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Preface

Although we speak of “the elderly” as if there were one body of people with
common characteristics, older adults are more heterogeneous than any other popu-
lation. People over the age of 65 are also the fastest-growing segment of the
population in the United States, currently numbering 25 million. The majority of
older adults reside in their communities; a small fraction of them are cared for in
institutions. Most may expect to experience some kind of physical impairment.
Approximately a quarter of the population may expect to suffer a mental health
impairment.

While traditional therapies have not been especially effective for older adults,
behavior therapy has shown exceptional promise as a treatment modality. This book
presents a comprehensive explication of the relatively new field of behavioral
gerontology. It was written for the clinician interested in the interaction of medical,
environmental, and psychological variables and their effects on treatment of elderly
clients and for the researcher who will be looking to extend knowledge about
interventions with this population. It will be useful for the graduate student in
clinical psychology, as well as the experienced clinician, who will want to include
the elderly in his or her therapeutic population.

This book was designed in four parts. The first part contains an overview of the
field of behavioral gerontology, including its distinguishing characteristics and a
review of the behavioral intervention research, categorized by problem area. In the
second part authors discuss the influence of medication, nutrition, residential
placement, social support, and cognitive impairment on treatment, all factors
essential to the design of an intervention program. In the third part chapters are
presented about treatment applications for individuals presenting with a variety of
problems, including anxiety, social skills deficits, dating—marital-sexual di-
lemmas, depression, memory impairment, insomnia, institutionalization, health,
and pain problems. In the fourth part authors address ways of intervening in the
health care system: staff training, family care, health service providers, and com-
munity services.

The authors of these chapters are experts in their fields. Most are clinicians
who have had direct experience with aging clients. Most are researchers who have
carved out the areas of study they have written about. They have brought together a
compendium of work valuable for practitioner and researcher alike. I am grateful
for their efforts and acknowledge their significant contributions to the field of
behavior gerontology.



xii PREFACE

I am also grateful to the secretarial staff in the psychology department at the
University of Massachusetts, especially Melanie Bellenoit, who was tireless in
preparing much of this work and didn’t object as strenuously as she could about
doing multiple rewrites. My husband, John Tierney, deserves a special note of
thanks because for three years he allowed me to spread my notes, manuscripts,
references, diskettes, and soda cans into his section of our study without com-
plaining.

Patricia A. Wisocki
Ambherst, Massachusetts
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I

The Behavioral Approach
to Aging



1
Behavioral Gerontology

PatriciA A. WIsOCKI

CHARACTERISTICS OF BEHAVIORAL GERONTOLOGY

Behavioral gerontology is probably best defined as the application of behavioral
principles and procedures to the problems of the elderly and the issues of aging. As
such, it is a specialty area in behavior therapy and shares the identifiable charac-
teristics of the parent field, as defined by Kazdin (1975): (1) a focus on current
determinants of behavior rather than historical antecedents; (2) an emphasis on
overt behavior change as the proper subject matter by which effective treatment is
judged; (3) the specification of treatment procedures in objective terms; (4) a
reliance upon basic research in psychology as a source of hypotheses about treat-
ment and specific therapeutic techniques; (5) specificity in defining, treating, and
measuring target populations. While the roots of behavior therapy are planted in
the early learning theories, its contemporary branches have extended into a variety
of conceptual models and sophisticated methodologies, including applied behav-
ioral analysis, neo-behaviorism, social learning theory, and cognitive behavior
therapy (cf. Eysenck & Martin, 1987; Hersen, Kazdin, & Bellack, 1983; Wilson &
Franks, 1982).

There are at least two significant implications of using a behavioral approach to
gerontology. First, as O’Donohue, Fisher, and Krasner (1986) point out, such an
approach means that the variable of chronological age is not causal, but correla-
tional and descriptive. Behavior is not considered differently within each develop-
mental stage. The same principles of learning apply to those who are old and not
old. Thus, behaviorists reject a developmental model of aging. Second, the method
of analysis is functional. That is, behaviorists study the effects of antecedent and
consequent environmental events—the conditions necessary for behavioral
change—on the behavior of aging men and women. They do not ignore the
influence of biological variables on environmental events—certain abilities unde-
niably decline with age and certain factors associated with age influence a person’s
response to events—but they recognize that biology interacts with environment in
the production of behavior: biological conditions influence behavior and behavioral

PatriCIA A. Wisocki ¢ Department of Psychology, University of Massachusetts, Amherst, Massa-
chusetts 01003.
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changes influence biological conditions (Burgio & Burgio, 1986). Thus, the behav-
iors exhibited by old people are modifiable, even if there are biological factors
contributing to them.

The range of possible antecedents to the behaviors of the old include physical
decline, disease, social conditions, environmental factors, self-attitudes and state-
ments, nutritional practices, medication effects, and so forth. The responses elicited
by these antecedent stimuli are often those which characterize a person as elderly,
such as cautiousness, decreased mobility, withdrawal from social contact, negative
self-statements, and so forth. Consequences of “behaving old” may be further
physical decline, poor personal attitudes, loss of social connections, poor health,
and so forth. These consequences may then become stimuli for other behaviors.
Behaviorists maintain that an intervention made at either the antecedent or conse-
quence level will affect the behavior of the old.

Behavioral gerontology is a recent addition to the fields of both behavior
therapy and gerontology. It has maintained a slow but steady rate of growth since
the mid-sixties, when a handful of psychologists suggested the application of a
behavioral model to the problems of the aged (e.g., Cautela, 1966; Cohen, 1967;
Hoyer, 1973, 1974; Lindsley, 1964). The behavioral model was touted for its cost-
effectiveness; its focus on the present, immediate problem; its applicability to
populations often ignored by other treatment systems, like the chronically or
organically impaired elderly; its ability to accommodate the interindividual vari-
ability found among the elderly with the use of functional analyses and single case
design research strategies; and its commonsense approach to training caregivers
dealing with the elderly in institutions (Wisocki, 1984).

Despite the enthusiasm of some behaviorists, little behavioral research using
the elderly as subjects was actually done until 1973 (Wisocki & Mosher, 1982), and
even since then, the number of research studies per year has been small. Less than
a shelf-full of books has been published describing behavioral gerontological re-
search and clinical practice (e.g., Carstensen & Edelstein, 1987; Hussian, 1981;
Hussian & Davis, 1985; Lewinsohn & Teri, 1983; Pinkston & Linsk, 1985; Teri &
Lewinsohn, 1984). Special-interest groups in behavioral gerontology have been
formed in the two primary professional organizations for behaviorists (The Asso-
ciation for Advancement of Behavior Therapy and The Association for Behavioral
Analysis), but the membership of each group is small.

Itis possible that the lack of interest in gerontology among behaviorists reflects
the lack of interest by professionals in other fields who maintain that the elderly
suffer irreversible biological decline and cannot benefit from intervention attempts,
or that it is not cost-effective to expend our energies on an aging population when
the needs of youth are so great. It is also possible that the lack of focus on elderly as
a population is explicable, to some extent, by the belief of many behaviorists that
such variables as age, gender, and diagnostic condition are not limiting factors in
the application of behavioral technology. Many believe that research findings with
younger populations can simply be applied to older populations and that it is not
necessary to replicate work with each behavioral strategy or procedure with the
elderly. Indeed, the evidence confirms this argument, although modifications are
required of some procedures in order to accommodate particular age-related fac-
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tors. Carstensen (1988) has offered additional practical reasons: that working with
elderly requires lower expectations about the amount of gain possible in treatment;
and that few publication outlets exist for behavioral gerontological research, citing
what appears to be an antiaging bias in behavioral and clinical journals and an
antibehavioral bias in gerontological journals. Finally, Mosher-Ashley (1986-1987)
has pointed out serious design problems in much of the early behavioral research.

Whatever the reasons, it is clear that the field of behavioral gerontology is a
small one. In 1982, Wisocki and Mosher undertook a comprehensive review of all
behavioral gerontological articles published in established journals between 1963
and 1980. They presented data on the types of problems explicated in the articles,
the distribution of articles by journal type, and the specific distribution by age of all
research subjects used in studies reported in the behavioral journals. They found
that only 11 articles were published, on average, each year between 1973 and 1980;
that most of the behavioral gerontological work was published in gerontological
journals (40% as opposed to 17% in behavioral journals); that subjects over age 65
were represented in only 0.6% of all the articles published in behavioral journals;
that most of the work was done with institutionalized elderly; and that, therefore,
most of the behaviors targeted for study were relevant to that group of subjects,
such as social interaction, participation in events, management issues, self-care,
declining cognitive abilities, and related behavioral excesses or deficits. Psycho-
therapy concerns, health and disease problems, and life satisfaction issues were
addressed in only a few studies.

In 1985, Louis Burgio extended the review by four years and found no differ-
ences in the average rate of publication. He did find that behavioral journals had
increased their rate of publication of gerontological research, although it was still
less than one article per year per journal, and that medical/nursing journals had
decreased their rates of publication of that type of research. The other types of
journals contained roughly the same numbers of articles as they had previously.
Burgio (1985) also found that the types of problem areas addressed by this research
changed somewhat. There was a substantial decrease in the application of behav-
ioral procedures to the problems of self-care, participation, and social interaction,
and a substantial increase in articles dealing with psychotherapy and behavioral
medicine for the elderly. Programs in environmental management were presented
at the same rate; programs dealing with the modification of cognitive abilities
increased slightly. According to these two reviews, between 1964 and 1984 a total of
151 articles describing behavioral research in gerontology was published in estab-
lished journals.

Several reviews of behavioral gerontology were written during this time pe-
riod. In 1977, Baltes and Barton made a “case for the operant model” in gerontology
by cogently arguing that it demonstrates the plasticity of old age and that environ-
mental conditions may be arranged so as to maximize the functioning of the old.
Most of the behavioral gerontological research that occurred around that time was
directed at environmental management (antecedent stimulus control) with institu-
tionalized elderly who experienced severe response deficits, to some extent attribu-
table to the fact that they had grown old within the institution, not that they had
entered it when or because they became old. There were several reviews that
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examined the behavioral work of that period (e.g., Baltes & Barton, 1979; Got-
testam, 1980; Hussian, 1984; Patterson & Jackson, 1980; Reidel, 1981; Richards &
Thorpe, 1978; Williamson & Ascione, 1983) and concluded that, although there
were severe design flaws, the use of such a model showed clear promise for
gerontologists.

In later reviews (Burgio & Burgio, 1986; Carstensen, 1988; Mosher-Ashley,
1986-1987; Wisocki, 1984) suggestions were made to extend behavioral gerontologi-
cal work beyond the operant model and beyond institutionalized elderly popula-
tions.

This chapter is organized into topical categories of clinical interventions that
roughly correspond to the historical development of behavioral gerontology. The
field began with a focus on elderly in confined-care environments. Behaviorists
had already established a reputation for dealing effectively with “forgotten” or
“neglected” populations, and it was logical for them to transfer their attention and
skills from chronic wards to geriatric units (which sometimes were the same thing
anyway). The usual problems targeted for intervention with these populations
included self-care (feeding, ambulation, continence, hygiene); social interaction
and participation in activities; and idiosyncratic problems, like disruptive behavior,
stereotypy, repetitive verbalizations, and self-injury. The first half of this review
deals with those problem areas. The second half focuses on more recent innova-
tions in behavioral gerontological research: problems associated with cognitive
decline; treatment of problems related to health and disease; and psychotherapy
issues.

Included in this review are those research studies that described the use of
behavioral procedures and principles in the treatment of problems experienced by
clients who were at least 60 years old. When subjects in experiments were of mixed
ages, [ included only those in which the majority were at least 60 years old and/or
analyzed results by age. I have included some case studies when there has been no
research in a particular area. I have excluded studies described in papers presented
at conventions unless the results added significantly to the conclusions in a particu-
lar area of intervention. I have also excluded work on assessment scales, staff
training, observational studies, and descriptions of clinical work from book chap-
ters or popular articles.

REVIEW OF THE LITERATURE
Self-Care Programs

Self-care behaviors include eating, ambulating, and maintaining personal
hygiene. They are behaviors which were once in a person’s behavior repertoire, but
were lost in old age, more often due to lack of reinforcement than to the aging
process or disease. In a series of studies, Margaret Baltes and her colleagues have
demonstrated the powerful influence of others’ responses in creating dependency
in older people (Baltes, Burgess, & Stewart, 1978; Baltes, Honn, Barton, Orzech, &
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Lago, 1983; Barton, Baltes, & Orzech, 1980; Lester & Baltes, 1978). From her work,
Baltes (1988) has also concluded that the elderly in such situations often learn to use
dependent behavior functionally in order to obtain social contact. Thus, in attempt-
ing to establish independence in the population by teaching self-maintenance
skills, the behavior therapist must take care to establish a more appropriate method
of interaction. Unless an alternate form of social reinforcement can be arranged, it is
probably neither useful nor ethical to target self-care behaviors for change.

The therapist also has a responsibility to assess the extent to which an elderly
client is capable of meeting the demands of a program. For exam-ple, a client’s
arthritis may make self-feeding difficult. In such a case the goal of self-feeding is
most realistically achieved by supplementing a reinforcement program with envi-
ronmental modifications, such as specially designed utensils, plates with rub-
berized bottoms to reduce slippage from the table, and so forth. Mosher-Ashley
(1986-1987) has pointed out that many of the studies designed to assess the
influence of staff behavior on fostering dependency in elderly institutionalized
patients did not consider physical disabilities as a differentiating factor in treatment
and that, therefore, conclusions from those studies are limited.

Let us turn now to the specific behavioral research conducted in each of the
self-care skill areas.

Self-Feeding

Of the four studies investigating methods of teaching the elderly to feed
themselves, all used contingent positive reinforcement (food and praise) as the
primary intervention. The first three used a reversal design and demonstrated that
eating behavior was functionally dependent on reinforcement. Geiger and Johnson
(1974) used reinforcement alone and reported various levels of improvement in their
six subjects who were required to complete the consumption of a meal at one
sitting. To their design, Baltes and Zerbe (1976) added verbal prompting and a
timeout procedure for refusal to eat, which produced a dramatic improvement in
the eating behavior of one subject who had not eaten on her own in 5 months. For a
second subject, they first padded the eating utensils to make them easier to hold,
and praised the subject when she fed herself. Risley and Edwards (1978) included
manual prompting with their reinforcement program and demonstrated a positive
effect on their sample of nursing home residents. None of these studies sampled
behavior during a follow-up period, nor did they describe a maintenance program
that continued after the experimental program.

In the fourth study in this category (Lewin, Lundervold, Saslow, & Thompson,
1989), the investigators worked with two patients who were unable to eat indepen-
dently and a third patient whose visual impairments inhibited the amount of food
she ate. All patients were cognitively and medically impaired and their ages were in
the nineties. After measuring the percentages of independent eating and food
intake, the investigators prompted the first two patients to eat on their own and
praised them whenever they complied. One patient improved significantly. The
third patient was given preferred food and the physical environment was made
more accommodating. She increased food intake by 33%.
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Independent Mobility

There were four studies that examined the effects of reinforcement on ambula-
tion, or independence from a wheelchair, or on self-wheeling. Using a reversal
design, MacDonald and Butler (1974) successfully demonstrated the positive effect
of prompting and contingent staff praise on the walking behavior of two nursing
home residents. They did not conduct a generalization program or collect follow-up
data. Sachs (1975) described work with two nursing home residents who were given
tokens contingently upon amount of time or distance walked, using an AB design.
The behavior increased, but important details about the methods of observation
and coding were not explicated, and there was no follow-up component to the
program. Using an AB design, Sperbeck and Whitbourne (1981) studied the effect
of verbal praise given by nursing home staff on the walking and self-wheeling of
four elderly residents. Only one client demonstrated any improvement in distance
walked. The investigators made no attempt to assess the differential value of the
reinforcers for each of the clients, so the effect of praise was not established. No
follow-up data were presented. Burgio, Burgio, Engel, and Tice (1986) designed a
more complex study that included a generalization assessment. Using a multiple-
baseline across-settings-and-subjects design, staff prompted eight nursing home
residents to walk independently and reinforced them with praise. Six of the
subjects increased the distances they were able to walk to the dining room for a
meal where additional praise was given. In an experimental condition in which
praise in the dining room was withheld, the subjects also increased the distance
walked, thereby demonstrating a generalization effect. They did not increase their
walking in other areas of the nursing home, however. Walking to the dining room
was maintained afterward at a 4-month follow-up. The other two subjects were
unable to progress beyond the baseline level.

Carstensen and Fisher (Chapter 15, this volume) have pointed out that the
mobility of elderly clients may be influenced by physical limitations, such as
cerebrovascular accidents, the architectural design of a residence, and the absence
of staff attention for walking independently. They also suggest that wheelchairs are
often associated with privilege and cite the example of wheelchair-bound patients
allowed into meals or events before ambulatory patients, thereby possibly reinforc-
ing that form of dependency.

Personal Hygiene

This category includes programs designed for reestablishing behaviors of
independent oral hygiene, bathing, and toileting. Sachs (1975) developed a token
program to improve the oral hygiene of three nursing home residents. Two of the
subjects successfully learned the complete program, which consisted of picking up
their toothbrushes from the nursing station, brushing their teeth, and returning the
toothbrushes to the station. There was only partial success with the third subject.
As case studies in which important details about experimental procedures have
been omitted, however, these results are mainly suggestive.
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Rinke, Williams, Lloyd, and Smith-Scott (1978) tested the effectiveness of
prompting and reinforcement on the self-bathing skills of elderly nursing home
residents in a multiple-baseline design across bathing behaviors. Although they
reported that each technique, and a combination of both techniques, was useful in
increasing independence, they did not control for sequence effects. Mishara (1978)
designed a token economy program for elderly hospitalized demented patients.
Patients earned tokens for completing their own self-care skills and engaging in
social activities. After 6 months, results indicated that the patients in the program
required significantly less care from nursing staff and that significantly fewer of
them (6%) showed declines in their self-care abilities when compared with the
patients who had not been in a token program (39%), suggesting that the treatment
may have slowed the disability from dementia. Mishara was careful to point out
that some patients in the groups showed no change whatsoever.

McEvoy and Patterson (1986) added skills-training modules to their token
economy program for 30 demented patients. Each module covered a different self-
care skill area, such as bathing, hygiene, hair care, doing laundry, managing
money, selecting meals, and so forth. Each skill was reduced to its component parts
and demonstrated by the trainer, who then prompted the patients to practice and
reinforced their attempts with praise and tokens. Prompts occurred in gradually
decreasing specificity. After 3 months, the investigators noticed a difference in
improvement rates for the group of demented patients, when compared with a
control group of nondemented psychiatric patients. The investigators found that the
demented patients were able to relearn basic hygiene skills, which they had had
previously in their behavioral repertoires, as well as the control group, but not the
skills which were more complex and cognitively demanding. The patients also
learned most effectively when engaged in physical practice and when many
sensory systems were involved in the feedback process. Individual differences were
also noted. The demented patients learned basic skills within an average of 7.4 to
15.4 weeks, while the nondemented patients required 4.4 weeks for the same skills.
Of the participants in the study, 80% were discharged to boarding houses or private
residences. The investigators said that they were unable to collect follow-up data in
those circumstances.

In comparison with the amount of work on the aforementioned behaviors, the
work on incontinence is quite extensive and includes both community-dwelling
elderly and those who live in institutions. Of the four types of incontinence
identified by Burgio and Burgio (Chapter 14, this volume), only one (overflow
incontinence, in which the bladder does not empty fully) requires surgery for
correction. The other three types have been effectively modified with behavioral
procedures. These types include: functional incontinence, which occurs in people
who have normal physiological responses, but have cognitive or mobility impair-
ments that prevent them from using the toilet consistently; urge incontinence, in
which a person is unable to inhibit bladder contractions; and stress incontinence, in
which overflow is not effectively inhibited during periods of pressure caused by
lifting, laughing, sneezing, and so forth.

Functional incontinence is most common to nursing home residents and is
affected by staff attention, environmental factors, memory deficits, or psychologi-
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cal problems such as fear, confusion, or depression. Behavioral treatment efforts for
functional incontinence have included the use of voiding schedules or habit training
(Burgio, Engel, McCormick, Hawkins, & Scheve, 1988; Sogbein & Awad, 1982;
Spangler, Risley, & Bilyew, 1984); contingency management (Grosicki, 1968; Pollock
& Liberman, 1974); and a combination of the two procedures (Chanfreau-Rona,
Bellwood, & Wylie, 1984; Pinkston, Howe, & Blackman, 1986-1987; Sanavio, 1981;
Schnelle, Traughber, Morgan, Embry, Binion, & Colemen, 1983).

When voiding schedules are used, fluid intake is controlled and the patients
are checked for wetness or dryness at frequent regular intervals (usually 1 or 2
hours). With this strategy the majority of patients significantly decreased episodes
of incontinence in all studies, but they did not learn to control their bladders. The
effectiveness of the procedures depends on the consistency of the caregiver.

Burgioet al. (1988) tried to determine if the voiding schedule could be increased
from the usual 2-hour period to 3 or 4 hours. They studied four functionally
incontinent and cognitively impaired elderly in a nursing home using an AB
design. After a 2-week assessment of the frequency of incontinent episodes and
independent toilet use, the investigators placed three of the patients on a 2-hour
prompt schedule and the fourth on a 3-hour schedule. If the patient was dry during
the time period, he or she was verbally praised; if he or she had been incontinent,
verbal corrective feedback was given. All occurrences of self-initiated toileting were
praised. If there was little or no improvement, voiding schedules were reduced;
when there was improvement, the schedules were doubled. Treatment required
between 43 and 127 days and varied according to the response of the individual
patient. All patients had fewer incontinent experiences. The average percent of dry
pants increased from 30% to 62% during treatment. It was possible to thin the
prompting schedule to 3 hours for two patients and 4 hours for one patient. One
patient did not go beyond the 2-hour schedule, perhaps due to a decline in health.
Burgio et al. also found that patients became dependent on the staff-initiated
prompts to signal their use of the toilet, instead of their own internal cues. After
treatment, two patients returned to baseline levels, while two patients maintained
improvement.

In the two studies in which contingency management procedures were as-
sessed alone, rewards for dryness (tokens, social attention, tangible items) and
punishment for incontinent episodes (clean up urine and stay in wet pants, loss of
tokens) did not effectively improve clients’ voiding behavior. In fact, in the Grosicki
study, the control group subjects improved their continence levels more than the
experimental group subjects. Within the experimental group, subjects improved
more when they were given social reinforcement for continence and not at all when
tokens were used. In the Pollock and Liberman study, the patients, who had severe
cerebral dysfunctions and memory impairment that affected their ability to locate
the bathroom, increased incontinent episodes after treatment. There were also
design problems with this study that make it difficult to evaluate objectively.

When contingency management procedures were combined with voiding
schedules, there was more success. Sanavio (1981) taught two subjects a toileting
sequence that included fluid loading every hour, dry pants inspection every 20
minutes, reinforcement for voiding on the toilet and for dry pants or punishment
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for incontinence (cleaning themselves and repeatedly practicing toileting behav-
iors). Sanavio demonstrated the effectiveness of the procedure with a reversal
design and maintenance supported by follow-up data. A carefully controlled study
by Schnelle et al. (1983) was done with 11 geriatric subjects who were given social
approval when their clothes were dry or when they asked for toileting help and mild
disapproval when they were incontinent. Clothes were checked every hour and
subjects were reminded to void if necessary. The number of incontinent episodes
was reduced by half, and correct toileting increased by 45%.

Chanfreau-Rona et al. (1984) combined stimulus control procedures (a large
picture of a person toileting appropriately and cut-out footsteps leading to the
bathroom) with a 2-hour voiding schedule and verbal reinforcement for dryness for
three geriatric wards of a hospital. In two of the wards, patients increased inconti-
nent episodes, while on the third ward, there was only a slight decrease. The
investigators attributed the failures to staff behavior more than to the procedures.

Pinkston and her colleagues (1986-1987) had more success with their program
of stimulus cues and reinforcement for three wheelchair-bound elderly women in a
nursing home. In a multiple-baseline design across residents, every hour the
patients were asked if they wanted to use the toilet and were taken to the bathroom
every 2 hours. Whenever they used the toilet appropriately they were given praise
and cookies. After the intervention program there was a decrease in incontinence
and an increase in appropriate toileting.

For urge and stress incontinence, effective behavioral interventions have in-
cluded the use of voiding schedules (Clay, 1978); bladder retraining, in which the
client learns to void under different stimulus cues than those produced by the
physical urge and thereby learns to increase bladder capacity (Frewen, 1978, 1979,
1982), and biofeedback (Burgio, Whitehead, & Engel, 1985; Engel, Nikcomanesh, &
Schuster, 1974; Smith, Smith, Rose, & Newman, 1989; Whitehead, Burgio, &
Engel, 1985; Willington, 1978), in which clients learn to control bladder and sphinc-
ter responses through operant conditioning.

In Clay’s study, 31 patients learned to manage their voiding schedules, with the
diligence of their caretakers. He reported that 63% of the males and 73% of the
females were successfully managed. In a series of studies by Frewen with females
of different ages, cure rates from 82% to 97% were reported.

Biofeedback is a promising treatment for incontinent elderly. In 1974, Engel et
al. demonstrated that five of six elderly subjects were able to learn the procedure
and become continent after several training sessions. Subjects were taught to
distinguish between their typical sphincter responses and normal responses. They
were praised whenever they produced normal graphs and were told whenever their
graphs were poor. Four subjects maintained continence after the study was termi-
nated. Two remained continent for at least 5 years. The lack of control measures
restrict the conclusions of this study, however. Willington (1978) also studied the
effects of biofeedback information on a group of elderly outpatients and reported
that 62% were cured of urge incontinence and 34% showed improvement after one
to three training sessions. Working with 17 elderly patients, Whitehead et al. (1985)
reported a 78% reduction in incontinence episodes with a combination of biofeed-
back and self-directed toileting schedules. In a second study, Burgio, Whitehead,
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and Engel (1985) designed a more elaborate program in which biofeedback was
combined with pelvic exercises, self-monitoring, self-directed toileting schedules,
and relaxation techniques. Subjects were 39 elderly people who lived in their own
homes. After an average of 3.5 training sessions, subjects reduced the frequency of
incontinent episodes by an average of 87%.

Smith et al. (1989) extended this work with 54 community-dwelling elderly
who had a 12-year median duration of urge and stress incontinence. After filling out
daily bladder records for 2 weeks, subjects were taught pelvic exercises and given
biofeedback and verbal feedback about their behavior. Relaxation techniques, habit
training, diet modification, and bowel regimens were discussed with them as well.
They were instructed to do the pelvic exercises 50 times each day. They returned for
follow-up visits every 2 weeks until improvement was shown, and they were seen
for 1-, 3-, 6-, and 12-month evaluations. Assessment measures at those times
included a review of the bladder records and direct demonstration of control via the
clinical perineometer. This program proved quite successful. At all follow-up eval-
uations, subjects reported a significant decrease in the mean number of urinary
accidents. Between baseline and the end of the formal treatment sessions, subjects
improved by a mean percentage of 78%. For the most part, this improvement was
accomplished within three training visits. The study, which took 2 years to com-
plete, effectively demonstrated the value of biofeedback training for establishing
continence in this group of subjects. As the authors point out, however, there were
no attempts to randomize subjects or compare the biofeedback program with
appropriate control groups. There was also no verification of whether or not the
participants actually practiced at home and recorded data properly. The fact that
25% of the subjects dropped out of the program suggests the need for further
exploration of motivation factors in this type of program.

Conclusions about Self-Care Research

These studies on self-care represent an important phase of behavioral gerontol-
ogy. The behaviors targeted by the researchers are ones which have been regarded
as distinctive hallmarks of aging and as unmodifiable. The investigators working in
this area explored the value of contingent reinforcement for older people with
severe losses and found it useful.

Conclusions about the actual value of the interventions are limited, however,
because the research designs were generally flawed and incomplete. Subjects were
usually few in number, randomly assigned, and were studied in a within-subject
design. Studies were generally conducted within a short time period, there were
few follow-up assessments, and rarely were generalization programs built into the
treatment programs. There were few controls for experimenter bias and novelty
effects. Staff, the primary implementors of the treatments, were seldom involved in
the designs of the studies; they were often not assessed for their knowledge of the
treatment procedures or their ability to carry out the programs; and they were
infrequently trained in the procedures. The subjects themselves, mainly institu-
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tionalized elderly, were never consulted about elements of the treatment that may
have enhanced the intervention effects. For example, idiosyncratic selection of
reinforcers did not occur, although there is evidence that staff and patients often
disagree about what stimuli are reinforcing to patients (Wisocki, 1982). Some
behavioral gerontologists (Page, Caron, & Yates, 1973; Richards & Thorpe, 1978)
have been troubled by the idea that the use of behavioral procedures in institutions
may enforce traditional institutional values or may only address the concerns of
staff and family members, rather than ameliorate the problems of the elderly
themselves. A few of the later studies, however, were better designed and executed
and seem to show more concern for these sensitive issues.

Social Interaction and Participation Programs

The behavioral research into increasing social interactions, social activities, and
the social skills of elderly occupies a substantial part of the overall contribution of
behavior therapy to gerontology. I have divided this research into four types of
intervention. In the first type, environmental changes, like the inclusion of food
and beverages into the patient’s schedule or furniture arrangement, were employed
as independent variables. In the second type, recreational activities or objects were
provided to a sample of elderly who were either prompted or reinforced to use
them. The goal of this research was to increase participation in social activities. In
the third type, investigators aimed their interventions at increasing verbal interac-
tion. In the fourth type, subjects were in social skills or assertiveness programs. I
will discuss each of these in turn.

Environmental Changes

The most striking aspect of this body of research is that the intervention was
small and inexpensively achieved, but the effect on behavior was significant.
Blackman, Howe, and Pinkston (1976) designed a study in which juice and coffee
were available on 3 alternating days a week, inter-spersed with 2 days when no
beverages were available. Their data show clear differences in the number of
residents in attendance and the amount of interaction among the residents during
the days when juice and coffee were available. Carroll (1978) instituted a social hour
at which residents of a state hospital could request their own beverages and found
an increase in residents’ participation in recreational, occupational, and musical
activities. Quattrochi-Tubin and Jason (1980) provided coffee to nursing home
residents during a morning exercise program, using an ABAB design. They found
increases in program participation and increased social enjoyment. Two groups of
investigators (Peterson, Knapp, Rosen, & Pither, 1977, Sommer & Ross, 1958)
observed that interactions increased when chairs were arranged around small
tables rather than along the walls. Risley and Edwards (1978) found that social
activity during mealtime increased when institutional-style food service was re-
placed with family-style serving. Family-style service also improved residents’
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memories of the previous day’s meal. Melin and Gotestam (1981) reported an
increase in interaction among patients and improvement in the use of tableware
when staff served meals and snacks at small tables instead of placing them on
serving trays.

This research was conducted with the small percentage of elderly who are
“captive” populations in institutions, where environmental stimulation is often low.
It is, therefore, not surprising to find that a small change in residential setting or a
demonstration of personal interest produced a noticeable show of activity. In none
of these studies, unfortunately, were measures taken of the maintenance of the
targeted behaviors over time. Neither was there control for the novelty of the
manipulation. Such design problems are often encountered when one is doing
research in the natural setting, where the experimenter cannot control all the
relevant factors in a program. For example, Carroll (1978) reported that his follow-
up program was hampered by the lack of support from the staff and hospital
administration. The inclusion of large groups of clients in the treatment programs is
a noteworthy feature of this research, in marked contrast to the single-subject
designs used in the bulk of behavioral-gerontological research.

