee made up pri-

marily of nursing home representatives and a
igu key community people was appointed by
the project staff. Several meetings were held
during the year.

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 thoge persons we trained would
participate actively in the process. They would
dehne their educational needs, establish their

-+'30
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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 dyvnamics 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
théil attitudé:’ fmd preiudi&e; to the wm'k‘:h(m:.
eﬁectuels, thesa attltudes and pl‘EJLIdILES had
to be openly acknowledged and discussed. .

Two teaching tracks and one demonstration
project 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 be most
effective and most continuous if a group of peo-
ple, working either in nursing homes or closely
with them cmxld be taught hmv to teaeh They

hcxmes as pﬂss;ble.

The Ma%%whu%ett% MPIitél] Héalth ("entér

dld fD“DWUp on ;1,11 theu gmups, Boston Um=
vergity 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 eannot say they arve 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
incorporated-—the demonstration of group
therapy for residents in five homes to help the

rerience for
the 1ea1dents. Dng mcml \mzkmi six social

wm‘k s:’tudént% twu mmmunitv nur:e:, ;’md (me

L€}1) \,Dll,\,!lt(}(,‘led tn L(Ysl(‘izld thé;é gmups. Supel=

vision was oflered by the project director and
the head of the Community Nursing Depart-
ment of the Mussachusetts Mental Health Cen-
ier, \\Im neg’mtmted the establishment of these
groups with the administrators and head
nurses ot the five homes.

In each group, a staff member of the home
aceepted the role of recorder as a way to ob-
serve and to learn the grotip process in order to
ultimately take over the group. Although
ench 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.

Eenter iject

The overall objective of this project was to
provide a nursing home education program that
foeused 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 he: 1Ith prin-

‘ciples was spelled out ‘elearly during the pre-

liminary planning phase of this program when
a great deal of effort was put into outreach and
community work. Irvitations were given to
staft of responsive nursing homes to particinate
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
yvear-long educational undertaking that com-
bined 1-day workshops, seminars, and individ-
ual consultation,

The real challenge for this projeet was to
provide an edueational 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 heyond 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-
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catimml madel w hic-h i% u%erl dnd on the educa-
Althaugh i vzunzty cﬂ: te(mhmg 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 direction—all 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 cffort.
In addition to the educational approach which
was 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 our 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 degrae% fmly 14 mnsing

TEHCIL awd Set U); Insm vice Eflucz‘ztmn in N:nss
ing Homes. That is to say that most of the
staff from the nursing homes partlclpated in
workshops and seminars that were (¢ 'S1gnad
gtaffed, and implemented by an outs ide group
(Nursing Home Eduecation Project). The par-
ticipants’ only responsibility was to register
fmd attend the How to Teach seminar which

was dexigned to train a staff person from a
facility to return to the facility and implement
an lﬂtélﬂ;ll mlgmng inservice educatmn puj-
the eldexlyi Df the;;e 14 only 10 met the mini-
mal requirements for envollment. Of this start-
ing group of 10, only 6 completed or were
allowed to complete the seminar and were able
to eatablish and carry n»* ‘nservice pmgmm%
within their fggﬂ‘lfles

Dezplte the attrltmn late on thls Tmmmv? nf

that we Stl uctme a pmglam that would meet
the needs of those homes which were able to
make a bigger training ecommitment and
wished to develop the capability of running on-
going education pmgl ams within their own
facilities.

This twc’:s—pranged educational approach will
now be described in greater detail—first, the
geries of varkshops and seminars which pro-
vided stimulation and content and which fo-
cused on specific problem areas; second, the
%eminm’ to tr ain nursing hame Staﬁ to develop

"The Dverall pmgram canslsted 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 HOME
This workshop dealt with attitudes taward

ﬂé'lth and the way these attltudes mterfere

fmt the dymg per‘a“on and his famlly 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
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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.

Seventy-five participants from 32 different
factlities 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..s 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 represented
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 as 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 ohjectives were to develop more
effective placement procedures and betfer com-
munication between hospitals and nursing
homes, it was soon clear that these goals werc
unrealistic for a 1-day effort., Nevertheless,
communication was opened up and the need for
followup sessions became evident. Several ses-
sions would be required to improve communi-
could set in motion plans for more effective
placement procedures. Actually, many of the
professionals present 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 nursing home staft

relates and involves the family in the continu-

L
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ing care of the resident affects the quality of
livings in a nursing 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 parlicipated, 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.continuing 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 efTectively with
families during the intake process and there-
after. Roleplaying and small group discussions

~were used in the afternoon to facilitate concrete

problem solving in this area.

PSYCHOPHARMACOLOGY

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 G8 physicians who were invited
by mail and with followup personal telephone
calls, 39 registered and 81 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 altentive but their ques-
tions indicated that they were unfamiliar with
much of the data offered.

The second 1-day workshop on psychophar-
macolog, wvas held at a nursing home and was
open to all nursing home personnel in the
catchment aren. Interest was high among the
33 persons who registered. The speaker was as-
sisted in the discussion group sessions by two
residents from the Muassachusetts 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 nurses and nurses aides in attend-
ance, More time would be needed to give a
stafl u real working knowledge of the uses and
sidle effects of psychotropic drugs. There was
alzo considerable discussion of the communica-
tion barriers between physicians and care-
givers, Some suggestions 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 OLD—REALLY?

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-
ceptmns of cﬂder penple Packets Gf materlals
lyrics were also dlstnbuted Smty—tw:) persmls
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
behavmral change They do, hcswevex stimulate
area. They can bnng peop]e tngether and prc:—
wde an appnrtumty for sm:ia] interaction

gammg of new knawledge They can be useﬂ
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,
gerious, 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.

Thege are 31] valuab]e credits and certainly

They must hawever be fcﬂluwed 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-
vers&g@_ﬂ Massachusetts Mental Health Cen-

t stgiven to all who took two or more of the
;"ﬁsweak seminars, and the Board of Registra-

tion of Nursing Home Administrators for con-
tinuing educatmn credit appraved 1Gscredit

thes, Enmllment was lnmted tD abgut 30 peu—
ple in each seminar.

BEHAYVIOR PROBLEMS IN NURSING
HOMES—A 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 Ph.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
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spent considerable time focusing on staff needs,
feelings, and attitudes which could eritically
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 uncomfortable
and noisy, and the composition of the class too
varied and changing. Before we realized what
was oceurring, 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 specific techniques for group
leaders

* to know when to use group techniques and
with whom to use them

® {o 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 DU{SE&
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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-
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 supervisora.
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 funetion, and, therefore, with the
way in which interpersonal group living prob-
lems and relationships of residents are handled.
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
the frequent contradictions or conflicts between
planning therapeutic clinical changes and ad-
ministrative i1 . Lastly, efforts were
made to understand and appreciate the conflict
and competition between different levels of
staff, Tt 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



MASSACHUSETTS MENTAL HEALTH CENTER 23

mechanical role distinctions militate against

This seminar started slowly. The two instrue-
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,

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-
tiated 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
gervice 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,

36

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 nurseg’
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
geries 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

Intreduction

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 trazining 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

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-
ceaeded 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

2
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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-
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 intengive 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.
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

4
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we could eventually train 20 to 30 of their staff
who would be able to offer nursing home in-
service programs.

Such a response is because the hespitals 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 communieation 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 mervely 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 vounger 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-

i

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

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
when second groups were started, they were
different—more learner oriented, informal, and
geared toward mental health issues. The aides
began more informally from the start—two 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 trainiug
whieh 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 beecame clear after beginning a num-
ber of groups that the question of developing
consensually validated expectations was eriti-
eal. With this group, time was spent defining
our purpose and goals—which 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-
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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 structured arouiud
discussion and analyvsis of these teaching and
learning presentations. We not only discussed
cmitent but e;uzh DEI,S(’)T! did some ;mtua] te-wh-
,atu:l,n; Presentﬂtmna ;mged imm iurlv
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 exercises
were used by others. In general, the format
was successful in that it combined the learners’
two stated needs—for more content and
method—in an integrated fashion. It also be-

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 heen
pleasantly surprised by how they were enjoy-
ing their teaching expericnces, Follownp 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.

Hespital C
The grnup at hmpitnl (" wis initiillv in=

ht:r’ﬁna\zeri was a gruup c:f SDEIR] wmkms mth
hachelor’s degrees, selected by the working
contact at this hospital who was the Director of
Social Service, Had it been possible to teach
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
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group. As they worked out their problems and
izaues 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 stafling 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
defined as their pressing issues. Lvery-
one agreed that had we forged nhead with a
preplanned  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 situ-
ation which invariably comes up in every nurs-
ing home—namely staffing and intr aatafl issues
or confliets, 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
DF the 1‘?e\i’eeli sen 1inm The deLW r;';ul\%ed ;unc;—

learners

hlghly (lesu.;xble tn hzwe thE tl ainees hegm
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 distinet levels, Almost all of the goals
we had et 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 theii teaching roles as they be-
came mutually supportive of each other, acted
as resocurces 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 (in all five groups) were
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self-gselected and worked together excecdingly
well. During our evaluation, they decided that
they wanted to continue meeting as a group, so
we developed monthly followup sessions which
were problem-golving  clinies. 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 not otherwise have tried. It also
prevented them from being discouraged or

from cdiscontinuing teaching.

cussions and much analysis went on during the
month. Whenever a “erisis” would oceur, they
could telephone for consultation and support.
The positive results from this group had many
positive effects outside the group as well. The

1 more confident, cohegive 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 stafl 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
standards.

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 meoving 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 illusirate the material. They also began
thinking in terms of other formats they might
iise Lo reach more nursing home administrators
and educate them to the mental health needs of
the patients. One-day workshops or special sem-
inurs sponsored by the hospital were discussed.
This group 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
homes 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 well as some unstated ones, They decided to
continue meeting, and, therefore, we planned
monthly group meetings for followup. 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?vice 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-

gult 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 interdiseciplinary 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-
oped 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 4
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. Affectively, 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 concérned,. 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.

Training: Impact and Results

In assessing all the impact and results of
these groups, it is evident that it was u 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, o many were hungry for our type of
project that we had more applicants thun 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 nol on the
actual training but on working with adminis-

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 number 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. A

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 graiifying to see
how much progress they had made.
Workshops

The other part of Boston University’'s project
centered, around several workshops which were
offered in Vermont and Mussachusetts. - -

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 8-day workshop. The direc-
tors all felt that they were, for the most part,
doing little to service the elderly in their areas
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 mectings 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 invelved in the planning
meetings were representatives of the Vermont
Office 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 made-—one 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,
staff from a number of nursing homes. Judging
by the final evaluation, the impact of the 3-day
* experience was enormous. The desire for a fol-

one. The fact that about two-thirds of the

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
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 disguss

Demystifying 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 1.
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 firast time for many that
their experience had been valued and that any-
one was really interested in what they had to
say. "o

In the two groups that continued, we worked
exclusively with the small groups. One group
concentrated on experiencing and analyzing
small proup 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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critical feedback.

OTHER WORKSHOPS—DEATH AND DYING,
STRENGTHS OF THE ELDERLY,
AND GROUP DYNAMICS

Two additional sessions were offered each
evening—one 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
firat workshop as well—with the same purpose
of promoting interaction, as well as offering
. additional contact., At the first conference, eve-
--ning sessicns 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 ingervice training model. Each of
the small groups set their own priorities—the
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
criterin; 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-

we have all wheelchair patients because the
aides balked at this, v
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

as 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”, ete.) or characteristics (‘“the
red haired lady”, ete.). 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,
tests. To their surprise, positive results fol-
lowed quickly. Other members of the home
looked up to them at this point.

The most important igsues ultimately were
related to themes of depression and loss. Many
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could speak of it first in derivatives (recollec-
tions when their children had illnesses; news
stories of fires in which families lost homes;
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. In 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 one explores
the social structure of nursing homes. Our lim-
ited experience is 80 positive that I would rec-
ommend building this into the nursing home
education projects to help nursing homes viéw
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
really expect through our eontacts 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 to0 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-

groups.
We would recommend that a careful asgess-

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-
meed admm:etratere ex:eted eleerly pre-

teward edueatmn,

* 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.
Thelr deﬁnltlens their pereeptiene end their

fermge fer 2 yeere ina rew, in the Therapeutxe
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 pleblem to be overcome in nureing heme
aldee on the pelt of some ‘homes. Meny admmleg
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

experinece need to be evaluated constantly.
More demenetratiene of the value and use ef

underteken in nuremg hernes 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 Aetually, in additien nurSing hernee

ef parents bemg referred and fer the v1e.1tmg‘
spouses and siblings of the residents to help
them eeparete and the resident-adapt to this
new involuntary way of life.

A successful teaching of teeehere pregrame
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 gought,

The werkehop on referrals between heepitale

eemmumeetlgn between thege metltutmne 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 gensitive 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 ultlmately wanted the rneie didaetie model
weuld have llked a euperv;sed preetleum 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 just give the extra four sessions we sched-
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uled at their fequests. 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 bhe done 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
pr 'u:tu:eg is E%%entia]

actlvely.