Carstensen and Erikson (1986) have cautioned that a simple increase in rates of
interaction is insufficient as a measure of success. Itis also necessary to examine the
quality of the social interaction. To arrive at this conclusion they executed a well-
controlled and elaborate study, using a group reversal design, to investigate the
effect of juice and cookies on the interaction behavior of 30 nursing home residents.
Data were taken on eye contact, body movements, sounds, lip movements, physical
contacts, gestures, and facial expressions. The actual verbalizations made by sub-
jects were repeated into a tape recorder. Results indicated that attendance rates and
number of interactions increased during the treatment conditions and decreased
during the withdrawal condition. When the content of the vocal behavior was
analyzed, however, Carstensen and Erikson found that the increase was due to
more frequent episodes of ineffective communication. During the treatment condi-
tions, ineffective communications substantially increased over baseline, while the
verbalizations of facts, opinions, and questions decreased.

Participation

Several studies were designed to increase the involvement of elderly in a
number of scheduled activities. For example, Bingo playing was encouraged among
43 institutionalized elderly by awarding badges that could later be used for obtain-
ing refreshments (Quilitch, 1974). When this condition was in force (using a reversal
design), the number of players increased from 3 to 15. The provision of puzzles,
simple dexterity toys and games, with prompts for their use (Jenkins, Felce, Lunt,
& Powell, 1977), or an opportunity to garden indoors (Powell, Felce, Jenkins, &
Lunt, 1979) increased the activity level of nursing home residents. No baseline data
are reported in these last two studies, making it impossible to judge the signifi-
cance of the interaction. Furthermore, the availability of activities is confounded
with intermittent and ongoing praise and attention, so that the separate effects are
unknown. Finally, the studies were flawed by the lack of controls for novelty effects
and the absence of a measure for maintenance and generalization.
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As Morse and Wisocki have pointed out elsewhere in this text (Chapter 4), the
results of these studies buttress the general agreement that inactivity is not a
necessary condition of the institutionalized elderly, and they demonstrate that the
strategy of providing and reinforcing participation may work effectively in institu-
tional settings. Their positive results also underscore the impoverished nature of
the geriatric wards in the 1970s. Such studies, however, do not provide the sys-
tematic data needed to understand how best to utilize limited resources to obtain
maximum participation.

In a series of studies, McClannahan and Risley systematically investigated the
effects of alterations in the environment on activity rates. In one study (1973), they
opened a store in the activity area of a nursing home and observed the amount of
interaction outside the store during times when it was open and closed. The
program was conducted over a 9-month period, but “shopping” was possible for
only 36 days (1 hour per day). Interactions were dependent on the store’s availability
and increased somewhat over time. In a second study (1975a) they found that the
placement of small objects in the trays of residents” gerry chairs increased their
activities and conversation.

McClannahan and Risley (1975b) also conducted two experiments designed to
increase activity among a population of 100 elderly nursing home residents. In the
first experiment they investigated the influence of randomly distributed prizes on
attendance at various activities—bingo games, art programs, and reading pro-
grams—using a reversal design over a 20-week period. In the second experiment
they followed the same design, but used servings of snack foods during the activity.
In both conditions the numbers of residents attending the activity sessions signifi-
cantly increased from baseline conditions, although the actual numbers of partici-
pants were small.

McClannahan and Risley (1974) investigated the effects of prompts on activity
levels of nursing home residents. In a counterbalanced design, they compared
types of announcements made to residents during nine intervals over a 3-week
period. The announcements were made via signs, the loudspeaker system, table
placards, and all three concurrently. There was also a control group in which no
announcement was made. In comparing monetary rewards for attendance and no
monetary rewards, they found no difference between the types of announcements,
but some announcement was significantly better than no announcement. The use
of all three types of announcements was slightly better than the use of any one
individual type. They also found that residents’ presence in a lounge area increased
substantially when they were paid 25 cents to answer questions while sitting there.
They noticed increases in both lounge attendance and mutual assistance among the
residents. When the money was withdrawn, participation was reduced nearly to
zero.

Newkirk, Feldman, Bickett, Gipson, and Lutzker (1976) provided supporting
evidence for the effect of prompts on activity. Employing a group design, they
found that attendance at activities was increased when a room was centrally located
and when the residents were called by name to the activity, rather than simply
announcing the activity over a loudspeaker.

McClannahan and Risley demonstrated functional relationships between
prompting and participation, but they did not address the benefits of the interven-
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tion. They examined only one residential setting and a limited range of behaviors
over a relatively short time period. This work is important, however, because it
forces us to consider environmental elements that facilitate or hinder participation
by residents. McClannahan and Risley indicated that 3 of the 10 residents in the
1975b study failed to utilize any of the materials. One of these was hostile to the
intervention, and all three patients had impaired vision. It is necessary to know
more about the match between residents’ particular specifications and the environ-
mental factors that would facilitate interactions. These points were made by the
investigators themselves.

Verbal Interactions

The findings from the Carstensen and Erikson (1986) study cause us to con-
sider carefully the work that specifically targeted verbal interactions. In the studies
described below, the investigators made no attempt to examine the quality of the
verbal behavior. The question under consideration was whether or not rates of
verbal behavior could be increased by the application of contingent reinforcement.
Mueller and Atlas (1972) tested two methods of increasing verbal behavior among
five institutionalized elderly: the use of primary reinforcers and the use of prompts
and tokens. Only the second treatment provoked a change in the clients’ verbal
exchange in group discussions. The use of prompts was not separated from the use
of tokens, however, making it impossible to differentiate the relative merits of each
treatment factor. The experimental design was a simple one; no effort was made to
vary or withdraw the experimental conditions. There were no follow-up or mainte-
nance data. With a reversal design, Hoyer, Kafer, Simpson, and Hoyer (1974)
contingently reinforced the verbalizations of two elderly mentally ill clients while
two other clients looked on. The reinforcers were pennies, candy, or cigarettes.
They found that both word production and verbal interaction increased for all
clients, including those who only observed the exchange. Their conclusions are
limited by the lack of data on generalization or follow-up. MacDonald (1978) used
contingent verbal reinforcement on the verbalizations of three elderly nursing home
residents to get them to talk to each other. When the reinforcement was withdrawn,
however, the verbal exchanges diminished. In an attempt to extend MacDonald’s
study and obtain maintenance and generalization of behavior, O’Quinn, O’Dell,
and Burnett (1982) employed a multiple baseline design with two pairs of two
nursing home residents. The clients were instructed to ask questions of each other
at the evening meal. If no verbal activity occurred, the experimenter modeled the
desired behavior and reinforced verbalizations whenever they were made. The
presence of the experimenter was faded after 10 days. Two months later the number
of interactions was measured in three follow-up visits. While rates of verbalizations
increased for all clients, interaction was apparently dependent on the presence of
the facilitating experimenter.

Social Skills Training

This is an area that has been extensively investigated by behaviorists for every
population but the elderly, despite Welford’s (1980) prediction that social skills
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would be a primary focus in applied gerontology during the 1980s. There are a few
studies, however, in which elderly clients were taught the essentials of social
interaction. All but one study were conducted with institutionalized elderly as
subjects.

Goldstein and Baer (1976) approached the problem of interaction from the
standpoint of written correspondence. When residents of a nursing home com-
plained that they received few letters, Goldstein and Baer identified letter-writing
strategies that would most likely generate responses. Three residents were selected
by staff for participation in a multiple-baseline design study. These residents were
taught to ask questions in their letters and to include stamped, self-addressed
envelopes. The strategy successfully increased the amount of correspondence each
person received, and the residents increased their social arena beyond the confines
of the nursing home.

Praderas and MacDonald (1986) tried to teach four elderly nursing home
residents to use the telephone by means of instructions, modeling, role-playing,
feedback, and reinforcement in a multiple-baseline design across behaviors. All of
the subjects improved to some extent, but only two subjects clearly acquired the
targeted skills. There was no increase in the use of the telephone and no generaliza-
tion to the natural environment.

Berger and Rose (1977) asked nursing home residents to identify difficult social
situations, 34 of which were later rated and defined by staff. Twenty five residents
were randomly assigned to one of three conditions: interpersonal skills training, a
discussion control, and assessment-only control. Those in the skills-training group
were taught to respond appropriately to half of the situations originally identified,
while the rest were used as an indication of generalization. The investigators took
behavioral measures of performance and the residents rated themselves on inter-
personal competence. The residents who received the training were significantly
more effective in responding to social events than the residents in the control
conditions in both the targeted and non-targeted situations. After a 2-month follow-
up, only the responses to the targeted events were maintained, but the training did
not generalize to non-targeted situations. No difference in self-ratings were found
between the groups.

In a well-controlled study, Lopez, Hoyer, Goldstein, Gershaw, and Sprafkin
(1980) taught conversational skills to 56 elderly institutionalized patients with the
use of modeling, role-playing, and contingent social reinforcement. All subjects
acquired the targeted skills, and the skill transferred to structured interactions with
staff, but not to unstructured situations. In a second study with a similar design,
Lopez (1980) taught 70 elderly residents who were about to reenter the community
how to express appreciation. The findings from this study paralleled those of the
first one: skills did not transfer outside the experimental situation. In this study,
skills transfer was enhanced by medium overlearning, but high overlearning
decreased both the acquisition of skills and their transfer.

Engels and Poser (1987) described a program in which community-dwelling
elderly clients established their own goals and learned social skills through role-
playing, modeling, cognitive training, and homework assignments. After 10 weeks
of training and at follow-up, clients indicated positive gains in the targeted areas.
The details of this work are reported by Engels in Chapter 8 of this volume.
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Assertiveness training, an established behavioral treatment package heavily
reliant on role-playing procedures, has had mixed results with elderly adults.
Corby (1975) found that elderly nursing home residents significantly improved in
assertion after training, but two other investigators found no significant effects.
Rose (1977) found some increase in assertion for elderly study participants, but the
increase was less than that shown by groups of younger subjects. Edinberg, Karoly,
and Gleser (1977) found no differences between older adults who participated in
assertiveness training, discussion groups, or no treatment.

Franzke (1987) compared the effects of a 6-week assertiveness training pro-
gram with a no-treatment control group. There were 42 community-dwelling el-
derly subjects in each group, with some control for socioeconomic status. Those
subjects trained in assertion scored significantly better on self-report measures of
self-concept and assertiveness. Subjects were not tested outside the training ses-
sions, there were no controls for expectancy effects, and there were no follow-up
measures.

Assertive behavior is affected greatly by situational contexts and must be
taught and practiced in those contexts for generalization to occur. None of these
studies met that requirement. The question of whether or not assertiveness training
is appropriate for elderly clients is still an open one.

Treatment Outcome Studies

Two sets of investigators conducted comparison studies of the differential
effects of treatment programs. In 1973, Mishara and Kastenbaum designed a token
economy program for male residents of a geriatric facility and compared its effects
with those of a noncontingent “enriched” control ward. Residents in the experimen-
tal group earned tokens for self-care activities, helping on the ward after mealtimes,
and talking with others. Residents were able to exchange their tokens for wine, if
they wished. In the control ward, wine was given noncontingently. After 21 months,
results were assessed. Both groups used fewer medications, but the subjects in the
control group showed a greater decline in medication usage. There was more
socialization in both groups, but the control group showed a greater increase. The
investigators judged the token economy program more effective for the active
residents. The staff preferred it because it maintained more self-care activities in
residents (Mishara, 1978).

In 1982, MacDonald, Davidowitz, Gimbel, and Foley also found that some
patients benefitted more from some treatments than others did. They examined the
effects of three treatment programs on the activity level of patients in a geriatric
ward. In the first treatment sequence, the physical environment of the dayroom was
rearranged to encourage interaction, and various recreational items were available
for use. In the second treatment sequence, staff were trained in general reinforce-
ment principles and gave attention contingently whenever they observed patients
being active. In the third treatment sequence, after training in prompting tech-
niques, staff prompted activity from inactive patients, while continuing to deliver
contingent attention to patients who were active. For both the second and third
interventions, a multiple-baseline design across subjects was used to assess the
effects. For further analysis, patients were divided into high and low-activity levels
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during baseline. After 103 days of treatment, there were three follow-up probes at
21, 41, and 61 days. The authors found that each of the three treatments effectively
increased activity levels and that there were differential effects for high- and low-
active patients. High-active patients became more active when exposed to the first
two treatments, while the third treatment (prompting) had little impact on their
activity levels. Patients with initially low activity levels responded only to the
prompt condition. At follow-up, activity levels were not maintained, most likely
because the interventions were not continued by staff, despite training in the
procedures.

Conclusions about Social Interaction and Participation Research

The ability to relate socially to others is important in the maintenance of good
mental and physical health for people of all ages. As people age, they often lose
friends and relatives from long-established social networks, and they must then
take special care of those relationships that remain or they must cultivate new ones.
Sometimes long-held interaction patterns are ineffective in establishing new friend-
ships, and the elderly person is required to learn new behaviors.

It would seem, then, that this area of research has great potential for benefiting
the elderly population. As this review indicates, however, little has been done with
those elderly who are not residents of nursing homes or mental hospitals. With
impaired elderly, researchers have learned that social and verbal behaviors occur-
ring initially at a low rate are amenable to change when contingent reinforcement is
used consistently. Subjects were able to acquire the desired behavior, but the
behavior was not self-sustaining, and rates of performance did not generalize to
conditions outside the experimental situation.

Various explanations have been proposed to explain this lack of maintenance
and generalization. Carstensen (1988) has pointed out that elderly residents of
nursing homes may not want more interaction with peers. There is evidence that the
elderly in institutions do not find other elderly men or women reinforcing (Wisocki,
1982). Another reason may be due to the staff’s behavior. Romaniuk, Wilcox, and
Romaniuk (1982) reported that elderly in a day-treatment facility were frequently
devalued by patronizing comments made by the staff. It is also possible that the
problem of social inactivity is more complex than researchers have believed. Car-
stensen and Fremouw (1988) have proposed that depression, anxiety, and mental
status are correlates of social isolation and must be included as targets in treatment
programs. Also, in this body of research, experimenters on the whole did not
incorporate maintenance plans into their program designs. Most often, they simply
waited to see if the behavior would continue after the treatment was withdrawn.
The interventions were generally short term, although the target behavior was
complex and the subjects often seriously impaired. The researchers most fre-
quently used a within-subject ABAB reversal design in these studies, with only one
treatment phase.

The studies were generally well-designed, however, and often demonstrated
innovative strategies for developing more social behaviors for institutionalized
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elderly. On the whole, they indicated that the treatment procedures exerted func-
tional control over the behavior of those elderly often considered unable to change
their condition.

Idiosyncratic Behavior Problems

Behavior therapists are often asked to consult to geriatric wards about patients’
behaviors that are either dangerous or troublesome to themselves or others. For
example, Zimmer, Watson, and Treat (1984) found that nurses in 42 nursing homes
indicated that 64% of their 3,456 patients presented significant behavior problems
and that 23% of these had “serious problems.” Burgio, Tice, and Engel (1985)
provided more specific details about these problems. In surveying an urban nurs-
ing home about the number and kinds of problems presented by their 160 patients,
they found that the most common problems were with mobility, incontinence,
dressing, confusion/disorientation, low activity level, language, depression, and
feeding. The next most frequent problems were tantrums, verbal abuse, noncom-
pliance, aggression, bedtime difficulties, disruptive behavior, stereotypic behavior,
wandering, fecal smearing, self-injurious behavior, vomiting, and inappropriate
sexual behavior. Low-frequency problems (those occurring less than 5% of the
time) included stealing, destruction of property, spitting, high activity level, and
pica. Ryan, Tainsh, Kolodny, Landrum, and Fisher (1988) identified 30% of resi-
dents in two long-term care facilities as “noisemakers.” Noisy residents were those
who displayed a “chronic pattern of perseverative verbal behavior . . . in a pattern
(which) may be continuous or intermittent, goal directed or without apparent
purpose. It may vary in loudness, content, and impact” (p. 370).

Many of these problems are positively correlated with organic impairment, a
fact that does not preclude treatment, but that does complicate treatment because
staff are often unwilling to acknowledge that environmental events may have a
bearing on the occurrence of such problems.

Although there are several anecdotal reports about various methods of treat-
ment for elderly who display these behavior problems, most of the research studies
have been conducted with younger subjects. In this section we shall look at the
existing behavioral research in this category.

Aggression

Using an ABCDA multiple-baseline experimental design across behaviors,
Rosberger and MacLean (1983) demonstrated the value of contingent attention to
positive behaviors and contingent extinction of a variety of disruptive behaviors
exhibited by an elderly female nursing home patient who had suffered a cere-
brovascular accident. These behaviors included throwing and banging dishes,
pushing objects at others, fecal smearing, kicking and tripping others, and self-
exposure. Within 3 weeks all behaviors but fecal smearing were reduced to zero
and were maintained at least 5 months when a follow-up assessment was done. The
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authors pointed out, however, that this study had serious design problems that
interfered with the integrity of the program.

Vaccaro (1988) examined the effect of a DRO schedule on the aggressive
behavior of six elderly men in a state hospital. Using a well-controlled ABAB
design, Vaccaro established a 3-week baseline by meeting with the clients for 1 hour
twice a week to discuss weekly events and to remind clients of what constituted
aggressive and nonaggressive behaviors. During the first experimental condition, if
the clients exhibited no aggressive behavior, they were rewarded with food or juice
every 10 minutes; every aggressive action was consequated with a verbal reprimand
and a 10-minute time-out period. This condition lasted for 6 weeks. A second
3-week baseline period was followed by a second 6-week experimental condition.
During the last 2 weeks of this phase, reinforcers were delivered every 20 minutes
instead of every 10 minutes. Clients were informed about this change in advance.
Finally, Vaccaro implemented a 16-week phase-out program in which clients were
rewarded for a day of nonaggressive behavior by being able to select two out of
three tangible reinforcers. After 4 consecutive days of nonaggressive behavior,
clients were rewarded with two recreational trips each week, planned around their
interests. Presumably, this pattern continued as a regular ward routine after the
study was over. Follow-up data after phase-out were not taken.

Physical and verbal aggressive acts were measured both in the context of the
group sessions with the experimenter and on the ward. In both settings Vaccaro
successfully demonstrated that the DRO schedule had functional control over the
aggressive behavior of all six clients and that the effect continued during the phase-
out period. This phase-out period, in which clients learned to extend the time
between reinforcers, is an especially notable feature of this study.

Stereotypy

Hussian (1982a) studied two elderly institutionalized patients who displayed a
variety of stereotypic behaviors. Hussian targeted only the behavior of clothing
manipulation. With a multiple-baseline design, he taught patients to associate a
large, red, cardboard circle with positive reinforcement, which was presented
when no stereotypic behavior occurred. He reported a significant reduction in
clothing manipulation after training, but no generalization to the other stereotypic
behaviors that were not treated, thereby demonstrating a functional relationship
between the intervention and the behavior.

Repetitive or Disruptive Vocalizations

In this same study of stimulus control, Hussian (1982a) included a third patient
who had a high rate of repetitive verbalizaticns. Using the same methodology, he
found that he was able to reduce the frequency of this patient’s behavior by nearly
half. In another study, Hussian (1982b) compared the effects of extinction and the
use of positive self-statements on the repetitive verbalizations about death made by
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one nursing home patient. While there was a reduction in the behavior, the experi-
mental design was inadequate to draw conclusions about treatment effects.

Several years earlier, Baltes and Lascomb (1975) published a study in which
they differentially consequated the screaming behavior of one elderly patient with a
time-out intervention and appropriate behaviors with social and tangible rewards.
They demonstrated the functional relationship between the intervention and the
behavior by means of an ABA design, but they did not measure maintenance.

Patterson and Teigen (1973) executed a nicely controlled study with a female
patient who had a 26-year history of giving bizarre information about her personal
life. Their target behaviors were factual information and reality-oriented conversa-
tion. The experimenters devised five different types of questions and varied their
presentation across three conditions. In the first condition the patient received
tokens whenever her verbalizations were correct; in the second condition the patient
was not reinforced for accuracy; in the third condition the tokens were given
contingently again. The patient was discharged home and the program continued.
The data from the home environment indicated a clear relationship between the
contingently given tokens and accuracy. When the tokens were given on a random
basis, accuracy declined. At a 2-month follow-up the behavior was maintained,
demonstrating the efficacy of the procedure.

Haley (1983) developed a comprehensive program for an elderly woman who
often cried out for assistance from her family whenever she was left alone. After
taking a baseline of the number of minutes she was able to be alone without
shouting, Haley taught the patient a relaxation procedure to use when she began to
feel anxious. He also used a kitchen timer, with gradually increasing intervals and a
message board to remind the patient of the location of all family members. When
the patient was able to tolerate a new level of time without calling out, she was
rewarded with food or wine. Eventually the family was able to leave her alone for
nearly an hour. In this case report, the author has described a successful and practical
intervention for a difficult problem, which enabled the patient to remain at home.
He has also focused on a stimulus condition of the patient (anxiety), as well as the
problem behavior (calling out). These clinical considerations, however, limit the
conclusions we might draw about the differential effects of the treatment methods.

Green, Linsk, and Pinkston (1986) taught the use of contingent reinforcement
and extinction to the spouses of two mentally impaired elderly who lived at home.
The wives identified the goals for treatment, took baseline data on targeted verbal
behavior (accusatory verbalizations, appropriate verbal responses, and sponta-
neous verbalizations), and learned to evaluate their progress. Maintenance proce-
dures were taught as well. The investigators employed an ABAB design for one
client and an AB design for the other to evaluate the effect of the interventions. For
the first client, the frequency of incidents did not change, but the duration of the
incidents decreased dramatically. For the second client, there was an increase in the
number of spontaneous verbalizations, but it was not substantial, due apparently to
the incorrect application of reinforcement by the spouse. At a 6-month follow up,
the behavioral improvements were maintained. As the authors point out, an impor-
tant feature of this study was that the wives learned better coping skills and
institutional placement was averted.
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Wandering and Disorientation

Hussian and Davis (1985) have characterized wandering behavior as ambula-
tion that is not under the control of the typical environmental cues, although it is
under some degree of stimulus control. Hussian (1982b) used a stimulus control
method to modify the wandering behavior of three demented patients. He paired
the presentation of two different-colored stimuli with the delivery of positive and
negative consequences (food and a loud noise) respectively. Once the associations
were established, each stimulus was placed in areas where ambulation was permit-
ted (the orange stimulus) and discouraged (the blue stimulus). The cues were
eventually faded. The wandering behavior was effectively reduced and success was
maintained for 2 months. Hussian found, however, that even after four booster
sessions during the course of a year, the cues were required for control. This study
is particularly noteworthy because it was conducted after a careful analysis of the
behavior and included a long-term follow-up of the effects of the intervention.

Earlier, Cuvo (1976) worked with an elderly retarded woman who had trouble
returning to her ward after an activity. Using a reversal design in which a candy bar
was either given or withheld whenever the patient returned with a set time period,
Cuvo demonstrated functional control over the dawdling behavior.

Hanley (1981) tried a different strategy. He first assessed the ability of five
demented patients to locate eight different places on their hospital ward. Any place
the patients were unable to locate became the target for their training program. The in-
vestigator showed the area to the patients, described it verbally, and coached the patient
to repeat the name of the place. Four patients demonstrated improvement in place find-
ing after a 2-week follow-up, but after 5 months these gains were not maintained.

McEvoy and Patterson (1986) used a chaining procedure with demented pa-
tients on their ward. They determined the patients’ abilities to find specific locations
and then taught them the route to the places they were unable to find in a back-
wards chaining sequence. Successful completion of each part of the chain was
reinforced with tokens and praise and another part was added to the trip. Within 1
month of training, the patients were successful 80% of the time in completing the
entire route and the behavior was maintained at a 1-month follow-up.

Hussian and Brown (1987) used a very simple manipulation to reduce exiting
from hospital wards. They placed eight strips of masking tape on the floor in a two-
dimensional grid pattern in front of exit doors and observed a 68% reduction in
attempts to open the doors among seven of eight patients with Alzheimer’s disease.
The one person who did not respond to this treatment seldom looked down at the
floor, and the investigators speculated that he probably never noticed the tape.
Hussian and Brown suggest that the grid pattern was the effective variable in
maintaining confinement of these patients, but there was no mention of controls for
other environmental events. They did not take follow-up or maintenance data.
Chafetz and West (1987) incorporated a similar intervention into their ward for
demented patients and, in conducting a longitudinal evaluation of the ward, found
that while the grid pattern was effective in reducing the number of exit attempts,
after the tape was removed, attempts to exit continued to decrease. They felt that
other changes in the general environment accounted for the behavioral success.
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Self-Injury

Mishara, Robertson, and Kastenbaum (1973) tried to stop the self-injurious
behavior of an elderly man by giving him a variety of tasks to perform. While the
strategy worked during the time he was occupied in some activity, it did not reduce
his self-abuse at other times. This case study, like others, cannot be evaluated
empirically.

Mishara and Kastenbaum (1973) conducted a more elaborate study on self-
injurious behavior in which they compared the effects of two different hospital
milieux on the self-injurious behavior of three wards of elderly patients. On one
ward a token economy was instituted. In two other wards they increased the
number of available activities, gave clients more opportunities to select reinforcers
for themselves, and tried to alert staff to the contingencies which affected clients.
The clients in the two control conditions decreased self-injurious behavior signifi-
cantly more than the clients in the token economy condition. Clients on the token
economy ward, however, required less help from staff for self-care, and they
demonstrated more appropriate social behaviors. This study is difficult to evaluate,
however, because neither baseline nor follow-up measures were taken.

Conclusions about Research on Idiosyncratic Behavior Problems

Despite the number and variety of idiosyncratic problems occurring fre-
quently with the elderly in institutional settings, the research work with those
problems is scanty. Fewer than 20 studies have been published. Excluding three
studies conducted with entire wards of patients, very few patients have been
included in these research programs.

The quality of the work is variable. Some of the studies lack crucial design
elements, especially in the areas of generalization and maintenance of the experi-
mental effects. Many of them, however, have incorporated clever, innovative, and
practical strategies into the treatment plans for clients. While this research, like
research cited previously, demonstrated the benefits of the contingent application
of reinforcement and extinction, it tested a greater variety of behavioral procedures
than work in other areas, and the interventions were more complex. This research
was also distinguished by the fact that investigators attended to individual details of
the clients and the conditions contributing to the presenting problems, tailoring
many of the programs to individual needs.

Memory Training and Language Programs

Decrements in a variety of cognitive abilities are typically associated with the
aging process. Older adults can expect to experience losses in short-term memory,
information acquisition and retrieval, and response speed, but the declines are
generally small and vary greatly between individuals.

Researchers have used behavioral principles and procedures in their investiga-
tions of ways to remediate age-related declines in cognitive abilities, with test-
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taking strategies as the target behaviors. Contingent reinforcement (in the form of
money or verbal feedback) was used effectively to increase response speed (Hoyer,
Hoyer, Treat, & Baltes, 1978; Hoyer, Labouvie, & Baltes, 1973), to increase the
number of correct responses and decrease particular kinds of errors (Perone &
Baron, 1983; Schultz & Hoyer, 1976), and to decrease cautiousness and increase risk-
taking in testing situations (Birkhill & Schaie, 1975). In two studies in which praise
was the reinforcer given for correct test responses, however, the elderly did not
improve their performance levels (Hutchison, 1974; Kausler & Lair, 1968).

Modeling strategies have also been used effectively for improving the test-
taking performance of elderly subjects. Crovitz (1966) trained elderly subjects to
verbalize the principles involved in concept formation, with a resulting perfor-
mance improvement. In several studies, Denny and her colleagues (Denny, 1974;
Denny & Denny, 1974; Denny, Jones, & Krigel, 1979) used models to teach elderly
subjects to ask effective problem-solving questions. Meichenbaum’s (1974) self-
instruction training, basically a modeling procedure, was not only used to teach
elderly subjects to attend to relevant stimulus cues and to cope with anxiety in the
test-taking situation, but produced superior performances on the categories subtest of
the Halstead battery. Labouvie-Vief and Gonda (1976) used Meichenbaum’s procedure
and discovered that self-instruction training raised performance scores on both the
training and transfer task in reasoning, which were then maintained for 2 weeks.

Some investigators used a combination of procedures to enhance the test-
taking performance of elderly participants. For example, Sanders, Sterns, Smith,
and Sanders (1975) taught subjects to solve a concept identification task by means of
a programmed learning sequence based on shaping and a token reinforcement
system. Beres and Baron (1981) based their training program on instruction, prac-
tice, and feedback and found improvements on tests of fluid intelligence. Hill,
Sheikh, and Yesavage (1988) found that active pretraining in a variety of methods,
such as imagery, affective judgment,’and relaxation, helped elderly learn mne-
monic methods.

Other investigators tried to reduce the anxiety experienced by nondemented
elderly in test-taking situations with either a relaxation procedure (Yesavage, 1984;
Yesavage, Rose, & Speigel, 1982) or stress inoculation training (Hayslip, 1989).
Yesavage and colleagues found that highly anxious subjects benefitted from relax-
ation training. Their decreases in anxiety were positively correlated with improved
performance in test-taking after memory training. Subjects who were not anxious,
however, showed learning decrements after relaxation, perhaps an indication that
anxiety had a functional value in their learning. Hayslip compared induction
training and stress inoculation training with a no-contact control on measures of
fluid ability. He found that both experimental groups demonstrated greater imme-
diate posttest gains on the Letter Sets task than the control group. At a 1-month
follow-up, the stress inoculation training group and the control group experienced
slight performance declines on that test. For a Letter Series task both experimental
groups showed improvement 1 week after posttest, but after a 1-month follow-up,
only the stress inoculation group demonstrated gains. According to Hayslip these
data suggested alternative ways to facilitate intellectual competence in older adults.

Some cognitive losses, dementia and aphasia, for example, occur as a result of
organic disorders. Even in such cases, the accompanying troubling deficits are
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amenable to intervention. The behavioral literature on these disorders, presented
below, is extremely small. I have divided it into work on memory deficits and
language programs.

Coping with Memory Deficits

Using fluids as reinforcers, Ankus and Quarrington (1972) successfully condi-
tioned elderly patients with severe memory loss to respond to specific requirements
for lever pulling. Zarit, Zarit, and Reever (1982) were moderately successful in
teaching demented patients to use imagery-based techniques to learn lists and
pairs of words. At posttest, however, the patients were unable to recall their words.
Hill, Evandovich, Sheikh, and Yesavage (1987) had more success in using an
imagery technique to teach a demented patient to connect names and faces. They
measured the interval over which the patient could recall names and found that it
increased from 2 to 6 minutes. At a 1-month follow-up, the interval of 6 minutes was
maintained.

Hanley and Lusty (1984) worked with an 84-year-old institutionalized de-
mented patient who had trouble remembering personal information and her daily
schedule. The investigators gave her a diary with the relevant information, and she
was prompted to look at it when her memory failed her. She learned to consult her
diary after 4 weeks of training, but she was not taught to initiate the behavior on her
own and, consequently, was dependent on staff for prompts.

Bourgeois (1988) tried a similar strategy with three moderately demented
patients who lived at home with their husbands and who often forgot specific
information about family matters. Bourgeois and the patients’ husbands con-
structed “communication wallets,” which contained sentences and pictures repre-
senting the information needed for communication. The patients were then
prompted to use the wallet when topics included in it were discussed. Bourgeois
assessed the number of correct statements made by the patients and found an
increase when the wallets were in use. After the prompts were discontinued, the
habit of using the wallets was maintained.

Scogin, Storandt, and Lott (1985) gave a group of elderly a graduated, self-
paced program for improving memory skills to teach themselves at home and
compared their results to those of a wait-list control group. The experimental
subjects improved on 6 of 11 measures of memory, but they did not decrease their
complaints about memory loss or their scores on a depression inventory. Treatment
effects were maintained after 1 month, according to a follow-up measure. There was
no indication that the training generalized into the natural environment, however.

Language Programs

Many of the current language rehabilitation programs involve behavioral
elements, such as shaping, fading, reinforcement, and modeling. Elderly patients
are not generally considered good candidates for rehabilitation programs because
their prospects for recovery are poor and because retraining is an intensive process,
made more difficult by the physical limitations elderly often experience.
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Behaviorists have made forays into this area, but the work has not been
extensive. Wisocki and Mosher carried out two studies in which elderly aphasic
patients were taught sign language as an alternative to verbal communication. In
the first study (Wisocki & Mosher, 1980) they treated an elderly male aphasic patient
in a VA hospital. They used shaping procedures for the client and involved a peer in
the program for generalization purposes. The patient not only learned 14 signs that
enabled him to communicate with others for the first time in years, but he also
significantly increased the mean frequency of social interactions with other pa-
tients. Both targets were maintained at a 4-month follow-up. The experimental
design of this study did not include a phase that would have conclusively demon-
strated the value of including the peer in the intervention program. This study took
place over 66 weeks and used a great deal of person power to teach a small number
of signs, calling into question its cost-effectiveness. Its main value was in demon-
strating that a severely impaired elderly client could acquire a workable communi-
cation system.

In the second study, reported by Wisocki (1986), Wisocki and Mosher taught
sign language to six nursing home residents whose language was impaired due to
cerebral vascular accidents. After a baseline period, residents were taught 70 signs
in10 weeks by means of manual shaping and modeling. The program continued for
an additional 20 weeks while staff were incorporated into the program and patients
were encouraged to use sign in the normal course of their daily routines. The
investigators found that individual patients learned at different rates. Some ac-
quired only 15% of the signs, while others learned 100% of them. At a 5-week
follow-up, retention levels were between 15% and 65% for different patients. Gener-
alization occurred for all patients. Staff involvement made little difference in the use
of sign. No longer-term follow-up was taken, and there was no maintenance
program built into the study.

Conclusions about Research on Memory and Language Programs

The basic research presented initially in this section effectively demonstrates
the plasticity of intellectual behaviors in the elderly (see a review by Baltes, Dittman-
Kohli, & Kliegl (1986) for further elucidation). The applied work, however, is still pre-
liminary. There is evidence that severely impaired elderly are able to recover some
functioning, but strict testing of methods for enhancing recovery has yet to be done.

Health Programs

Health is a major concern for elderly citizens. An elderly person can expect to
suffer from at least one chronic health problem and make frequent use of health care
services during the course of his or her old age. Since most health problems are
related to lifestyle and environmental factors, the development of positive strategies
for remediating the effects of disease is important.
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For this review I have described studies in which elderly people served as
subjects for behavioral interventions for disease conditions and health-related
problems, including arthritis, heart disease, dermatitis, cancer, choreal move-
ments, pain, headache, eating disorders, alcoholism, compliance, increasing exer-
cise levels, and increasing nutritious eating practices.

Arthritis

In two case studies, investigators worked with older arthritic patients. Czirr
and Gallagher (1983) treated a man who suffered from severe rheumatoid arthritis
and moderate depression. They taught the patient relaxation and imagery tech-
niques and encouraged him to become actively involved in pleasant events. After 7
weeks of treatment, the patient reported a decrease in pain by 50% and a significant
reduction in the depression. At a 3-month follow-up, the patient continued to report
success in treatment. Using biofeedback procedures, Boczkowski (1984) taught an
80-year-old osteoarthritic woman to avoid contracting the muscles surrounding her
joints so as to maintain a proper blood flow which, in turn, reduced the experience
of pain. The patient reported a decrease in pain, stiffness, and medication after
treatment. The conclusions of these studies are limited by the lack of controls
typical of case reports.

Lorig, Laurin, and Holman (1984) prepared a self-management course in
relaxation, problem solving, exercise, and instiuction for middle-aged and elderly
arthritis sufferers. After the program the participants demonstrated more knowl-
edge about arthritis and reported alessening of pain and fewer visits to a physician.
A few years later, Lorig and Holman (1989) studied 589 arthritis sufferers who had
taken the 6-week self-management course. They randomly assigned subjects to a
group that received a bimonthly newsletter about arthritis, a group that attended an
additional 6-week course in reinforcement, or a group that received no reinforce-
ment. After 20 months all participants were queried about their pain experiences,
feelings of depression, and visits to their physicians. There were no differences
between the groups: all participants decreased pain by 20%, depression by 13%,
and visits to physicians by 35%. The authors were confident that these trends
would continue over time. They concluded that the additional feedback in newslet-
ters about the course did not alter the effects of the self-care intervention.

Using the same educational program of Lorig et al. (1984), Keefe and his
colleagues (1990) compared it with the effects of a cognitive-behavioral pain-coping
skills-training program and a standard care control condition for 94 patients with
osteoarthritic knee pain. The mean age of the group was 64 years. After random
assignment to groups, patients in the behavioral treatment group were taught the
following strategies: relaxation, imagery, distraction, task management, ways to
schedule pleasant activities, and cognitive restructuring. Patients in the arthritis
education group were simply given lectures about osteoarthritis and various treat-
ment methods for it. Patients in the control condition continued regular treatment.
After 10 weeks, patients reported on the coping strategies they used, their health
status, and their use of medications. They engaged in a set of standard activities
used to allow observers to record pain behavior. All these measures were taken at
pre-intervention as well.
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Results indicated that the patients in the cognitive-behavioral training group
had significantly lower levels of pain and psychological disability after treatment
than patients in the other two groups. The investigators also found that improve-
ment was related to patients’ perceptions of the effectiveness of their coping
strategies. They found no improvement in physical disability or pain behavior in
any group, a condition they related to the age of the subjects in this study.

Lindroth, Bauman, Barnes, and McCredie (1989) taught a program of pain and
stress management and exercise to 100 arthritis sufferers in Australia and com-
pared the results of the program with 100 outpatients in a control group. Self-report
data on symptoms and treatment were collected before and immediately after
treatment, and 3 and 12 months after the program was terminated. The participants in
the treatment program showed significantly fewer problems attributable to arthritis,
increased knowledge about arthritis, and changes in some health behaviors.

Heart Disease

Benson, Alexander, and Feldman (1975) included five elderly patients in their
sample of eleven people with ischemic heart disease. After 4 weeks of relaxation
training, three of the five elderly patients were able to decrease the number of
premature ventricular contractions. The lack of a control group and the absence of
follow-up data make it difficult to draw firm conclusions about this finding.

Dermatitis

Manuso (1977) used biofeedback-assisted handwarming training for a 60-year-
old woman who suffered from chronic eczematous dermatitis of the hands. After a
baseline period, the patient was trained in relaxation procedures, taught how to
notice when her hand temperature was low and to use mental imagery to raise the
temperature. The program went on for 13 weeks and the dermatitis disappeared.
Six months after the program was over, the patient was still able to increase her hand
temperature and was still symptom free.

Choreal Movements

Choreal movements occur in conjunction with Sydenham’s Chorea and are
often side effects of certain drugs, inducing tardive dyskinesia. Longin, Kohn, and
Macurik (1974) trained a 63-year-old male suffering from Sydenham’s Chorea to
make incompatible responses on a lever-pull, button-press apparatus. During
training the patient was able to demonstrate a decrease in spasmodic movements
that generalized to other situations and was maintained 20 weeks later at follow-up.

Two sets of investigators successfully reduced the orafacial movements of
tardive dyskinesia in elderly patients. Taylor, Zlutnick, and Hoehle (1979) did so
through the use of overcorrection and feedback, while Jackson and Schonfeld (1982)
trained their patient to gain control by practicing in a mirror and then used visual
and aural feedback via a television monitor and a small microphone to prompt
continued control.
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Pain

In a controversial case report, Levendusky and Pankrantz (1975) described the
treatment of a 65-year-old man who experienced intense abdominal pain and was
dependent on pain medication. They diluted the pain medication with saline
(without the patient’s knowledge or consent) and gradually withdrew it. Simul-
taneously they taught the patient relaxation, imagery, and cognitive relabeling for
the pain behaviors. According to self-report measures, the patient improved signifi-
cantly and was still doing well at a 6-month follow-up.

Pearson (1987) described an interesting application of imagery procedures in a
case study of an 84-year-old woman who experienced severe pain in her foot and
ankle. Relying on the patient’s devout Catholicism, the nurse asked the patient to
visualize the characteristics of the pain and what the inflamed area would be like
without the pain. She was told to picture the Holy Spirit entering the body and the
painful area to make the pain “escape.” Such instruction was apparently effective in
this case.

In a nicely controlled study, Puder (1988) examined the value of stress inocula-
tion training for 69 patients experiencing chronic pain. The subjects ranged in age
from 27 to 80, with a mean age of 53 years. Twenty two of the subjects were over age
60. Subjects were divided into two groups: immediate and delayed treatment. After
a week of baseline in which subjects recorded and rated their daily pain experi-
ences, indicated the amount of pain-induced interference in their daily activities,
reported on their abilities to cope with pain, and their use of medication and other
treatments, the participants were instructed in the procedures. Their progress was
reviewed during each session, and problems were discussed. Therapy was con-
ducted once a week for 10 weeks in a group format. The self-report measures
continued throughout treatment and a 1-month follow-up. At 6 months the partici-
pants collected the same data for 1 week. Results indicated that the treatment was
effective in managing the pain experience, but that it only slightly affected per-
ceived intensity of pain.

The author also analyzed the effect of age on treatment outcome. He found that
age was not a factor in the treatment success and recommended the inclusion of
older adults in programs for chronic pain as an alternative to drug therapy, which
may be risky for elderly people. The author points out that reliance on self-report
data and the lack of an alternative treatment group are limitations of the study.

Achterberg, Kenner, and Lawlis (1988) included several elderly subjects in
their study of 149 severely burn-injured patients. They compared three treatment
groups (relaxation alone; relaxation and imagery; relaxation, imagery and thermal
biofeedback) with a no-treatment control group, using daily measures of discom-
fort, anxiety, mood, blood pressure, heart rate, respiration, medication usage,
EMG, and thermal responses. They found that all three experimental groups
benefitted from treatment, but subjects in the group with the biofeedback compo-
nent showed the most success. However, the authors cautioned that the benefits of
biofeedback in this case did not justify the costs required and instead recommend
the relaxation and imagery treatment.
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Cancer

As a conditioned response to chemotherapy treatments for cancer, patients
often experience anticipatory nausea and vomiting. An elderly female patient, seen
by Hamburger (1982), continued to feel the side effects long after chemotherapy
whenever she felt anxious or angry. She learned to use relaxation procedures to
cope with the emotional stimuli and reported satisfaction with the technique, even
after a year had passed. Green and Seime (1987) were more sophisticated in their
study of an elderly woman patient who experienced nausea in conjunction with her
chemotherapy. In a single-case reversal design, they successfully used a taste-
masking solution to reduce the effect of the chemotherapy and were able to
maintain the benefits after withdrawing the solution.

Headache

In two case studies, investigators reported success with relaxation procedures
(Linoff & West, 1982) and biofeedback (King & Arena, 1984) for elderly patients
suffering with headache pain. In the first study, an 89-year-old male resident of a
nursing home received 19 sessions of taped relaxation instructions, accompanied
by soothing background music. At the end of treatment he reported a significant
reduction in pain and other somatic problems. Staff reported that he had requested
pain medication only once in 3 weeks, a change they regarded as significant. There
were no follow-up measures. In the second study, a 69-year-old man with cluster
headaches was trained in biofeedback and self-monitoring. His wife was taught to
avoid reinforcing the headache behavior. Intensity of headache pain decreased by
44% after treatment, and the couple attributed improvement in their relationship to
the treatment. There were no follow-up measures.

Arena, Hightower, and Chong (1988) evaluated the effects of an 8-week relax-
ation treatment on the tension headaches of 10 elderly subjects. At a 3-month
posttreatment assessment they found a significant decrease (50%) in overall head-
ache activity in seven subjects, a significant increase in the number of headache-free
days, and significantly less peak headache activity and use of medication. These
results challenge previous findings from retrospective studies that indicated a
negative linear relationship between age and outcome success (i.e., Blanchard,
Andrasik, Evans, & Hillhouse, 1985, who studied five elderly subjects; Diamond &
Montrose, 1983, who included data from one elderly subject; Holroyd & Penzien,
1986, who conducted a meta-analysis of the tension headache literature). However,
there are limitations of the study, as the authors themselves point out. There is no
control group; the sample size is small; the sample is limited to healthy, white,
nonurban residents; only relaxation methods were used in the study.

Eating Disorders

It is likely that eating disorders generally go unreported among elderly pa-
tients because they are usually seen and treated as symptoms of a physical disorder
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(Stelnicki & Thompson, 1989). Yet there have been reports in the literature of
behavioral treatment programs for elderly who experience anorexia nervosa, bu-
limia, and pica. All of the behavioral interventions for these problems have been
described in a single-subject case study format and, therefore, their conclusions
must be considered tentative.

Of the three studies of anorexia (Launer, 1978; Price, Giannini, & Colella, 1985;
Ronch, 1985), behavioral treatment programs resulted in successful weight gain,
but the programs were incomplete and the likelihood of continued maintenance
after release from the hospital was considered poor. Follow-up information was
lacking in all cases. Barry and Salamon (1987) described the unsuccessful cognitive-
behavioral assessment and treatment of a 78-year-old institutionalized bulimic
male patient. Nash, Broome, and Stone (1987) successfully treated an elderly male
patient with pica by using contingent brief physical restraint. Follow-up data taken
several months later indicated a 98% reduction in pica behavior and a total lack of
pica-related physical complications.

Alcoholism

There are four reports on the use of behavioral treatment strategies with elderly
alcoholics. In the first study, Horton and Howe (1982) describe the contingent use of
response cost whenever the breathalyzer reading of an elderly demented nursing
home resident exceeded a specific point. As long as the contingency was in effect,
the patient refrained from drinking.

The other three reports are based on work with larger numbers of subjects and
involve more complex programs. Wiens, Menustik, Miller, and Schmitz (1982-1983)
founded their program on aversive conditioning principles. The investigators re-
ported that the older subjects experienced success rates comparable to those of
younger subjects 1 year after completion of the intervention. Dupree, Broskowski,
and Schonfeld (1984) centered their program around five training modules in which
the following goals were emphasized: the functional assessment of drinking behav-
iors; the establishment of self-management skills for high-risk situations; the acqui-
sition of information about alcohol and alcohol abuse; ways of generating problem-
solving skills; and ways of expanding social support networks. The treatment
program went on for more than a year and experienced a high dropout rate. Of
those 17 subjects who remained in the study, 82% were successful abstainers a year
after the program was completed. Carstensen, Rychatavik, and Prue (1985) evalu-
ated a 28-day inpatient program for 16 elderly alcoholics at a VA Medical Center.
Patients received medical care, individual counseling, education about alcoholism,
training in self-management and problem solving, and marital therapy or voca-
tional rehabilitation if needed. Carstensen et al. found that 50% of the sample
maintained abstinence for 2 years and that another 12% had significantly decreased
their usage of alcohol.

Horton and Fogelman expand on the treatment literature for elderly alcohol
and drug abusers later in this text (Chapter 13).
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Compliance

There are three studies which investigated ways to teach elderly to adhere to
medical regimens or follow treatment recommendations. Dapcich-Miura and Hov-
ell (1979) worked with an 82-year-old heart patient who successfully improved his
compliance with a complex medical regimen by means of a token reinforcement
program. The patient was reinforced with poker chips if he engaged in three
specific types of “healthy behavior” every day: taking his pills, drinking orange
juice, and taking walks. The poker chips could be exchanged for the privilege of
deciding what to eat for dinner or what restaurant to visit. The authors demon-
strated that the patient increased his target behaviors as a function of the token
program. When the tokens were withdrawn, the behaviors rapidly returned to
baseline levels. Wandless and Davies (1977) demonstrated that tear-off calendars or
tablet identification cards were more useful for elderly patients in avoiding errors in
medication compliance than standard instructions. Patients who used the calen-
dars made fewer errors than patients who used cards, and those with either a card
or a calendar made significantly fewer errors than those given only standard
instructions. Waggoner and LeLieuvre (1981) used visual feedback displays to
enhance compliance with exercise regimens for elderly with rheumatoid arthritis.

Increasing Exercise Levels

Using a simple AB design, Libb and Clements (1969) reinforced four demented
elderly patients with tokens (marbles that could be exchanged for tangible items)
for 5 minutes of riding on a stationary bike. After 14 sessions, three patients met the
exercise goals established for them. Those patients with the lowest baseline levels
showed the greatest effect. There was no attempt to measure maintenance. Without
a reversal phase in the design, however, it is difficult to ascertain the relationship
between the behavior and the intervention.

Perkins, Rapp, Carlson, and Wallace (1986) used a multiple-baseline design
across subjects to increase the rate of exercise by eight male residents of a nursing
home who ranged in age from 46 to 78 years, with a mean of 66 years. The program
included a 6-week baseline phase; an intervention consisting of goal setting,
posting of performance feedback, and contingent reinforcement; and a mainte-
nance phase of goal setting and posting without contingent reinforcement. Goals
were set each week at 10% above the previous week’s average daily distance
achieved on a stationary bike. A participant was required to meet his goal four out
of five days before establishing a new target. Reinforcement was given in the form
of a gold star placed next to the participant’s name, praise, colored buttons, a tee
shirt, and publication of the participant’s name in a newsletter. After four to six
goals were met, the reinforcers were eliminated. Goals were posted for an addi-
tional 6 weeks. The intervention consistently increased the exercise levels of all
subjects until the contingent reinforcement was withdrawn. At that point one of the
eight subjects stopped bike riding altogether, and a second subject returned to his
baseline level. The exercise behavior of the other six subjects remained fairly stable.
No follow-up data are reported.
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In a study by Matteson (1989), 36 elderly subjects participated in a 3-month
program of supervised and unsupervised stretching exercises, walking, and other
exercise activities. The first group of subjects received positive reinforcement from
the facilitator each week; the second group received positive reinforcement each
month; and the third group received no reinforcement. All groups significantly
increased their exercise levels by approximately 1 hour per week, but the second
group had significantly lower levels of exercise than the other groups.

Increasing Nutritious Eating Practices

Bunck and Iwata (1978) tackled a more general problem. They investigated two
ways of improving participation in community meal programs by using a multiple-
baseline design across three groups of elderly citizens in 292 households. In the first
experiment they compared the effectiveness of providing public service radio
announcements about the availability of meal programs and free transportation, a
home visit in which the citizen was personally invited to attend, a follow-up phone
call, and a mailing announcing a list of rewards for participation. Giving rewards
for participation was the most effective method for increasing attendance at meal
programs (it was also the least expensive method). The home visit was also an
effective strategy. Overall, however, they managed to increase participation only by
25 people. In the second experiment Bunck and Iwata used the 25 participants from
the first experiment and evaluated the differential effects of allowing the elderly
citizens to select their own rewards versus experimenter-selected rewards (i.e.,
movies and bingo provided after the meal). Both strategies improved attendance,
but the self-selected reward program was more cost-effective.

Conclusions about Health Behavior Research

Of the research reported in this section, more than two-thirds was conducted
in a single-case design format without benefit of the controls described as appropri-
ate for such research (see Hersen & Barlow, 1976). Many of the remaining studies
lacked controls for expectancy effects, objective measures of treatment effects,
reliability measures, adequate sampling, and follow-up data. In the area of physical
health, like mental health, clients are influenced by a variety of placebo factors.
Spontaneous remission of some types of diseases is not uncommon. Itis, therefore,
necessary that experimental work in the health field be as carefully controlled as
other areas of scientific investigation.

The range of problems addressed in these studies was impressive, however,
and the findings from them offer promise for the alleviation of a variety of health
problems experienced by older adults, in both community and institutional set-
tings. Behavioral interventions seem as effective for elder subjects as they are for
younger ones, although more comparative studies are necessary to determine the
fact of that conjecture. As Keuthen and Wisocki point out in Chapter 16 (this
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volume), the potential for substantive contributions by behavior therapists in the
field of behavioral medicine is vast. '

Psychotherapy

Psychotherapy with the elderly, no matter the mode of intervention, is a poorly
researched area. A small number of case studies exists to show the potential
benefits of behavior therapy for the psychological problems experienced by elderly
clients, but there is very little systematic research available to guide therapeutic
activities.

As in the review of health programs, I have divided the relevant studies on
intervention by problem area: anxiety, anger, depression, bereavement, paranoia,
obsessive-compulsive behavior, self-esteem, insomnia, and mixed problems. I have
mentioned case study evidence to illustrate the range of possible directions for
therapy, but the benefits of those studies are limited.

Anxiety and Stress

There are several case studies in which the authors reported successful imple-
mentation of stress management procedures. Friedman (1966) employed desensi-
tization and anesthesia-assisted relaxation to treat a 66-year-old man with a severe
fear of dogs. Wander (1972) used 23 sessions of systematic desensitization and
thought stopping to reduce the phobic behavior of a 60-year-old man. Garrison
(1978) helped a 65-year-old man cope with a fear of leaving home by teaching him
relaxation techniques. Garfinkel (1979) decreased anxiety and agitation in an el-
derly patient through relaxation and systematic desensitization. Thyer (1981) used
in vivo desensitization to eliminate the dog phobia of a 70-year-old woman. In all
cases the patients improved as a result of treatment and demonstrated gains at
follow-up, but there was no demonstration of a functional relationship between
intervention and outcome.

In two studies, DeBerry (1981-1982, 1982) compared the use of progressive
muscle relaxation therapy with a placebo control for anxious elderly women.
Treatment occurred over a 5-month period. Subjects who received the relaxation
training were significantly less anxious at posttreatment and at follow-up than were
the subjects in the control group. Anxiety was measured only by self-report,
however.

Downs, Rosenthal, and Lichstein (1988) conducted two studies comparing
participant modeling and filmed peer modeling to decrease anxiety about whirl-
pool bathing among fearful elderly patients in a nursing home. In the first study, 24
patients were assessed for avoidance behaviors in the bathing routine, matched on
assessment scores, and assigned to one of the treatment groups or the control group.
Treatment occurred twice a week for 2 weeks. In groups of four, patients in the
participant modeling group observed the therapist and several volunteer patients
sequence the procedure, with and without assistance from the therapist. The same
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series of events occurred for patients in the filmed modeling condition, except that
they observed two peers engage in the behaviors and were encouraged to imagine
themselves in the film and anticipate possible problems. Patients in the control
group received only pre- and post treatment assessment.

The participant modeling group showed greater behavioral improvements
than the filmed modeling group. Both modeling conditions produced better results
than the control group. There were no significant differences between groups in
patients” subjective evaluations of distress or ratings by aides. Gains were main-
tained at lower levels after 4 weeks. No additional follow-up data were taken.

In the second study by these investigators, 48 patients with similar avoidance
problems were included. Assessment, matching, and treatment procedures were
the same as in the first study, except that the patients were seen individually rather
than in groups. Findings were the same.

In Chapter 5 (this volume), Handen outlines a number of problems with the
treatment of anxious elderly. ‘

Anger

Wisner and Green (1986) treated a 73-year-old demented man who had fre-
quent outbursts of anger. After a 2-week baseline period in which angry episodes
were charted, the patient participated in a 6-week program in cognitive-behavioral
strategies for controlling anger. At a 3-month follow-up, the authors concluded that
the treatment was effective in helping the patient control his anger.

Depression

In the first case report of the behavioral treatment of depression, Falloon (1975)
described the combined use of in vivo desensitization, social skills training, anti-
anxiety medication, and contingency management by staff to eliminate various
fears of two depressed elderly women. According to measures taken by staff, the
patients experienced less depression and anxiety.

Hussian and Lawrence (1981) and Hussian (1983) adopted Lewinsohn’s model
of treatment for a group of institutionalized elderly and reported success with a
program of social reinforcement for increased levels of activity and instruction in
problem-solving techniques.

Goddard and Carstensen (1986) also used Lewinsohn’s conceptualization of
depression to treat an 86-year-old female nursing home resident. A functional
analysis of the problem (which the client participated in) identified that the reduced
availability of reinforcers was a primary factor in the depression. Treatment con-
sisted of increasing access to self-initiated reinforcing events, extinction by staff for
the patient’s crying spells, social reinforcement for positive behaviors, and individ-
ual therapy sessions. Behavior change was determined by scores on a mood rating
scale and the Geriatric Depression Scale. After 10 days of intervention and 28 days of
maintenance, the patient was markedly improved. At a 6-week follow-up the gains
were maintained.

Two sets of investigators examined the effects of a treatment strategy on the
number of complaints emitted by depressed elderly institutionalized patients.
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Williams and Dorow (1983) used music and verbal feedback in various degrees to
reinforce and punish noncomplaining and complaining behavior, respectively. In
the first condition their patient, a 79-year-old man, was given sympathy whenever
he complained and praise for not complaining. In the second condition, he was
reprimanded for complaining, his favorite music was discontinued, and he was
praised for not complaining. In the third condition, his music was interrupted
whenever he complained, but there was no other feedback. In the final condition, no
music was presented. The investigators found that complaints decreased and
noncomplaining behavior increased when music was used contingently.

Using an ABAB design, Williamson (1984) treated an elderly female patient in
individual sessions, where she was encouraged to talk about nonsomatic things by
making such talk contingent on time to discuss somatic complaints. For example, at
first only 1 minute of appropriate talk was required for 4 minutes of “somatic talk.”
Over time, the ratio changed in favor of the appropriate conversation. The amount of
somatic talk decreased by 20% by the end of therapy, and a functional relationship
between the intervention and the rate of somatic complaints was demonstrated.

Thompson, Davies, Gallagher, and Krantz (1986) have reviewed Beck’s ideas
about depression, the critical therapeutic ingredients, the stages of therapy, and the
empirical research in light of their relevance for elderly adults. They also present
four case studies exemplifying the range of clinical problems to which one might
adapt Beck’s therapy model for the elderly.

Several investigators have compared group behavior therapy for elderly de-
pressed clients with other forms of psychotherapy. The results have been interest-
ing. On the whole, there have been no differences between therapies when meas-
ures were taken immediately after the termination of treatment. Subjects improved
in all treatment conditions. For example, Steurer et al. (1984) found that both
cognitive-behavioral and psychodynamic therapies were equally effective. Gal-
lagher (1981) and Gallagher and Thompson (1982, 1983) reported that behavior
therapy was as effective as supportive psychotherapy, cognitive therapy, and in-
sight-oriented therapy. However, when the results were examined more closely,
patients in the behavior therapy condition showed more gains. Observers who were
recording social interaction data in the Gallagher (1981) study reported significant
increases for the patients in the behavior therapy condition. These patients also
indicated more satisfaction than those in the supportive therapy group when
posttreatment interviews were done. Subjects in the study by Gallagher and
Thompson (1982) who were in the control condition showed a significantly greater
rate of relapse at a 1-year follow-up (56 %) than patients in either behavior therapy or
cognitive therapy (11%). In Chapter 10 (this volume) Teri presents the details of
therapy with depressed clients.

Bereavement

Flannery (1974) described the treatment of an elderly bereaved man who was
suffering with agitated depression and a variety of somatic complaints. Flannery
made therapy with himself contingent upon the patient agreeing, in a written
contract, to seek medical services, dispose of all inappropriate medications, and
attend activities at the senior center. During therapy Flannery reinforced positive



38 Patricia A. Wisocki

self-statements and prompted and shaped the discussion of grief-related topics.
The treatment was regarded as successful, but many important details of it were not
spgcified.

For more information about the use of behavioral methods for dealing with the
grief experiences of older adults the reader is referred to Wisocki and Averill (1987).

Paranoia

The only evidence pertinent to the treatment of paranoia in elderly clients is
currently derived from case reports. All treatment strategies in these reports are
highly dependent on the behavior of others in the client’s environment and involve
careful use of reinforcement for positive behaviors and extinction for the paranoid
statements. Brink (1980) significantly reduced the paranoid statements of an 81-
year-old female by instructing the patient’s daughter to engage in positive discus-
sions with her mother every day and to briefly confront and then ignore paranoid
complaints. Observing that institutional staff intermittently reinforced the para-
noid delusions of a 68-year-old woman on the ward, Carstensen and Fremouw
(1981) instructed the staff members to terminate all verbal interactions that con-
tained paranoid statements and to engage in conversation with her at least once a
day when she was not expressing paranoid statements. The patient was also
instructed to keep a diary of positive events, and she was seen in individual therapy,
where she was encouraged to discuss her feelings of dependency, mistrust, and
isolation. After 14 weeks of this type of treatment, the patient stopped speaking in
delusional language and was on good terms with the staff. Haley (1983) used eight
sessions of cognitive-behavior therapy, which included role playing, assertive
training, relaxation, and self-disclosing statements to reduce the paranoid behavior
of a 71-year-old nursing home patient. He also suggested that staff relabel the
patient’s behavior as “healthy assertiveness.” Incidents of conflicts decreased by
half after treatment. In the treatment of a 78-year-old paranoid demented male
patient, Proulx and Campbell (1986) achieved significant decreases in confused and
paranoid behavior by having an observer chart the relationships of antecedents and
consequences to the behavior.

Obsessive-Compulsive Behavior

Four case studies have been reported in which patients with obsessive-
compulsive disorders have been treated by behavioral methods. Two involved
handwashing compulsions (O’Brien, 1978; Rowan, Holborn, Walker, & Siddiqui,
1984) and two involved compulsive checking (Junginger & Ditto, 1984; Melamed &
Siegel, 1975).

In the first set of reports, O’Brien instructed his client, a 70-year-old woman
who also had a fear of contracting smallpox, to read and write whenever she felt like
washing her hands, behaviors incompatible with handwashing. The client and her
husband were also trained in assertion and in the use of contingent reinforcement
and extinction. Therapy continued for 16 sessions. O’Brien reported that the client
was free of all symptoms at the termination of therapy and that she had maintained
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this success at a 2-year follow-up visit. Rowan et al. treated a 67-year-old woman
who had problems similar to those of O’Brien’s client. They used response preven-
tion and in vivo exposure to contaminated items through a modeling sequence. The
treatment was considered a success when the patient demonstrated that she could
make prolonged contact with 44 previously contaminated items. The client main-
tained gains at an 18-month follow-up.

For those clients who experienced checking obsessions, Melamed and Siegel
used self-directed in vivo procedures, while Juninger and Ditto designed a more
elaborate program of response prevention—having the client exaggerate the de-
scription of her fears, role-playing experiences of inflicting injury to nurses, and
medication. Both forms of intervention were highly effective.

Self-Esteem

Bellucci and Hoyer (1975) compared the behavior of young and old women
given noncontingent positive feedback when they performed simple tasks, rein-
forced themselves (by taking available rewards), and made self-evaluations, in an
attempt to determine age differences in susceptibility to extrinsic rewards. They
found that, with this strategy, elderly women learned to significantly increase their
self-reinforcing behavior.

Insomnia

Puder, Lacks, Bertelson, and Storandt (1983) tested the effect of stimulus
control instructions on the sleep onset insomnia of 16 elderly clients, using a
between-subjects multiple-baseline design. Clients were trained to develop regular
sleep schedules and to use the bed only for sleeping. After 4 weeks of intervention,
there were significant improvements in sleep behavior, which were maintained at a
6-week follow-up. In a second study by these same investigators (Davies, Lacks,
Storandt, & Bertelson, 1986), testing the effects of countercontrol therapy with sleep
maintenance problems, older insomniacs were as amenable to treatment as younger
ones.

Kolko (1984) developed a treatment program consisting of biofeedback-
enhanced relaxation training for a 61-year-old woman who experienced excessive
daytime sleepiness. The patient was instructed to pay particular attention to her
abdominal and sphincter muscles during the relaxation training to reduce the
probability that she would be awakened during the night to urinate. After treat-
ment, she reduced the number of daytime sleep episodes almost to zero, and she
maintained those rates at 6- and 12-month follow-ups.