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 preferrved
didactic methods. The nurses aides, in the Ver-
mont Workshop, stated the group process ap-
proach we used was foreign-to them but after
3 days said they learned that thay knew a good
deal and learned more Jbﬂllt their subject,
them%ehea aml othens ' x,

we 1ecc1mmend the follcjwmp:.

¢ Homes be told that the same persons should
attend all the sessions (8 consecutive weeks)
and send no sibstitutes.

* We suggest more training of trainers pro-
grams for those from homes willing and able
to acdcommodute themselves to such a regine.
In that event, consultation and supervision
must be provided.

¢ We feel workshops should he used only for
single topics needing special focus or enl-

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 baais.

¢ 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 all cities
need somie 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 Nm 8-

ing Homes”—51 percent of those attending

the Vermant workshop and 33 percent of those
attending from staff of local nursing homes.

“HOW TO TEACH”? SEMINARS
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
vear 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 community-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 1mpnrtant determinant of whether or
not programs were set up in nursing homes was
the attitude of the administrative staff—posi-
tive attitudes were mentioned twice as often as
negative ones.

Participants repor tEd that they used what
they had learned in the seminars to improve
their teachinp: i'n Eﬁgti'ﬂg insewice pmgi'am%‘
nursmg hnm,ea The he;u. Y emphiﬂs on ;ulult
educaticm methnds was. genez 1113"’ viewed as ap-
that carefu,l attentmn shc»uld be gwen to select—
ing students who are in an organizational posi-

‘ tifm that ’w’i]l perr’rﬁt thém to take on a new

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 percent 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. ‘
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though 16 1)&1 cent of the lE%pDﬂdEl]tS stmted
group meetings 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,

OTHER 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
nost 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.
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IV. North Texas State University

Ewaluation of Continuing Education in Mental Health for Personnel of
Nursing Homes, September 13, 1972-—January 15, 1976

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 orily 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 faeility’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.* 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 t6 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 therg is commit-
ment on the part of the adminis{rator 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:-i.e., 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.* 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 suppcrt the pragrarn as’a Way c:xf im’prﬂv-
rESIdent, Emplc:yees Wczrkmg d;re:;tly w;th 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:

* mental heualth aspects of aging and institu-
tional living

* gverview of treatment and preventive mo-
dalities (with.emphusis on remotivation, re-

ality orientation, attitude therapy, and be-

- havior modifieation)

* the role of meaningful and enjoyable actw-
ities

* working with families

* developing working relationships with men-
tal health centers, State hospitals, and DthEI‘
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 (¢) 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, experi- ~
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, lécture-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 slgmﬁcant
figures.

The final wrap- up for Each wo’rkshap was
a hypothetlcal 51tuatmn but one whu:h 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 thunmg session was E:Ffered tc) ‘nurs-
admm;stx ative .staff, The ‘second wmkshap was
directed to peérsonnel working directly with
the residents. A commitment to participate in
this second workshop was a precondition to
heing 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-
gitions, -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
9_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-
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cies which potentially could form ongoing re-
lationships with the homes to assist in training
trainers, and algo 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-
¢luded 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: o
* inclusion in workshop planning ’

* inclusion as faculty or resource people in the

workshops, or both

* inclusion in followup visits

e o geries-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

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 d@dministrator and low-skilled personnel be-
fore exposure to the program. Three tests were
used: the Oberleder Attitude Toward Aging
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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

‘measure CEMH workshop participants’ atti-

“The Oberleder Attitude Scale” was used to

tudes toward aging. Consisting of 25 of the
most sensgitive items from an original question-
naire of 176 items, the Oberleder 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. Oir the secale 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-

-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 efTectiveness of the training 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 Deserip-
tion Questionnaire # was adapted to measure
changes in the institutional climate of the
homes participating in the CEMH training

program, The Home 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 Were asked to inidicate 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 156
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

married, and generally they had been employed
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at the long-term care 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-

Institutional climate scores were ' signifi-
;mtly aﬁ?ected cmly by jnb tit’iés length of em-

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

In summary, overall significant changes in

eent were college graduates On the parapl c:fe's-'

had some cnllege Addltmnal trqmmg fnllawed
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-related
ans Pfxrapmfessmna] perscmne] therefm‘e,

or sales, and Dther prevmus ngs 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.

attitides as measured by the Work Perfor-——"

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
Performance and Institutional Climate, slightly
less the higher the job level on the Attitude To-
ward Aging secale.

AT~
yYOU K

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. staﬁ‘ that the
followup visits constituted the most effective
component of the training package. Many
trainees, i.e., adminigtrators and directors of
nursing, lett 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 nc-tu:e
that they are quitting ?”

In virtually every case, however, thesé 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,
communication, 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 Lepresent i:he sing]e ITlOEt effecs

termg attltudes taward greater hapefulness.
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 nntable e‘{ceptiﬁns Th& vaious need was
ht:ibpei once genemted in the musmg ht:rngi
could be regularly supported and supplemented

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 te’chnique used was to ask the ads

ta rank 16 problem areas in order of hlS own

perception of their most pressing problems. All

participating homes did this as a part of the .

gpplicatlon procedures for the administrator.
The results of the rankings are as follows:
Times ranked
in top 4 of 8
totul problems

Problem

The resident who is frequently inconti-

nent of feces and urine, or both . - 49
The resident who does not seem mter=
ested in learning to help himself . .40

The re51dent whn wanders away unless

or shm\s interest in anythmg . 31
The resident who has frequent outbursts
nf anger or aggression _.. . e 20
The resident who frequently s«_hemcq
manijpulates or complaing . ....._. 19
The resident who is nosy and wants to
make everything his business . _ . iG
The le]‘;tlvg who frequently eriticizes
15

The relatlve whu seems té have a bdd
effect on the resident’s behavior _.._ . 15

The resident who is overly suspici
The resident who is excessively nm@-y 9
The resident who seems to want to die . 8
Low staff morale ..o .. .. 4
The resident who masturbates Expﬂ%é‘% '
himself, or makes sexual advances . . 3
High turnover and absenteeism among
stafl R e eaa o 20

Incnntmence was claarly ccmmclered 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 stafl problems
appear as troubling—high turnover and poor
communication, An additional problem, ranking
equally in number of times chosen, was a fur-
ther problem with patients: that of patients
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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 fo
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, aggreasion,
and apathy among the residents, and improv-
ing communication among the staff. It was
least effective in the areas where one might ex-
peEt physiological concomitance, incontinence
among patients, turnover and absenteeism
among the staff. Even in these areas improve-
ment was considerable.

INTRODUCTION OF TREATMENT
MODALITY PROGRAMS T

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:

Nwmber of

Jiomes 11
which
Programs available Percent

Reality orientation, 24 hour __... 25 62.5
Classroom reality orientation _.. 22 55
Remotivation (discussion groups) 28 70
Team approach to care -~ ... 31 7.6
Behavior modification approach

t0 CATE e e 21 52.5
Attitude therapy appmach to

care ..___. . 17 42,5
Useful work activities 31 7.5
Self-help programs ._..._ .- . 16 40
Regular meetings with relntwes - 10 25
Increased use of volunteers and

community resources . . _.._... 30 15,

NOTE: Average per hame 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 probable—in the return rate. It is not
known whether or to what extent, nonreport-
ing homes-have programs.

54

" 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 State), and probably many others. Because
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. Workshops
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 <o
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 - .o oono o 1 2
Administrators and other key

personnel only o emoaaa 6 14
Key-personnel und lowe h:wel 5tnff
in separate sessions ....oeeo-... 11 26

Key personnel and lower level staff
in joint sessions ... oo bonooceaa 26 59

NOTE: Totul q‘zmmls more than 40 because of
multiple responses.

Do you think followup visits by workshop
faculty are helpful?
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Hnrpmmr Numbey» Perecnt

Very helpful _.___ U } 16 40
Somewhat helpful L 23 Hh]
Not helpful __ . _____ ... . ___._.__ g 5
Harmful _ ... . e e 0 0

If a\;ulable. \xnul(l vour nursing home use

regular mental health services and consulta-
tion?

Response Number DPerecul
Veryoften _.____ .. .. ...... ... 18 40
Occasionally _..._. . . . ... 20 50
Very ravely _ ... ... .. ... 4 10

If necessary, hcm much i\ould vour home be
\Vllhng tD pav fm mDnthly mentﬂl health con-

pmfes'qmnal%‘? (b;lSEd oh estlmated ':,550 per 2
hour sessions)

Number of

Response regNoNsCs

Nothing . ... . ... ... 5
%25 for 2 )“Dﬂth% JE U 1
$50, if wn"huz:nble S 6
Would pay $50 . L L. .. N
Would pay 31007_____;;_, e e 2
Would pay $100-200 L e 1
Variable with need ___._._ .. _ . . .. .. __ 1
Alreadyv have psychologist . ... .. ... .. . 1
Would huat eannot new __ .. .. . ... 4
TorunknoOWn _ e 6
No answer I I 3
AII resldent% prwate pay . e = o)
e 1

“Total s 10

Analysis of Mental Health Services and
Consultation to Nursing Homes Conferences

It was postulated in the formulation of this
contract, and substantiated in its implementa-
tion, that most nursing homes, in order to
develop policies and continuing practices con-
duzive tcr mental health Df residents wauld re-

persc»n-a capable Df dellveung mental health
,,,,, consultation, and training. As ex-
plamed ear]iepi this problem was identified
during the 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 Serv-
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 canferences Pri'mary' tirget agencies

mental hﬂspltals, and State agencles Df agmg,
health, social services, and welfare, Addition-

5

D

ally, such agencies were to be more actively
solicited to participate in the planning and im-
plementation of the contracted “Mental Health
for Nursing Home Residents’” workshops and
followup visits.

In August 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 wag
well attended (85 participants) and well re.
ceived. To date, followup State-level confer-
ences have been convened in Arkangsas, 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, was 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 f'm- Nm sing Home Residents” workshop
pasa;ble the par tu:lpatmn of menta] 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 resylt, several working re.
lationships were developed or enhanced, al-
though the potential for such relationships re-
mains far from full realjzation.

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 cyurrently 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 nursing
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 population 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
ceems 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-
s}mp forum, a somal wm km ﬁ (jm the DHI ﬁeld
tmlpatmg nur%mg homes, but the %uggestl@n
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 Department 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 l-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 Services 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
involve 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 contract allowed
fm tn]]nwup \'1%1t% tD nuy %mg’ hnmes but nnt tD
EKPO%UIE frn the agenmeeﬁ m%ufﬁuent fm 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 for services to the el-
derly from potential consumers or their advo-
Eates

. Budgetary and stafling concerns over
wh-rt iz viewed as an expansion of gmgmrn and
services.

8. A desire to delay programing relative to
nursing homes in favor of programing 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
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nursing homes to seek and use mental health
services beyond requests for prescriptions of
tranquilizers and transfers to State hospitals.
The attitudinal barriér 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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V. University of Southern California

Training Project on Mental Health Aspects in Nursing Homes,

Ethel Percy Andrus Gerontology Center,
June 27, 1972—September 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
simply as the Department of Health) gtarted 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 convalea-
cent hospitals, nursing homes, and psychiatric,
locked (“L” 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

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 living 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 equa! .importance, in our opinion, are
those aspects which contribute to making the

older person’s life worthwhile. As a conse-
quence, the principal objective of this training
program was to emphasize the need to gensitize
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
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, woiild 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
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and behavior which would lead to policy and
programmatic changes to upgrade and improve

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
engage in 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
useful. 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 project 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 indieated a strong inter-
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 areas of the State
known for their high eoncentration of nursing
homes. In such areas, participants were in part
selected because of their potential for even-

tually 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-
Home Administrators (BENHA) was requir-
ing 100 hours of continuing education work
biennially to maintain a nursing home admin-
istrator’s licénze. There was, therefore, in-
ereasing demand for courses and training pro-
grams which were relevant and appropriate to
such State licensed persons and whieh would

‘also provide a substantial number of approved

hours of continuing education eredit. 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

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-

care facilities to funection at an optimal level of
competence and satisfaetion. The. unifying
theme in general was the emphasis on the psy-
chosocial (mental health aspects) dimensions
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of care; in particular, thematic focus was on
compensations for loss in old age and the de-
sign of prosthetic environments.

The project was organized so as to test out
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 onsits model of training
which would stimulate and be incorporated into
inservice training in target facilities.

SECOND DIMENSION

The second dimension of the model, effective
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 peginning it met
monthly), was much involved, and responsive.

THIRD DIMENSION

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 regidents, and their
families.

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 and 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 ‘connec-
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 collahorative participation of sup-

portive agents from outside the facility, such
as friends, businesses, volunteers, and commu-
nity groups.