Hoelscher and Edinger (1988) evaluated a behavioral treatment package for use
with four elderly subjects experiencing sleep-maintenance insomnia. The treat-
ment package consisted of reducing wake time spent in bed, education about sleep
patterns, and stimulus control techniques. Using a multiple-baseline design and
four hour-long sessions of training, Hoelscher and Edinger reported that three of
their four subjects significantly reduced the amount of wake time after sleep onset
and that these gains were maintained at a 3-month follow-up.
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Piercy and Lohr (1989) treated a 73-year-old female patient who complained of
intermittent insomnia. After a 4-week baseline in which the patient recorded the
number of times she awoke during the night, she was given relaxation training for 6
weeks. For the following 2 weeks she was expected to control her own behavior
without the help of the therapist. The patient showed consistent reductions in EMG
activity as the program progressed, which the investigators regarded as indication
of successful treatment.

In Chapter 12 of this text, Engle-Friedman and Bootzin apply their work in
insomnia to the problems of the elderly.

Sexual Problems

There are three references to the use of behavioral methods for the treatment of
sexual problems experienced by elderly clients. In the first study, Rowland and
Haynes (1978) described a 6-week sexual enhancement program for 10 married
couples in a group format. In the program, participants were given information
about sexuality among older adults, discussed various relevant topics, learned
communication and pleasuring strategies, and were given homework assignments
to enhance their learning. According to the subjects, the program was successful in
increasing sexual satisfaction, some sexual behaviors, and positive attitudes toward
marriage and life in general. No follow-up measures were taken.

In the second study, Kaas and Rousseau (1983) treated an elderly impotent
divorced male by group therapy and individual behavioral counseling. The client
was educated in the effects of various conditions on sexual attitudes and perfor-
mance and self-pleasuring activities. After 1 month, the client reported satisfaction
with the treatment and was able to achieve erections during masturbation.

In the third study, Whitlatch and Zarit (1988) present a case report on success-
ful behavior therapy for a sexually dysfunctional elderly married couple.

In Chapter 9 (this volume), Fisher and O’Donohue discuss behavioral ap-
proaches to various aspects of dating, marriage, and sexuality proposed by elderly
clients.

Mixed Problems

Tauber (1982) treated a 64-year-old woman who had a variety of physical and
psychological problems, including high blood pressure, neck pain, bruxism, alco-
holism, insomnia, depression, and obsessive thoughts. While the patient was
enrolled in group therapy, Tauber treated her with biofeedback-assisted relaxation
and autogenic training. After seven sessions, the patient reported improvement in
sleep, bruxism, and blood pressure. At a 2-month follow-up the patient reported
maintenance of the effects. It is impossible to say which, if any, of the methods used
were effective in eliminating the patient’s problems.

In the following three studies, the authors employed group designs to assess
the benefits of treatment, with varying degrees of control. Ingersoll and Silverman
(1978) compared two approaches to therapy with the elderly: behavior therapy,
where a group of patients were taught relaxation techniques, modeling, reinforce-
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ment and role playing; and an insight-oriented therapy, where a group of patients
participated in sessions involving the life-review process, keeping journals, and
devising genograms. Both groups improved on measures of self-esteem and anxi-
ety reduction, but only patients in the “insight condition” showed significantly
greater improvement on the measure of somatic behavior only. These conclusions
are difficult to evaluate because the study lacked a control group and the investiga-
tors did not take measures of generalization and maintenance.

Weldon and Yesavage (1982) taught relaxation and self-hypnosis to 25 de-
mented elderly and compared the effects of that intervention to a matched control
group who participated in a discussion of current events. The groups met 3 times a
week for 3 months. At the end of the treatment period, subjects given the relaxation
and hypnosis training showed significant improvements in self-help, communica-
tion, and social skills, as well as significant reductions in psychiatric problems.
There were no follow-up measures taken.

Finally, Sallis, Lichstein, Clarkson, Stalgaitis, and Campbell (1983) worked
with 24 community-dwelling elderly who were assessed as both anxious and
depressed. They designed their treatment groups around common elements of skill
learning, group discussion, and homework. Subjects were assigned to either an
anxiety treatment condition, in which they were taught relaxation and visualiza-
tion, a depression treatment condition, in which the focus was on increasing
participation in pleasant events and learning the rational disputation method, or a
placebo condition, in which subjects learned techniques of self-disclosure and
reflection of feelings. Treatment was conducted for 10 sessions.

Subjects in all conditions improved equally on systolic and diastolic blood
pressure and on self-rated depression. Only subjects in the placebo condition
showed any improvements on trait anxiety. There were no differences between the
groups on heart rate measures or participation in pleasant activities. The authors
cite, however, problems with compliance among the subjects and the lack of a wait-
list control group, which further limits the reliability of these conclusions.

Conclusions about Behavioral Psychotherapy Research

The bulk of this literature is constructed of individual therapy reports which,
while often ingenious in method and far-ranging in scope, do not meet the require-
ments of solid scientific research criteria. The majority of the case studies have not
been designed in an appropriate single-case framework (Hersen & Barlow, 1976)
and therefore do not show a functional relationship between the intervention and
the outcome. Often designs, when they do exist, are confounded by the use of
medication and other factors, making it impossible to conclude with any confi-
dence that the procedure was responsible for the successful outcome attributed to
it. Self-report measures most often served as the determinant of treatment success;
actual tests of objective behavioral performance were rarely used.

In group studies of treatment outcome, many of the designs were flawed in one
way or another; follow-up measures were rare, there were few tests or training for
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generalization from the therapeutic environment to the natural environment, and
most experimenters relied on self-report measures of success. If observers were
used in studies, reliability measures were seldom reported. There have been no
studies that adequately assessed the effects of various components in therapy. Asin
every area of intervention research cited in this chapter, more and better research is
necessary with and for elderly clients.

SUMMARY AND GENERAL CONCLUSIONS

Behavioral gerontologists have produced a small mass of data on the value of a
behavioral approach to the treatment of elderly clients suffering a wide variety of
problems. Behavioral programs for self-care, social interaction and participation,
disruptive behavior, memory and language problems, health, and psychological
problems have been described in this review. Many of these programs have been
innovative, imaginative, and well executed. Most were first attempts to conduct
research in a difficult area with an often forgotten or ignored population. The
investigators were enthusiastic and eager to demonstrate the applicability of a
behavioral intervention to problems long regarded as unchangeable. This research has
demonstrated the possibility of positive change in old age and has contributed to the
development of a more hopeful attitude about elderly people and aging in general.

The bulk of the research, however, has serious design flaws that inhibit our
ability to assert that a functional relationship does indeed exist between the inter-
vention and the behavior change. In most cases generalization and maintenance
programs were lacking, making it impossible to conclude that the results were
relevant beyond the immediate parameters of the study itself. A good deal of the
research was conducted with a single subject or only a few subjects. And, although
a technology exists for designing a well-controlled single-case experiment (e.g.,
Hersen & Barlow, 1976), only a few of these studies conformed to the rules of the
design. These complaints are particularly pertinent for the research of the early
days of behavioral gerontology. As the field has developed, the research has
improved significantly.

Much of the research focused on the remediation of deficits, instead of on the
prevention of future losses. It was done primarily with institutionalized elderly and
demonstrated that small, inexpensive interventions could produce impressive
changes. It is time to devote more attention to the problems of the community-
dwelling older adults, with particular emphasis on the areas of physical and mental
health. Investigators need to examine the value of more behavioral procedures than
the contingent application of reinforcement, extinction, and punishment. Cognitive
methods, the reciprocal inhibition techniques, and social learning procedures
should be incorporated into intervention programs and examined for the benefit of
the elderly. We need to do studies that compare various treatments and which
partial out the elements of treatment responsible for behavior change.

The field of behavioral gerontology has passed through its own youth and is
reaching maturity. The next decade presents us with an exciting challenge.
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Medication and the Aging

Organism
A Guide for the Non-Prescribing Clinician

Nancy KEUTHEN

The elderly as an age group are major consumers of prescription medications. The
total number of drugs prescribed for the elderly is disproportionately high, relative
to their representation in the population. Individuals 65 years of age and older
spend one-quarter of the total national expenditure for medication (Vestal, 1984),
though they comprise under 12% of the population (Bureau of the Census, 1985).
Nearly two-thirds of this group receive medications regularly (Guttmann, 1978).
Physicians often simultaneously prescribe from three to twelve medications per
day for elderly patients (Lamy, 1980) and more than thirteen prescriptions per year
(Lamy & Vestal, 1976). Less than 5% of all individuals 65 years of age or older
abstain from all drug use (Guttmann, 1978). The elderly also use over-the-counter
preparations, but it is unclear from existing statistics whether or not they use them
more than other age groups.

Pharmacological treatment can be more complicated in the elderly than in
younger cohorts, making safe and effective treatment more difficult. Many factors
contribute to this situation, including increased use of drugs, decreased function-
ing of organs involved in drug metabolism and elimination, drug-drug, drug-
disease, and drug-food interactions, poor medication compliance, use of over-the-
counter preparations, and problems with assessment and diagnosis. In light of the
fact that the etiology of undesired drug reactions may involve the confluence of
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chusetts 02114.  This chapter was written for the purpose of alerting non-prescribing clinicians to the
issues and pitfalls accompanying pharmacological treatment of the elderly. It is in no way intended to be
used as a set of guidelines for actual prescribing practices with this population.
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multiple factors, treatment interventions may accordingly require multipronged
approaches.

DRruUG SiDE EFFECTS

In this chapter I have reviewed the nature and incidence of drug side effects
and toxic reactions in the elderly as well as the multiple variables that may contrib-
ute to their occurrence. I have also highlighted two arenas in which the practicing
behavioral clinician may enhance the pharmacological treatment of the elderly
client.

Accompanying their high use of prescription drugs and their use of over-the-
counter medications is a greater risk for adverse reactions even in normal doses
(Cooper, 1975). The elderly are also more likely to experience side effects with a
broader range of drugs (Morrant, 1975; Shader, 1972). In an investigation of 521
consecutive admissions to an acute geriatric unit in England, Leach and Roy (1986)
documented adverse drug reactions in 18.8% of medicated patients. Hurwitz (1969)
reports the prevalence of adverse drug reactions by age group as follows: 20-29
years of age—3%, 40-49 years of age—7.5%, and 70-79 years of age—21.3%.
Thus, side effects are more prevalent in the elderly than in middle-aged individuals
by a factor of three, and more prevalent in the elderly than in young adults by a
factor of seven. Not only is the potential for side effects greater in this age group, but
their occurrence may have more serious ramifications, as the elderly may be less
able to recover from them due to the presence of multiple life stresses (Schuckit &
Moore, 1979). Adverse drug reactions contributed to more than 10% of approx-
imately 2,000 consecutive hospital admissions to geriatric departments in Great
Britain (Williamson & Chopin, 1980). In some cases, adverse reactions to some
drugs, including anticoagulants, antibiotics, and cardiovascular drugs, have been
noted to contribute toward fatalities (Lamy, 1980).

Both psychiatric and nonpsychiatric medications may have toxic effects that
mimic the symptomatology seen in psychiatric and medical disorders. Among
these are psychosis, agitation, motor restlessness, lethargy, depression, mania,
affective lability, confusion, and disorientation. In such circumstances, symptom
alleviation may occur simply upon the adjustment or withdrawal of the responsible
agent. Table 1 presents a summary of psychiatric, physical, and cognitive problems
that may occur in the elderly when they ingest frequently prescribed drugs.

When side effects or toxic outcomes from these drugs are misattributed to
other physical or psychiatric disorders, iatrogenic problems may result from inap-
propriate treatment interventions. To exemplify these points, I will next discuss
some of the more problematic responses in the elderly to common psychoactive
agents, as well as potential pitfalls resulting from the misattribution of these effects.

Both psychotropic and cardiovascular medications are responsible for the most
serious drug reactions in the elderly. Despite repeated evidence attesting to the
harmful potential of psychotropic drugs for older individuals (Boston Collaborative
Drug Surveillance Program, 1973; Davies, 1971; Greenblatt, Allen, & Shader, 1977;
Paulson, 1968), statistics reveal their frequent use. Some of the more hazardous side
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Commonly Prescribed Drugs and Possible Side Effects in the Elderly

Medication

Typically prescribed for

Behavioral signs
as side effects

Anti-Parkinson
Digitalis

Dilantin (toxicity)
Diuretics
Antihypertensive

Antiarrhythmics
Gastrointestinal
Steroids

Major tranquilizers
Phenothiazines
Aliphatics
Chlorpromazine
Promazine

Piperazines
Fluphenazine
Trifluoperazine

Piperidines
Thioridazine

Butyrophenones

Haloperidol

Thioxanthenes
Thiothixene
Antidepressants
Tricyclics
(Desipramine, ami-
triptyline, nortrip-
tyline, doxepin)
MAO-inhibitors

Minor tranquilizers
Benzodiazepines
Chlordiazepoxide
Diazepam
Oxazepam
Diphenylmethane
Hydroxyzine
Lithium carbonate

Symptoms of Parkinson’s disease
and pseudo-Parkinson’s
Hypertension

Seizure disorders
Edema
High blood pressure

Irregularities in heart rate
Acidity, upset, gas
Arthritis

Combativeness, extreme agitation,
hallucinations, delusions,
hostility

Combativeness, extreme agitation,
hallucinations, delusions,
hostility

As above and mania, paranoid
ideation
As above and severe depression

Motor retardation, hypochondriasis,
poor appetite, insomnia, and
self-neglect symptomatic of de-
pression

Same as above

Anxiety, multiple somatic
complaints, convulsions,
insomnia, agitation

Racing thoughts, mania, manic-
depression

Psychotic behavior

Hallucinations, confusion, night-
mares, disorientation

Lethargy, confusion

Sexual disturbances, confusion

Lethargy, depression, sexual
disturbances, headache,
psychotic behavior

Psychotic behavior, rashes

Confusion

Mania, hallucinations, delusions,
emotional variability

Drowsiness, withdrawal, rigidity,
akinesia,? tremor, obesity

Motor restlessness (akathesia),
insominia, muscle spasms,
(dystonias), tongue, lip, and jaw
movements (tardive dyskinesia)?

Sexual dysfunction, rashes

Extrapyramidal (rigidity, tremors)

Extrapyramidal

Agitation, psychotic behavior,
urinary retention, paresthesia

Same as above and hypertensive
crisis
Visual hallucinations, confusion,

disorientation. Psychotic behavior
may follow withdrawal

Anorexia, psychotic behavior

Note. From R. Hussian (1981). Geriatric psychology: A behavioral perspective. Princeton, NJ: Van Nostrand Reinhold.

2Mimics depression.

bMimics Huntington’s chorea.
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effects caused by neuroleptic medications include extrapyramidal and anti-
cholinergic symptoms as well as excessive sedation. The potency of neuroleptics is
positively correlated with extrapyramidal symptoms and negatively correlated
with the frequency and severity of sedation, orthostatic hypotension, and anti-
cholinergic symptoms. The elderly are especially sensitive to extrapyramidal
symptoms such as akinesia, akathisia, parkinsonism, and tardive dyskinesia.
Approximately one-half of all patients between 60 and 80 years of age treated with
neuroleptics have developed extrapyramidal symptoms (Hamilton, 1966). Incorrect
diagnoses of akathisia and akinesia as agitation and depression, respectively, may
result in unwarranted pharmacological interventions and additional side effects.
Undesired sedative effects in the aged organism can exacerbate confusion and
disorientation in the demented or worsen nocturnal insomnia as a result of daytime
sleep. If neuroleptics are used to treat the increased agitation that often accom-
panies confusion and disorientation, the clinical situation will be exacerbated.
Orthostatic hypotension may result in falls and subsequent fractures or broken
bones. Anticholinergic side effects may include dry mouth, urinary retention,
constipation, blurred vision, and an exacerbation of glaucoma. Dry mouth may
result in denture misfit and thus interfere with food intake. Constipation may be an
especially salient problem for the older individual with limited mobility and poor
dietary intake, and may lead to noncompliance with instructions to take medi-
cation.

Tricyclic antidepressant medications, like neuroleptics, can cause orthostatic
hypotension and anticholinergic symptoms, as well as cardiac toxicity. Another
anticholinergic toxic effect, CNS anticholinergic toxic syndrome, is characterized by
confusion, disorientation, memory loss, tactile hallucinations, and, occasionally,
visual hallucinations and assaultiveness. In the event that this syndrome is mis-
diagnosed as psychosis or dementia, subsequent treatment with neuroleptics
might only worsen the anticholinergic effects of the initial tricyclic drug. Lastly,
MOAI medications, in general, are relatively contraindicated for use with this
population because there is an elevated potential for toxicity.

Side effects to lithium, which are common among the elderly, can mimic the
overt manifestations of other physical and psychiatric disorders. For example, a
lithium-related tremor might be misdiagnosed as a side effect of other medications;
nausea and vomiting from lithium toxicity might be assigned other medical eti-
ologies; confusion caused by low lithium levels can be misdiagnosed as dementia-
related confusion. Lithium toxicity occurs more rapidly in the elderly than in
younger individuals.

Antianxiety medications, commonly prescribed and often abused, may cause
apathy, prolonged sedation, impaired motor coordination, disorientation, and con-
fusion. Lethargy and apathy may be misdiagnosed as depression; disorientation
and confusion may be misinterpreted as symptoms of an organic brain disorder.
Limited mobility due to lethargy can create further problems. Reductions in
alertness, when coupled with hypotension, can often result in falls. Failure to
recognize the involvement of medication in these symptom pictures can result in
further unwarranted therapeutic efforts or inappropriate placement, clouding the
clinical picture and often creating iatrogenic problems.
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VARIABLES CONTRIBUTING TO DRUG REACTIONS

To more fully understand the complexities of pharmacological treatment of the
elderly, we will now review some other variables that affect drug reactions. These
variables include altered pharmacokinetics, greater intraindividual variability in
this age cohort, increased incidence of illness and disability, the common practice of
polypharmacy, limited compliance with medication instructions and self-medica-
tion, the prescribing practices of physicians for this group, and problems with
assessment of the elderly.

Altered Pharmacokinetics

Age-related physiological changes in the elderly often result in altered pat-
terns of drug responsivity. Drug absorption, distribution, metabolism, excretion,
and receptor sensitivity may all be affected to varying extents. The elderly experi-
ence decreases in gastrointestinal absorptive surface and in blood flow through the
gastrointestinal tract; altered gastrointestinal motility and sphincter activity; de-
creases in lean body mass and increases in body fat relative to total body weight;
reduction in total body fluids, serum albumin, liver and renal blood flow, liver mass
and enzyme activity; and alterations in the number and affinity of receptors.
Thompson, Moran, and Nies (1983) summarized the resultant changes in the
pharmacokinetic effects of psychotropic drugs in the elderly by saying that there
are increases in plasma concentration of water-soluble drugs; decreases in plasma
concentration and slower elimination of fat-soluble drugs; higher percentages of
unbound, metabolically active drugs; decreased effectiveness of the body’s ability
to metabolize foreign substances; decreases in renal excretion; and prolonged half-
lives of drugs that are excreted unchanged. For a more in-depth review of the
changes in drug responsivity in the aging organism, see articles by Goldberg and
Roberts (1983) and Ouslander (1981).

The clinical utility of findings from pharmacologic studies in the elderly are
somewhat limited. The majority of the research is cross-sectional rather than
longitudinal in design, so that empirical findings are more applicable to the group
of surviving elderly and may be discrepant with changes deriving from the aging
process itself. Population samples utilized in research protocols often are healthy,
ambulatory individuals, a group that does not adequately represent the elderly
population as a whole. Generally, concurrent effects from other environmental and
subject characteristics have not been evaluated, thus confounding the interpreta-
tion of age-related alterations in pharmacokinetic and pharmacodynamic findings.

Unfortunately, due to our limited knowledge about the effects of aging on the
pharmacokinetic properties of drugs, physicians often prescribe reflexively (Ous-
lander, 1981) and extrapolate dosages from those recommended for the “average”
young adult to the elderly. In general, most age-related changes intensify the
effects of the drugs. Elderly individuals usually require dosages of one-half to one-
third those recommended for young adults. Failure to recognize these age-related
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physiological changes may lead to toxic drug levels, dangerous side effects, and
increased susceptibility to drug interactions.

Intraindividual Variability

The variability among individuals in any sample is expected to increase with
age. Alterations in physiological processes also occur as a function of the number
and severity of disease processes in each individual case (Salzman & Shader, 1974).
In view of the large differences noted between elderly individuals, normative data
are much less likely to represent adequately the individual case for the elderly than
that for younger adults. The specification of guidelines for prescribing medication is
more difficult to achieve. Not unexpectedly, elderly samples experience greater
variability in drug response and an increased incidence of paradoxical effects.

Increased Incidence of Illness and Disability

As a group, the elderly are more likely to have a greater number and severity of
chronic medical illnesses and to exhibit high frequencies of many psychiatric
problems as well. The more common chronic medical illnesses include arthritis,
diabetes, high blood pressure, and heart disease. The most frequently prescribed
medications to treat the elderly are cardiovascular drugs, psychotropic drugs,
analgesics, and laxatives (Lamy, 1980; Williamson & Chopin, 1980). Among psycho-
tropic medications, the elderly receive a disproportionately high number of pre-
scriptions for tranquilizers and antidepressants, while the number of stimulant
drugs ordered for this age group is disproportionately low. Phillipson (1976) reports
that approximately 86% of elderly Americans have one or more chronic physical
conditions and more than 50% of the elderly have two or more medical conditions.
These physical conditions themselves may have psychiatric presentations (such as
paranoid delusions secondary to uncontrolled diabetes mellitus or depressive
symptomatology secondary to hypoglycemia), and the illnesses may interact with
prescribed medications, altering drug responsivity.

Polypharmacy

In light of these high rates of illness and disability, it is not surprising that the
practice of polypharmacy becomes increasingly more commonplace as a patient’s
age increases. Statistics on the incidence of polypharmacy are startling. A survey of
elderly in Finland averaging over 70 years of age showed that one-third had taken
four or more drugs during one week, with one-half using psychotropic drugs and
20% using more than one psychotropic medication (Hemminki & Heikkila, 1975).
In a study of medication practices in one long-term care facility, Kalchthaler,
Coccaro, and Lichtiger (1977) reported that the average number of drugs prescribed
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per patient was 3.33 and the average number of pills taken daily was 6.34. Prien
(1975) found that one out of every six elderly VA hospital patients with a psychiatric
disorder was treated with two or more psychoactive medications simultaneously.
Guttmann (1978) reports that the elderly are inclined to take psychotropic drugs in
combination with other medical prescriptions.

When polypharmacy occurs, the multiple drugs can interact antagonistically,
cancelling out the effects of each other (e.g., oral antacids can inhibit absorption of
digoxin, and tricyclics can decrease the effects of propranolol). Or they can interact
synergistically, one potentiating the pharmacological effect of the other (e.g., alco-
hol increases the effects of barbiturates). In a review of the medication regimens in
two nursing homes for the elderly, Brown, Boosinger, Henderson, Rife, Rustia,
Taylor, and Young (1977) reported a potential for significant drug interactions in 53%
of selected profiles. The picture becomes even more complicated when the roles of
diet, physical health, and the use of over-the-counter preparations are considered.
Just as chronic medical illnesses may alter drug responsivity, drug regimens will
impact upon disease processes. Diet may also play a major role. The ramifications of
nutrition are discussed in depth by Kendall, Wisocki, and Pers in Chapter 3 of this
book.

Medication Compliance and Self-Medication

There is wide variability in the reported rates of noncompliance with medica-
tion among the elderly. In a summary of existing studies, Hussar (1978) cited that
one-third to one-half of all patients were noncompliant. Gibson and O"Hare (1968)
and Schwartz, Wang, Feitz, and Goss (1962) reported that more than half of elderly
patients fail to take their drugs as prescribed. Some researchers maintain that the
possibility for abuse of prescribed drugs increases with age for both sexes
(Abrahams, Armstrong, & Whitlock, 1970; George, 1972; Swanson, Weddige, &
Morse, 1973). For the most part, though, investigators (e.g., German, Klein,
McPhee, & South, 1982; Weintraub, Au, & Lasagna, 1973) have failed to document
increased noncompliance with increasing age. In fact, Hamblin, Wells, and Ellis
(1979) reported the highest “compliance ratio” in patients over 70 years of age.
Research exploring reasons for noncompliance in this age group as well as interven-
tions to enhance compliance are sorely needed.

A host of reasons have been put forth to account for poor compliance, some of
which are applicable to all age groups and others which are more salient for the
elderly. In a study of 114 chronically ill medical patients with an average age of 70.2
years, Brand and Smith (1974) found a relationship between poor compliance with
physician’s recommendations (including medications and appointments) and the
educational level, financial status, and severity of disease. The rate of noncom-
pliance was significantly different between four marital status groups. Noncom-
pliance was the highest for the widowed, followed by the single and divorced, and
finally by married individuals. These authors also found that noncompliance was
correlated with problems in community health and social agencies, limited under-
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standing of instructions, a poor attitude toward treatment, and the cost of medica-
tions. Hemminki and Heikkila (1975) reported that 53% of the elderly take fewer
drugs than prescribed, citing no further need for the medications, no benefit from
them, excessive cost or negative side effects. It is always important to consider
carefully the role of reported side effects in cases of undercompliance. In some
cases, failure to ingest prescribed drugs may be beneficial to the individual (e.g.,
when the accompanying drug reactions are harmful and/or lethal). Hemminki and
Heikkila also reported that the likelihood of misuse increases when the elderly have
many drugs to take and when the medication regimen is complex. One expects that
the probability of noncompliance is greater when the consequences of discontinu-
ing treatment are delayed. The negative correlation between duration of treatment
and compliance is particularly salient for the elderly, many of whom are on long-
term prophylactic medication regimens for a variety of chronic illnesses.

Poor compliance with medications can involve underuse or overuse and may be
intentional orinadvertent. In general, underuse comprises the majority of instances
of drug noncompliance in the elderly (Raffoul, Cooper, & Love, 1981). With elderly
populations, one needs to examine a wide range of variables, including physical,
psychological, socioeconomic, and cultural ones, when attempting to account for
limited compliance. Simple considerations such as physical access to a pharmacy
must not be overlooked. Cultural sanctions against drug treatment, especially for
psychiatric problems, may be meaningful for this age group. Cost factors are also
critical, as the elderly American, on the average, spends over $100 on prescription
medications annually (National Center for Health Statistics, 1977) and often has a
limited income. Sensory and cognitive impairments may also account for poor
compliance. Problems with hearing, reading, comprehending, and executing in-
structions may result from auditory or visual deficits, memory problems, or confu-
sional states. Some medications whose side effects include a diminution of cogni-
tive faculties may further exacerbate these problems. Medication misuse attri-
butable to these sources may cause minor side effects or be lethal.

Unintentional drug overuse can be particularly problematic in view of the
narrower margin between therapeutic and toxic drug levels in the elderly as well as
a decreased tolerance for side effects. Overuse of prescription medications is also of
concern in light of the high suicide rates among the elderly. We need to be especially
cautious in prescribing drugs for depressed elderly. In the past, the prescription
drugs for which the highest frequencies of abuse were reported for individuals over
50 years of age were barbiturates and benzodiazepine tranquilizers (Pascarelli,
1974). As few prescriptions are now written for barbiturates, the frequency of abuse
is likely to be the highest with benzodiazepines.

Self-medication by the elderly is widely recognized as a problem (Lenhart,
1976). It may be a problem because elderly have limited accessibility to clinics, live
on low incomes, and/or may be afraid to identify the nature and extent of an illness.
Sharing prescriptions with friends (Gibson & O’Hare, 1968) and hoarding outdated
medications are common. The practice of doctor-shopping may result in excessive
drug-prescribing, fragmented care, and polypharmacy. Individual caregivers will
be unaware of the potential for side effects from drug interactions. Frequent use of
over-the-counter preparations, at times in combination with alcohol, can also be
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troublesome (Capel & Stewart, 1971). Contrary to patterns of use with prescribed
psychoactive drugs, only 9% of men and 7% of women in the 60-74 age group
reported using an over-the-counter psychoactive drug within the past year in a
study by Parry, Balter, Mellinger, Cisin, and Manheimber (1973). As this study was
conducted nearly two decades ago, its significance for current patterns of over-the-
counter drug use is unclear.

Many health problems can be temporarily alleviated by over-the-counter
drugs. Some of the most widely used preparations are aspirin and aspirin com-
pounds and laxatives (Schuckit & Moore, 1979). Aspirin and antacids in particular
often cause adverse reactions for the elderly. Gillies and Skyring (1972) found that
15% of women and 8% of men in one survey reported that they ingested aspirin
daily. Chronic aspirin use may result in gastrointestinal disturbances, ulcers, gastric
bleeding, asthmatic attacks, skin reactions, and, when consumed in high doses,
confusion, excitement, delirium, or hallucinations. When abused, analgesic com-
pounds can cause renal disease, anemia, peptic ulcers, and gastrointestinal bleed-
ing. Even the short-term use of these substances may cause cerebral impairment
(Johnson, 1972); longer-term use may result in depression, confusion, skin rashes,
and varying neurological abnormalities. Laxatives are used on a weekly basis by
approximately one-third of individuals over age 60. These preparations can cause
cardiac and respiratory failure in certain cases (Lenhart, 1976), as well as dehydra-
tion, abdominal pain, thirst, muscular weakness, cramps, and electrolyte im-
balances.

Abuse of cough preparations, sleep-inducing agents, antihistamines, and even
vitamins can have serious side effects for this age group. Cough mixtures can
produce blood pressure changes and psychiatric symptomatology. Antihistamines
can cause agitation, excitement, or difficulties with concentration. Vitamins can
have varying side effects depending upon the specific vitamin used. For instance,
hypervitaminosis A can cause headache, bone pain and alopecia; megadoses of
vitamin C can cause gastrointestinal disturbances; high doses of nicotinic acid may
cause impairment of liver function. A therapist must assess usage patterns of over-
the-counter agents. The elderly client and his or her family often deny or downplay
the amount of drug usage, creating a serious problem for caregivers who must
consider the possibility of hazardous side effects from the use of the over-the-
counter drugs alone or in combination with prescription medications, alcohol, and/
or street drugs.

Little attention has been focused on the abuse of alcohol and narcotics by the
elderly. In a large sample study conducted by Stephens, Haney, and Underwood
(1982), 59.6% of their sample denied use of alcoholic beverages in the past month,
and only 1.9% reported any lifetime use of illicit substances. In a similar vein, other
studies have reported small percentages of the elderly using even moderate
amounts of alcohol (e.g., Maultsby & Fortier, 1981). The consensus is that alcohol
abuse is a significant problem in the elderly although it is underreported by both
patients and their caregivers. While elderly narcotic abusers are not visible to the
public, they are estimated to exist in increasing numbers (O’Donnell, 1969). Schuc-
kit (1977) reports that older alcoholics are less likely to receive antabuse treatment in
light of increased incidence of medical problems in this age cohort. Elderly abusers
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do not find the available treatment options of methadone maintenance programs or
total abstinence appealing. Placement of such cases in long-term facilities can be
difficult. New treatment programs for the elderly abuser are clearly warranted. In
Chapter 13 (this volume), Horton and Fogelman further discuss the problem of
elderly alcohol and drug abusers.

Medication Prescribing Practices for the Elderly

Medical care for the elderly is often fragmented. Frequently the elderly have
multiple caregivers, who prescribe numerous different medications and communi-
cate minimally among themselves. The elderly see many caregivers because they
often have a number of disabilities that require a variety of specialists, and because
they shop around for physicians. Most elderly do not discuss their prescriptions
with different physicians and most do not ask questions about the prescriptions
they are given (Doyle & Hamm, 1976). For these reasons caregivers should always
ascertain the nature and extent of involvement of other professionals, as well as the
kind of alternative medications that may have been prescribed.

The prescribing physician can be a source of drug misuse as much as the
elderly consumer. Inappropriate medication practices can result from inaccurate
assessment and diagnosis, improper medication for a specific diagnosis, failure to
evaluate potential drug interactions, and overmedication. American physicians
tend to add medications rather than subtract or substitute, particularly when the
regimen is complex.