To encourage mutually supporting, mutually
educating efforts through ongoing or repeated
programs of continuing education, both formal
and informal, eventuating in programmatie
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,
(2) to destroy myths and stereotypes about the
elderly, (3) to delineate some of the important
factors in the person-environment transactions
and how to maodify these, (4) to encourage and
to provide models for continuing education
courses, and (5) to show the commonalities be-
tween psychosocial dimensions of care of the
elderly vesident and factors affecting families
and stafl.

[n 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 geries
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, ag 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-
rassing 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 residénts 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: 7
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Sensitive person Interesting

- Noisgy Sense of humor
Nosey Chronically ill
Stubborn Happy
Suspicious Individualistic
Neglected Hoarding
Spoiled Dirty habits
Frustrated Humiliated
Well-adjusted Dependent
Restless

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 Jleading discussions in a group of about
11 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-esteemn, self-worth, and dignity. At one
point, the log notation indicates, he was de-
seribing 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
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 rejuvenated. Residents were also reported
ag sleeping better at night.

Most of the facilities were observed to be
taking pains to make their own training
classes more interesting and pleasant—even
fun—by 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 environmenta] support and self-esteem,

The students spontaneously decided after
the third trajning 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 “yes—but!” 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 creatjve solutions.

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
digcusgion at the next staff training session:

* How can we personalize the space of our
resident? .

* What activities can we begin or add for our
resident?

* What can we do to make life worthwhile for
our resident?

Organizing the Training Group

The procedure followed at the beginning of
each training group was as follows: after the .
probable participants were contacted and se-
lected by our regional mental health consul-
tants, a letter was sent to each of the facilities
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inviting the administrator and director 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 evaluation pro-
cedures.

METHOD:

Verbal sharing

Discussion—questions—answers

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 114 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-

the project:
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SETTING:

Was the room adequate?

Did they have good lights and ventjlation?

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?

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 session?

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 distract?
Were there many interruptions, how many,
and how were they dealt with?

CHANGES:

What was the response to training?

Were there any attitudinal, programmatie,

or policy changes?

What were the differences, if any?
GENERAL:

Was the impression given that continuing

edueation training was important?

We determined to use two basic strategies to
achieve group cohesiveness. One strategy was
to use the same instructor units (either team-
téaching 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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dozen persons. Those sessions conducted in the
north of the State included about a half-dozen
more because of the logistical need to include
sonie four or five mental health consultants to
assist with the followup of an increased num-
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 faet, 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 ieaching-
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 basie
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 oceurred 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
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 were able Lo “hold” them to the
extent we were able Lo 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 stalf as well.
This climate, no doubt, is a universal issuc
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 frout office on an emer-
gency, her director of nurses would immediately
take over—even in midsentence—and continue

The main nonverbal message to the staff,

_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 faeility.

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 same training with

time. The night staff at one facility expressed
exceptionally strong interest in the program;
as n result, the administrator arranged an
additional (to the regular followup training)
training program early Monday mornings us
soon as the night stafl came oft duty. The ad-
ministrator taught this class herself.

On the other hand, one direcctor of nurses
yemained 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 psychosocial dimensions of care

the remaining members of their staff at a later

uncommon one.

Ag another example, an administrator was
oxperiencing 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
“_1'@;111;' take charge’” of the situation. Of the
entive 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 low 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 dirvector 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
of this project was the requirement that our
own participants shift from the student’s to the
tencher’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 well any
other way. Bach week the participating admin-
istrators and divectors of nursing met our
instructors for almost a full day’s seminar
(9:00 am.-3:00 p.m.). The morning session
consisted of presentations and discussion, and
the afternoon session revolved around the clini-
eal 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
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goundfilmg, through self-experiencing of sen-
sory dePrivation, to the interviewing of elderly
residents.

At the request of the students, a time was set
aside for problem- aolvmg discussions during
the clinieal 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 stafl mem-
bers to how to maintain or use the fire sprinkler
systems. The problems were always student
initiated and discussed by the entire class.

gome time was spent during the introductory
gegsion, the first formal session, and at the con-
clugion 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-educated and articulate people, that they
would feel comfortable immediately in a teach-
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 canclusion of each Wednesday's train-
ing session, a brief pexmd of time was spent
in qn C‘ffmt tn cr \atﬂlh;e th; mamr pmnts

was labﬁ‘lcﬂ lmpmtdnt pmnts tD teach” and
was devised as a help to the participants i
m-ganizing their own teaching stralegies for
the following day.

Each Thursday or Friday following the
wednesday training session, the participants
were exXpectad to meet o 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-
aped (althourh not pressed to do so) to use
Wednesday's outline. Our outline wus almost
11\\ Y8 follpwed.
insure the regularity of these staff-train-
ing sessiong as well as continuity of content,
the regulay instructors were present, not to
take over teaching, but to observe and to pro-
vide supROrt when necessury, There were indeed
several OCeasions when the instructor had to
tuke over practically the entire training func-
tion during the followup when it appe;ued
obvious that the trainers in the fucility were
neither Prepared nor willing to instruet their
assembled staff. These events were shared in
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as diplomatie 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-
jeet matter and still accomplish the same re-
sults. Coupled with the logistic constraints em-
br:dded in the réquirément that W'e‘give twa

ldtter pgut uf the hxst funded y;;u-i we revxsed
our tez—lching nutling to fit within a timé%paﬁ

desxgn@d tD run 10 weeksi

Preparing to Teach

The (IE"%CI‘i’ptimi nf the coursa C(]htE'ﬂt was
actual pl;lCtlLe over a Esyear pex md; The f(:)lhaw=
ingr strategies and procedures emerged. The per-
son using these strategies and procedures needs
to take into saceount several general basic
principles apropos of any effective ingervice or
continuing education training enterprize:

I. 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 he expected of them and of the instructor (1),
what they can hope to get out of it (job or
carcer enhancement?), and the like. Some of
this should be done in advance of the class, some
at the héginning ﬁf thc, ﬁrqt sé%sim)

I’];l‘-% w1]l take it (usually) iny 45 gerio
yvou do. Your nonverbal messages in that reg: u“d
are probably much more important than your
verbal statements, announcements, or memo-
randa. IT the instructor is poorly prepared or
not prepared at all, 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 ‘what can be
for all a good experience.

3. Training should never be overly casual or
too abrupt. No session should be less than 114
hours with perhaps a short 10 or 15 minute
- break. Continuity is also important. Better a
2_hour session (or 114 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
geries 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 oft
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-
atorm 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,
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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-
mentg 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 114 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 eclinical 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.

Week 1

WITH WHOM ARE WE DEALING?
IT ALL STARTS WITH ATTITUDE
How do you see the residents or patients
yvou care for?
* Your personal view of the old, the in-
capacitated
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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 faeility?
(Write these on the blackboard as they
are verbalized by class.)

STAFF COVERAGE |
Who on the staff needs training?

(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 implement-

ers, they make it happen

How: making learning and education

important and enjoyable- ‘

What does your staff need to know?
Your answer and their answer (ask
staff what they need to know)

Ver' il and nonverbal msesages (what
you say vs, how you behave)
Training methods and procedures
(spell out the procedures)

Talling mental health jargon to your

staff.

Is jargon mnecessary 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
loszes that occur in the process of aging,

i.e., physical losses, social losses, eco-

nomic 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 FEvents

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 80 as it was at 35
years. Give examples of various kinds
of loszes

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 signmifieant,

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
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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 mode! rather than chronic
disease model. We sometimes spend so
much time on pathology and deficits of
aging we give old age a bad name,



UNIVERSITY OF SOUTHERN CALIFORNIA oo

The nmotion of compensating for losses
e 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 environments

IMPORTANT POINTS TO TEACH

s Tosses over the years need to be com-
pensated for so older persons can con-
tinue to function in spite of loss

e 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
e To list possible crises that precipitate
admission

s To distinguish between a gradually
developed vs. a crisis decision

¢ To consider decision-making, about ad-
missions

*» To list important information needed

on admission
s To define which types of admissions
might be premature or unnecessary, and
* Tp ascertain what altﬂrnatlves might be
available, C e

CLINICAL LABORATORY

Role play
. A guilt ridden, angry fami]y, seeking
the pate tial resment)
* 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 situafion 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?

e How was your facility u=lected?

* Appropriate selection; lifestyle factors
(Will lifestyle of resident be facilitated
or frustrated?)

The family as a source of information

°* 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
* piving 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 admisgion?

e 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
or refer? Should you help the family and
how?

IMPORTANT POINTS TO TEACH

o Gradual va. crisis decisign
ghang&

* 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 urzn wdmission

* 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).
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RESIDENT AT TIME OF ADMISSION

“dentt?

How does the resident view the move into

a facility? )

* What has he been told or not told about
the move?

s What about the resldent who has been
conned or misled! what about the re-
sultant confusion? .

What are resident's bm.sss 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 abcmt ﬁrst ﬁnpressmm nf the TSS‘L-

e 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 ﬂmnes ?

®* People are important
Who does what? Whom to ga to? VVh;lt
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
a8 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 realily i

* Importance of orientation and repeti-
tion

®* Importance of gupport and reassurance
for new residents, who are fearful,
frightened, under stress,

Week 5

OBJECTIVES

C‘LIN.!CAL LAEORATQRY

whlc

* To see the value of getting to know the
family and their background 2s much
as possible

* To develop a sensitivity to the dynamies
of the family gituation in first contacts
with the facility

* To learn how to develop realistic expec-

- tations on the part of the family

* To help the family become a resource
to the staff,

h Illustrates dlﬁermg perceptmns Df the

same events (about 25 minutes),

or

“Home for Life” (C), a semidocumentary on
the entrance of two older people into the Drexel

Hom

e 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-

50nN8

(about 28 minutes),

THE FAMILY AND ADMISSION
ADJUSTMENT
Takuzq a good look at the famzly

Family distress; in crisis

* Dealing with stress, guilt, hostility

* Write on blackboard all the feelings
staff 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-hout super-
vision?)

Intrafamily relationships

* Good or bad—when does gtaff become
targets of bad family relationships; how
to deal with these incidents.

Helping the family take a good look at the
fueility

69

First impressiony of facility
* Whom should fumily meet? Many more
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than administrators- and director of
nurses; should family get to know staff
and their funetions? 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 eould (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 fﬁmily
members can be helpers
hoard) ; family as a resource; huw best
to (]L‘;l] with chlcmm complainers.

57

Your facility: o cmnmumty within a com-

munity

* The inside barriers;

* out which events aﬂ’ect resxdent 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. ’

Withdrowal and isolation as signals

¢ Attention-getting strategies; angry be-
havior; much ecrying behavior, com-
plaining about physieal aches (socially
acceptable?)

* Dependence versus independence; thege
are “relative” states; better term for

% How well do relatives understand pro-
grams and goals? It ig 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
f(u:ihty ean arid c'mnot do

Wzek 6

GBJECTIVES ,

® To increase understanding of person or
environment interaction **

* To make aware of the internal and ex-
ternal barriers

. *l"u senqiti;!t‘ tﬂ thc meaning of certain

* To help clmelgp understanding and
skills in preparing nursing care plans.

CLINICAL LABORATORY
¢ [nterview one or bwo residents in such
a way that group can develop an on-the-
spot care plan and discuss,

RESIDENT'S “CAREER® FOLLOWING
ADMISSION
Facility is «a
aystein
s Reaident and facilily: how each aflvels
the other. Individual person respouds to
(and bohaves)y his “internal”™ envivon-
ment as well as to external factors; in
turn afteets everything around him.

life-space and pmfrssi;zy

What is your plan, long- and short-term?

Nursing eare 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 inelude only medical
information?

. Keeping track of the action

* What should be charted,
should be very explicit,
rather than interpretive

* Who should chart?

"o How does all relevant information get
incorporated into record?

“Confusion”; fact or artifact

and how;
descriptive

* Competence and function of the resi-

is too vague and
with respect to

“confused”
confused

dent; word
over-used;
what?

* Self-perceptions, staff-perceptions, mis-
conceptions; how stafl can validate their
perceptions of residents.

IMPORTANT POINTS TO TEACH

* 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 ¥

* (are plans
lean heavily
resident ¥

s Charting is important a8 ongoing guide
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to care ;‘md as a background of the per- Not too much TLC; taking away self-
son ; requires great care. sustaining effort can make the facility
too safe at too great a price. What's the
¥ Week 7 price? -
T Making it all worthawchile
.QBIECTIFES The battle against loneliness

e 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* family, children.

. affection by the elderly.® ~~~  Companionship, affection, intimacy. (sex). .
CLINICAL LABORATORY ' * .Are rt:he.yrnegg’{red?t Eemew losses, includ-
. ing social; affectional needs.

. Demonstﬁtmn of wvarious Are they pcméible’? Enm mous
meaningful activities.

* Consider using an activities consultant to éﬁrﬂpengate every thﬁ‘ perggn has
who will give specific illustratians and févél‘ites;this, s ’éhe qtntmg ﬁniﬁté
examples. Use videotape ‘‘Geriatric Cal-- Dppdrtuﬁities"?” o R R
isthenies” (E).

. Interesting discussion of how sexual IMPORTANT POINTS TO TEACH

matters are handled in facilities if video- * Need for personal impact on one's en-
vironment

tape is not available.
¢ Essential to have a reason to get up for
in the morning

NEED FOR INDIVIDUALIZATION
Too much help diminishes

Personalizing one's space .
A 1 i {13 j § 547 ' 1953 01 oy i X r ys
Maling an impact on one's environment sufficiency (infantilizes)

* 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?

Wheo is available

® QOthers beside staff who help reconsti-
tute friendship network; volunteers,

kinds of . . neéd

self-

* Personal mementos, furniture, and  : e Sexual, hehavior (closeness) is not in-
clothing. The issue is personal identi- appropriate in later years
fication; familiar items throughout the e Appropriate opportunities must be
facility; who buys or selects colors, available.
clothing, and furnishings?

* Schedules, “pacing’”: for whose benefit? Week 8
These should he geared to needs and  ORJECTIVES

‘capabilities of the resident. .

Rt S To incredse awarencss ﬂf Lhe imnara
Fostering a sense of usefulness :

+ older

* Meaningful activity—with
need to avoid busywm’k
enterprises,

* Should only stufl handle mcmey" Should

women carry purses? Why?

* Tsgue of what the individual person still

controla.
Infantilizing the old
* Need for safety, protection, but . . .

to resident?

* g there such a thing as too much TLC?

purpose;
demeaning

Vil
staff does ton much, what does this do

pexsuns
To sensitize to the value of environ-
mental stimulation

To develop ereative solutions toward an

-enriched vs, sterile environment

To point out the role of stafl in becoming
part of an enriched environment

To demonstrate the negative efledts of
a filtered environment

CLINICAL LABORATORY
Do sensory deprivation cxereises:

71
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. Have chss write name 'ltnd sentence

. Plug ears with thtDn, bhndfa]d secure-
ly, then have each participant wheeled
around in a wheelchair (through facil-
ity) for 8 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 Df the
facility. ;

*HE C‘DMPENSA‘TING ENWRQNMENT

th;—t cia cues (la?

* They orient as to time, place (reality
training) ; requires more than 1 or 2
hours per week—a constant; not a
“game.”

¢ Help maintain  effective funetioning.
Prlnclpal goal is to help to fungtmn in
apite of losses.

How cues do their work

e 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 appmpriately; reduce

MAKING TIII' ENF’TRONMENT FF’ORK
AS A PROSTHETIC AID '

Not merely interior decoraling

* To provide maximum stimulation; be-
cause of hearing, and other physical
logses, older persons often need more
intense experiences.

s Variety, adventure, change, new learn-
ing. Need to remember that the envi-
ronment must provide all this. Since
resident iz usually embedded in environ-
ment 24 hours a day, environment should
not diminish experiences (staring at
wall from a clean bed is no career).

Enrviching the fabrie of cxistenee

» (olor, light, texture, as aids
Are plants, pets, pictures, hobbies just

frills? What effects do these have? Can
you have too much?
o Dn the nld need leisure time activities?
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
# Tha cacktail hour, the snack time
* How to get in touch with the out-of-

_touch . A e e

IMPORTANT POINTS TO TEACH

* The important effects of environmental
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

e To sensitize to the more subtle (and
sometimes more pnwerful) reasons why
people work ®

* To increase awareness of thDEE 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 stafl, 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 roIe c::f staff’ i's Staﬂ:‘ are thase

role of staﬁ is cruclal

Effective sending and receiving of mes-
sages

Staff-administrator; staff-staff; staff-
residents
_Disruptors  of good communications;

 “mixed mesqag‘es,” nonverbal message

says one thing, behavior says the oppo-
gite; 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 caveer; need for getting
ahead. Do staff people see themselves
other than as hired hands—can 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 huilds 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 i absolutely
esgential

Nonverbal communieation is as impor-
tant as verbal communication

Must understand incentives for which
people work.

i

Week 10

ORJECTIVES

To explore ways in; which job satisfac-

* In whal ways are special

ROVIRERS

tion can be enhanced :md loyalty de-

. veloped e

To get staff to develop, mech'lmsm% and
methods for recognition of service,
status, and reward

. Ttierlmurage greater staff input and

participation in problem solving

* To sensitize to the resident’s need for

sharing at time of impending death

To inerease 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. admin-___

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,ir., suicides in faeility, unusual deaths,
grief work. Also can discuss problems
such ag who pronounces patients dead,
and when, how the terminal patient is
handled—where 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 MORALL ,
Appropriate Rewards for Staff
Is pay the only reward; is it suflicient?
¢ Nced for interesting work; are staff

focused on a job or a program?

* Need for status, recognition, satisfae-

tion v
afforts re-
warded? Cuan status symbols be built
in? ID deecals, pins, certificates, staft of
the month, business cards, cte.

Should staff help you solve your problems?
¢ How can they help; what resources do

they offer? How much input; problem
solving only for their own job?

* Representation  (stafl council?) How

much  information (financial, for

example) ?
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DEALING WITH CRISIS SITUATIONS

Death and Dying: what are the issues?

o 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
familieg?

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)

e Inhouse transfer; should the truth be
“ told?.-What is reality?

¢ Transfer away from facility

e Jg resident prepared‘? Does it make a
difference? .

Crises away from facility

Things that happen outside that affect.

resident: death, "aceidents, marriages,

politics
IMPORTANT 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

e Staff needs to be sensitive to the poten-
tial impact on residents of a variety of
changes and crises,

Some QObservations

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 clicited some degree of paternalism
(sometimes toward stafl), tendency to infanti-
lize the elderly, and tendeney 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 the;
same instructional input throughout the series’
(rather than a series of lecturers) was most
effective in maintaining the thematic approach
(campénsatiﬁn for loss) and facilitating group
cohesivenegs, - .- ...

It was also bmught hume to us haw 1mpor-
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 tfaming alsu 'pmvided a wonderful

and sterentypes about agmg One e'{tremely
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

(followmg’ the
gr oum ﬂf

uyed ‘-aurpn ise tn near-niusen
unfumilidl Qtpmience) SEveml
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Y

" cussing these quasi-sensory deprivations, de-

cided on a new policy of never pulling a resi-

s~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-
tions, 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

one aide rather emotionally expressed the view
that she believed it her God-given duty to stop
any such activity whenever she saw ijt. One
registered nurse who had initially expressed
distaste about the whole idea 'said, “I'm 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, scmething which the staff had

The greatest dlfferent:e 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-
for, 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.

Experiences With San Jose Group

By the time we began plans to approach the
San Jose area, we became aware of some rather
extensive publicity given to this project via
newspapel' 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
agsociations, and governmental and educa-
tional Eroups.

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 traini
so as to include many more persons than v
had envisioned. In a modified and attenuated
fashjon 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 working lidison 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 10-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 staff was in’evidence,
although only three facilities accounted for
most of this turnover. Also some of the best and
gsome of the poorest continuing education in-
service programs observed came out of this
group; these poor quality programs were di-
rectly traceable to the attitudes and policies of
the key people in the facility,

Most of the group members seemed inter-
ested and involved in our training coifrse and
appeared to be receplive and responsjve in a

¥
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positive way. The followup training in one As one example, we might cite the. gradua-
facility dppeared to be consistently lackadaisi- tion ceremonies arranged by one facility and
cal, at best; all the others exhibited a uniformly  to some extent replicated by severa]l others.
serious attempt to institute a worthwhile con-  These ceremonies were held at a time set aside
tinuing education program, ranging from good for invited guests to attend (which included a
to excellent. In spite of the ups and downs ex- city councilman who presented certificates).
perienced in and by the group, morale for the This event included a great deal of attendant
most part seemed to remain high. . publicity which placed a great deal of impor-

The conduct of the final group required care-  tance on continuing education as an inservice

ful logistical planning and support. We learned function for staff and also did much to enhance
that the administrator and director of nursing the status of the participating staff. One per-
had maintained their personal enthusiasm for  son on the staff indicated the importance of
attending but that their authority to do so had this training and the graduation to the admin-
been wittidrawn by the owners of the facility. istrator and director of nurses by stating, “This
The owners maintained that such a program  is the first time in my life I've taken part in
was not vital to the facility and was too costly  any kind of graduation exercise.”

in terms of the time demand on the adminis- The granting of college credit by a nearby
r*;—vtrator-and-direetarrofzrngrsesa—«lndeed,:one owner- ---community-college-was: algo-arranged-for-those——.—
administrator attended the introductory ses- staff who par,lclpated in the followup training

sion cmly, leavingi it up to his girect@: of nurses sessions. This recognition Wids perceived as a
(as acting administrator) and one of the young  significant breakthtrough and the setting of a
office workers in the facility (as acting director precedent for future collaporative efforts be-

of purses) tq represent that facility. . . ‘tween community colleges and nursing home
Our experience here again provided strong  ‘continuing education programs.
indication that such absentee owner-adminis- The final training of this group also repre-

trators are usually the persons most likely to  gented an interesting mix of participants and
need a course on the psychosocial dimensions  cireumstances in that it brought together per-
of care. There is more than a little evidence  gong relatively new to the nursing home field
~ithat the conscientious on-the-scene administra-  with several who had a considerable amount of
tor often does not receive the support required  experience in the field—plus a scattering of
unless the absentee owner-administrator (or  thoge in between. These persons also represented
board of directors) is sensitive to and cogni-  facilities that ran the gamut of long-term care:
zant of the administrator’s humanistic goals.  retirement residence, intermediate care, skilled

As already indicated, there were times when  nyrging home, “L” facility, convalescent care,
the administrator on the scene did not get the  proprietary and nonproprietary. facility, and
support a truly creative, innovative, humane  State hospital,

1

effort really deserved, but this absence of sup- In the last training series, we were able to
port was in part cDmpensated for by the admin- crystallize and underscore the commonalities
11;1:1:'9.1111‘5 unusual devotion to the job and to and overlapping interests and concerns, espe-
the residents. ' cially with respect to environmenta] factors.

7This training not only appeared to stimulate ¢ gome extent we stimulated these key people
rrlgwrways qf lagkmgf at afqd! planning of p_ghcy to mobilize themselves toward collaborative
for the residents of facilities but also stimu- tiviti ieh would enhance their effecti
lated v wavs of perceiving staff, and new activities which would enhance their effective-
lated new ways of percelving statl, and new ness within the facilities themselves and within
creative approaches to staff by the adminis- tﬂ e
trator, the director of nurses, and the mental the ?D_mmuﬂltyf Planning for more newspaper
health consultants. publicity _zmd for a newsletter were a few of
_ _ the activities planned by the participants of
Recugnitiﬂn of Staff facility programs; for example, the director of

nurses also generated plans to involve herself
tuted tg Enhance oppnrtumt!eq fm' ;L]“)praprlﬂté more fully in a community organization of
recognition of special service, initiative, or directors of nursing which included general
faithfulness on the part of staff, : hospitals in the area.
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Some Results of Training done training have completely reversed this
It is fair to say that as expected, we never attitude. They have shown themselves coopera-
left the staff of the facilities exactly as we tive and hospitable in providing (upon request)
found them. In many facilities, the changes  free entrée and the appropriate kinds of
observed were substantial, had significant im- opportunities for graduate and under-graduate
pact upon the life of the residents, and por-  students, from medicine, psychology, nursing,
tended permanent change. and social work.
These changes ranged from increased P,
decision-making opportunities for residents to Language and Vocabulary Difficulties
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
inereased by the training,
——————-In-addition-to-these-immediate-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- Staff Benefit From Continuing

In several facilities a language problem sur-
faced, because some of the participating staff
were more comfortable with Spanish or Por-
tuguese than English. We had the protocols
written in Spanish to assist them 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 fill"out the protocols as per
instructions.

come more familiar with some of the resources  Education Training
avéiﬁﬂble tfj them, incj]udrir}g’ thnse of Vth,e ,Ul?if The staff of a number of facilities, following
‘,’,Efs,‘t}’ of Sauth.ern V(rzrghrfarma GE?QMDI?.@’ training, have reached out into their various
Center., Its function and programs were dlsf constituencies as never before, The most note-
cussed .WIth, every group md with St‘lﬁ ,Surch worthy of these was a program for selection, ~
professional associations such as the 7In17:er-r training, and followup ‘of new nurses aides,
ﬁatiﬂ?alx —Nat‘f’“?‘li and WESFEL:“ Ger?nt?mgi‘c’a! which was organized by an administrator of a
Societies were brought to their attention, gnd convalescent hospital in collaboration with the
a number of the participants subsgquently community college system there.
applied for membérsthj cher student% gn— Increased efforts to provide recognition and
rQ]lEd in classes or enrolled in other training status for staff were observed in several facili-
programs. ties such as awarding special pins and giving
Medical Students Allowed to Visit Homes dﬂyj% off with pay. Dthe; ways of emphasi;ing
, their larger role were by giving annual staff
A group of firstyear medical students  picnies, presenting award certificates, and
(“Introduction to Clini¢al Medicine”) from the  huving aides present case studies in staff
University of Southern California Medical  meetings, - :
School pioneered a program of visitation to one One facility began a policy of requiring
training facility. These students had the op-  proof of attendance at continuing education
portunity (early in their training) to interview  classes hefore paychecks could be obtained.
elderly residents and discuss the psychosocial  Another now requires willingness to partici-
dimensions of care at length with us and the = pate in continuing education programs as a
key people participating in the program. Since  ¢ondition of employment, ’ :
that first group, whieh started more than a o . ) o
year ago, we have arranged a similar experi- Help From Indirect Service Staff Encouraged
ence for three other groups of medical students, Students began to encourage nondirect serv-
More often than not we had found owners ice staff (such as sccretaries or maintenance
of many nursing homes reluctant at best to men) to interact with residents and other
have students come inte the facility for train- stafl, A seerelary, for example, was encouraged
ing, research, or survey purposes, Almost with- to bring a cup of tea to a fearful and harrassed
out exception, the facilities in which we have 7 resident, In another instance, a member of the
77
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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 dlEELlSSlDH 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

break to tike res1dent§ to Eu:tlvmeg programs.
They had never done so before, had suggested
the innovation, and were encouraged in this
by the administrator and the director of nurses.