Accurate assessment and diagnosis is an especially important area, and it is
difficult to achieve with this population: many caregivers are involved with the
patient; one cannot depend on the patient’s report; and the patient and family often
deny that medication abuse occurs. (These factors will be discussed more fully in
the next section.) A study by Stephens, Haney, and Underwood (1982) reported that
physicians inquired about use of other medications in only 42.9% of their subjects
who took at least four medications concurrently. Another confounding problem is
the lack of direct contact with the patient. Doyle and Hamm (1976) reported that
only 13% of an elderly sample actually saw their doctors to receive prescriptions,
while 30.3% simply telephoned the practitioner, and 30.5% had their pharmacist
contact the physician. A similar situation exists for elderly in nursing homes. In a
1971 DHEW investigation of 75 nursing homes, cited in the report on pharmaceuti-
cal use in nursing homes of the Subcommittee on Long Term Care of the U.S. Senate
Special Committee on Aging (1975), investigators found that two-thirds of the
patients had not received physical examinations upon admission and 40% of the
patients had not been seen by a physician for over 3 months.

Physician error may also account for improper medications prescribed for a
specific diagnosis or incomplete pharmacological treatment. Careless and auto-
matic prescribing practices may have serious consequences. In American nursing
homes, residents have received from four to seven drugs per day, many of which
were inappropriate or ineffective (Subcommittee on Long Term Care, 1975). In one
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study, 46 of 58 elderly patients on diuretics were not simultaneously treated with
potassium, leaving many of them lethargic, constipated, and dehydrated (Gibson
& O’Hare, 1968). Beardsley, Heaton, Kabat, and Martilla (1975) reported that 37%
and 35% of p.r.n. orders for tranquilizers and hypnotics, respectively, were not
justified by reports in patient charts, reflecting inadequate record keeping or
inappropriate prescribing practices.

There is evidence to suggest that overmedication of the elderly may occur in
various settings. Ingman, Lawson, Pierpadi, and Blake (1975) studied patients in a
nursing home and reported that “more neuroactive substances were prescribed for
patients with superior mentation and minimal physical disability” (p. 309). In
addition, while some psychoactive medications may be utilized to treat primarily
nonpsychiatric disorders, the rationale for such prescribing practices is question-
able and requires further exploration. In a survey of psychoactive drug use in 12 VA
hospitals, Prien (1975) reported use of psychoactive drugs in one out of every six
patients without a diagnosed mental disorder. For example, psychoactive drugs
may be utilized to treat psychological distress accompanying physical illness when
psychotherapy may be just as effective. One may also conjecture that phar-
macological interventions are more readily utilized than alternative treatment op-
tions with the treatment of older populations, due to the oft-cited distaste for
working with the elderly, the belief that the elderly are less amenable to psycho-
therapy, and the reality that alternative interventions may not be cost-effective in
light of limited life expectancies.

Assessment of the Elderly Client

Physical and psychological problems in the elderly are often difficult to assess
and correctly identify. As a result, many chronic conditions, often even potentially
treatable ones, go undetected (Brocklehurst, Carty, Leeming, & Robinson, 1978;
Williams, Hill, Fairbank, & Knox, 1973).

Numerous physical, socioeconomic, cultural, and psychological factors may
be involved in symptom presentation by the older individual. The elderly often
have multiple somatic concerns that may be presented in a diffuse fashion. A
number of presenting complaints, such as confusion and urinary incontinence, may
be symptomatic of a variety of illnesses, making specific disorders difficult to
recognize. Physical concerns often accompany a picture of depression, and aches
and pains may simply be depressive correlates. Since physical illness is often
considered more culturally acceptable to the elderly, emotional distress may ini-
tially be manifested as somatic concerns. As stated earlier, both physical and
psychological symptoms can result from drug side effects, interactions among
several drugs, drug-food or drug-disease interactions, medical disorders, or psy-
chological illnesses. As the number of chronic disabilities and prescribed medica-
tions rises rapidly, the overall clinical picture becomes increasingly more complex.
Limited access to care providers as well as small, fixed incomes may prevent the
individual from seeking help when early signs of an illness appear. The stigma
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placed on mental health problems by many elderly may deter them from seeking
needed assistance or presenting themselves to medical professionals.

The elderly individual may be a poor and/or unreliable historian due to
depression, denial of illness, lack of education, and altered cognitive states. Family
members or friends may themselves be unaware of the individual’s medication
abuse or failing memory due to limited contact with them. In other cases, signifi-
cant others are cognizant of these problems, but share in the patient’s denial. Failure
to report the complete clinical picture may result in misdiagnosis and subsequent
inappropriate treatment interventions.

Caregivers assessing elderly patients need to ask simple, specific, direct ques-
tions to evaluate the broad clinical picture. Corroboration of information from a
significant other is always useful. Narrow assessment may result in the misattribu-
tion of symptoms. For example, depression in the elderly is often readily related by
professionals to the presence of multiple life stressors and frequent losses even
when the clinical picture may also result from an untreated medical condition or a
drug side effect. In light of this, it is crucial to rule out organic bases for presenting
symptoms before acceptance of environmental causality. The careless attribution of
symptoms, such as memory problems or depression, to the aging process itself,
may result in a failure to treat what may be a readily reversible problem. Lastly,
assessment is an ongoing process. The caregiver may need to revise initial clinical
formulations when symptom relief does not occur within an expected time period
after the initiation of a treatment intervention.

When assessing the etiology of a physical or psychiatric disturbance, care-
givers need to know how to evaluate the role of medications in the current clinical
picture, particularly in cases of acute behavioral alteration. As stated earlier, symp-
toms attributable to drug side effects may appear indistinguishable from those
accompanying a functional psychiatric disorder. Consequently, when working with
elderly clients who are on medications, the following considerations are recom-
mended for clinicians:

1. Know all prescribed medications, their dosages, why they were pre-
scribed, when drug treatment began, and current blood levels, if possi-
ble. Look for correlations between drug trials and parameters of the
symptom picture.

2. Determine the necessary length of the therapeutic drug trial, possible
side effects to drug use and drug withdrawal, as well as the length of time
the drug remains in the body after discontinuation.

3. Evaluate for potential interactive drug effects (antagonistic or synergistic)
when polypharmacy is involved. Encourage treatment with the fewest
number of drugs possible.

4. Evaluate the presence of multiple symptoms known to co-occur in symp-
tom complexes when questioning the presence of drug side effects.

5. Assess compliance with medications as prescribed. Seek data from sig-
nificant others regarding medication compliance when there is a question
of abuse or undermedication.

6. Assess the nature and frequency of over-the-counter medications used,
as well as abuse of alcohol and street drugs.
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7. Evaluate the possible roles of visual and auditory impairments, impov-
erished intellectual abilities, memory dysfunction, or confusional states
in the patient’s comprehension of instructions and compliance with medi-
cation regimens.

8. Investigate the presence of chronic physical disabilities and acute medical
illnesses that may affect drug action as well as be altered by prescribed
medications.

9. Assess nutritional status and the potential for drug-food interactions.

10. Evaluate access to the pharmacy, cost considerations, and the patient’s
beliefs and values in medication compliance.

11. Consider the possibility of an idiosyncratic drug reaction when alterna-
tive explanations are inadequate.

A PROPOSED INTEREFACE BETWEEN PHARMACOLOGICAL AND
BEHAVIORAL INTERVENTIONS

So far I have addressed many issues pertinent to the assessment of the elderly
medicated client. I have stressed that physical conditions may mimic psychiatric
disorders in their symptom presentation, that psychiatric difficulties may first
present as physical problems, and that the direct, side, and interactive effects of
medications may be difficult to distinguish in presentation from those of functional
psychiatric disorders. At this juncture, I would like to present two areas in which
behavioral treatment strategies may make a large contribution: medication compli-
ance and the treatment of unavoidable medication side effects.

Compliance

As reviewed earlier, several characteristics of the elderly and their therapeutic
regimens suggest that compliance might be problematic for this age cohort. Most
studies demonstrate a negative effect on drug compliance of longer drug treatment,
more frequent dosages, and a greater number of medications. This appears to bode
poorly for the elderly, who are known to have a greater number and severity of
chronic medical illnesses. It is not clear, however, from available data that elderly are
less compliant than other age groups; in fact, most studies suggest that compliance
in this age group is at least as good as in younger samples. But in any event,
interventions to enhance compliance are required and may differ from those found
to be effective with younger cohorts.

It is important to remember that the problem of compliance can have many
facets. The patient may use drugs excessively or less than required to be of value.
The individual may utilize alcohol or street drugs in conjunction with prescribed
medications, or alone to self-medicate. Over-the-counter preparations may be
mixed with prescribed medications or taken in lieu of them. The elderly individual
may discontinue medications before the recommended time. These scenarios may
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be attributable to a lack of education regarding prescribed medications, their routes
of action and potential side effects, or to entrenched negative ideas about the mental
health profession that keeps the older person from consulting a professional when
necessary. Educational programs designed to increase the level of understanding of
medications and their uses, as well as to counter the negative image of the mental
health system are sorely needed. Behaviorists could also make a significant contri-
bution in the design and evaluation of much-needed treatment programs for the
elderly abuser of prescription, over-the-counter, or street drugs.

Little research to date has systematically investigated the efficacy of interven-
tions to enhance compliance in this age cohort. One study by Wandless and Davies
(1977) successfully utilized tear-off calendars and tablet identification cards to
reduce errors in medication compliance. Individuals with the calendars made fewer
errors than those with cards, and those with either cards or a calendar made
significantly fewer errors than those given only standard instructions. MacDonald,
MacDonald, and Phoenix (1977) showed improvement in drug compliance and
drug regimen comprehension with 15 minutes of pharmacist counseling prior to
the discharge of geriatric patients. Other studies, though, have failed to document
increased compliance as a consequence of educational interventions. A case study
by Dapcich-Miura and Hovell (1979) showed the beneficial effects of token reinfor-
cement for increasing compliance with a medication regimen, exercise, and fluid
intake.

Future investigations need to address the extent to which techniques utilized
in the classical compliance literature (Sackett & Haynes, 1976) may be tailored for
the elderly to enhance their compliance. Among these behavioral strategies are
reminders, contracting, tailoring the medication regimen, graduated medication
implementation, self-monitoring, reinforcement, and family/peer support. The
compliance literature has demonstrated that education in drug regimen improves
medication compliance, while education about disease does not. It is unclear, as
stated earlier, that this trend occurs to the same extent in the elderly as it does in
other age groups. The effects of social isolation are particularly relevant for the
elderly, yet few investigators have examined the impact of this factor on drug
compliance. The optimal frequency and nature of supervisory contact needs to be
identified as well as age-relevant reinforcement/feedback mechanisms to enhance
drug compliance.

Tailoring of Medication Side Effects

The growing field of behavioral medicine has introduced interventions based
on behavioral principles designed to prevent, treat, and/or assist patients in coping
with symptoms typically considered the domain of physicians. In cases where the
benefits of medication clearly outweigh the side effects experienced, the individual
is left to cope with uncomfortable and, at times, socially embarrassing symptoms.
As stated earlier, the elderly are at higher risk in general for such side effects.
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Accordingly, the development of interventions to minimize adverse side effects
would benefit this age group in particular and, in turn, be likely to enhance
medication compliance.

One such example is the current research investigating treatment interventions
for tardive dyskinesia. This movement disorder, which consists of stereotyped,
repetitive movements of the lips, tongue, mouth, and jaw, and choreiform move-
ments of the trunk and extremities, is traditionally attributed to the use of neurolep-
tic medications. The elderly, women in particular, are at increased risk for develop-
ment of this disorder (Kane & Smith, 1982).

A number of researchers have conducted small sample investigations and case
studies exploring the effectiveness of a variety of behavioral procedures in the
reduction of dyskinetic symptomatology. Interventions purported to reduce anxi-
ety and increase awareness of symptoms have been used with some success.
Albanese and Gaarder (1977) treated two patients with biofeedback and reported
symptom disappearance in one case and symptom improvement in the other. Farrar
(1976) also reported on the successful use of EMG biofeedback to treat tremors and
dystonias. Frederiksen and Rosenbaum (1979) compared binary feedback, simul-
taneous visual feedback, and self-monitoring in reducing the involuntary move-
ments. The binary feedback and self-monitoring were effective with two patients,
and one person given simultaneous visual feedback showed some symptom im-
provement. In another investigation, Taylor, Zlutnick, and Hoele (1979).exhibited
the beneficial use of overcorrection and positive-negative feedback in reducing
dyskinetic movements. The initial success of these researchers attests to the fact that
nonmedical interventions can be effective in the treatment of disorders that initially
were attributed to a medical etiology. In a similar fashion, researchers need to
explore the potential efficacy of behavioral interventions in the treatment of other
medication-related side effects.

SUMMARY

Behavioral clinicians treating elderly clients need to recognize the fact that
similar symptom pictures may result from the use of prescribed or over-the-counter
medications, physical problems, or psychiatric disorders. Awareness of the poten-
tial effects of medications on the aging organism and the necessity of a broad initial
assessment will help ensure selection of the most appropriate treatment interven-
tion. In addition, the efforts of behavioral researchers are needed to investigate
strategies to enhance medication compliance in this age cohort as well as to
minimize adverse side effects of these medications.
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An overwhelming number of elderly men and women are habitually undernour-
ished. Estimates indicate that one-third to one-half of the health problems of the
elderly are a direct or indirect consequence of nutritional deficiencies (Gershell,
1981). People over the age of 60 consume far less than what is believed necessary to
meet nutrient standards for their age, sex, and weight. More than 15 years ago, the
Ten-State Nutritional Survey (DHEW, 1972) found that, as a group, elderly citizens
had insufficient caloric, iron, and vitamin A dietary intake. Since then, other
nutritional surveys have confirmed these findings (Bowman & Rosenberg, 1982;
Harrill & Cervone, 1977; National Center for Health Statistics, 1974; Pao & Hill, 1974)
and estimated that 50% of the elderly population fall below adequate standards for
vitamin C, vitamin A, and calcium intake. Many more do not take sufficient
amounts of vitamin D. The percentage is even greater among elderly Blacks,
Spanish-Americans, and poor.

Even those elderly in institutions, where adequate care is presumed, show
poor nutritional status. According to a study by Baker, Frank, Thind, Jaslow, and
Louria (1979), more than 30% of the institutionalized elderly in their sample showed
low levels of vitamin B, folate, and nicotinate.

Nutrition is important to health, fitness, and a positive lifestyle. It has a
profound effect on aging at every stage of the life cycle (Young, 1983). Improper
eating habits over the long term have been associated with a variety of diseases and
disorders, including diabetes, cancer of the colon, osteoporosis, arteriosclerosis,
and periodontal disease.

The maintenance of adequate nutrition can be a complex and sometimes
difficult process because there are a variety of interacting factors that determine
one’s nutritional status. In this chapter the authors discuss several of those factors,
including physiological changes in the aging organism, disease conditions, medi-
cations and drug intake, economic and social conditions, and physical limitations.
They consider ways nutritional imbalances impact on two psychological problems
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common to the elderly (depression and mental deterioration), and describe the
potential benefits of dietary modifications. They present guidelines for establishing
good nutritional practices for an elderly individual including methods of assess-
ment and interventions within a behavioral context. Finally, they present the results
of recent research studies dealing with ways to change dietary practices.

INFLUENCES ON NUTRITIONAL STATUS

Physiological Changes

Normal aging is accompanied by decreased metabolism and diminished re-
quirements for supporting active cell growth (Busse, 1980; Calloway & Zanni, 1980;
Mayer, 1974). By age 70 the basal metabolic rate has dropped 16%. Active lean body
mass is slowly replaced by fat, even in a person who is not overweight (Calloway &
Zanni, 1980; Mayer, 1974). These physiological changes require an elderly person to
maintain normal weight or even be slightly underweight, since there is an increase
in body fat in proportion to body protein (Worthington-Roberts & Hazzard, 1982).
Gastrointestinal secretions decrease with age, and there is a delay in emptying the
esophagus, which may be annoying or frightening to an older person. Such
changes, therefore, require that the elderly take care to consume a diet high in
nutrients, while reducing the caloric content of their foods.

Effects of Disease

Infection, disease, injury, and the prospects of undergoing surgery raise the
nutrient requirements of the elderly. Blood loss from tumors, ulcers, aspirin abuse,
and diverticular disease often results in iron deficiency. Gastrointestinal diseases
interfere with absorption and the utilization of nutrients so that even when intake is
adequate, nutritional status may be depleted.

Deficiencies in calcium, chromium, and zinc, a common condition for many
elderly, may contribute to osteoporosis and impaired glucose tolerance. Osteo-
porosis, a gradual loss of calcium from the bones, leads to porous and brittle bones
and is especially common among elderly women. The increase in bone fractures
seen in women above the age of 55 seems almost a normal by-product of aging, but
may instead reflect a widespread and long-term inadequate dietary intake of
calcium, coupled with inadequate levels of exercise.

Effects of Medication

Many of the drugs commonly prescribed to the elderly, the chief users of drugs
in the United States, may induce vitamin or mineral deficiencies (Roe, 1980).
Deficiencies of the B vitamins are produced by more drugs and with greater
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frequency than deficiencies of vitamin C or fat-soluble vitamins. Antituberculosis
drugs can lead to a combined deficiency of folate, By, and niacin by affecting the
absorption or utilization of these vitamins. Anticonvulsants can produce deficien-
cies in vitamin D and folate. Diuretics reduce serum levels of calcium, magnesium,
and zinc.

Psychotropic drugs are especially problematic. For example, sedatives may
reduce one’s interest in food. Benzodiazepines may cause gastrointestinal symp-
toms and loss of appetite. Phenothiazines may lead to constipation, increased
appetite, and weight gain. Perhaps the most dangerous psychotropic drug for the
elderly is lithium, a salt which alters liver and thyroid function. Lithium is espe-
cially threatening for an elderly person who has a restricted salt intake, is dehy-
drated, and/or is on diuretics and has difficulty excreting excess salts (Sloan, 1982).

Nonprescription drugs have as many serious side effects. Chronic use of
aspirin can lead to anemia secondary to gastrointestinal bleeding, which is a
particular problem for the elderly who are already likely to be deficient in iron and
who may be taking other drugs that compromise iron status, such as steroids or
antiinflammatory agents (Michocki, 1982). Antacids, frequently used by the elderly
as self-medication for indigestion or heartburn, often contain aluminum hydrox-
ide, which when taken chronically can lead to phosphate depletion, osteomalacia,
constipation, and intestinal blockage (Michocki, 1982).

Laxatives, the most frequently ordered drugs in geriatric facilities and used by
at least 50% of all elderly, present a particularly serious problem. Elderly are
predisposed to constipation due to poor dietary habits, which result from a
decrease in saliva secretion, poor dentition, impaired sense of taste and smell, loss
of appetite, insufficient intake of liquids, and inadequate exercise. Constipation
can also be a side effect of antidepressants, antihistamines, opiates, and iron
products. Or, as Michocki (1982) points out, it may be a symptom of a disease
process. Laxatives may lead to phosphate depletion and electrolyte imbalance
(Michocki, 1982; Roe, 1980). Whenever possible, laxatives should be avoided. In-
stead, dietary fiber in the form of high fiber vegetables, bulk and bran, and liquids
should be added to the diet. Exercise is also helpful in reducing the problem of
constipation, and it affects other physiological factors, such as reaction time, the
capacity for physical labor, and general health.

Mineral oil, frequently used as a laxative, can lead to the loss of carotene and
vitamins A, D, and K, which dissolve in the oil and are secreted. The oil also creates
a barrier to the absorption of these same nutrients. Colchicine, used as an anti-
inflammatory agent in gout, can lead to the malabsorption of fat and depletion of
carotene, sodium, potassium, vitamin B;, and lactose through interference with
mitosis and damage of enzymes. Metformin and phenformin used as hypo-
glycemic agents in diabetes compete with vitamin By, for absorption. Para-am-
inosalicylic acid used as an antituberculosis agent acts as a block to the mucosal
uptake of vitamin B,,. Similarly, salicylazosulfapyridine blocks the mucosal uptake
of folate when used for ulcerative colitis and regional enteritis as an antiinflamma-
tory agent. Prednisone and other glucocorticoids block calcium transport and
hence lead to the depletion of calcium when used in the treatment of autoimmune
and collagen diseases. The anticonvulsants, phenobarbitol, diphenylhydantoin,
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and primidone accelerate the catabolism of vitamin D and other active metabolites,
leading to the depletion of calcium absorption (Roe, 1980).

It is not true that alcohol consumption always leads to malnutrition. On the
average, alcoholics may not differ from nonalcoholics in nutritional status (Roe,
1980). It is true, however, that excess alcohol consumption can lead to severe
nutritional deficiencies. Even without depleting nutritional resources, alcohol can
effect changes in bone marrow and red blood cells, and it has direct toxic effects on
the pancreas and liver. Alcohol often leads to malabsorption of vitamins, resulting
in decreases in thiamine, folic acid, riboflavin, niacin, ascorbic acids, By, B;,, and
vitamin A (Roe, 1980). Alcohol also increases the excretion of magnesium, zinc,
calcium, and potassium and may result in protein depletion.

With increasing age, drugs tend to remain in the body longer and have a more
prolonged biological activity, so that clinical and toxic effects may be more common
and pronounced in older people (Braithwaite, 1982; Dorsey, 1979; Gulevich, 1977;
Roe, 1980). The ratio of fat to protein tissue is increased, and hence lipid-soluble
medications, including many psychoactive drugs, tend to accumulate in the fatty
tissues. The ability of the liver to metabolize drugs also decreases with age. These
factors lead to a lowered threshold for the toxic side effects of many drugs. Drugs
can deteriorate nutritional status by usually indirect means, and they involve
changes that affect the absorption or metabolism of nutrients. In such cases, even
when dietary intake appears sufficient, one’s nutritional status may be inadequate.

Effects of Economic, Social, and Physical Limitations

It is not possible to neglect the role that economic concerns, social factors, and
physical limitations play in the diet of elderly citizens. More than one-fourth of all
elderly Americans are below the poverty index. Many lack transportation, physical
mobility, and the capacity to shop. They may lack cooking facilities and utensils,
along with companionship and a comfortable place to eat. Of those over 65, 31% live
alone (Patten, 1982) and are likely to skip meals (Slesinger, McDivitt, & O’Donnell,
1980). Physical and financial limitations affect a person’s ability to prepare meals,
while social isolation decreases appetite and the motivation to eat nutritious meals.

Oral disease, lack of teeth, or poor-fitting dentures can also reduce a person’s
ability and willingness to eat. By the age of 65, 50% of Americans have lost many or
most of their teeth. This percentage increases by the age of 75. Elderly may avoid
hard or sticky food in preference for soft, more highly refined and less nutritious
foods (Busse, 1980; Rivlin, 1981). Wisocki (1982) has found that this is especially true
of elderly in institutions. Her sample of male geriatric residents of a VA hospital
preferred ice cream, soft drinks, cookies, chips, and doughnuts, to other more
healthful foods. Gradual decreases in the senses of taste and smell (Kamath, 1982;
Spitzer, 1982) may also tend to reduce the appetite of elderly people (Mayer, 1974;
Patten, 1982; Rivlin, 1981; Young, 1978). Decreased vision and hearing further isolate
some elderly, making them more reluctant to eat in public places or at large social
gatherings, because they are not able to enjoy conversation.
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Growing old in America does not, in itself, assure high prestige and preferen-
tial treatment. It may be that the American culture allows the elderly to be at a
greater nutritional risk than other age groups, unlike some nonindustrialized
societies where older males (and sometimes females) have priority for high protein
foods and are in this way assured of receiving adequate levels of protein and
carbohydrates (Patten, 1982).

THEe EFrecT OF NUTRITIONAL DEFICIENCIES
ON PSYCHOLOGICAL STATUS

There is no doubt that an inadequate diet produces indications of psychologi-
cal problems, particularly depression and mental deterioration. Roe (1980) has
reported that a deficiency in vitamin Bg has been associated with depression.
Garetz (1976) has estimated that 8-15% of noninstitutionalized elderly are de-
pressed and that up to 50% of people in geriatric facilities show significant clinical
depression. Although we do not know what percentage of these people are de-
pressed due to nutritional shortages, we cannot ignore the possibility that it may be
a substantial number. Marginal or preclinical vitamin deficiencies may lead to
nonspecific depression-like symptoms, such as malaise, irritability, sleepiness, loss
of appetite and weight, apathy, and fatigue. Depression can, in turn, further
compromise nutritional status by leading to overeating or undereating.

Mental deterioration is associated with vitamin B;, deficiency. Anemia in-
duced by vitamin B,, loss has been associated with a higher incidence of psychiatric
symptoms than anemia resulting from other causes (Baker et al., 1979). A deficiency
of niacin may lead to the development of severe psychological symptoms, including
dementia, confused talking, disorientation of time and place, hallucinations, delu-
sions, rigidity, depression, uncontrollable gasping and sucking (Gershell, 1981).
Deficits in thiamine have been associated with muscle weakness, mental confusion,
irritability, hallucinations, and disorientation. Deficits in iron, folate, and B, may
produce these behaviors: weakness, difficulty in concentration, confusion, apathy,
depression, personality changes, paranoia, failure to initiate action, lack of appe-
tite, shortness of breath. Deficiencies in vitamin B, and B and nicotine acid have
also been implicated in many similar behaviors. Given the range of problems linked
to nutritional deficiencies, it is easy to assume that a good many elderly have been
mistakenly diagnosed and treated for depression, organic brain syndrome, or
paranoia without examination of their nutritional status.

To summarize, there are many factors that make the elderly especially prone to
malnutrition and the effects of chronic subclinical malnutrition, including the fact
that these symptoms are often interpreted as part of the normal aging process.
Many interrelated factors, such as the effects of disease, drugs, surgery, poverty,
social isolation, physical disabilities, perceptual changes, and educational level, all
contribute in varying degrees to a given elderly person’s nutritional status, and in
turn, to his or her physical and mental health. The extensive degree of subclinical
vitamin deficiency seen in the elderly may impact on physical and mental dysfunc-
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tion more than has been previously recognized. The management of these interre-
lated factors presents a great challenge to medical and mental health professionals
as well as to the elderly themselves. The benefits are worthwhile, however, as we
shall see in the next section.

THE POTENTIAL BENEFITS OF DIETARY MODIFICATIONS

It is possible that the increased vitamin needs of elderly are a result of an age-
related reduction in vitamin binding and an increased inability to store vitamins
(Baker et al., 1979). For instance, increasing dietary levels of niacin, folate, vitamin
C, and vitamins By and B,, lowers the likelihood of detecting inadequate levels of
these nutrients in the elderly, and these vitamins quickly become deficient when
supplementation is withdrawn (Baker et al., 1979). It may therefore be useful to
supplement diets with the water-soluble vitamins B, C, folate, and niacin, elements
that are frequently at low levels for the elderly to begin with. Adequate vitamin
intake often relieves fatigue, weakness, loss of appetite, irritability, and anxiety.
Improvements in mental and physical condition have been seen in patients receiv-
ing vitamin B complex and vitamin C supplements (Bowman & Rosenberg, 1982;
Gershell, 1981). Supplements of vitamin B;, and folate have reduced the percentage
of those deficits in both institutional and noninstitutional elderly (Baker et al.,
1979). Calcium supplements may be indicated in cases where the diet cannot or does
not include adequate amounts of dairy products and fresh, green leafy vegetables.
Iron supplementation is useful in decreasing anemic signs (Worthington-Roberts &
Hazzard, 1982).

It should be kept in mind, however, that dietary supplements alone do not
guarantee adequate nutritional intake. Poor absorption and increased require-
ments for nutrients may compromise nutritional status even when supplements are
added to the diet. It is especially important to avoid supplementation with high
levels of fat-soluble vitamins (vitamins A, E, D, K) because they may produce
toxicity. Though less common, neurotoxic effects of Vitamin B, supplements are
also known to occur. Frequently those with poor diets may be taking supplements
that do not replace the nutrients they are missing. Ironically, those elderly who take
supplements are less likely to have had deficient diets to begin with and may not
need the supplement once their diets have been improved.

MODIFICATION OF NUTRITIONAL HABITS

Because there are many and varied causes of poor nutritional status and
because nutritional deficiencies may show themselves as psychological problems or
physical decline, the behavioral clinician has many points of intervention in at-
tempting to modify nutritional habits.

Poor nutritional habits will probably not be a presenting problem when an
elderly client enters therapy, although in some cases they may be what alarms a
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family enough to make the referral. For example, a client may come into therapy
complaining of fatigue or listlessness; a client may seek treatment for a drug or
alcohol dependency; a client may complain of depression or loss of memory. In all
cases, it is important to assess nutritional status along with the assessment of other
variables and to establish treatment goals that will address dietary habits to some
extent at least.

In this section we will describe ways a clinician may assess the nutritional
status of elderly clients, establish treatment goals, and execute intervention strate-
gies for improving the nutritional status of elderly clients.

Assessment Procedures

Thorough assessment of nutritional status includes some procedures generally
unavailable to the gerontological psychologist, such as biochemical analysis and
anthropomorphic measurements (Redfern, 1982)—methods used typically to de-
termine malnutrition. A clinician who wants to make use of these procedures will
be required to refer the client to a medical facility.

Dietary intake is normally assessed simply by asking a person to recall every-
thing he or she has eaten within the last 24 hours or by using a food frequency
checklist (Food & Nutrition Board, N.R.C., 1981). These measures, relying on
memory, are prone to inaccuracies and are limited in value since they only sample
one day’s intake. A more accurate assessment can be obtained by means of a food
diary of everything one puts into the mouth including medication and vitamins
(Roe, 1980). The food diary, kept for 7 days, is then used to estimate intake or
specific nutrients which may be of concern. Detailed food composition tables are
available from which these estimations can be made (Adams, 1975). Self-imposed or
therapeutic diets should also be examined with reference to which foods are
allowed and whether the diet is strictly followed.

If an elderly person lives alone, he or she may be subsisting on processed soft
foods, such as buns, pastry, cereals, baby foods, and pet foods, all of which are low
in nutrients. Besides inquiring about what food is regularly consumed during the
week, one should check the refrigerator and cupboards for available foods (Mayer,
1974). In order to obtain a complete picture, it is also important to ask questions
about the availability of utensils, cooking equipment and eating facilities, one’s
housing arrangements, financial status, and access to transportation. Figure 1
presents a Nutritional Assessment Form developed by Wisocki and Kendall (1986),
which includes a comprehensive set of questions dealing with medical, dietary,
and physical factors that may affect nutritional status.

A weight chart is also useful in assessing nutritional status. A consistent
weight loss of 2 to 4 pounds a week can indicate illness, depression, apathy, or a
malignancy (Gershell, 1981). Thus, it would seem appropriate for patients to be
weighed on a regular basis.

Routine questioning about self-medication with over-the-counter (OTC) drugs
and about prescribed medications is essential to a complete history (Michocki, 1982;
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Roe, 1980). One useful way to elicit a history is by listing specific symptoms for
which someone might take an OTC drug (e.g., Do you take medications for
constipation, indigestion, headache, nervousness, insomnia, pain, or colds? What
do you take? How much? How frequently?). Inadequate nutritional status may
certainly be indicated when a person on medication has symptoms that cannot be
explained by primary disease or in relation to drug toxicity or hypersensitivity
(Roe, 1980). It may be necessary to contact a client’s present and past physicians in
order to find out the length of time a drug has been used.

Levels of folic acid and vitamins B,,, B, and D are frequently lowered by drug
intake. It is especially important to consider these nutrients when examining a
dietary history. If a complete drug history is available, one may be more specific
about which nutrients should be examined. For example, people who are taking
anticonvulsant medication might experience depletion in folate and vitamin D,
especially if they are avoiding fruits, vegetables, liver, and milk. Recommendations
would be made to increase these foods in order to avoid serious problems. Elderly
who have a high alcohol intake might expect depletions in folate, thiamin, magne-
sium, and zinc. If they also have a low intake of fruits, vegetables, liver, and animal
protein and a high intake of refined cereals, they could expect trouble.

Treatment Goals and Intervention Strategies

Nutritional goals should be designed for each person, based on general guide-
lines and the specific factors involved in a given medical, drug, and dietary history.
In general, one should encourage dietary patterns that reduce the incidence of
disease, poor psychological conditions, and eating patterns associated with an
existing disease. As Posner (1982) points out in making national policy recommen-
dations for the nutrition education of elderly Americans, eating patterns should be
designed to maintain ideal weight and follow healthful dietary guidelines by
reducing total fat and saturated fat intake; increasing complex carbohydrates;
increasing fiber intake; and increasing intake of vitamin B,,, folic acid, iron, cal-
cium, and vitamin D. Exercise is also recommended because it is thought to prevent
mineral loss in the elderly and decreases the risks of being overweight, hyperten-
sive, and/or in possession of elevated cholesterol levels (Kohrs, 1982; Liebman, 1981;
Mayer, 1974). A modest program of exercise—3 days a week for 30 minutes a day—
over a 3-year period has also been shown to be effective in preventing bone loss and
increasing bone mineral content for women between the ages of 69 and 95 when
compared to a nonexercise control group (Smith & Reddan, 1976). Similar findings
were reported by Aloia, Cohn, Ostuni, Cane, and Ellis (1976). Other researchers
(Smith, Reddan, & Smith, 1981) have duplicated these findings by showing that
aged women on an exercise program had bone mineral content similar to women on
supplemental vitamin D, while untreated controls experienced a decrease in bone
mineral content during the same period. Others (Aloia, Rasulo, Deftos, Kaswain, &
Yen, 1985) found an additional effect of exercise: it induces hypercalcemia and the
calciotrophic hormones, substances thought to mediate skeletal remodeling through
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FIGURE 1. Nutritional Assessment Form for Elderly Clients. (Wisocki & Kendall, 1986)
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their availability. A program of education about the value and requirements of good
nutrition is a fourth area of intervention. Let us examine each of these points more
carefully and consider ways behavioral interventions may help to meet these goals.

Maintain Ideal Weight

In achieving an ideal weight, an elderly person may need to gain or lose weight
or if he or she is already at ideal weight, to stay there. Behaviorally managed weight
control programs aim to alter a person’s caloric intake while increasing caloric
expenditure through physical exercise. The core elements in a program for chang-
ing caloric intake, as described by Wilson (1984), are these four: self-monitoring
one’s eating patterns and setting achievable goals for oneself; restructuring the
environmental cues for eating (e.g., eating only in one place, doing nothing else
while eating, etc.); changing the topography of eating patterns (e.g., making the
eating setting more attractive, the food more palatable, eating more slowly, using
smaller places, etc.); reinforcement of behavior change.

Clients may also be taught the use of coping skills for those interpersonal
situations and emotional conditions, such as loneliness, frustration, or boredom,
that may trigger inappropriate eating and the use of cognitive instructional strate-
gies to endorse the efficacy of the therapeutic techniques.

Follow Healthful Dietary Guidelines

Reduce Fat Intake. This goal is especially important if one is at risk for heart
attack, a likely possibility if one already has a high blood cholesterol level. High
blood cholesterol levels are commonly attributed to diets high in saturated fats. To
reduce fat intake, a diet of lean meats, fish, poultry, and dry legumes is recom-
mended, along with a reduction in butter, cream, hydrogenated margarine and
shortening and a moderate use of eggs and organ meats.

In trying to meet this goal one must be careful to avoid inadvertently restrict-
ing certain foods that provide valuable nutrients to elderly. Red meats are partic-
ularly important since they provide iron, protein, and zinc, elements often deficient
in the elderly (Gersovitz, Motil, & Munro, 1982; Munro & Young, 1978). While iron
requirements of the body are lowest in old age due to the lifelong accumulation of
iron stores (Lynch, Finch, & Monsen, 1982), it is still important to maintain signifi-
cant intake levels. In fact, there is evidence that iron supplementation in the elderly
may reduce the incidence of stroke, but there is no evidence that cholesterol levels
are related to stroke incidence in elderly men and women (Kohrs, 1982; Worth-
ington-Roberts & Hazzard, 1982).

Zinc is found in crab, oysters, liver, beef, poultry, veal, milk, cheese, and eggs,
foods which may be considered expensive or unappetizing by the elderly. Specific
diseases prevalent among many elderly, such as hepatitis, alcoholic liver cirrhosis,
intestinal malabsorption, and chronic renal failure, are associated with zinc defi-
ciency (Young, 1983). Zinc is also seen as critical for the synthesis of nucleic acid,
protein, and biological membrane metabolism, all functions involved in the healing
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of wounds (Hallbrook & Lanner, 1972) and in immune function (Gross & New-
burne, 1980).

Increase Complex Carbohydrates. Since fats and carbohydrates supply a good part
of the body’s energy, when fats are decreased, carbohydrates should be increased.
Complex carbohydrates are better than fats in general because they contain fewer
than half the calories of fats and many essential nutrients besides. Examples of
foods containing complex carbohydrates are legumes, nuts, fruits, vegetables, and
whole grain breads and cereals.

Increase Fiber Intake. Fiber should be included in a diet because it relieves
constipation and thus reliance on laxatives. Itis also helpful in preventing diverticu-
lar disease and other gastrointestinal disorders. High fiber intake is not advisable,
but the substitution of whole grain bread in place of white bread, or the addition of
three tablespoons of bran to cereal once a day and the inclusion of high fiber
vegetables is an easy way to increase fiber (Kohrs, 1982).

Increase Intake of Vitamins By, and D, Folic Acid, Iron, and Calcium. Two of these
nutrients, vitamin D and calcium, have been implicated in bone loss among elderly
citizens (Heaney, Gallagher, & Johnston, 1982; Parfitt, Gallagher, & Heaney, 1982).
Heaney, Gallagher, and Johnston (1982) have recommended that for males over the
age of 60 and females over the age of 50, calcium levels be increased to 1,000 mg per
day or more, an amount well beyond the current Recommended Dietary Al-
lowances. Milk and cheese are good sources of calcium. Vitamin D is found
naturally in fatty fish, eggs, and chicken liver; it is a supplement in milk and some
other processed foods. Sunlight is a good source as well.

Consider Salt and Alcohol Intake. Although most current dietary recommenda-
tions include lowering salt intake for the reduction of high blood pressure, this is
less of a problem for the elderly than it is for the middle-aged. Since taste acuity
lessens with age, alow-salt diet may not be palatable for the elderly and may lead to
reduced food intake. Therefore, it may not be prudent to restrict the salt intake of an
underweight elderly person who has only a slight elevation in blood pressure
(Kohrs, 1982).

Because alcohol adds large amounts of calories and few nutrients to the diet,
lowered levels of alcohol intake are recommended. Alcohol should probably not be
eliminated altogether from the diets of those who use it with meals since it
improves social contact and enhances psychological functioning and appetite
(Mishara & Kastenbaum, 1974). Alcohol can also improve the quality of sleep in the
elderly (Busse, 1980).

Compliance Programs

Once the nutritional targets have been established, behavior therapists can
design programs to enhance compliance to any specific food regimen. Together
with a client and his or her family, the therapist might construct a multifaceted
program, the basics of which are described as follows.
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In the beginning it is important to take baseline data of what food is eaten for at
least 4 weeks. The therapist can then get an idea of what the client’s preferences are
and what habits he or she has in eating. It would be helpful to enlist a family
member to spot-check on a random basis certain meals and snacks a person eats at
various times of the day, since self-reported dietary habits are often inaccurate
(Lansky & Brownell, 1982; Rush & Kristal, 1982).

Next the client and therapist should spend time identifying various nutritious
foods and problem foods and discussing the value of good nutritional practices.
There should also be discussion about ways to adapt familiar recipes, ways to shop
for healthy foods, and which restaurants feature nutritious menus. It helps at this
point to compare prices of healthy foods with less nutritious foods by going over
grocery lists. Many clients are unaware of the extra expense in impulse items and
snack foods. Showing a decrease in grocery bills can be an effective reinforcer for
changing eating habits. There is also a time when the therapist might introduce the
use of cognitive restructuring for thoughts about certain foods or food groups thata
person may not be familiar with and for thoughts about the value of healthy eating.
Covert reinforcement is also helpful in encouraging people to select certain foods.
When that procedure is used, a client imagines himself or herself making the
correct choices in the market, preparing meals the correct way, enjoying the food,
and telling himself or herself that he or she is now “eating smart.”

Many changes often occur spontaneously at this point in time. When they
happen, the client should be reinforced enthusiastically by both the therapist and
any involved family members. Concrete gains should be identified whenever
possible. For example, the client may get checked for blood pressure or cholesterol
levels. Physical stamina, sleeping, or appearance might be slightly improved. The
money saved from improved shopping habits might be spent on some special item.

Generally, however, the greatest changes are made later, when the client and
therapist contract for the inclusion and exclusion of certain targeted foods for a
specific period of time. Food categories, like fruits or vegetables, or specific items,
like salt or sugar, can be targeted. Or the client can agree to make small changes in
each food group. Whatever changes are made must be reinforced. The client can be
taught to reinforce himself or herself for making appropriate food choices or for
sticking to the contract. At this time, too, client and therapist should discuss the
importance of self-monitoring and self-praise, because a therapeutic goal is the
instillation of a lifelong habit of evaluating one’s own progress and reliance on
oneself for reward, rather than others.

We do not want to negate the value of family members as reinforcers. Often
nothing is as effective for an older person as interest from the family, visits from
family members, special outings, company at meals, and so forth. But it generally
happens that interest from the family lags after a time despite good intentions, and
it becomes increasingly difficult to reinforce someone for doing “what they should be
doing anyway” or what they have been doing for a long time. Self-reinforcement helps
to insure that the client’s behavior continues independent of the vicissitudes of others.

It is likely that this program will continue for a year. After the first 3 or 4
months, the client need not attend weekly sessions with the therapist, but can
reduce the number of visits to once every 3 or 4 weeks. When gains have been
clearly established, the therapist’s attention shifts to maintenance by providing
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reinforcement and feedback and by designing strategies to help overcome any
specific difficulties that arise as a person progresses through the program.

Increase Exercise

One cannot make recommendations about nutrition without considering the
value of exercise. Older people often do not feel that exercise is necessary or they
exaggerate the risks involved in vigorous exercise. In fact, the need for exercise does
not decrease with age. Some diseases (e.g., hypokinetic disease) may actually be
caused or accelerated by inactivity and sedentary lifestyle (Wiswell, 1980). The
benefits of exercise in physiological and psychological functioning are established
(see review by DeVries, 1977). Investigators have found improved cerebrovascular
circulation, neuroendocrine sensitivity and function, and motionality as a result of
exercise. Cognitive and behavioral characteristics have improved (Spirduso, 1975),
and there have been reductions in anxiety (Driscoll, 1976) and depression (Morgan
& Pollock, 1970) with physical exercise. Dodson and Mullens (1969) have demon-
strated that exercise programs for geriatric residents have resulted in significant
decreases on the MMPI hypochondrial and psychothenic scales, while Powell
(1974) has shown that increases on the Wechsler Memory Scale are an effect of
exercise.

Most likely the clinical behavior therapist will need to include an exercise
regimen in his or her overall therapeutic plan for an elderly client. An exercise
program may be devised utilizing a pattern of gradually increasing demands, like
the Royal Canadian Air Force Exercises. It is important to provide regular monitor-
ing and positive feedback as the person follows an exercise program. In her clinical
practice, Wisocki has found it helpful to establish assessment criteria by which the
elderly client may determine progress and reinforce himself or herself for gain.
These criteria should be reasonable and achievable without too much work. For
example, after several weeks of exercise one criterion might be walking up a flight of
stairs with fewer signs of exertion than previously experienced, or demonstrating
increased flexibility in bending down to tie shoes. Another measure of progress
may involve the number of blocks or miles walked, as measured by a pedometer. In
any case, a tangible, realistic measure is important in maintaining a pattern of
exercise.

Education

Probably the most significant inroads to the improvement of nutritional status
among elderly individuals are made by educating people to the facts. Instruction is
especially important in the areas of nutritional requirements, specific diets, ways to
prepare food, the need for exercise, the changes one may expect in aging, with
particular attention to sensory changes (e.g., in taste buds, olfaction, dentition) and
digestive system changes, and the potential harm from medication and alcohol.

Instructions should be clear. The important points should be emphasized
repeatedly. Various sensory modalities should be engaged when the instructions
are given. Whenever possible, charts or other record-keeping systems should be
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used to enhance compliance, to aid failing memories, and as a tangible means of
monitoring participation in any established program. It is necessary that clients
participate in the educational process. Perhaps a system of programmed learning
might be implemented to insure that the clients have grasped the major points of
nutritional health.

Health care providers may also need to include instruction in budgeting,
details about the federal and local systems of aid, the availability of special pro-
grams for the elderly—particularly Meals-On-Wheels and transportation aids—
restaurant discounts to senior citizens, etc. Occasionally a psychologist encounters
an older person who expresses reluctance to take advantage of these programs,
believing that they are only for the infirm or poor. These beliefs must be considered
in the intervention process.

It may also be necessary to explain the importance of properly fitted dentures,
which will help make the food one eats more palatable and allow for greater variety
of foods. Increasing the variety of one’s diet may be the single most important
change that can be made in an elderly person’s eating habits. The improvement of
one’s visual acuity may also aid in making food appear more appetizing. For that
reason alone it is important to encourage the elderly to maintain or update their
eyeglass prescriptions.

Institutionalized elderly especially may be unaware of their personal limita-
tions. They may express unrealistic complaints about what they would be eating if
they were at home. They may reject food that looks unlike what they used to eat.
The elderly person’s anger over lack of food choice may reflect a more general anger
and sense of frustration about loss of control over his or her environment that aging
frequently elicits. Interventions are preferable that increase an elderly person’s
sense of control over his or her diet, increase choice, and increase variety. It is
possible to influence the food choices of the elderly by introducing new foods
gradually into their diets, by arranging their meals in an attractive way, and by
explaining something about the value of food for health, taste, and convenience
(Holdsworth & Davies, 1982).

Studies have shown that it can take up to 1 year of therapy to reverse nutritional
deficiencies in the elderly (Howels, 1975). Perhaps it is that length of time which has
discouraged many investigators from actively developing behavioral programs to
modify the dietary habits of elderly citizens. Or it may be that the eating habits of
the elderly are stronger, due to this longer eating history. Food preferences and food
aversions can be very powerful and long lasting. If food choices are also dictated by
cultural factors, they may be even more difficult to change. Some empirical work has
been done, however, and the details of those studies are examined in the next section.

RESEARCH STUDIES

In 1973, Bechill and Wolgamot estimated that fewer than 1% of the eligible
population participated in federal government programs that provided meals for
the elderly. This statistic prompted Bunck and Iwata (1978) to investigate ways of
improving participation in community meal programs. Using a multiple-baseline
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design across three groups composed from 202 households, these investigators
conducted two experiments. In the first experiment, they compared the effective-
ness of providing public service radio announcements about the availability of meal
programs and free transportation, a home visit in which the citizen was personally
invited to attend, a follow-up telephone call, and a mailing announcing a list of 58
“rewards” for participation. These rewards included activities, products, games,
and services. When the data were analyzed, Bunck and Iwata found that home
visits and rewards for participation were more effective in increasing attendance at
meal programs than radio announcements or telephone contacts. The use of re-
wards was the most effective and least expensive of all methods. Overall, however,
the number of participants for the meal program only increased by 25.

In the second experiment, Bunck and Iwata evaluated the effects of low-cost
incentives in improving attendance, using the 25 participants from the first experi-
ment. They provided movies and bingo games on one day following the meal, and
on two other days, after the meal, participants could select rewards from a list. Both
strategies improved attendance, but the reward program was more cost-effective.

Using employees of the National Institute of Health as subjects, Zifferblatt,
Wilbur, and Pinsky (1980) monitored what foods were chosen in the cafeteria lunch
line for 15 months. Next they introduced a nutrition education program on cards
distributed along with food purchases. Each card described the nutritional value of
a food available in the cafeteria. Sets of matching cards could be exchanged for
small prizes at various times during the 8-week program. The investigators found
significant changes in dietary habits after the program. Employees reduced caloric
intake. They purchased fewer desserts and bread products, and they increased
intake of skim milk. They did not, however, change their food preferences. One
suspects that a more direct intervention, such as rewarding people for trying new
foods, would be more likely to produce such changes than an educational program
alone.

Stanford University, however, demonstrated that education about nutrition can
be effective. Investigators at Stanford (Stern, Farquhar, Maccoby, & Russell, 1976)
initiated an ambitious study involving three communities in Northern California.
They targeted the dietary habits of two communities, while the third community
served as a control. For 2 years the “treatment group” communities were exposed to
a multimedia campaign of television, newspaper articles, billboards, radio announ-
cements, and posters through which investigators attempted to educate and per-
suade people to change their nutritional practices. In addition to the media expo-
sure, a random sample of residents at risk for heart disease were given a 9-week
course in nutrition. Prior to these interventions all residents were evaluated for diet,
knowledge of dietary risk factors, and plasma cholesterol. At1and 2 years of follow-
up, the residents of the treatment communities reported significantly lower intakes
of cholesterol and saturated fats and lower systolic blood pressure than the resi-
dents in the control community. They also were more knowledgeable about dietary
risk factors. Those people who took the 9-week course improved significantly more
than the other residents in the treatment communities in lowered consumption of
cholesterol and saturated fats, but after 2 years these differences were eliminated
due primarily to continued improvement in the general community group.
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The study illustrates not only that dietary habits can be changed on a large
scale, but that media presentations are as effective as the more intensive interven-
tion programs for small groups. Cerqueria et al. (1979) reported similar findings
from a study in Mexico.

A more simple strategy was devised by Mayer et al. (1986) and tested in a
family-owned cafeteria. At various places in the cafeteria they displayed three
posters listing the benefits of a low-fat diet and showing which low-fat entree dishes
were available to customers. They also placed fliers with the same information on
each dining table. Customers were 140 regular visitors to the cafeteria, including
approximately 40 elderly men and women. Prior to the placement of the posters, the
investigators collected baseline observational data on the entree and dessert selec-
tions made by all customers. The posters and fliers served as the only interventions.
They were displayed after baseline and then removed while a second baseline was
taken, and finally reinstated. Each phase occurred for 6 days.

Data analysis indicated significant changes in the proportion of low-fat entrees
chosen by customers during the times the posters were shown. There were no
increases in the number of desserts during the interventions, indicating that addi-
tional calories were not consumed in other food products.

These results compared favorably with results obtained in similar studies
investigating the effects of providing infornhation about nutrition at the point where
consumers make a selection about the foods they buy (Davis-Chervin, Rogers, &
Clark, 1985; Dubbert, Johnson, Schlundt, & Montague, 1984).

A great deal more work on changing nutritional practices has been done with
children (e.g., Brownell & Kaye, 1982; Coates, Jeffrey, & Slinkard, 1981; Epstein,
Masek, & Marshall, 1978; Herbert-Jackson & Risley, 1977; Madsen, Madsen, &
Thompson, 1974; Stark, Collins, Osnes, & Stokes, 1986). They have all achieved
good results with different procedures.

All the studies described indicate that good nutritional habits can be devel-
oped, even though the behavior is complex and maintained by a multiplicity of
factors. Thus, it seems that the effort is worth the gain.

SUMMARY

In sum, the elderly present a unique set of nutritional needs and problems.
The physical, emotional, and social changes that ordinarily accompany aging, all
exert an influence upon nutrition. Physiological changes, such as decreased meta-
bolic rate, may lower the caloric needs of the elderly, thereby contributing to the
difficulty of obtaining adequate nutrition without gaining excess weight. Injuries
and diseases increase the nutrient requirements of the elderly, while, ironically,
medications often decrease the body’s crucial supplies of vitamins and minerals.
Laxatives, used by a majority of the elderly, pose a threat, as they may lead to
phosphate depletion and electrolyte imbalance. Social factors, particularly poverty
and isolation, exert a negative influence upon adequate nutritional intake in the
elderly.
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The psychological and physical effects of malnutrition may be misinterpreted
as part of the normal aging process. Some of the mental deterioration and depres-
sion seen in the elderly may be due to deficiencies in vitamins or minerals. The
importance of accurate assessment of nutritional status is essential even when a
client presents with physical or psychological problems. The Nutritional Assess-
ment Form (Figure 1) aids in the assessment of medical, dietary, and physical
factors which may affect nutritional status.

Inadequate nutrition in the elderly may be improved through vitamin and
mineral supplements. However, care should be taken to avoid the toxicity associ-
ated with the storage of fat-soluble vitamins such as A, E, D, and K, and also with
the water-soluble vitamin Bg. Luckily, there are several avenues open to clinicians
whose goal it is to improve the nutritional status of their elderly patients. Education
in proper nutrition and good shopping habits is essential.

Nutritional goals should be individualized to meet the specific needs of each
client. In general, eating patterns should be designed to aid in the maintenance of
ideal body weight and overall health. The elderly will benefit from reducing their
intake of saturated fat and increasing their intake of complex carbohydrates and
fiber, as well as increasing their intake of a diverse selection of many foods rich in
naturally found vitamins and minerals. Salt and alcohol intake should be reduced,
and exercise strongly encouraged.  °

Nutritional habits may be difficult to change, but clinicians can develop
incentives for their clients for improved shopping, food preparation, and eating
habits. Current research indicates that behavioral programs that emphasize reward
systems tend to be the most effective in altering nutritional habits. Even though
nutritional behavior is complex and affected by numerous factors, research strongly
suggests that good nutritional habits can be developed and enhanced via educa-
tional and behavioral programs that are individually tailored and systematically

applied.
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Residential Factors in Behavioral
Programming for Elderly

CLAIRE MORSE AND PAaTRrRICIA A. WISOCKI

INTRODUCTION

For most of us home means shelter and food, comfort and security, opportunities
for socialization and intimacy, a place for beloved possessions, and one’s own
personal private space in the world. For the elderly home may also mean indepen-
dence and family stability.

In this chapter we will be discussing housing for the elderly. We will first
present some statistics that describe where home is for most elderly. Next we will
briefly address the problems experienced by elderly in urban and rural residential
settings and present various alternative housing options that have been developed
in recent years for them. These options include public housing, foster care homes,
home sharing, hotels and rooming homes, retirement communities, and commu-
nity housing. Special attention is paid to architectural design and service features
important to the elderly in public housing. We will also consider the living condi-
tions of elderly in institutions and describe some of the environmental factors that
contribute to behavioral and cognitive decline of the residents. We will review the
environmental-behavioral research conducted with institutionalized elderly men
and women that has direct relevance to promoting behavior change through a
modification of environmental factors. Finally, we will offer some comments re-
garding the clinical relevance of this information.

Statistical Description

Most older people (about 70%) live in homes they own (Lawton, 1979). About
5% of the population live in institutions, either nursing homes or mental institu-
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tions. Approximately 9% live in special housing for the elderly (Lawton, 1980).
Although the majority of the elderly live with other people, women are more likely
to live alone than men, who most often live with a spouse (Newman, Zais, &
Struyk, 1984). About 12% live with a child or other family member (Newman,
Morgan, Marans, & Pastalan, 1976).

As one ages further these figures change. The percentage of people over 85
who live in nursing homes, mental hospitals, or total care institutions is about 20%
(Vincente, Wiley, & Carrington, 1979). The population over 85 is growing and will
continue to do so for some time. Thus, while institutionalization is far from the
normative experience of elders, the possibility has increased that the oldest group of
the population will experience institutional living. McConnell (1984) has estimated
that 40% or 50% of the elderly will at some time live in an institution.

Urban Settings

A large percentage of elderly live in urban areas. Rowles (1984) has estimated
that 62% of the elderly fit this classification. More than half of these people live in
the central areas of a city (Kennedy & DeJong, 1977), and another 15% live in
apartments or hotels (Howell, 1980b). Most older urban dwellers have “aged in
place,” having lived in their current dwellings for a long time (often 18 years or
more) (Myers, 1982; Newman et al., 1984). These elderly face deterioration of their
property and may be unable to maintain it due to financial pressures from rising
costs and their own relatively fixed incomes (Golant, 1984). Their houses may be too
large and difficult to manage. Widows constitute a large group of aging community
dwellers who are likely to be living in older housing in need of repair and mainte-
nance (Arling, 1976). When “gentrification” affects a city, older people are likely to
be displaced by increasing rents, taxes, and housing conversions, making the area
too costly for them to live there (Myers, 1982).

If they remain in their neighborhoods there may be other problems. Older
people generally have established patterns of shopping and daily activities in the
neighborhood (Myers, 1982). Many older people do not drive cars (Ast, 1977;
Lawton, 1972) but rely on walking, public transportation, or family and friends to
transport them (Brody & Lang, 1982). Often unable to journey far from their
residences, they are denied access to certain goods and services that are available in
the larger community and are forced to satisfy their needs in a relatively circum-
scribed neighborhood (Walsh, Krauss, & Regnier, 1981). Cantor (in Myers, 1982)
estimates that the neighborhood for urban elderly consists of about 10 city blocks. If
urban renewal or revitalization causes local shops to close or move, as is frequently
the case, older people may find their access reduced still further or eliminated
altogether (Myers, 1982; Regnier, 1974; Teski, 1981). For those who are physically
disabled the problem is even more severe.

Patterns of socialization also recur within the area delimited by the neighbor-
hood. Families often live close by and render many services to their elderly
relations (Bultena, 1969; Troll, Miller, & Atchley, 1979). Although widows retain
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contact with offspring, particularly with daughters, their morale is more dependent
on friends and neighbors with whom they visit and exchange assistance (Arling,
1976).

Urban elderly often express a well-founded fear of crime (Harris, 1975). They
are disproportionately the victims of certain crimes, including robbery, burglary,
and larceny (Cunningham, 1976; Lawton, 1980). Their concentration in central areas
of the city puts them in close proximity with the young, often unemployed males
likely to be suspects in crimes committed against the elderly (Cunningham, 1976).

Rural Settings

About 38% of the elderly live in small towns or rural areas (Rowles, 1984).
These elderly fare worst of all in terms of housing. They tend to live in old houses
that are often in poor repair and lacking adequate plumbing and heat (Atchley &
Miller, 1979); they have lower incomes than urban elders (Lee & Lassey, 1980); and
they tend to be far away from the services and goods available to city dwellers
(Coward, 1979; Taietz & Milton, 1979) and more distant from family (Powers, Keith,
& Goudy, 1979). Those elderly rural dwellers who have stopped driving may have
difficulty obtaining even minimal services (Golant, 1972) and opportunities for
socialization, often leaving them isolated and lonely (Kivett, 1979).

The rural elderly do not feel less satisfied overall with their lives, however.
Although they may evidence higher than average scores on some specific indica-
tors, such as negation, hopelessness, and despair (Lee & Lassey, 1980), rural elderly
report general satisfaction with housing. In a study of 771 rural dwellers in 17
counties, 96% of the population recognized the need for specific repairs in their
housing, but felt that it fully met their needs (Montgomery, Stubbs, & Day, 1980).

The satisfactions resulting from owning their own homes in settings in which
they have lived for years appear to compensate for the objectively poor conditions
(Rowles, 1980, 1984). Rural or small town dwellers know most of their neighbors,
and the neighbors are often willing to provide them with community services
(Philblad, 1975). This stable, supportive environment may make possible a gradual
transition from full-time work to eventual death, as has been documented among
the people of rural Appalachia (Lozier & Althouse, 1975). In an extensive analysis of
small-town dwellers in Kansas, Windley & Scheidt (1982) found that happiness and
physical and mental health were highest among those people most involved in the
community, and that satisfaction with one’s dwelling was an important contributor
to physical and mental health.

Few elderly in urban or rural settings want to move from their homes, and few
do, hoping to remain independent for as long as they can. Those who wish to
relocate within a community, however, may experience health and morale benefits
(Carp, 1966; Lawton, 1979; Lawton & Cohen, 1974; Sherwood, Greer, Morris & Mor,
1979). In the next section of this chapter, we will examine current trends in housing
alternatives available for elderly who wish to change their residences, and we will
comment on the relative merits and flaws in each.
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HoOUSING ALTERNATIVES

There are various kinds of housing that provide some supportive care without
the confines of a typical nursing home or mental institution. Some alternatives have
been derived from the specific resources and needs of a community. Listed below,
with brief descriptions, are several possibilities.

Foster Care Homes

Foster care homes generally house from one to four residents in a single
household (Eckert & Murray, 1984). Because they are small they can provide a
family-like atmosphere and highly individualized attention, although there is no
guarantee that such will be the case. Possible benefits from this living arrangement
include integration into the life of the community, lower cost, and greater privacy
and freedom of activity than are available in nursing homes. While the possibility
for such care is great in terms of quality of care and numbers served, the actual
number of available homes is difficult to determine, in part because definitions vary
from state to state (Eckert & Murray, 1984). The total cannot be very large: only
about 10% of not currently married men and 5% of not now married women live
with a person unrelated to them. The opportunity to expand the numbers of foster
care homes may be blocked by reluctance among families of the elderly who feel an
obligation to provide care. Potential foster care providers may also experience
reluctance because they mistakenly fear that their responsibility may continue until
the death of the old person (Dunkle, 1983).

Community Housing

Community housing has been viewed as an intermediate step between inde-
pendent living and institutional residence. The Philadelphia Geriatric Center
(PGC) is a good example of a model program. The PGC has converted several
single-family residences into separate apartments with a common living room, for
use by many older people. This housing appeals especially to the ill and lonely
elderly who live alone and may fear crime in their current neighborhoods (Brody,
1978). Although the supportive services offered by the PGC are largely those
common to apartment buildings, such as maintenance and janitorial service in the
common areas, residents are able to take advantage of programs offered by the
PGC, and can purchase some food and housekeeping services. When Brody (1978)
compared groups of people who had moved into the PGC with those who had not,
she found that although residents had some complaints about the particulars of the
housing, they were generally satisfied with their move. They were more satisfied
than the group of applicants who had not moved. Because it modified existing
buildings, the creation of community housing was relatively simple and inexpen-
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sive. Such miniprojects could be part of housing authorities’ responsibilities (Eckert
& Murray, 1984) if local zoning ordinances permit them.

Home Sharing

Home sharing is a good alternative for elderly willing to give up some privacy.
With this arrangement, an existing home is offered (generally under the auspices of
a social agency or group) to another person who rents an apartment or room with
kitchen privileges. There are numerous variants of this arrangement. In one exam-
ple, a younger person may occupy a room in exchange for services such as house-
keeping or meal preparation and monitoring the health status of the older resident.
Or a person may provide health care services to the home owner. In another
example, several elderly may live together (in mutual comfort) in a single home. In
addition to providing housing and “employment” to renters, this arrangement has
financial, social, and security benefits for older people willing to cooperate and
share with each other. It can successfully allow people to lead relatively indepen-
dent lives while gaining support from others. A national effort to assist in develop-
ing home-sharing projects has been initiated under the auspices of the Grey
Panthers, but this type of housing has not yet appealed to a significant number of
elderly (Eckert & Murray, 1984; Strieb, 1978).

Hotels and Rooming Houses

An estimated 397,000 people reside in hotels and rooming houses of variable
quality and not subject to governmental regulations. For the most part these
residents are male, older than 75, living in poverty, alone, and either never married
or are divorced. The choice of this type of dwelling was apparently made by some
before they became elderly; for others it was the only low-cost option available once
they were older. These residents are rather suspicious of social services, fear that
social service agents will force them to move into an institution, and value self-
sufficiency highly (Lally, Black, Thornock, & Hawkins, 1979). While some residents
may have a reduced social interaction network, they do not complain about being
lonely. Some have interactions with many other people, including other hotel
residents and employees and neighborhood residents (Cohen & Sokolovsky, 1980).
Indeed, Lally et al. (1979) have pointed out that hotel staff often provide valuable
assistance to their clientele.