Meamngful Activities Helpful to Elderly

In conjunction with this program,
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
roﬂmmate tcx prnwde a sense Df bemg needed
shauld be gé;ued tc: the flblht!E% 411(1 w;llmg-
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-
menta to keep,‘no watch or calendar, and no
gecretary 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-
tht “mnf’u%ed‘ It ié no wander then that
pmntmgnt% or \nmry glbDth txme icu mnnth% or
years, can become ‘‘confused” about many
things.

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 com-
munity college systems, Obviously the Stute

|
]
f

we also

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 %ystem would seem to be potentially the
appmprmte Jocus in various locales to serve
both as ‘& stimulus and as a source of training,
As we organized the second year, consgequently,
we paid a great deal of attention to these two
aspects,

Communications (via letters, telephone calls,
and personal trips) described and interpreted
—our-training-to-the-reorganized-State-Depart-—
ment of 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. af best,
we v.ure 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
stalf were raised by students early in our train-
ing session, even though these were not sched:
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 early discussion of sensitive and poten-
tially disturbing material so early in the game,
before a comfortableness with the group and
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 was 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 staffs, Here the strategy
nt h(,,lrﬂ'ng t() thkL the (nnnectinn% hetween
(luslgxm(l mul thL uﬂ,uL. gund or bud, upmn Lhe
resident, had especially good vesults.

After much discussion of this issue, nne
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nurses alde who felt overly harassed by so
many feeders decided at least to improve the
social £races. She dressed her charges nicely
including jewelry. earrings, and makeup,
anpounced that they were all poing to lunch,
he]ped thém to an assigned area, and appointed
one to be hostess. She reported later that not
only were these residents now looking forward
to mealtime as a social event but also there was
a marked improvement in self-sufficiency with
eating:

Equally important would be verbal reinforce-
ment of time, date, and surroundings by every-
one Who comes in contact with the resident.
These cONtacts mean stafl, volunteers, students,
visitors and most important, the family who
must remind residents of time, dates, and im-

1t resident
know Who they are, where they ave, and why
they areé in the facility, and they must aceept
these facts before they can become actively
involved 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 Dresent.

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

Environmental Changes and Stimulation

gtafl of one home hegan a program of envi-
ronmental stimulation by painting the rooms
with bright stimulating colors and using bright
colored bedspreads geaved to residents’ tastes.
New calendar clocks with large enough num-
pers that could be casily read at a distance by
persons With poor eyesight were given -the
residents and pictures for wall decoration,
directional signs in halls, names, and mailboxes
on each resident’s door were also added. One
director of nurses proudly announced to her
staff that she was arvanging to have four large
murals of the four seasons placed on the walls
of the dining room. Also that she was going to
have 8ome  full length mirrors installed at
various Dlyees in the building for use by the
rosidents. One home installed individual bulle-
tin boards in each resident’s room,

one facility gave each corridor a street name
with an apprapriate street sign, so that cach
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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
critieally needed environmental cues by paint-
ing each front door of the various buildings a
ditferent bright color, and in another home, a
number of doors within the building were
painted a bright solid color. ‘Administrators of
several Tacilities announced a policy of “dehos-
pitalizing” the atmosphere by encouraging the
use of street clothes or colorful slack suits by
their aides. ‘ v
In many of the homes activity clubs were
started. These clubs included cocking clubs,
garden clubs, ex e clubs, daneing classes,

¥

= pir-rummy—clubs;—erafts—clubs;—sewingclubs;—

beauty classes for women (how to give facials),
and plant potting classes.

_Administrators of two facilities began to
of different kinds of musie 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.p., one home acquired a large aquarinm,
another explored the possibility of individual
pets.

One home did acquire a pet dog, and when
the dog trotted down the halls, many a hand
of 1 wheelehair 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
Halloween, One home organized “kiddie cor-
ners,” that is attractive cabinets inatalled
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 direetor of nurses changed the policy of
making inhonge transfers without discussion
with and fhe advice and consent of the resi-
dents themselves, This procedure was a clear
broak with 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 of 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 annocunced their in-
tention to institute a new policy of encourag-
ing more dialog between stafl and residents
relative to resident’s options and choices about
many matters of daily living—food 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

Q
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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

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 ag well.

Another home instituted a weekly “Town
Hall Meeting” for all,

Another developed a trial program of send-
ing a staff person to the quarters of a potential
resident (one who had applied for admission)
to develop a prior friendly contact to case the
to the group as being so successful and useful
that othery were encouraged Lo follow suit,

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

All began sensitizing staff to the need for
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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 staftf 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 or not, wotilld be revised to meet indi-
vidual need and willingness with consistent
reference to maintaining the person’s sense of
gelf-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.

—program, ete. This pol iey-wagTassociated with——Amnother-which ~had~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

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
these inquiries, publicity, and reception of
articles was the information gap uncovered in
the field of psychosocial care and the depth of
interest 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
postiraining 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 each 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
stafl) with the provision that this training

Toward the end of the scriés the participants
were asked fo answer briefly two questions
about the course: “What has been most helpful
so far?” and “What should be changed?’ A
few selected verbatlin responses follow:

Better insight in seeing the patients’ fears,

anxieties, adjusting problems when necessity
ssion to our facilities 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 the patient
and understanding of the patient’s day

Direction in teaching methods,

~Good material topresent
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series be repeated until all elements of stafl
were given a chance to participate. As already
reported, members of the stuil themselves put
pressure 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-
signed to elicit several different kinds of infor-
mation. One category of information had to
do with attitudes toward the old under several
conditions, 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
and old woman in eommunity). The respondent
was instructed to check his own descriptive
preference on a negative-to-positive continuum.

A second protoco] administered consisted of
a number of statements or assertions having to
do with (a) basic substantive information
(5-1) (Yaging is an incurable, irreversible
disease”), (b) perception of the climate (/-C)
of the facility (*patients here are treated with
dignity”), and (¢) attitude (M) toward the
job ("*I'm given all the information [ need to
do my work™)., Respondents were asked to
check cach statement in one of four possible
vitegories:  strongly  apree, apree, disapgree,
strongly disapree, In this muanner, we hoped
to he able to tap possible chunges In attitudes,
both with regard to the older person and with
regard to the jol, We abso hoped to detect
chitnges pereeived by the respondents in the
institutional clinuite and to get some evideneo
regrarding our suceess (o lack of it) in com-
municiating basic informiition,
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Association with others with same 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 geriatries and dealing with the problems
of residents.

Opportunity to pass this information to the
best of our ability to stafl through inservice
Personal interactions encouraged and exem-
plified by instructors

The exchange of ideas is good. The topics
ol discussions are pood. Very good stress on
psychological needs has been done. More
emphasis on importance of directors’ influ-
ence on aides and how to get it. Need for
specific elass {or directors of nurses alone,

We were aware of the possibility that atti-
tudes as measured might appear to change but
concerned with attitude change primarily as
a precursor to poliey or programmatic change
(for the heiter)., Obviously, ay a practical
matter, the best index Bfveffective change en-
compisking quality of life is the impaet of
the resident.

We found not surprisingly a high correla-
tion hetween premeasures and postmeasires of
attitude toward the old, as well as a high cor-
relution between eontexts on the semantie dif-
ferential,  Kssentially  this  high  correlation
meuns that o measurable atlitude 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
gide across contexls, 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 respnnd in
a fairly positive way regarding their views Df
the aged as part of the “social desirability”

phenomenon (the tendency to respond with

T What one perceives as a gocially desirable

response).

When it came to assessing the three factors
embedded in the agree-disagree schedule of
statements, namely, substantive information
(SI), morale (M), and institutional climate
(IC), a greater degree of ‘digerimination be-
came evident between sets and on prediffer-
ences and postdifferences. These differences
were derived by means of a ¢ test or prediffer-
ences and pDStdlffELEncés between means of

gscores. 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
he true of impact of change on the residents
as ultlmate consumers, The greatest ammmt
area Df .S'I for thh fxtuderlts ('1t 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 eflTective, 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

~—peccur;-even though-minimal—

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

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 evaluative 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
penci] test.

The usual difficulties in assessing attitude
change apply here. Whether these negligible
results are a function of inappropriate or
nondiseriminating 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
s0) views, attitudes, opinions about their
elderly clients, about staff’s roles and their own
roles, and the goals, responsibilities, and fune-
tions of their facilitics. We observed increased
attention and sensitivity to psychosocial issues
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o the part of =ludents and statl alike which
(by their own repeated statements)  were
markedly different from the past. Apart from
the apparent zineerily in most of these expres-
sions, what seemed most convineing about the
expressions was that we saw a great deal of

and performance, not only in the classroom
but also in daily practice. Although this behav-
for would not appear to be mere rhetorie, we
might expect then that demonstrabile 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. Mueh in the way of attitude and
behavior was not bad to begin with. Second,
much of the deticit with respeet to some of
these psyehozocial dimensions (like the factors
which affect self-esteem) which we have ob-
served result, it seems to us, not 20 much from
perniciousness bul from ingrained stereotypes,
lack of appropriate and relevant information,
and failure at times to mrke the connections
between causes (certain policies and proce-
dures) and their effects (impact on the resident
or staff member). A pgood example of this in-
appropriate change ix 1 common phenomenon:
in their anxiety to provide good care and safety
for their charges, muany staff members tend
to go beyond the litnits of behavior appropri
to this concern and end up infantili
old. ’

Thus, the changes in behavior which we had
looked for and are reporting on were, i vrurse,
learned behaviors (learned in our cle..<ne |, But
thege learned behaviors might be ex | eted to
be first approximations, and the reinforcement
of these behaviors will require much mere
than such a demonstration project could pro-
vide, We were convinced that although many
positive changes were evidenced, what was
needed was, at the minimum, sometiing in the
way of periodic *booster shots” of continuing
education about these psychosocial issues.

The second question was: What werc the n

i~

relevant activities and programs in the partici-

pating facilities? The question of nature has
already heen touched upon. The extent of these -
changes, as we have documented. was such

meters of the long-term care operation. The

izsues we raized and di=cuszed with our stu--
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dents not only related to direet patient or resi-

dent eare with respeet to services and environ-
mentual input, but alse related to effective use
and development of stafl, effective dealings
with and accommodations to family members,
friends, persons in the community, agencies,
and volunteers,

specific design) issues relating to the larger
aspects of the svatem: the care and feeding of
rers (such as physicians and staft fram

legrislators.
The third question to be considered was: Was

productive, collaborative, multiorganizational
relationship (o private institutien of higher
learning, a Statewide public mental health or-
ganization, and the long-term care facilities
themselves) in conducting mental health con-

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
logristic support) we can see interlocking efforts
provided by all three sectors. In that sense, this
collaborative model did work effectively.
Baszically, 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 betler ongoing training for
licenzees 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
hours) 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
cone.

In a real way, then, this project has demon-
strated the way in which the needs of the three
sectors cun be served by a collaboration which
grows out of thelr differing functions. Some-

3]

other and then collaboration must assume
another form. For example, the State Depart-
ment of Health as well as the Nursing Home
Assaciatior- themselves were into the business
of training. The institution of higher learning
could then colluborate by offering a consulta-
tive function,
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Thus we believe that our project not only has
made a significant impact upon stgit of the
facilities actually and immediately involved,
but also has begun to infeet (in a positive way)
the broader aspects of the long-term care sys-

tems. Nonetheless, we believe that the evidence .

indicates that the surfuce has only been
seratched. Other components of the system

need to be reached and cultivated: physi
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;
ataffs, 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
s0 as to provide an effective response to con-
tinuing needs of the long-term care 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
¢ Importance of followup training of gtaft
® Effectiveness of peer training
» Value of emphasis on the prosthetic environ-
ment in psychosocial (mental health) care
* Intensive, indepth training
» Advantages of developing group cohesive-
ness in such training

" o 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 ilnd‘
care), with special emphasis on “L” facilities.:...