Retirement Communities
Retirement communities, in general, are specifically planned in self-contained

settings, often in the Sunbelt, where the climate is mild. They are relatively costly
and available primarily to middle- and upper-class elders. They are often totally or
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partly age segregated and may have restrictions about visits from young children.
Size varies from 100 to more than 5,000 residents (Marans, Hunt, & Vakalo, 1984).
They offer their residents many recreational and cultural opportunities within the
community. Many also offer a kind of governance structure that may be used to
influence local government to provide services the community desires.

Marans et al. (1984) describe five types of retirement communities based on
size, resident characteristics, levels of services, and sponsorship. These types have
been designated as retirement new town, retirement village, retirement subdivi-
sion, retirement residence, and continuing care retirement center. Those who live in
such communities (fewer than one million people) report satisfaction with them
(Sherman, 1975); they view positively the activities and services offered and enjoy
the congeniality of living with other retired people (Burby & Weiss, 1967). As the
residents age and begin to need more services than these communities sometimes
offer, difficulties may arise that force either the resident to relocate or the commu-
nity to change its policy (Lawton, Greenbaum, & Liebowitz, 1980). Either option
could be traumatic.

Public Housing

Elderly individuals currently occupy over one-third of the units in public
housing, which is low-rent housing provided to low-income tenants. Public hous-
ing varies in the extent to which services are offered to residents. Some settings
offer a complete range of services, including skilled nursing care, intermediate
care, and independent apartment dwellings, while other projects offer apartments
only.

yThere has been some debate over the amount of services that should be
provided to clientele. Concern for maintaining the elderly person’s independence is
at the core of the debate. Investigators who studied the effect of providing different
meal services found that dependency was not increased when elderly were offered
meals (Gutman, 1978; Lawton, 1976). These investigators found other interesting
data, however. Gutman noted more benefits (i.e., higher morale, more socialization
in and outside the residence) after elderly moved to a facility that offered self-
contained suites. Lawton found that residents of congregate housing who were
given a minimum of one daily meal showed improved morale, lessened loner status,
and greater housing satisfaction. They also showed some minimal losses in external
orientation. On the other hand, residents of the traditional public housing projects
who were not given a meal, nor any type of formal programming, participated more
often in activities, interacted more with other people, and had more personal
interests, including keeping abreast of the news. Lawton (1976) also noted that the
behavioral changes (outer adaptations) and the emotional changes (inner aspects)
were in opposite directions in the two settings, which may indicate a trade-off for
residents of either type of public housing.

In all types of housing it is important to consider the overall design features
and the availability of services. Both elements significantly affect the elderly resi-
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dents’ feelings of well-being and satisfaction. In the next section we will present the
research pertinent to these two aspects.

ARCHITECTURAL DESIGN FEATURES

A number of investigators have examined the differential effects of living in a
high-rise apartment and a garden-style apartment complex. Some studies have
found that social contact among high-rise occupants is greater than among occu-
pants of garden or court apartments, primarily because residents have a larger pool
of people with whom to interact. High-rise buildings frequently have public or
common areas in which residents can meet and socialize casually. These areas are
most effectively located within 30 feet of paths for traffic flow, such as at building
entrances or near the elevators or mailboxes (Howell, 1980a). Perhaps as a conse-
quence of the richer opportunities available within the facility, residents may not go
outside their dwellings as frequently as do low-rise residents (Devlin, 1980;
Nahemov, Lawton, & Howell, 1972).

Residents frequently enjoy watching the comings and goings of others (How-
ell, 1980a), and any activity outside the building tends to increase perceived and
actual security among residents (Devlin, 1980; Rowles, 1981). Some residents will
not welcome surveillance of their activity, however, and will want to come and go
unwatched (Lawton, 1979). A balance might be struck by partially screening the
public area from visual observation or by creating a variety of entrances.

Seating arrangements are also important considerations. Ideally, seats should
be designed for older arthritic people who may have difficulty arising from deep,
soft seats, particularly those without armrests (Howell, 1980a). Social groupings are
influenced by the kinds of chairs provided. If chairs are too large or too heavy to be
moved easily, residents may avoid them (Howell, 1980a).

The common areas used by residents, such as lounges, entryways, and stair-
ways, should be well lighted and visually interesting. These are the places to
present information to residents about the location and scheduling of activities, for
instance. Residents use lounges that are centrally located more than those located
at the ends of corridors (Howell, 1980a). When possible, they like to look out of
doors, and they welcome the placement of windows at a height to allow viewing
from a seated position. Residents want each floor in a building identified in a
distinctive way so as to minimize the possibility of confusion. They prefer short
hallways; they like cross-ventilation in their apartments and trash disposals on each
floor (Zube, 1974).

Well-designed public housing for the elderly attends to these considerations
and others. Safety features that are mandated by building codes must be provided
along with such things as barrier-free access for wheelchairs, call buttons or phones
(or more sophisticated technology), sinks and appliances installed at the proper
height, windows, adequate storage space, individual control of heating, and safety
controls on appliances. The units should also be designed for privacy, decorum,
and individual preference (Aranyl & Goldman, 1980; Gelwichs & Newcomer, 1974;
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Rose, 1978). Costs are not necessarily increased when such features are included in
a building (Lawton, 1979; Lipman & Slater, 1977). For additional information the
interested reader is referred to Nursing Homes and Hostels with Care Services for the
Elderly (1979), a manual that includes useful guidelines and comments for planning
a housing facility with attention to architectural, general, operational, and recre-
ational features.

Individual apartments should offer the resident maximum opportunity for
individuality, flexibility, and continuity with his or her previous life patterns (How-
ell, 1980a). It should be possible for a resident to provide some or all of the furniture
if he or she wishes it. At all times a resident should be encouraged to add some
individualized decorations, such as pictures, wall-hangings, lamps, plants, and so
forth. To the extent possible, available space should be divided in accord with the
resident’s wishes. Moveable walls are a desirable feature in this regard. Frustrations
or hazards in these realms can influence the affective and behavioral state of the
client. The practitioner needs to keep such features in mind as reasons for treatment
“failures” or attitudinal dissatisfaction. -

SERVICE FEATURES

In studies probing the services desired by public housing residents, medical
services top most lists (Carp, 1976; Lawton, 1975). A study by Sherwood, Greer,
Morris, & Mor (1981) showed that even though off-hours nursing services were not
extensively used in a public housing facility, a proposal to eliminate them was ada-
mantly resisted. Residents felt reassured that assistance was available if needed.

Other services important to residents for maintaining their independence
include: transportation to medical service providers, assistance with chores and
housekeeping, meal preparation, cleaning, shopping, personal assistance (e.g., in
bathing, clipping toenails, or doing laundry), day or night care, care of some
prostheses, and daily monitoring to assure that the resident remains well. Social,
recreational, educational, and cultural programming are desirable as well.

Some or all of these services may be offered by the housing project itself; others
may be available through local government agencies. Some may be purchased from
local vendors, and some may be provided by volunteers, families, friends, neigh-
bors, or through such institutions as churches, schools, or medical centers.

While it may be vital for the elderly to receive such services from others, it is
also important that they provide an exchange of goods and services among them-
selves (Dowd, 1975). The process of helping others may contribute to one’s own
sense of self-esteem and independence and may be helpful in facilitating a resi-
dent’s adjustment to life in a public residence. This is an area in which behaviorists
may apply their skills by developing programs that foster cooperation among
residents, encourage friendships and family relations outside the residence, and
support the participation of residents in the larger community. If such programs are
located in neighborhoods close to resources (e.g., near the center of the city) so that
residents can walk to shopping areas, attend recreational events, visit the library, or
attend religious functions, greater participation is assured.
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Safety and security are also of prime concern (Lawton, Nahemov, Yaffe, &
Feldman, 1976). Residents often express fear of going out, particularly at night.
Buildings should have well-lighted entryways, without bushes and other obstruc-
tions that might hide potential attackers. Ideally, the traffic flow is safely distant
from the route residents must take to and from their residences. Some surveillance
should be provided, either by residents using the buddy system, by a hired
security guard, or by local police.

Access to public transportation is also an important consideration. Public
transportation is underutilized when schedules are inconvenient, stops do not have
shelter, routes are limited, costs are high, and the resident has difficult getting on or
off the vehicle. In some areas special services for handicapped or wheelchair users
are available, but older people (and younger people) are often unaware of them,
despite the efforts of agencies and service providers to inform the public of their
existence (Hayslip, Ritter, Poltman, & McDonnell, 1980).

For reasons of sociability, security, and reduced generational conflicts, older
citizens seem to prefer living in a neighborhood which is 50% occupied by older
people. According to the results of a study by Weinicke (1973), when this propor-
tion existed, people who were concerned about the age distribution had more
contact with friends and saw their children less often than those who expressed less
interest in the age distribution of a neighborhood. Of course, not all elderly people
want to live in such a setting. For some residents the age distribution is less
important than maintaining familiarity in their environment and making their
surroundings meaningful (Kalish & Knudtson, 1976).

INSTITUTIONAL SETTINGS

We will now turn our attention to those elderly who, for one reason or another,
will need to move from their neighborhoods and take up residence in an institu-
tional setting.

Those elderly residing in mental institutions and nursing homes comprise a
small proportion of the elderly population. Yet for behavioral researchers, they have
been the most frequently studied group of elderly (Wisocki & Mosher, 1982). Their
problems are probably the most severe of all elderly; their disabilities are greater;
their resources are more depleted.

The elderly in mental hospitals are usually poor, have little or no family
contact, are in advanced old age (over 80 years), and suffer from impaired mental
and physical functioning and multiple chronic disabilities (Gottesman, 1971). In
1980, 5.9% of admissions to state and county mental hospitals were 65 or over, while
28.9% of the patients in the same institutions are over 65 (NIMH, 1983), a fact which
suggests that the majority of elderly mental hospital residents grew old within the
institution.

Nursing homes are presently used by the terminally ill who require intensive
nursing care, patients recuperating from an illness, those infirm elderly who lack
sufficient social resources to manage themselves in the community, and former
residents of state mental hospitals who were transferred to make room for younger
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patients. Nursing homes are currently holding a larger number of chronic patients
in need of long-term custodial care than they have had in the past, due somewhat to
the existence of social service programs that allow elderly to remain longer in their
own homes.

Institutionalized residents are often physically inactive and socially apathetic.
There is evidence that institutional milieux create dependence and decrease the
functional level of their residents (Baltes, 1982; Barton, Baltes, & Orzeck, 1980;
Bayne, 1971). Staff behavior is important in shaping this change. Staff often attend
to and reinforce dependent behaviors of the residents and ignore independently
executed behaviors. For instance, they are reluctant to wait while a resident dresses
or shaves. Instead of prompting and rewarding the appropriate behavior, or re-
teaching it when necessary, they simply do it for the resident (Baum, 1977; Lester &
Baltes, 1978; Mikulic, 1971). Thus, as demonstrated by Avorn and Langer (1982),
some residents may lose the basic skills of feeding, dressing, grooming, toileting,
and locomotion, even when they are physically capable of accomplishing those
tasks. Other residents may even demonstrate what DiGiovanni (1978) calls “pseu-
doretardation,” a condition in which the behaviors of a resident seem to indicate
mental incapabilities, but are actually the result of inadequate or inappropriate
stimulation and lack of attention and social/cognitive interactions. In Chapter 19
(this volume) Lou Burgio expands on the ways staff may be trained to promote
positive and independent behaviors among residents.

Depression is often seen among elderly institutionalized people (Power &
McCaron, 1975). Blazer (1982) asserts that long-term care facilities, characterized by
routine and structured to discourage identity, connection to others, and personal
effectiveness, may bring about depression. Depression can also be engendered by a
loss of self-esteem accompanied by loss of friends, and/or loss of physical or
intellectual capabilities, and loss of control over one’s life (Simpson, Woods, &
Britton, 1981). All of these may be associated with moving to a nursing home and/or
growing old.

While there has been a good deal of controversy regarding the findings, some
studies do indicate that relocation to a nursing home can be a traumatic event,
leading to an earlier death than would be predicted for some residents (Jasnau,
1967; Kastler, Gray, & Carruth, 1968; Schooler, 1976). Other studies, however, have
not documented increased mortality or have shown beneficial effects from reloca-
tion (see Coffman, 1981). The effects of relocation appear dependent on the choice
or control that the potential mover has, both in the current and the new residence,
the similarity of the new to the old residence, and the physical features of the new
environment, such as space, prosthetic aids, orientational aids and safety features
in comparison with the client’s current housing (Kasl & Rosenfield, 1980; Moos &
Lemke, 1984; Schultz & Brenner, 1977).

Coffman (1981) has used the multidimensional concept of social support in
interpreting the contradictory relocation-effect literature. Any relocation means
disruption and reestablishment and the disintegration of existing support systems
that must be re-created in the new location. Older people vary in the skill and
success they have in reestablishing themselves, and in the amount of assistance
they require. The ill, the hopeless and despairing, and the disoriented are obvi-
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ously at greater risk, although some of these people are just those for whom the
move is required. In Chapter 7 (this volume) Ben Handen discusses the value of
social support for the elderly in greater detail.

These data remind us that it is crucial to give careful attention to the process of
moving. The older person must be informed, prepared, and assured that the move
is a good one. His or her anxieties should be recognized and addressed (Coffman,
1981; Lieberman, 1974). Behavior therapists are well equipped to deal with this
aspect of an elderly person’s life. If relocation is clearly required, programs may be
designed to desensitize a person to various aspects of institutional living and to
reduce fears of relocating. The incorporation of architectural designs and service
features outlined in this chapter into residential placements should also result in a
reduction of stress on a resident.

Nursing homes and mental institutions have been faulted for failure to provide
privacy and an atmosphere of dignity for the adults who live there (Wack & Rodin,
1978). Residents are called by their first names by people they do not know; they
may be treated as children; they may be left unattended for long periods of time
(Gottesman & Bourestom, 1974; Moss & Halamandaris, 1977).

For older people living in close proximity, privacy is an important issue.
Lawton, Liebowitz, & Charon (1970) found that after a ward was remodeled to
provide more privacy to elderly residents, there was an increase in personal hygiene
and mobility. In asking institutional residents about their preferences, Lawton and
Bader (1970) found single rooms preferable to double rooms, particularly if the
resident was elderly and in good health. Those who expressed preference for
double rooms, however, showed gains in security and companionship (Lawton &
Bader, 1970). This was especially true for those who were more ill than others.

For one group of relatively ill people, the opportunity to share a room and to
have visual access to the activities of the institution provided some pleasure and
social interaction. The watching was resented by other residents, however, who
preferred to maintain more privacy in their activities (Lawton, 1980). In any case,
certain basic privacy and control requirements should be respected, particularly for
bathing, toileting, dressing, and conversing. Residents enjoyed privacy before
moving into the nursing home and are likely to want it afterward (Lipman & Slater,
1977; Moos, 1981).

Mental institutions that house a number of geriatric patients also evidence
inadequate reward structures and activity options for patients. Self-injurious be-
havior occurs frequently (Mishara, Robertson, & Kastenbaum, 1973) and seems
dependent upon the lack of environmental “enrichment” achieved by recreation
and social stimulation and the opportunity to make individual decisions (Mishara
& Kastenbaum, 1972).

Institutions vary considerably in their flexibility and tolerance of individual
behavioral preferences, and in providing opportunities for resident participation in
decision making about individual behavior, institutional policies, and evaluation of
environmental design (Carp, 1976; Moos & Lemke, 1984). These dimensions have
important consequences for individual satisfaction and the maximization of indi-
vidual functioning. Residents seem to be happier, more autonomous, and feel a
greater sense of responsibility and individual control in those institutions that



108 CLAIRE MORSE AND PATRICIA A. WISOCKI

allow them to schedule their own activities. Residents who were permitted to bathe
or shower according to their own preferences rather than as scheduled by someone
else, to choose clothing, arrange their own mealtimes as much as possible, to go to
bed and awaken according to their own wishes, and to make other decisions about
their daily lives were better off than those for whom decisions were made (Schultz
& Brenner, 1977). The research supporting the importance of control for maintaining
one’s highest level of functioning seems to suggest that institutions should be
structured to provide meaningful opportunity for individual decisions whenever
possible (Lipman & Slater, 1977). Langer and Rodin, in a series of reports (Langer &
Rodin, 1976; Langer, Rodin, Beck, Weinman, & Spitzer, 1979; Rodin & Langer,
1977), have documented the beneficial effects of stressing personal responsibility
and choice on health and morale of institutionalized elders. These investigators
found that even such relatively minor choices as deciding whether to accept and
care for a plant or choosing to attend a movie significantly benefited resident
morale, alertness, and attitude (Rodin & Langer, 1977). Banziger and Roush (1983)
found increases in self-reported control over life events, greater life satisfaction, and
improved mortality rate in a group of nursing home residents given responsibility
for feeding birds. Similar changes were not found in the control group who did not
feed the birds. Further evidence comes from work by Reid and Ziegler (1980) and
Ziegler and Reid (1983) who found that desired control was positively associated
with several measures of physical and psychological well-being.

In a related study, Schultz and Hanusa (1978) observed short-term, but not
long-term, benefits of providing institutional residents the opportunity to schedule
visits from college students who were taking courses that included conversations
with elderly. They speculate that the absence of long-term benefits in their study
may have resulted from the residents’ lack of control in the larger sense. The
students were coming for a finite period over which the residents in fact did not
have control, while the responsibility for the items in the Langer and Rodin studies
was truly in the hands of the residents. Moos (1981) remarks that control and
participation may be relative. For example, former soldiers residing in a highly
scheduled VA center may benefit from scheduling because it is consistent with the
regimentation of their prior service lives. Former housewives, on the other hand,
may find the tightly scheduled and inflexible life of some institutions in conflict
with the autonomy and decision making they formerly exercised over such things
as mealtimes and activities (see Weisz, 1983, for further comment).

Moos and Lemke have recently developed and tested a set of instruments for
assessing the qualities and characteristics of supportive, specialized institutional
environments (Moos & Lemke, 1980; 1984; Lemke & Moos, 1981). These instru-
ments measure physical and architectural features, policy and program dimen-
sions, factors describing the group of residents as a whole (termed “suprapersonal
environment”), and the quality of the social climate—its organization, cohesive-
ness, conflict, and the degree of influence a resident has. These tools allow more
refined description of environments than has been previously attempted and might
be used in evaluating the suitability of a residence for a particular client contem-
plating a move.

One broad finding from studies with these instruments is that facilities offer-
ing more services serve those with greater resources in both the physical and
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recreational realms. The more active residents had more health and assistance
services provided for them than the less active residents. Residents who were more
active in initiating programs and events were treated as more autonomous and had
more social activities scheduled for them. On the other hand, staff and resources
were not concentrated in the facilities where the residents’ functional abilities were
lowest and presumably more needed (Lemke & Moos, 1981).

BEHAVIORAL-ENVIRONMENTAL RESEARCH

For the elderly living in institutions, research evidence indicates that the
modification of environmental design factors has profound effects on the behavior
of residents. In the next section we will examine the results of studies that manipu-
lated four types of independent variables: the arrangement of furniture, architec-
tural design, recreational activities and objects, and beverages and food. By far, the
greatest body of behavioral-environmental research has been conducted among
institutional populations where the functional relationships between environmen-
tal factors and behavior are more easily examined and demonstrated. This re-
stricted focus, however, does limit the conclusions that may be drawn from this
work.

Furniture Arrangement

A number of studies have demonstrated that resident behavior changed when
furniture was rearranged in their environment. For example, interactions increased
when chairs were arranged around small tables rather than along the walls (Peter-
son, Knapp, Rosen, & Pitcher, 1977; Sommer & Ross, 1958). Cheek, Maxwell, and
Weisman (1971) reported that the installation of a carpet in a psychogeriatric ward
was followed by improved patient attire and behavior. Social activity during meal-
times has been increased by replacing institutional-style with famlly-style food
service (Risley & Edwards, 1978). In that study, family-style service also improved
residents’ memories of the previous day’s meal. Melin and Gotestam (1981) found an
increase in interaction among patients and improvement in the use of tableware
when meals and snacks were served at small tables instead of placing them on
serving trays. The fact that these behaviors were changed by such minor alterations
in the environment underscores the need to be more aware of the effects of the
physical setting in determining the behavior of residents. From a research stand-
point, however, conclusions are limited by the fact that no measures were taken of
the maintenance of the behaviors targeted and by the lack of follow-up data.

There remain many uninvestigated facets of the behavioral-environmental
intervention potential. There have been no systematic investigations of the parame-
ters of any environmental changes in influencing residents’ conduct. We do not
know, for instance, how much benefit can be expected in a facility in which chairs
are optimally arranged. Indeed, we do not know whether chairs around many
small tables is the optimal arrangement or simply better than many chairs around
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a single table or chairs along the walls. The studies cited report results from a single
facility. We do not know how these results apply to other settings or other resident
groups. For example, the study by Cheek, Maxwell, and Weisman (1971) demon-
strated benefits in only one of the two wards studied, suggesting that other
undefined factors played a role in the changed behavior. We do not know how long
the beneficial effects persist, nor for what groups they are appropriate or inap-
propriate. We do not know what aspects of the general modifications are critical and
which incidental. We have little idea of the costs of the programs, or what would
happen to the elderly clients if we failed to initiate changes. Interpretation of the
results of specific studies is often equivocal. In the Sommer and Ross (1958) study,
for example, a physical therapist introduced knitting and crocheting to residents of
the ward at approximately the same time the furniture was rearranged. Magazines
were also provided and nurses were asked to encourage patients to read them.
These activities alone could have been responsible for increased socialization, or
they could have had an interactive effect. The need for more elaborate research
in this area is obvious.

Architectural Changes

The importance of matching the program and physical facilities of a housing
placement to the needs of residents emerges from a study by Cornbleth (1977).
Cornbleth evaluated the differential effects of a unit that had access to a large,
outdoor, enclosed grassy patio and a standard, closed, residential unit for wander-
ing residents and nonwandering ones. The wanderers achieved a greater range of
physical movement on the ward with the patio; the nonwanderers on that without
the patio. Neither group showed differential gains or losses in cognitive and social
functioning dependent on living site, although wanderers did decline in social
functioning.over the 12 weeks they were observed. Unfortunately, there are no
follow-up data.

Recreational Activities and Objects

The activity level of nursing home residents can be increased by providing
puzzles, simple dexterity toys and games, and prompting their use (Jenkins, Felce,
Lunt, & Powell, 1977). Bingo playing was encouraged among 43 psychiatrically
impaired older people by awarding badges that could later be used for obtaining
refreshments. In this reinforcing condition, the number of players in a session
increased from 3 to 15 (Quilitch, 1974). Providing an opportunity for indoor garden-
ing increased the participation of frail elderly residents (Powell, Felce, Jenkins, &
Lunt, 1979). McClannahan and Risley (1975a) examined the nature of response to
toys and objects among “gerry chair” residents, patients who were nonambulatory,
often severely incapacitated, and incontinent. They found that by simply placing
objects (shapes, keys, beads, building blocks) on the trays of the residents’ chairs,
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residents increased their activities and conversation. In another study with ambula-
tory nursing home residents, McClannahan and Risley (1975b) pinpointed the
value of prompting the use of recreational materials instead of just making them
available to residents. There was an increased use of the materials available in
lounges only in the prompting condition. In an earlier study, McClannahan and
Risley (1974) found it was possible to increase residents’ presence in a lounge area
simply by paying them $.25 to respond to a few general questions while sitting
there. They noted not only an increase in the number of lounge users, but an
increase in mutual assistance among the residents as well. Newkirk, Feldman,
Bickett, Gipson, and Lutzker (1976) substantiated this finding in a comparison of
types of prompts. They found that attendance at activities was increased when a
room was centrally located and when the residents were called by name to the
activity. Simply announcing the activity over a loudspeaker was not as effective.

Examination of this body of literature once again reveals evidence that is
suggestive rather than conclusive. The group studies of McClannahan and Risley
provide basis for a statement about relationships between activity level and environ-
mental richness, but even these studies are based on one residential setting exam-
ined over a relatively short time period. The investigators measured a limited range
of behaviors and there was no follow-up information. Costs to the institution and
the individuals also merit investigation, so that we may understand what choices
we make when providing or failing to provide a particular environment to resi-
dents. McClannahan and Risley indicated that three of the ten residents in the
1975b study failed to utilize any of the materials. One of these was hostile to the
study. Three patients had limited vision. Would auditory devices have been effec-
tive for these residents? We need to know more about the match between residents’
particular specifications and the environmental factors which would facilitate inter-
actions. Such points have been noted by McClannahan and Risley themselves,
along with other matters relating to cost, equipment preferences among the resi-
dents, and the need to deal with disengagement among all residents, not merely the
more disabled. The other studies describing successful “one-shot” modifications
resulting in increased engagement are undeniably valuable in buttressing the
general argument that inactivity is not a necessary condition of institutionalized
elderly. They also demonstrate that the strategy of providing and reinforcing
participation may work effectively in institutional settings. Such studies, however,
do not provide the systematic data needed to understand how best to utilize limited
resources to obtain the maximum participation.

Beverages and Food

Increased social interaction has been noted in studies where the independent
variable has been a beverage. Blackman, Howe, and Pinkston (1976) observed that
when juice and coffee were served before breakfast, the number of residents in the
area increased, and there was more interaction among residents at those times.
They designed a study in which juice and coffee were available on Monday,
Wednesday, and Friday, but not on Tuesday and Thursday, allowing comparison of
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the numbers present during the different conditions. Their data show clear differ-
entiation in the resident behaviors in the presence of juice and coffee.

Quattrochi-Tubin and Jason (1980) provided coffee to nursing home residents
participating in a morning exercise program. In an ABAB design, they documented
increases in the number of residents present in the lounge and the number of
exercising residents above baseline levels. According to self-reports by residents
and observations by nursing staff, the residents also increased their enjoyment of
the social interactions.

Alcoholic beverages have also been utilized successfully. Alcohol not only has a
mild medicinal value, but it is associated with recognition of residents’ adult status
and may evoke pleasant memories of previous social events in which the consump-
tion of beer, wine, or liquor occurred. Kastenbaum and Slater (1964) found that
sessions in which wine was offered lasted longer than those at which grape juice
was available, produced more group involvement, and occasioned the development
of a sort of social club among the male residents of a geriatric facility. In a later
extension of this program, wine was offered over a 21-month period contingent
upon earning tokens for self-care activities, helping on the ward after mealtimes,
and talking with others, or noncontingently in an “enriched” control ward. Several
benefits were observed in both conditions. Medication usage declined in both
settings, but the decline was greater in the noncontingent enriched program; there
was more socialization, particularly on the enriched ward. The token economy
program was judged more valuable for the more active residents (Mishara &
Kastenbaum, 1974), and staff seemed to prefer it because it maintained more self-
care activities in residents (Mishara, 1978).

Carroll (1978) instituted a social hour at which residents of a mental health
institution could request their own beverages (soft drink, wine, or liquor) and
found that during the program regular and occasional drinkers steadily increased
their participation in recreational, occupational, and musical activities.

As with the earlier group of studies, the reports on the use of beverages as
reinforcers offer interesting and suggestive commentary, but lack the generality and
systematization necessary to establish conditions in which the techniques will be
most useful.

Overall, this body of behavioral literature has produced some systematic
findings, obtained with large numbers of people, and by several investigators in
diverse settings. It seems safe to conclude that social interaction level and fre-
quency is influenced by the contingent use of several kinds of items, including
beverages, social responses, and tokens exchangeable for a variety of items. In
addition to more rigorous research, more extensive research is needed, however, to
determine which residents are appropriate for which programs, ways to obtain
maximum benefits with minimal costs, and what the long-term consequences are
of such programs.

One study which specifically addresses the concern of cost-effectiveness was
conducted by Frank, Klein, and Jacobs (1982). They examined the length of stay and
recidivism rate in a Washington State Hospital program. A treatment program with
four phases (a token economy, a therapeutic community, a transitional phase
within the hospital in which residents received tokens exchangeable for privileges,
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FIGURE 1. A checklist for evaluating residential factors important to an elderly client’s functional level.

and a halfway house) was compared with the standard program of institutionaliza-
tion. The investigators found a savings of $20 for each $1 spent since the length of
stay was shortened in the treatment group as compared with the control group.
Recidivism over the time of follow-up was not significantly different for the two
groups. Such an analysis can be used to evaluate the effectiveness and efficiency of
programs, and with sufficient detail, can evaluate intervention strategies in terms
of their outcomes, costs, and savings.

CLINICAL RELEVANCE

The clinician can make use of the information in this chapter in several ways.
He or she can first evaluate a client’s living arrangements and make suggestions, if
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necessary, for improvement or change in the physical environment. The checklist
presented in Figure 1 was designed for such an evaluation.

As client and clinician work together with this checklist, targets for behavioral
intervention will become apparent. For example, one client may need to acquire a
more effective way of interacting with repair people. Another client may need to
reduce his or her anxiety about using public transportation. A third client may need
to relocate into a less independent residence, and some desensitization of fears
about alternative methods of living may be helpful.

The clinician may also use this information in consulting with residential
planners or staff in institutions. When therapeutic goals are specified by staff,
particularly in the areas of independent self-management or socialization, informa-
tion on residential factors may be incorporated into well-structured treatment
programs.

Clinicians need, at least, to recognize the value of these residential factors and
consider how they might be causing or maintaining some behavior problems, or
inhibiting positive development or independence. The physical conditions of a
residence may also restrict some treatment recommendations, especially in the
areas of socialization and recreation. The clinician must know how to use effectively
the existing facilities and how to make a setting more productive or enhancing for
maintaining a person’s self-control, self-management, and life satisfaction.

SUMMARY

Both physical and interpersonal characteristics of the residential environment
of the elderly can be influential in supporting independence and a level of maximal
functioning. While many questions remain concerning the mechanisms of those
influences and the most effective approaches to overcoming deficits in the environ-
ment, it is already clear that continued attention to factors such as building design
and environmental artifacts will be fruitful. Sufficient evidence exists to support the
argument that physical features of a residence and the larger community in which
the elderly live should be arranged in such a way as to make possible independent
execution of the activities of daily life. In cases in which elderly people require
support and assistance of some kind, experimental and observational evidence
indicates that independence is maintained at the highest level of competence when
only the necessary assistance is provided, when skills which may have been lost are
retaught, and when independent behavior is encouraged and reinforced.
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The Influence of Social Support
Factors on the Well-Being
of the Elderly

BeEnjAMIN L. HANDEN

INTRODUCTION

Social support has received considerable attention in the literature as researchers
have noted its influence upon both psychological well-being and physical health.
Nowhere is the influence of social support more strongly felt than among the
elderly population. This group typically experiences a gradual (and sometimes
sudden) decline in both support systems and health status over time. Therefore, if
social support can, indeed, influence health and well-being, it may be that this
population has the most to gain from research findings in this area. This chapter
focuses upon the influence of social support factors on both the psychological and
physical health of the elderly, two interrelated and overlapping subareas. I will first
describe definitional and measurement issues related to social support and health.
Next, I will present various theories relating social support to physical and psycho-
logical health. In the subsequent sections, I will review demographic variables,
which may be useful in identifying individuals at risk for succumbing to stressful
life events, and I will discuss adverse effects of social support and make some
clinical recommendations of ways to use this information.