84

in keeping with the Department of Health’s
gpecial 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-
trators. Ancillary training programs associated
with this program reached an additional 55
persons from nursing homes.

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

Deseription
Tape: You Are Not Alone (part of series,
The Ways of Mankind).

Film: The Eye of the 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, deseribes treatment program for con-
fused elderly persons).

Address of supplier
University of California at Los Angeles
405 Hilgard Ave.
Los Angeles, Calif. 50024
(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, I11. 60637

University of Michigan, TV Center
310 Maynard 5t.

Ann Arbor, Mich. 48104
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TITLE OF PROJECT, CONTRACTOR, CONTRACT

NUMBER, AND NAME AND ADDRESS OF
PROJECT DIRECTOR(S)
ADELPHI UNIVERSITY
Title of Project: _
Mental Health in Nursing Homes Train-
ing Project, June 27, 1972—June 26, 1974
Contractor:
Adelphi University
Garden City
Long Island, N.Y. 11530
Contract Number:
HSMM 42-72-218
Project Director:
Mrs. Elaine Goldnran, Training Program
Director
Adelphi University
Garden City, N.Y, 11630
Subcontract:
Evaluation
Contractor:
Hotfstra University
Hempstead ..
Long IslandN.Y. 11530 .

Main Contract Number
HSM 42-72-218

Director of Evaluation Project
Pierre Woog, Ph.D., Director
Ph.D. Program in Educational Research
.« and Assistant Professor
Department of Educational Psychology
Hofstra University
Hempstead, Long Island, N.Y. 11550
Telephone: 516-560-3663
MASSACHUSETTS MENTAL HEALTH,
GERIATRIC UNIT, AND BOSTON UNIVERSITY
SCHOOL OF SOCIAL WORK—DIVISION OF
CONTINUING EDUCATION
Title of Project: :
Nursing Home Education Project, June 27,
1972—September 25, 1973

Joint Contractors:
Masgsachusetts Mental Health Research
Corporation
74 Fenton Roead
Boston. Mass. 02115
Boston School of Social Work
Division of Continuing Education
Roston, Mass. 02115

Contract Number:
HSM 42-72-220

Program Director:
Dr. Bennet Gurian, Director
Geriatriec Unit :
Massachusetts Mental Health Center

Boston, Mass.

Telepheone: 617-734-1300 X388
Project Director

Mrs, Anne O. Freed

Family Services

341, Beacon St

Boston, Mass.
Telephone: 617-LA 3-6400

NORTH TEXAS STATE UNIVERSITY

Title of Project:
Evaluation of Continuing Education in
Mental Health for Personnel of Nursing
Homes, September 13, 1972—Junuary 15,
1975

Contractor:
North Texas State University
Denton, Tex. 76203

Contract Numbher:
HSM 42-72-158

Program Director:
Dr. Hiram J. Friedsam, Director
Center for Studies in Aging
North Texas State University
Denton, Tex. 76203
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Project Coordinator:
Mr, Bruee London, A.C50W,
North Texas State Lni\‘m'sity
Denton, Tex, 762035
Telephone: 817-T88- 2061

UNIVERSITY OF SOUTHERN CALIFORNIA

Title of Project:
Training Projeet an Mental Health A%[)fll'%
i Nouesing Homes, June 27, 1972 —5ep-
tember 26, 1974

Contractor:
University of Southern California
University ’ark '
Los Angeles, Calit. 9000

Contract Number:
HEM 42-72--221]

Praject Director:
[ =\lhm‘t ('l Fddnrm A‘-‘«‘%()Ciill(‘ Directc’n'

L;ltl()ll .
Ethel Perey Andrus Gerontology Center
University of Southern California

Program Director:
Arthur N, Schwartz, Ph.D.
FEthel Perey
University of Southern California
University Park
Los Angeles, Calif,
Telephone: 213~ zlG

IOWA LAKES COMMUNITY COLLEGE

Title of Project:
Mewtal Health Insevviee Program for Em
ployed Long-Term Care Personnel,
June 1973 —

Contractor:
lowa Lakes Community O nllc}:v
10115 N, 6th Street
[‘mthm ville, Towa 51331

Contract Number:
HSM 42-73-185

Project Director:

Mr. Eugene Schorzmann, Assistant Super-

intendent

Andrus Gerontology Cenler

Project Coordinator:
AMrs, Julie Souhrada, RUN.
lown Lakes Community College
1011, X, 6th Street
Katherville, Tows :’3133—1
Telephone: 712-362-7231

IOWA LAKES COMMUNITY COLLEGE
Montal Health Inscrvice Pragram for Fui-
Jloyed Loyg-Term Care Personnel,
June 11, 1973—
Prepared by Fleanor C.
Oflicer *

During the first yveur of the Mental IHealth
Demaustration Model Training Projeet experi-
enve, it became apparent that a key element
had been overlooked——the role of communily
collegres in the continuing edueation of long-
torm care personnel, particularly for para-
professional and support personnel. In addition,
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 areas. The stafl of the Division
of Manpower and Training Programs, NIMIT,
decided, therefore, to develop an additional
Demonstration Model Training Projeet during
the second year, incorporating a community
college in a rural area into the demonstration
svstem. Staff began a =zeareh for a college with
4 demonstrated capability in long-terin care
personnel training in order to minimize the
lead time requirved to inttiate the projeet.

The Community Health Service, HSMHA,
had contracted with the Towa Nursing Home
Association to conduet training on a Statewide
hasis, utilizing the 15 community colleges in the
State system as prineiple trainers, One college,
in partieular, wis interested in demonstrating
a coordiuated physical health /mental health
training program and expressed this interest
to NIMH. This college met all the requirements
of demonstrated capability: location in rural
aren; access to mental health facilities also
serving the same geographic aren; and already
actively involved in the Statewide training sup-
ported by the Commiuinity Health Service, thus
maximizing the potential for a comprchensive

Friedenberg, Project

* Materinl is based on monthly reports, site visits by
the Praject Officer, correspundence with the eontractor,
and an interim report prepared by the Project Coordi-
nator.

Lad
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Lraining activity that eonld continue Tollowing
Foderal project support,

In Spring 1973, a l-year contriet wis nego-
tinted with Towa Lakes Community College,
Fethorville, lowsa, to ennduet an ongoing inse-
gervice training program for omployees of the
12 long-term care facilities located in the five
county areas of rural northwest Towa, to dem-
onstrate the role of the community college as
lead ageney in linking long-term care £ eilitios
and ment: al health services Lhrough the mecha-
nism ot continuing eduention with particular
reference to the applicability of this model to
1ol oareas,

The purpose of the project was to upgrade
the knowledge of personnel in the mental health
aspeets of eare of the aged and upgrade their
skills to provide improved physical health care.
All levels of personnel were to be ineluded, hut
particular attention was p id fo the h.unmg
patient care personnel,
cially nurses wides. Thir tvt‘n separate eatepgories
of personnel were identified for inelusion in
training. Some of the topics were appropriate
for all: other topies were appropriate for only
S0Me and were attended by only
those employees who could benefit,

The objoctives of the program were:

1. To gain a betfer understanding of long-
term care resident hehavior;

To beeome aware of and understand pat-
torns of behavier in residents throughout the
aeing process;

To improve the quality of nursing

4. To develop expertise in local teachers who
will he able to e a1 inservice education pro-
grams beyond the 1)1qu ct period;

neods of direet

cilepories

ciare s

5. To provide personnel with an opportu-
nity to upgrade their training at a low cost and
with zlmﬂicutinn {o their work. situation by
conducting the training in the facility where
employed;

To demonstrate the role of the community
college as a lt;-ud *ufomf}: in linking long-term
care  facilities menial health services
through the mechanism of continuing educa-
tion,

The contraet was renewed for a second year
to expiand the scope of the demonstr: wtion. Train-
ing was (ﬂntmn a(l .1lnnif thv pl in nf Hm ﬁl‘gt
nd(led. pmg m ‘,l,(;tl\'lthh clgsuzned tn 1mprm‘e
relationships between the community, stafl,

fdents of long-term care tacilities; n
program =pecifically desipned for facility ad-
ministvrator= and directors of nursing to en-
eourage mental health inservice training on
a cantinuing and pravide training de-
sirned to ameliorate the potential adverse psy-
chosocial impacts on patients as a resull of
new Federal regulations which require reloeat-
ing some patients,

[owi Lakes ("nmmlmil'\-
the training scasions within
fucilities as much ws pos ll]&t;llli‘@h
whoere there were not sullicient personnel in a
particnlar category or in a particular facility,
personnel from several facilities were brought
together for a presentation.

and res

i

Lisis,

‘nllr:g(l cnm]u('tvd

slble. In

add four nurse in-

o ermploved Lo instrucet

A Project Coordinator
aliructors (part time) were

and or  coordinate  the llistlllttll)n of the
course oflerings. These instructors were all ex-
perienced in continuing  education pmgl LmH

in the health sciences offered by Towa Lakes
College, including the practieal
niirsos aide, and gerintrie aide programs.
of agreement were obtained from the
Hy

Communily

nurse,
Letters
three mental health faeilities (two commun
mental health centers and a State psychiatric
in=titute) serving the same greographic arei,
and mental health professional stafl members
were identified to a>s1::t in the teaching. An
advisory group was appointed, consisting of
representatives ol the college; the long-term
eare facilities in the area; the mental health
sorvice agencies: consumers; and a representa-
tive from the area Social Service Department.
This group assisted in identifying specific ob-
jectives, content, training methods, and ¢

tion design. Orientation and pretraining ses-
sions were conducted for trainer personnel. A
system was designed for awarding cerfificates
and academic ervedit for {rainces where feasible.

During the first year of the project the con-
copt of “master” instructors was utilized. Per-
sons with expertise in particular subject arens
presented the topic at a nursing home inservice
mesting the first part of cach month. The R.N.
instructors witended these meetings and spent
additional time with the “master” instructor
preparing to present the same topic at the ve-
maining facilitics during that same month.

The second year special workshops were
utilized to prepare the R.N. instructors to pre-
sent various topics. Workshops such as ‘“Death
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and Dying,” Institute on Reality Orientation,
Sexuul Neads of the Elderly Nursing Home
Resident, Stall Motivation, and Hehabilitation
Ly the Sister Kenny Institute were beneficial
to the instructors, All the previously mentioned
workshopd except reality orientation were held
within the five-county area and were attended
by nursing home stafl members and other
interested persona.

During the first vear of the projeet 640

nursing home employees enrolled in the inserv-
ice education programs, During the fall quarter
of 1975, 444 employees attended inservice train-
ing programs. Five county custodial homes
juined the inservice project during the second
yeur,

ings per month woere eondueted in each nursing
home, The Nrst meeting was spent presenting
the program topic. The secaud meceling was o
“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 o finaneial
burden for those employvers who paid hourly
vages to their employees to attend inservice
al=o, nursing homes
a o osfafl meeting
twice 0

training programs; and

found it difficult to schedu!
with inservice meetings  scheduled
maonth,

In place of the followup meoeting, the IXN
instructors visited each nursing home approxi-
muitely 8 hours per month for dizcussions with
nursing home employees on. o one-to-one-basis,
These visits enable instructors to establish
rapport with- the employees and to beeome
more aware of their inservice educntion needs.
These visits have proved to be a valuable part
of the program, The RN instructors report
that clas=s2 participation improved as employees
became aequainted with the instructor,

During the first yvear, all departments within
the homes attended the =ame inservice meet-
ing=. Dictary and housekeeping departments
for

requested inservice progriqus specifically
theny duiring the 2econd yvedr,
In the fall of 1974, -1 hours of inservice were

“were offered in three locutions in the five-

county area. With several facilities joining to-
gather for these meelings, personnel were able

to exchange ideas. The same format was used
for housckeeping personnel in the spring of
1975, : '
During the second projeet year, @ number of
Lthe facilities requested inservice programs on
physical aspeets of eare rather than mental
health related inservice education programs,
Of special interest were the programs con-
corned with rehabilitation,
Below s a listing of program topics pre-
sented in the long-term eare faeilities.
First year
(1) Attitudes—with yourself, y- - job, resi-
dents, co-workers, relatives, visitors, and
community
(2) Mental and physical aspects of the aging
process: Biologicul changes, categorized
by body systems
(3) Mental expectations  in
disease
(1) Depression in the
home resident
(5) Realily orientation
(6) Communitly resources
(7) Questions and answers: An apen pro-
grim
(&) Death and dying
(9) Communicalions
residents
(1o Medication (for nursing personnel)
Seeond year
(1) Reality orientation
(2) Social needs of the elderly nursing home
resident
(3) Stadl motivation -
© (1) Rehabilitation {(range of motion, body
mechanics, bowel and bladder retrain-
ing)
(5) Housckeeper's inservice
(6) Dictary inservice
(7) Infection control
County and enstodial omes
(1) Comimunications with

relation  to

geriatric nursing

with  brain-damaged

brain-damaged

(2) RBehavior madification

(3) Reality orientation

(4) Seizure control

(5) Attitudes and understanding

One of the participating nursing homes
announced plans to close during the second
project year, thus providing an opportunity to
use the training program to prepare stafl to
anticipate and deal with problems resulting

39
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from relocation 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 ingervice
program dealing with relocation before the
sudden death of the administrator forced an
even carlier closing of the facility.

Advisory committee meetings have been
poorly attended by those members who had
agreed to serve gn the committee. Membpers veho
live out of the area 3aid it was not feasible to
drive a great distance for the meetings, but
they would be avajlable for telephone consulta-
tion whenever necessary, Nursing home admin-
istrators and other interested persons were
then invited to attend the meetings.

The program planner for an Area Agency on
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 is anticipated that 100 people chosen
at random in each community that hag 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 pereent of the latter groups
is anticipated. The surveys will be completed
during April 1975. At the March 12, 1975,
advi%ary mmmitteg meeting, cmé nursing hame
operate by gwmg 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
ineluded in this monograph, the Division of
M:II]})QWEI *md T aining beiieved an interim
Df this dﬂcument All EVIdEDCE pot‘% 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 cave facilities.

LONG-TERM CARE FACILITIES
COMMUNITY SURVEY

SULVeYOr: e e

Sex: M F Age

= =

Sex of Person Bemg Interwewed M F

Approximate Age of Person Being Interviewed:

£« & % & & &

WO N o N

dislike or
dislike or

10. Do you (like
11. Do you (like

£ & & % ¥ *

Do you know about the nursing home in your community? yes no
Do vou know anyone that works in the nursing home? yes 1o

Do you know any of the residents in the nursing home? yes no
Have you ever been a visitor in the nursing home? yes no

Have you ever worked in the nursing home?
Have you ever helped in the nursing home?
Would yvou be willing to help in the nursing home?
Do you think that the nursing home has detracted from the community? yes no
Do you thipk that the nursing home has improved the community?
don’t know) the employees in the nursing home?
don’t know) the residents of the nursing home?

yes no
yes no
yes no

yes no

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 fee] 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? — e
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(Adelphi University)

FUNCTIONS OF THE PROJECT DIRECTOR

1. Organization and Administration:

a. secure qualified instructional stafl: As-
certain faculty availability, (it is a fact
that the same four traincrs are not
available for all four of the training
programs), develop a pool -of faculty;
utilize the faculty poal for onsite con-
sultation;

b. coordinate training sessions to include
trainers and lecturers;

¢. prepare bibliography and learning ma-
terials;

d. schedule consultation onsite visits;

e. coordinate evaluation procedures; dis-
tribute evaluation materials.

Publicity—Public Relations:

a. prepare brochures; work with designer
and printer;

b. arrange for publicity throughout Nas-
san and Suffolk Counties in professional
journals;

¢. estublish personal contacts with per-
sonnel in various agencies and mgam—
zations; ;

d. maintain
with:

1. recipients of the project,
and evaluators;

2. other project directors at the bi-

monthly Adelphi University Contin-

uing Education meetings; .

3. deans of Schools of Nursing and

Social Work;
4, key personnel at training sites.

3. Faculty Orientation and Consultation:

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;

¢. develop and maintain an ongoing pro-
gfam eﬁvaluatian 'with trainers and eval-

0

channels of communication

rainers

d. actu;hze the tr dlnmg programs:
1. appropriate involvement in -all as-
pects of ongoing training.
Correspondence, Recordkeeping,
ports: . '
a. finalize
agencles for training

o

arrangements with various

gites:

and FRe-

L. coordinate evaluation data;

¢, arrange for planning and implementing
onsite visit;

d. develop forms for trainee application:

e. maintain records of all expenses;

f. initiate faculty contracts;

g, write progress reports and final sum-
mary;

h. prepare renewal or expansion, or both,
of current proposal relevant to evolving
needs.

SPECIFIC PROGRAM OBJECTIVES
(Adelphi University)

Speeifie objectives. Specifie program objectives

help participants to:

1. Increase their knowledge of the psycho-
social-physiological process of aging with em-
phasis on_how the aged experience themselves
and their p1 ohlems.

‘3@ In(‘]L;l%[‘ ;ntelpmscn.ll LDIﬂDEtEﬂCL ennbL
ful Lunmct \\1th 1eanlents and stilﬂ by

Understanding:

* the way one sends and responds to messages,
or hoth
e (liff’ez'ent ]ifL %tylé% ;md value aystems

Dexalapmg Sklll in:
* listening
¢ sharing emotional reactions to pldnnu‘ or

%pontanenus hehavxm

ideas in helpful ways.

3 Incleaqe abilitv ff) assess physfiﬂﬁgical,

4i Became slﬂlled in detectmg and prevent-
ing the maladaptive patterns of the institution-
alized aged,

5. Develop an awareness of the special needs
of 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 dynamics.
s Techniques for group leaders.

HOW TO TEACH AND SET UP INSERVICE
EDUCATION IN NURSING HOMES
(Massachusetts Mental Health Center)
CURRICULUM OUTLINE '

Sessions [—IIT

92
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I. Introduce questionnaire—describe purpose
of evaluation
I1. Establish contract around objectives (as-
sumption of administrative support)
I11. Procedures for setting up inservice educi-

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?

B. FFormulate tentative plans for inservice
program :

1. Who should be trained?

2. Consideration of time block re-

quired (ongoing, weekly, monthly,

ete.,, what part of day, stall deple-
tion, adequate coverage)

3. Some ideas as to purpose and con-
tent

4. Voluntary or required attendance

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

Bession ]V

[V. Steps in Curriculum Development
A, Who are the learners?
B. Their needs and responsibilities
. Setting of learning objectives
1. What do you want learners to know,
do, and feel? Differently after
training?
Examples from groups (from which
objectives are formed during ses-
sion)
Sesgions V-VII
D. Qutlining curriculum in keeping with
objectives
1. What do vou want them to know
(explore ideas, focus on objectives) ?
4. knowledge of aging process
b, attitudes
¢. interpersonal skills
d. Nadler’'s letter
Focus back on objectives )
Finalize curriculum 93

i ‘!:*..,:i\

Sesstons VIII-XI
V. How 1o Tench
A. What is a good teacher?
. Undey what cireumstances did you have
the best learning experience?
. What' is the relationship
teacher and learner?
D. Importance of initial climate setting.
I8, Methods—didactic discussion, role play-
ing, audiovisual aids, etec,
I, Knowledge and awarcness of group
process.
G. Importance of continuity.
1. review at beginning
2. summary at end
Session XII
Evaluation

hetween

Objectives
I. (How to Set Up)

A. To understand the procedures involved
in setting up nursing home in-service
education program,

B. To initiate and get underway an inserv-
ice program during the period of the
seminar itself.

IT. (What to Teach)
A. To understand steps in curriculum

development, :
B. To develop a curriculum for us=e in their
own nursing honie inservice vrogram.

IIT. (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.
Organizational life, and social life in general,
requires that people help each other. At some

tion of asking for help from others. At some
point every person will find himself in the posi-
tion of heing asked for help. We are zll very
fumiliar with the mechanical meaning  of
help...it means adding a shoulder to whatever
wheel must be turned. This is not the kind of
help [ want to talk about in this paper.

The kind of help I am talking about is
peyehological help—when you feel boxed in and
don't know whal to do, or whern someone else
does. This kind of help is a very complicated
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thing. With practice and self-nwareness, how-
ever, most people can come to understand it

The word “Help" is a little like the word
“love’ : it has a number of meanings, It may
and another thing to the person being asked.

What might the word “help” meun to the
person asking for it?

1, When some peaple say “help me,” what
they mean is “I want you to tell me what I
want to hear.” This is the self-justifying mean-
ing. .

2. When some other people say “help me”
what they mean is “1 want you to take care of
me.” This iz the dependeney meaning.,

3. When still other people say “help me,”
what they mean is "I want you to do my job.”
This is the wanipulatice meaning.

4. And finally, there are still other people
who, when they say “help me,”” mean “T want
you to make me sec some new possibilities so

as a person.” This ix the infrrdependent mean-
ing.

What might the word “‘help” mean to the
person being asked for it?

1. When some people get o request for help,
they think “Here i an opportunity to get some-
body to like me; 1 will agree with him.” This
is the self-serving meaning.

2. When some other people get a request for
help, they think “Here is an opportunity to
feel important by having someone else lean on
me.” This is the self-inflating 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 controlling meaning.

4. And finally. there ave still other people
“Here is aft opportunity to make someone think
deeply about some new possibilities, allow him
to make up his own mind, and make him grow
mature meaning.

I would like Lo suggest that the only request
for help that qualifies as “real” is the inter-
dependent request, and the only offer of help
that is “real” is the mature offer,

Deep dewn, most people know this. Deep
down, most people want real helping relation-

ships, even when on the surfuee they seem to

be asking only for agreement, only for mother-
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ing, only for manipulation of the helper, or
vven when on the surface they only offer agree-
ment, or mothering, or control of the person
ing for help. It is very rare, however, to find
someone who wishes to be helped in the real
senge, And it is equally rare to find someone
who ean really be of help. As a result, we fre-
quently avoid asking for help, and we fre-
quently avoid trying to give it.

HE

Why are we afraid to ask fo elp?

1. We are afraid to admit te ourselves that
we have problems.

2, We are afraid the other person will only
agree with us, instead of clarifying our mis-
conceptions. (We are also afraid others will
disagree.)

2. We are afraid the other person will make
us feel like children, instead of helping us to
Lecome more adult,

4. We are afraid the other person will use us
for his own purposes,

I would like to suggest o new way of looking
at this problem of asking for help. T would like

for real help—a person who can admit to him-

self that he has problems, a person who can
tuke both agreement and disagreement. a per-
son who is not afraid to teel like a child for
a short space of time, and a person who has

afraid of being used.

Why are we afraid to give help?

1. We are afraid of hearing about another
person’s problems beenuse this reminds us that
we have problems too that we may be afraid
to fuce. . o

2. We have been trapped before into giving
advice, not having it aceepled, exerting pres-
sure to get it accepted, thus turning the whole
thing into an argument, and maybe lesing a
friend in the process.

3. We have been trapped into making other
people lean on uz. only to find out later that
we gol 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 our own purposes, only to have the
other person eventually rebel, and become “nn-.
grateful.,”™

I would like to suggest that it takes o strong
person to really be helptful—a 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 h,i:: own needs to be liked, to feel
impnrt'mt r to Cuntr—nl nthur%, 1 pe’rann whn

Iiﬁé}und this. I offer the following formal sug-
gestions when you ave in o situation of tryving
to be of help to other people;

1. Be a rood listener.

Adeiphi University
TABLE 1. PROCESS

By Hildegarde E,

L(nu'ninp’ ia. an ;n'tiw plm

()l,ll’i'lltl(!llh,
haviors, separate skills, associated
with each step in learning

HE Y I)l()Léﬁh

{(Major use of the

Peplau, Fd. D,
to Paycliiatrie Nurvsing, Burd and Marshall, eds.

perfornuinces,

perceptual

Try to see things through the other per-

son's oves, %

3. Be sensitive to his feelings. IHis problem
is searing him enough: don't add to it

4. Avaoid judgments and evaluations, like
“that’s good” and “that’s had.” P

5. Don't give advice, Rather, try to make him
think, by asking questions about other possi-
bilities,

AYD CONCEPT OF LEARNING

Saome Clinieal Approaches

New York: Maemillan, 196_3

3 u} ich utilizes the thinking and perceiving abilities and knowledge
(1) dequiring new knowledge to explain

events,

he- s nmples of statements by the nurse to
facilitate development of each step in
a patient, in the total sequence of the
process of learning

procesaes—sece, hear, smell, touch,

etel)

1. To observe:
The ability to
notice what

To hear

went on or tion
what goes on To feel using tactile senses
NOW,

Asgzumption:

and assistance from a person who can focus e:

2. To describe;:

O
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To see with one’s eves

To feel using empathic observa-

What do you see?

What is that noise?

Are you uncomfortable?

Do you have something to say to me?

Clould I share the thought with you or
is it private?

Tell me about yourself,

What happened?

I dan't follow.

Tell me, what did you notice?

You noticed what?

Did you see this happen?

Who was with you?

When did this oceur?

What iz the color?

Where were you?

Tell me,.

Then v nat?

(G0 o1

(";ive oA hlnw hvébluw df‘fxt‘ffiptfﬂﬂ

The patient can-describe the Hltll'ltl(’nl n§ hc or shc vu:'de it with encouragemexzt
.usn L]\ on the a1tu.1tmn of th& Dd.tlLl]t

Tell me about the fee]mg

95 (Continued)
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Learning

" The ahilityr to

recall and

tell the details
and circum-
stances of a
particular event
ar experience,

To analyze:

The ability to
review and to
work over the
raw data with

APPENDIX

Operations

Greater reeall

Enumeratien of details

Focus on details of one event
Observe patient’s general ambig-
uwous terms for person(s) and
nurse's guestion words agsisting
patient to be specific.

83

Nurse Statements

[ 3

feeling?
Tell me more.
Then what?
Go on,
Give me an
Who are they?
What about that?

Nurse's el -
Patient's Question For instance? ]
terms Words Qescr:be that further. -
L. Everybody Whee F;j}'e me & blaw%;pblow a,ccc_:mnt of that.
’ 'Ig'ht;y S ' What did you fecl at the time?
Them Wha:u: ha'ppe.ned just before?
%écﬁﬁici;ms Which was it
o The nurses  Which? Who was the person?
= e nurses e What did you say?
N r;;; ;:;;im% What are What did your comment evoke in the

who work their names?
from 8-4
(narrowing)
4, Miss Jones
(specific
name)
Examples of the kinds of
analysis uszed by the nurse.
Tdentify needs
Decode key symbols
Distinguiszh literal and

Use nurse statements of observation

other?

step, as well.
Expluin,
Help me to understand that!
What do you see as the reason?

annther person. figurative What was the significance of -that
Sort and classily evenl?

1. Impress=ions

2. Speculations

3. Thematie abstractions
4. Hypotheses

5. Generalizing

WWhat are the common elements in these
two situations?

What is the connection?

Boil this doewn to the one important
aspect.

Clompare What caused this?
Summarize What was your part in it?
Sequence In what way did you participate?

Application of concepts

Application of personality theor:
as a frame of reference

Formulating relations resulting

In what way did you reach this deci-
gion?

What caused this feeling?

(I expected you at 8:30; you were late;

from the foregoing: that caused my anger.)
“ 1. Cause and effect Have yvou had this feeling before?
Step 3 may nceur 2. Temporal Is there wnything similar in this situa-
simultaneously 3. Thematic tion to your previous experience?
with Step 4. 4. Spatial

(Continued)
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TABLE 1. PROCESS AND CONCEPT OF LEARNING

4,

b

7.

Tn 1mmulatc
The ability to
give form nnde

structure, to

restate in a
clear, direct
way thggton-
nections re-
sulting from
Step 2
(analysis),

To validate (h\’

consensus) :
The ability to
check with
another person
and to reach
agFreement us
to the result of
Step 4 (Formu-
jation), or to

state clearly the

issue if there is
divergence in
the formula-
tions of the two
per%nnq
Tu Lést Thfs
ability to try
out the result
of Step 4 (for-
mulation) in
situations with
people, things,
ete., for utility,
completeness,

Tou integrate:

_I'he ability to

[ “see the new in

relation to or

RE%tdth’lvnf ui (].ltl in llghL of

Gperétians
Step 3

Verbal or written result of
anilysis of data

(Checking with, comparing notes
of two or more people

Pt.: Are you anxious?

(Pt. trying to validate.)

N.: (is anxinus.) No, 'm not.
Yes, T could say I am
What called my anxiely to
vour attention?

'Enme%hizm the new with the old

”Nurréc; %tltcments

—Con.

Who, Whe 11 When, Whieh, Wher{:

%t 1LL thu essence of thls %ltll;ltlﬂll m a

sentence or so,

What did vou feel?

What did vou think?

What did you do?

Tell it to me in a sentence or so.

Tell me again.

Was there o discerepancy between what
yvou felt, thought, and did?

What would you say wns the problem?

What name would vou give to the pat-
terns ui your hph avior as xmu inter-

Is this what you mean?

Let me restate, Is this
saying?

Do y(;»u g’a .:llDllj,’" with this' H

what vou were

It seems thatgla thls the way it ap-
pears to you?

Is it that you feel angry when people
tell you what to do?

Am I correct in concluding that-—?

Are vou saying—

(Set up situations where patient ecan
irv out new behavior patterns.)

Now that you have thought about this
and come {o this conclusion, why
don't you try it out?

What would you do if a situation like
this came up again?

In what way can you use this conclusion
to prevent repeating this mistake?

In what way will this conclusion hglp

vou in the future?

Whut difference will it muake now that

vou know this?

(Continued)
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Is there a struggle for leadership?
What effect does it have on other group
members?

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.

10. Autocratic: Does anyone attempt to
impose his will or values on other
group members or try to push them
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
questiona?

18. Democratic: Doer 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

1% —

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

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-
topic to be discussed and immediately
begins to talk about it, What effect
does this have on other group mem-
bers?

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 (handelasp)? How does this
affect other group members?

17. Is there any evidence of a majority

.
en

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)?7 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 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?

Is there any giving or asking for facts,

ideas, opinions, feelings, feedback, or

searching for alternatives?

pa
b
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23. Who keeps the group on target? Who
prevents topic-jumping or going off
on tangents?

Maintenance Functions. These funetions

are important to the morale of the group.

They maintain good and harmonious work-

ing relationships among the members and

ereate 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)?

25. Who cuts off others or
them (gate closers)?

96. How well are members getting their
ideas across? Are some members pre-
occupied and not listening? Are there
any attempts by group members to
hélp others clarify their ideas?

27, How are ideas rejected ? How do mem-
bers react when their ideas are not
accepted? Do members attempt to
support others when they reject their
ideas?

interrupts

VII Group 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-

mosphere characteristic of a group by
finding words which describe the general
impressions held by group workers.

98. 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-

100
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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?

Do some members move in and out of

the group, e.g., lean forward or lrack-

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, ete?

35. Do you see any attempts by group
members to block the expression of
feelings, particularly mnegative fesl-
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 mot 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 group, discussing the lead-
er's behavior, ete.)? 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 vou
have to tell your problems.” Do nicm-
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 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 divided, with
an inner cirele 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 aas:gued 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

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
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 stafl member who

88 CONTINUING EDUCATION FOR LONG-TERM CARE FROVIDERS

has helped to bring the group together. There
iy one nthm staf’f membél wm‘kmg with you.

’lhls 18 the fir st meetmg nf a p*ltmnt group
whose purpose is to or ganize 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-
ment% and problems,

This is ‘the first meetmg of a p-w.tmrlt g’mup
whose purpose is to organize a current events
discussion group. You are a member who is
afraid of new ideas and fights strongly against
them. You generally react with eriticism, dis-
agr Lement or hD%tl]lty

" This is the first meedi g of a patlent gmup
whose goal is to organize a current events dis-
cussion group. You terd to be a very with-
drawn person, who skows his hostility in
qmetly %ubtla ways.

whc;vs; purpose is to mg;mme a Qurlent events
discussion group. You are a task-oriented mem-
ber, anxious to keep the group working on its
: and not to be sidetr acl{ed

"This is the first meetmg‘ ‘of a patlent grﬂup
whose purpose is to organize a current events
discussion group. You are a pretty self-center ed
membex and tend to put personal goals above

Thl% is the first meetmg Df a patlent gmup
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 culvme You may tend to make irrelevant

This i3 “the first
whose purpose is tg or gam?e a curlént ewen’ts
discussion group. You tend to be quite opinion-
dtcd Emd aggl ESSIVE 11bout yom 1deaa

FAMILY ROLE PLAY: PREADMISSION CRISIS
(Adelphi University)
By Joan Fiorello, M.S., R.N.
Situation

This is & meeting that takes place between
stafl members, a patient, Mrs. Nathanson, and
members of Mrs. Nathanson's family, regard-
ing her admission to a small, private nursing
hume

1014




Q

ERIC

Aruitoxt provided by Eic:

APPENDIX &y

MRS, NATHANSON

You are a 75 vear old widowed Jewish 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
vour husband cut off all ties with your elder
gon 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 « small private
nursing home. You and a social worker come to
the home of a 74 vear 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 and to help make the finun-
cinl arrangements,

39 YEAR OLD SON

You are a 39 vear old man whose 75 year old
widowed mother suflered a stroke 6 months
ago. You and your younger sister have decided
she must be placed in a nursing home and re-
ceive the best of care, You and your sister have
paid for around-the-clock help to keep your
mother at home tfor several months, You are
embarrassed about approaching yvour 41 year
old successful rich brother about helping with
the cost since vou have not spoken to him in 20
years.

41 YEAR OLD SON

You are a 41 vear old svecessful business-
man. Twenty years ago vou were put out of the
family cirele when you murried a girl from an
Irish Catholic family. Your Jewish parents
were very upset and said they never wanted to
gee vou again. Over the years you have written
to your parents but have always received letters
back unopened, You feel sad and bitter about
this.

Your father died several years ago and your
mother had a stroke 6 maonths ago. Your
brother and sister have recently called to tell
vou this news because mother will have Lo be
placed in a nursing home, They do not wint to
accepl “charity™ in the form of Medicare or
velfare payments but cannot afford to pay the
caosts without yvour help.

SOCIAL WORKER

You are a social worker employed by a small
private nursing home. You and a nurse have
come to the home of a 75 year old widowed

102

woman who had a stroke 6 mouths ago. You
and the nurse have come to the home to decide
whether Mrs. Nathanson should be admitted to
the institution for which you work and to help
them make the finaneial arrangements.
AP-YEAR OLD DAUGHTER

You are a 37 year old woman with five small
children whose widowed mother had a stroke 6
months ago. You and your older brother huve
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
Catholie 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.
Ar-YEAR OLD DAUGHTER-IN-LAW

You are ithe 37 year old wife of a successful
buzinessman. Twenty yvears ago you married a
m:an from o Jewish fumily agninst the wishes
of vour Catholic 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 and other problems. Now that your three
teenagre children are close to grown up you
would like to make a new life for yourself. But
vou are not guite ready to leave and feel you
must help your husband through this episode.
His brother and sister have rveeently ap-
prosched him about helping to pay the cost of

private nursing home care for their widowed

invalid mother.

ROLE PLAY: CHANGE
(Adelphi University)
By Joan Fiorello, M5, RON.
SITUATION

Lecently several incidents have neeurred on
this geriatrie unit. Yesterday a man who has
been a resident here for o few months threw
his breakfast tray at the physician and said he
was not going to eal any more of this cold,
tasteless food.

A woman resident who has been here for a
veir hus become very quiet and refuses to eat.
Last night o newly admitted man was found

i
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When you came tn work .1t thh 1n%tltutmn 3

years ago you thought you would he able to run
groups and develop relationships with patients.
You are kept so busy by paper wor k and rou-
tine interviews with family members that you
have not been able to do this. You'd like to see
gsome changes but ave not sure the nurse or the
nurse ;H‘%thnt‘a can run gloups

You are a twentv tw; year uld woman who
works as a nurse istant on this unit, You
went to college for 2 years but left when you
felt what vou were learning was not relevant to
what was happening in the world. You have
worked as a salesgirl, office clerk and for one
yvear, 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 offorts of the staff nurse who went to the
course with you have been met with resistance.
You are thmlun f\bnut htm tn pr u;éeﬂ

Yau are the h(;.’\(l nurse on thl‘s ‘%O bed unit.

You are a 32 year old divorecee. You have some
ideas about ing this a more interesting en-
r patients aud 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 vou in work-
ing out a flexible schedule that allows vou to
spend maximum tlme with ymn dnldmn

Ynu are a GO year Dld male phx sieian. Yuu
came to work at this institution 2 years ago be-
cause you thought it would be an eagier job
than vour 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 pmblemq until then. You he-
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 vest 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
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yvour relirement but you are ashamed of these
feelings and don't w .mL fo tdlk .1bnut them

You are the :ulnuni%tmtor of thm m-at]tu-
{ion. You are a 50 vear 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 stalf but have some conflicting feelings
about the risks involved in allowing the resi-
dents more IE‘apl)ll%lhl]lt\ im thc*u oWl care

e

You are a 75 yoear old man who has been a
resident of this unit for 2 years since you had a
stroke. You can get around in a wheclchair.
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 yvears ago and were active in commu-
nity groups.

You are the stafl nurse on this unit. You are
a 45 vear old woman who returned to work
three yeurs ago after being away from work
and raising o family for 15 years. Now that
yvour children are older you would like to do
aomething interesting and rewarding vourself,
You like working here but think you and other
stafl’ should spend more time with patients. Re-
cently yvou and a nurse as istant from this unit
have tuken a course in group process. You
wotld like to start a group with patients on
this ward: You have made a few attempts but
other staff members have hzen discouraging
and vou aren’t sure of what to do next. Mayhe
this me coting is a gc‘md oppor tumtv tu try ;1;:&111

1(111 are o 29 vear old woman whc) is thc:e (11-
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-
pldmt% about food are not what the real prob-
]mn is but dnn t l{nnw wh.tt tn dn ;1bmlt lt

luu are i 4.3 year n]d miale psvchmlggmt Y'cm
have a large private practice. You work for
this institution four hours a week. You are not

eally interested in working with elderly peo-
ple, thev remind you of your aging parents and
vour problems with them. You are ambitious
and believe that having this job listed on your
resume will help your eareer with all the recent
interest in the aging person. Sometimes you
function as mediator in the team when differ-
mg pmnts ()E wew are e‘{ple%%ed

1082