There is considerable literature relating the positive effects of social support to
health among both animal and human populations. Early work in animal laborato-
ries sought to document the effects of social support on the development of disease
(e.g., Andervont, 1984; Conger, Sawrey, & Turrel, 1958; Henry & Cassel, 1969). More
recently, the literature has shown relationships between the positive effects of social
support and psychological and physical health among humans, from pregnancy
through life transitions and old age. For example, Nuckolls, Cassel, and Kaplan
(1972) have shown that women with low social support and a large number of life
changes or stresses had significantly more complications of pregnancy. Others have
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found negative correlations between social support and treatment dropout (Backe-
land & Lundwell, 1975), depression in women facing severe life events (Brown,
Bhrolchain, & Harris, 1975), and increased rates of tuberculosis (Holmes, 1956).
Lack of social support has been implicated in increased suicide rates among single
and divorced men following the death of their mothers (Burch, 1972) and increased
incidence of psychiatric symptoms among Asian Americans (Lin, Ensel, Simeone,
& Kuo, 1979). Syme, Hyman, and Enterline (1971) demonstrated a strong correla-
tion between both cultural and social mobility and coronary heart disease, while
Berkman and Syme (1979) found increases in mortality rates among those who
lacked social and community ties such as marriage, social contact, and church
membership.

A number of researchers have focused upon the association between social
support and health among elderly subjects. For example, Carp (1966) found that
those members of an elderly housing project who were rated as unpopular (and,
therefore, might be expected to have fewer or less satisfactory social supports) had a
significantly greater number of nervous symptoms, such as sleeplessness, head-
aches, and indigestion. Lowenthal and Haven (1968) found that the presence of just
one confidant separated elderly subjects who could or could not cope in the
community. They also identified a strong correlation between lack of social interac-
tion and depression. More recently, Ward, Sherman, and LaGory (1984) studied a
sample of 1,185 elderly and noted that subjective assessments of social ties and
support were significantly associated with well-being. Liang, Dvorkin, Kahana,
and Mazian (1980) also found a relationship between social support and morale
among a group of 4,863 elderly subjects. Wood and Robertson (1978) found that
interactions with friends were consistently related to psychological well-being
among elderly patients. However, some researchers have emphasized that the
evidence regarding the contribution of social support to well-being in this popula-
tion has been inconsistent (Ward et al., 1984). For example, Larson’s (1978) review of
30 years of research on the subjective well-being of older Americans found little
association between frequency of family interactions and subjective well-being.
Hoyt, Kaiser, Peters, and Babchuk (1980) noted no significant relationship between
interactions with relatives or household size and the total score of a life satisfaction
scale using a random sample of 124 elderly respondents. Despite findings to the
contrary, social support as a factor seems to explain between 8% and 13% of the
variance in physical and psychological health measures in a number of studies
involving elderly subjects (e.g., Lin et al., 1979; Liang et al., 1980; Schooler, Pas-
torello, Comen, & Clark, 1981; Ward et al., 1984) and, thus, appears to have a
significant impact upon the overall health of this population.

DEFINITIONAL AND MEASUREMENT ISSUES

Prior to examining the clinical implications of the social support literature, one
must consider a number of definitional and measurement issues that have perme-
ated the research in this area. To some extent, these issues will limit the conclusions
drawn and usefulness of the research findings to applied settings.
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Definition of Social Support

Basic to an understanding of the influence of social support upon physical
health and well-being is a consistent and workable definition of social support.
While numerous definitions have been proposed, all have been controversial. One
of the first widely accepted definitions was proposed by Cobb in 1976, as “informa-
tion leading the subject to believe that he is cared for and loved, esteemed, and a
member of a network of mutual obligations” (p. 300). A more recent definition was
proposed by Thoits (1982), who described social support as, “the degree to which a
person’s basic social needs are gratified through interactions with others” (p. 147).
Wallston, Alagna, DeVellis, and De Vellis (1983) defined social support as, “comfort,
assistance, and/or information one receives through formal or informal contacts
with individuals or groups” (p. 369). Unfortunately, these definitions cover such a
wide range of situations and events that they are essentially useless from a research
standpoint. Wallston et al. (1983) point out that social support may be considered a
unitary construct only if the widely varying events subsumed within its definition
have a common psychosocial impact. To the extent that such events cover numerous
and diverse phenomena, social support should be considered a complex group of
constructs that have only some elements in common. Thus, there is no generally
accepted universal definition of social support, leaving researchers to select meas-
urements from a rather diverse and often unrelated group of variables.

In an attempt to solve the measurement issue, most researchers have divided
social support into a variety of factors that can typically be placed along one of two
broad dimensions: instrumental and expressive support. Instrumental support
refers to the provision of material aid, assistance, or information. Expressive sup-
port refers to more emotional aspects of support, such as serving as a confidant. For
example, Lopata (1975) identified three social support factors: emotional (expres-
sive support involving empathy, love, and caring); informational (instrumental
support involving nontangible aid or help); and material (instrumental support
consisting of tangible aid or help). Kahn (1979) used the terms affect (emotional
support), instrumental (material and information), and affirmation (information that
is relevant to self-evaluation) to delineate the various forms of social support. House
(1981) identified four factors that appear to combine those of Kahn and Lopata:
emotional (involving empathy, love, and caring); appraisal (information relevant to
self-evaluation); informational (nontangible aid or coping); and instrumental (tang-
ible aid or help). Finally, Wills (1984) proposed six factors to describe the various
forms and functions of social supports: (1) esteem support (emotional support or a
confidant relationship); (2) status support (marital status, membership in organiza-
tions, belongingness); (3) informational support (process through which others
provide information, advice, and guidance); (4) instrumental support (tangible or
material aid); (5) social companionship (involvement in social activities); and (6)
motivational support (encouraging the individual to persist in problem-solving
efforts).

Antonucci (1985) identified three factors that may have more research utility
than the two-factor model described previously. The first factor is individual
perceptions, which involves a subjective assessment of social support and may be
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related to what House labels as “appraisal.” The inclusion of individual perceptions
as a component of social support is a significant contribution for, as will be
discussed in a later section, there is some evidence that this factor may be far more
important than the actual level of social support (e.g., Ward et al., 1984). The second
factor, type, defines social support in terms of the kinds of support offered, similar
to the factors emotional, informational, and instrumental used previously. Finally,
Antonucci introduced outcome (the effect of social support on health status) as a
major factor of social support, for while the research on social support has been
grounded upon the assumption of a positive relationship between social support
and health, there is some evidence that social support may be detrimental to a
number of individuals under certain conditions (e.g., Baltes, 1984; Garrity, 1973).

Measurement of Social Support

While the instrumental—-expressive dimensions are useful in categorizing the
various factors researchers have developed to define social support, attempts at
measuring social support usually fall within either a quantitative or qualitative
dimension. Quantitative measures typically refer to the frequency of social contacts
or interactions, while qualitative measures refer to the perception or judgment of
the accessibility or adequacy of social support. Measurement of social support has
varied from fairly basic and limited conceptualizations, such as membership in a
church or other organization (e.g., Berkman & Syme, 1979), to the mapping of
complex social networks (e.g., Levitt, Antonucci, Clark, Rotton, & Finley, 1985-
1986). Yet the tendency has been to measure rather limited constructs in a unitary
rather than a multidimensional fashion.

To address this measurement problem, a number of researchers have proposed
more extensive approaches to the quantification of social support. Turner (1983), for
example, suggested that researchers utilize three types of measurement: social
integration, which involves frequency-based information on an individual’s connec-
tions with others (e.g., frequency of contacts, group membership); social network
analysis, the description of an individual’s network based upon its size, strength of
ties, density, homogeneity of membership, and dispersion of membership; and a
social-psychological or perceptual approach that focuses upon perceived emotional
support, need satisfaction, etc. Antonucci (1985) also introduced a tridimensional
measurement approach to social support. Like Turner, she utilized subjective data
about the quality of relationships (perceptual approach) as well as what she termed
categorical membership, or quantitative measures of social contacts. To gain an
understanding of an individual’s support network, Antonucci asked respondents to
identify those people who perform certain activities or functions for them and vice
versa (e.g., Who would take care of the individual if he or she were sick? Who
would watch the individual’s house if he or she were on a trip?). Both Turner and
Antonucci have opted for a measurement system that utilizes quantitative, qualita-
tive, and descriptive data in attempting to understand an individual’s level of social
support.
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While the majority of social support measures are quantitative ones (Ward et
al., 1984), it has been suggested that qualitative measures may be more strongly
related to psychological and physical health than quantitative measures (House,
1981; Turner, 1983; Wills, 1984). A number of researchers who have used multiple
measures of social support have typically included measures of perceived support.
For example, Lin, Dean, and Ensel (1981) identified a social support factor in which
subjects rated how much they had been bothered by lack of close companionship,
too few close friends, and the absence of an affectionate or loving relationship.
Hussiani, Neff, Newbrough, and Moore (1982) assessed perceived satisfaction and
happiness with spouse and marriage, and how well the spouse was perceived as
understanding one’s problems. Aneshensel and Frerichs (1982) used a Sense of
Support Scale in their evaluation of the relationship between stress, support, and
depression. Finally, Henderson, Duncan-Jones, Adcock, Scott, and Steele (1978)
developed the Interview Schedule for Social Interaction (ISSI), which measured
both actual conditions of the social environment and the adequacy of the environ-
ment as perceived by the subject.

The evidence from a number of studies measuring subjective levels of social
support indicates the importance of this variable. For example, Blazer (1982) found
that levels of perceived social support were more strongly related (inversely) to
mortality rates than frequency of contacts and availability of attachments. Heltsley
and Powers (1975) demonstrated that among a group of rural elderly, perceived
adequacy of social interactions was significantly correlated with marital status, age,
income, housing quality, perceived health, and a rated health score. Remarkably,
the subjects’ perceptions of the frequency of contacts and the actual number of
contacts were not significantly correlated. Ward et al. (1984) found that among a
sample of 1,185 elderly, subjective assessments of social ties and supports were
more strongly associated with well-being than objective assessment. Handen
(1985) has also reported significant correlations between measures of physical and
psychological health and perceived social support in a sample of 70 community-
active and 47 homebound elderly.

Conversely, Schooler et al. (1981) and Moriwaki (1973) found that subjective
measures of support had little association with morale or well-being. In fact, in both
studies objective measures proved more important. Finally, Sherman (1975) com-
pared the relationship between perceived support and social contact in a group of
elderly in retired housing with those in the community. While subjects in retired
housing had fewer interactions with their families and younger people, those in the
community had fewer interactions with neighbors and older people. Despite these
differences, both groups perceived the same sufficiency of involvement with family,
neighbors, older, and younger people. Sherman’s study emphasizes the importance
of examining perceived support from a variety of sources, for deficits in one area
may be more than compensated by strong support in another.

In summary, perceived social support appears to be significantly associated
with both psychological well-being and physical health. Contradictory findings are
likely due to differences and variations in the definition of social support and
health, measurement tools, and population sampling techniques. The overall re-
sults of research in this area may have implications for the development of clinical
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interventions for the elderly. In this regard, there appears to be differences in
support needs across different age groups that must be considered. Even more
importantly, perceived support and actual level of social contacts are not necessarily
correlated, suggesting that increasing the frequency of social interactions alone may
have limited impact upon health.

Definition of Health

As with social support, defining health is often an extremely subjective and
value-laden task. The possible measures of health available to the researcher are
numerous. Objective measures may include life span, disease, disability, health
behavior, and compliance with medical regimen. Subjective measures of health
may focus upon discomfort with an illness, interpersonal relations, or life satisfac-
tion. The measures chosen for use may reflect the norms and standards established
by previous investigators as well as the personal values of the individual researcher.
Research in the area of social support provides a classic example of these defini-
tional problems. As few standards have been established, many researchers at-
tempt to redefine health to meet their particular needs and consequently utilize
unique measurement tools. Conducting research with the elderly population only
adds to these difficulties. For this population especially, health is often viewed in
relative terms. In many cases, it is the subjective experience of physical illness of
disability that impacts most upon subsequent physical and psychological function-
ing. While the normal physical and psychological functioning of an elderly individ-
ual may be quite different from that of an adolescent or young adult, separate
norms for the elderly population are the exception.

Measurement of Health

Investigators studying social support and health have examined both physical
health (perceived and objective) and psychological health and well-being (per-
ceived and objective). Physical health measures have typically been more straight-
forward than psychological health measures. They have often consisted of counts
of chronic health problems taken from lists (e.g., Antonucci & House, 1983) or
indications of functional health such as an ability to walk stairs or keep house
(Antonucci & House, 1983; Shanas, 1982). Subjective measures of physical health
have typically involved requests to respondents to rate their general health along a
three- or four-point continuum from excellent to poor (e.g., Berkman & Syme,
1979). Such measures are extremely limited and are heavily influenced by cognitive
factors.

Objective measures often consist of ratings of physical illness in a dichotomous
fashion (e.g., Do you have arthritis? Yes No) and apply equal weight
to conditions that may vary considerably in the effect they have upon one’s health.
Chronicity, threat to survival, level of pain or disability, and psychological import
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have rarely been considered and may be extremely important in an examination of
the relationship between social support and physical health (DiMatteo & Hays,
1981).

Measures of psychological health or well-being have also been quite controver-
sial. Horley (1984) identified two major problems with the use of subjective well-
being indicators: a need for better conceptual clarity and consistency, and a need for
developing levels of well-being assessment (on both a day-to-day basis and overall
life domain levels). Assessment of day-to-day well-being has all but been ignored in
the literature. Many scales combine overall life and present life domain questions
(e.g., “Overall, my life has been as good as I expected,” and “There are times whenI
feel like there’s no one to talk to”). The assumption that overall life outlook is as
important as more immediate measures of well-being may be faulty.

In measuring well-being, researchers have used either self-report scales com-
prising items about perceived support (e.g., Wood, Wylie, & Sheafor, 1969) or
questionnaires completed by professionals following a number of interviews with a
subject (e.g., Neugarten, Havighurst, & Tobin, 1961). Some researchers have used
scales that measure more specific psychological functioning or mood, such as
depression or anxiety (e.g., Derogatis, Rickels, & Rock, 1976). One problem with
the use of such scales is that most have been developed and validated with younger
populations, and it is not known whether the results can be extrapolated to elderly
individuals (Himmelfarb & Murrell, 1983). There is also some question about
whether or not it is appropriate to have a single definition for a term such as well-
being (Horley, 1984).

THEORIES OF SOCIAL SUPPORT AND HEALTH

Despite a considerable number of studies indicating that social support re-
duces or buffers the impact of stressful life events, only a few writers have tried to
explain how social support works, and particularly why it should be related to
physical and psychological health. For example, Pearlin, Lieberman, Menaghan,
and Mullan (1981) suggest that social support increases self-esteem and feelings of
mastery over one’s environment. Consequently, positive affect is enhanced and the
effect of environmental stressors is lessened. Langlie (1977) proposed two hypoth-
eses about the relationship of social group characteristics and the prevention of poor
health: (1) norms regarding health promotion vary across social groups and, there-
fore, affect the way in which each group exerts pressure to conform to those norms;
and (2) the provision of information on health maintenance and illness prevention is
related to the interactional patterns of each social group. While Langlie demon-
strated the importance of both social-psychological characteristics (e.g., perceived
benefits, perceived barriers, and attitudes about health prevention) and characteris-
tics of one’s social milieu (e.g., socioeconomic status, religion, contact with kin and
nonkin) in predicting the level of health prevention behavior, she was unable to
determine the characteristics of social support that actually influence such behav-
ior. Lin et al. (1979) suggest that if social support is to have an impact upon health,
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it may act as an antecedent to reduce the onset of illness as well as a buffer to reduce
the effects of an illness. Thus, social support serves a coping function against a
potential stress—illness relationship.

Major proponents of this theory (i.e., Antonovsky, 1980; Cobb, 1976) argue that
we should not expect dramatic main effects from social support. Instead, social
support probably moderates the effects of major transitions in life and of unex-
pected crises. Therefore, individuals with strong social supports should be better
able to cope with stressful life events than individuals with poor support. In the
absence of such events, the amount of social support should have little or no
significant influence upon one’s state of health or well-being (Gore, 1978; Nuckolls
et al., 1972).

Thoits (1982) contended that life events themselves may lead to changes in
social support. She suggested that one must first examine the interaction between
changes in life events and changes in social support. Life events are typically
measured by counting the number of significant events experienced by an individ-
ual over the past 6 to 12 months that resulted in a change in behavior (e.g., Holmes &
Rahe, 1967; Masuda & Holmes, 1967). Many of the life events scales used in social
support research contain items that will result in either direct or indirect changes in
social support itself. For example, loss of a spouse through death or divorce will
result in a direct change in social support, while illness or demotion at work may
have more indirect effects on an individual’s support system. Since many studies
measure social support only during or after the occurrence of a life event (e.g.,
Dean, Lin, & Ensel, 1980), it is difficult to evaluate the effect of a stressor on the
availability of social support. Therefore, life events may be stressful both because
they require some adjustment on the part of the individual and because they
deprive the individual of important support resources. The effect of life events upon
the availability of social support may have a far greater impact upon health and well-
being than any moderating effect of social support upon the effects of stressful
life events.

Thoits (1982) recommended testing the buffering hypothesis by obtaining
support levels before a life event has occurred and then holding them constant
during the analysis. Utilizing data from Myers, Lindenthal, and Pepper (1971),
Thoits analyzed the buffering effects of marriage on psychological distress follow-
ing a number of life events. She found that undesirable life events had a significant
positive effect on psychological distress measures for both married and unmarried
persons, but the effect was three times larger for unmarried individuals (a differ-
ence significant at the .001 level), thereby supporting the buffering hypothesis.
However, when data were analyzed from those individuals whose marital status
was unchanged before and after the life events (comprising 94% of the sample),
unmarried individuals had only twice the effect as married individuals, a differ-
ence that was not significant. Further analysis also indicated that initial status and
subsequent number of experienced life events were unrelated, removing this as a
possible confound.

More recently, Thoits (1986) has suggested that social support functions as a
form of coping assistance. Coping assistance is conceptualized as falling into one of
four categories: behavior problem-focused coping, cognitive problem-solving cop-
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ing, behavior emotion-focused coping, and cognitive emotion-focused coping. Itis
the ability of significant others to provide guidance in stress management that
results in the effectiveness of social support. Thoits theorized that other conditions
must be met for such guidance to be helpful. This includes support from persons
who are socially similar and the ability of such persons to provide empathic
understanding. The proliferation of volunteer self-help groups is considered an
example of the need for support from socially similar individuals. Coyne and
DeLongis (1986) suggest that social support is increasingly being viewed as a
“personal experience” and is based very much on a cognitive appraisal model.
Therefore, objective circumstances or interactional variables are less important
from a theoretical (and subsequently clinical) basis.

A number of other investigators (e.g., Berkman & Syme, 1979; Miller & In-
gham, 1976; Roy, 1978) have demonstrated a relationship between social support
and psychological well-being in the absence of major life events. Others who
included life events in their analyses found a main effect between social support
and well-being, but no buffering effect on life events (Andrews, Tennant, Hewson,
& Vaillant, 1978; Lin et al., 1981).

When social support is viewed as a function of cognitive appraisal or as
cognitive assessment, there are considerable implications for clinical interventions.
It has been generally accepted that social support buffers the adverse psychological
impact of stressful life events. The myriad definitional and measurement problems
make it difficult to assess accurately the level of social support available to an
individual and, subsequently, to determine who may be at risk should stressful life
events occur. In the following section the author reviews the sometimes confound-
ing effects of demographic variables that may help identify those individuals who
may be at risk.

CoNFOUNDING EFrFeECTS OF DEMOGRAPHIC VARIABLES

Sex, marital status, age, and socioeconomic status may modulate the relation-
ship of social support and health, especially among the elderly. In fact, demo-
graphic variables often have a more significant relationship to health measures than
many measures of social support (e.g., Funch & Mettlin, 1982). In this section we
will examine the relationship between the most commonly researched demo-
graphic variables and health.

Sex Differences

Among elderly populations, sex differences have been particularly striking.
Women have larger, more multifaceted social networks available to them in old age
than men. Several studies have indicated that older women have more friends
outside of the family than do older men (e.g., Bengston, Kasschau, & Ragan, 1977;
Troll, Miller, & Atchley, 1978) and that elderly men have fewer social support figures
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in general (Levitt et al., 1985—1986). In a study of 280 elderly subjects, Lowenthal
and Haven (1968) found that women were more likely to have a confidant than men.
For married older women, husbands were least often mentioned as confidants,
while the reverse was true for older men. The evidence indicates that women
typically turn to other women, siblings, or children for social support (Troll et al.,
1978), while men turn to their wives (Antonucci, 1985). A number of researchers
account for this difference by suggesting that women have better interpersonal
skills than men. With old age, these skills become significantly more useful in
expanding and strengthening social support networks (Troll et al., 1979). Elderly
women also appear to make better use of organized social institutions. For exam-
ple, women of all ages attend church more often than men and report that religion is
more important to them (Bengston et al., 1977; Britton & Britton, 1972). Social ties
among elderly women are strongest between mother and daughter (with whom
widows tend to live) or sister and sister, a relationship that often eclipses the marital
relationship in terms of closeness later in life (Troll, 1971). Cumming and Schneider
(1961) report that for both older men and women, morale is higher when siblings
live nearby.

Marital Status

Marriage is positively correlated with improved health status and morale.
Glenn and Weaver (1981) found that married subjects have more overall life satisfac-
tion than unmarried subjects. This may be due in part to the fact that married
people have larger social networks than people who are single, divorced, or
widowed (Babchuck, 1978-1979). Among the elderly, in particular, it has been
reported that marriage protects against low morale (Blau, 1973). However, there is
some evidence that adults of all ages who are unhappily married have poorer
physical and psychological health than unmarried individuals. Additionally, while
individuals who have never been married usually report less life satisfaction or
happiness than those who are married, they report higher life satisfaction or
happiness than widowed or divorced individuals (Gove, Hughes, & Style, 1983).

Mortality and morbidity rates seem affected by marital status. Berkman and
Syme (1979) found a positive correlation between marriage and decreased mortality
rates among adults between the ages of 30 and 69. Prior to that study, Kraus and
Lilienfeld (1959) observed not only lower mortality rates from all causes among
married subjects versus single, divorced, or widowed subjects, but also that
widowers had three to five times the death rate of married men of all ages. In
examining incidence of psychopathology among elderly, Pfeiffer (1973) found
greatest prevalence among the separated and divorced, followed by the widowed.
Married subjects had the lowest rates of psychopathology.

There may be some important sex differences in the relationship between
marriage and social support. Cumming and Schneider (1961) found morale for
older women to be highest among widows and lowest among married women.
Since women apparently act as primary sources of social support for their hus-
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bands, they may simultaneously deprive themselves of outside sources of support
so important to them (Troll et al., 1978).

Age Differences

The widespread assumption that people become more socially isolated as they
age is not substantiated by research evidence. In fact, most elderly have fairly
adequate social support networks (Harris, 1975). The difference between young and
old age groups seems to lie less in the size of the network than in the number of
confidants each group possesses (Campbell, 1980). While younger adults have
more nonkin in their networks than older adults (Babchuck, 1978-1979; Fischer,
1982), the number of primary and confidant relatives tends to be the same across
age groups (Babchuck, 1978-1979). In examining a national sample of subjects over
21 years of age, Varoff, Douvan, and Kulka (1981) found that older respondents had
less interest in acquiring additional friends and social support and reported better
feelings of network adequacy than the younger subjects. In a more recent study of
719 noninstitutionalized adults comprising three age groups, 50-64, 65-74, and
75-95, Kahn and Antonucci (1983) found no differences in network size across the
groups and no differences in amount of social support received. However, younger
respondents provided significantly more support to others and desired more sup-
port than was available.

A strong positive relationship between age and physical illness is both self-
evident and confirmed by recent statistics indicating that elderly Americans are
twice as likely to face activity limitations due to chronic medical conditions as
Americans between the ages of 45 and 64 years of age, and seven times as likely to
be physically limited as those under 35 years of age (U.S. Department of Com-
merce, U.S. Bureau of the Census, 1983). The incidence of chronic conditions such as
coronary heart disease, hypertension, bronchitis, arthritis, rheumatism, and dia-
betes is significantly higher among those over 65 years of age (U.S. Department
of Commerce, 1983).

Socioeconomic Status

Decreases in socioeconomic status, education, and income are each correlated
with smaller social networks, while the reverse is true for higher socioeconomic
levels, education, and income (Antonucci, 1985). Fischer (1982) found that people of
all age groups with higher educational levels reported more diverse and broad
support networks and that those who reported higher income levels had a larger
number of nonkin network members. The elderly are no exception (Babchuck,
1978-1979; Lopata, 1979). In a study of a national sample of elderly conducted by
Harris (1975), elderly with reduced incomes and educational levels expressed more
feelings of loneliness than elderly individuals with financial resources and higher
educational attainment. Interestingly, the relationship of sex and marital status to
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social support may be moderated by the effects of socioeconomic status. For
example, Lopata (1979) found that widows with higher levels of education were
more socially integrated than those with more limited educational backgrounds.

Not surprisingly, evidence indicating differences in rates of physical and psy-
chological illness across socioeconomic groups is also available. Lower social class is
positively correlated with the incidence of mental illness (Hollingshead & Redlich,
1958) and a limited educational level is positively related to increased reports of
physical illness (Christenson & Hinkle, 1961). The United States Census Bureau
(U.S. Department of Commerce, 1983) has documented that a significantly higher
percentage of people in lower income brackets have physical activity limitations and
that lower income is also associated with higher incidence of diabetes, coronary
heart disease, and hypertension.

Overall, the effect of various demographic variables on the well-being and
physical health of the elderly is impressive. The evidence to date indicates that
elderly women have significantly greater social networks and support figures than
elderly men. Marriage also appears to be correlated with physical and psychologi-
cal health across all age groups. Yet, it is possible that some widows actually have
more social support than married elderly women, who often serve as the primary
support source for their husbands (which may result in increased isolation for these
women). It is self-evident that age is correlated with increased physical health risk,
but age alone is not necessarily indicative of a decrease in psychological health.
Smaller social networks may be perceived as adequate by many elderly individ-
uals. Finally, socioeconomic status clearly affects physical health among the elderly
and is positively correlated with social network size, which is felt to impinge upon
psychological health in this population as well.

ADVERSE EFFECTS OF SOCIAL SUPPORT

Not all researchers conducting work in this area agree upon the importance of
social support and its effect upon the health of elderly individuals. For example,
Lowenthal and Boler (1965) indicated that voluntary reduction in social activity
(versus involuntary reduction due to widowhood, forced retirement, or physical
problems) did not necessarily affect morale or mental health status in negative
ways. In their study, those subjects who had suffered losses, retirement, or physi-
cal problems had much lower morale than subjects who had not had such experi-
ences, regardless of whether or not there was a subsequent change in social
interactions. They concluded that decreased morale and poorer mental health
status were due to negative life events rather than loss of social support per se. Other
researchers have found that elderly individuals who always lived alone fared better
than those elderly who had had close relationships that were eventually lost (Clark
& Anderson, 1967) and better than those who failed in attempts to establish social
relations (Lowenthal, 1964).

The assumption that all forms of social support are helpful has also been
challenged by a number of researchers. Fiore, Becker, and Coppel (1983) studied
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interactions between spouses of Alzheimer patients and their social networks. They
found that depression scores on the Beck Depression Inventory were unrelated to
perceived supportiveness of the social network. However, depression was related to
the extent of upset with the social network, either as a result of unmet expectations
of support or of negative input from important others. Baltes (1984) also found that
nursing home residents were less apt to engage in independent self-care if loved
ones or staff punished attempts at independence.

The family therapy literature has proposed a curvilinear relationship between
social support and individual functioning (Coyne & Holroyd, 1982). Family mem-
bers who are worrisome, intrusive, and overprotective may discourage auton-
omy and personal responsibility. Conversely, underinvolvement by family mem-
bers may have detrimental effects on the psychological health of the stressed
individual.

The negative impact of social support upon physical and mental health status
affects more than just elderly populations. Hyman (1972) examined a sample of
patients with a variety of medical conditions and found that perceived preferential
treatment from the family was correlated with the level of subsequent disability at
work, at home, and among friends. Garrity (1973) and Lewis (1966) both reported
that the more a patient’s family worried or was overprotective, the less likely he or
she was to return to work.

DiMatteo and Hays (1981) discussed some possible reasons that social support
may be counterproductive following a serious illness. First, they hypothesized that
serious illness can severely disrupt family functioning, especially if the patient
requires and receives considerable support. Second, social support may undermine
the patient’s self-esteem, as he or she must now be viewed as an “impaired person.”
As aresult, the patient may feel distressed at being a “burden” and infringing upon
his or her loved ones’ time. Also, patients may resent or be ashamed of their new
status and seek to hide their feelings and concerns with others. Ironically, in an
attempt to limit the amount of attention received from their social support group (in
order to preserve self-esteem and not be a burden), patients may actually further
detach themselves from the very sources of support they seek to keep. Finally,
compliance with medical regimens is often dependent upon social support in that
families who question or have concerns about the patient’s treatment are less apt to
encourage him or her to follow a physician’s recommendations.

The research indicating potential negative effects of social support suggests
that clinical interventions in this area must be well thought out. Simply providing
additional support to elderly individuals as a means of improving well-being and
physical health may not only be naive, but may also produce the opposite effect. In
fact, the above literature suggests that some individuals receive too much social
contact, under the guise of social support. Clearly, the clinician must discriminate
between increased social interaction and increased social support if interventions
aimed at facilitating health are to be effective. Identifying the goal associated with
support (e.g., promoting independence vs. providing more contacts upon whom an
individual can depend) may, in many cases, determine the type of intervention
chosen.
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CLINICAL RECOMMENDATIONS

The use of social support in the clinical treatment of elderly individuals is not
yet well understood. Given an overall lack of understanding regarding the defini-
tion and measurement of social support, few clear-cut guidelines are available.
Identifying those elderly individuals at risk for physical-psychological health
problems due to exposure to stressful life events and lack of social support may be
an important first step. In terms of treatment options, working with a client’s
cognitions and teaching a client ways to cope with stress are two key factors in the
appropriate use of social support. I will discuss each of these points below.

In identifying those elderly individuals who may be at risk for increased
physical and psychological health problems due to lack of social support, it is
important to remember that the elderly population is not any more at risk for
increased psychological difficulties than any other population. Age is not a factor.
However, elderly individuals who face negative environmental stressors may be at
risk for subsequent physical-psychological problems, especially if they are unmar-
ried or in an unhappy relationship. Such stressors may be of even more concern if
the stressor is forced upon the individual (e.g., forced retirement, loss of spouse).
Elderly men in general appear to be at greater risk than elderly women, due to
weaker social support systems. Finally, lower socioeconomic status, education, and
income seem to be factors that place elderly individuals at risk. Assessing these risk
factors may help to determine the degree of clinical intervention required. If social
support is viewed as coping assistance, increased involvement in support groups
and increased contact with individuals who are “socially similar” may be an
important consideration. It may be helpful to meet with members of an elderly
individual’s support system to discuss appropriate support-giving strategies.
Thoits (1986) stresses the importance of empathic understanding and a number of
ways in which coping assistance might be provided. For example, the clinician may
recommend that an individual be removed from a difficult situation (e.g., by
providing a loan, locating a job). Conversely, an individual may need to learn ways
of reinterpreting or reframing his or her existing circumstances so that they are less
threatening. A client’s therapy may focus on learning ways of affecting physiologi-
cal sensations that accompany emotional states by the use of stimulants, depres-
sants, exercise, or relaxation, for example. Or, with the use of biofeedback, a person
may learn to alter his or her physiological sensations at a cognitive level.

Lehman, Ellard, and Wortman (1986) have identified types of supportive
statements and behaviors that were considered helpful or unhelpful to individuals
who have lost a spouse or a child. Helpful behaviors included being more available
to listen or just “being there,” involving the individual in social activities, and
contact with similar others. Unhelpful behaviors included minimizing the individ-
ual’s loss or making statements such as “I know how you feel,” if the speaker had
never experienced a similar loss. Such interventions should be considered for
elderly individuals who may have not only lost a loved one, but may have recently
retired, moved to a smaller home or apartment, or experienced physical disabilities.

The clinician may also need to focus upon attaining an appropriate balance
regarding family support. This may include reducing potential secondary gain



THE INFLUENCE OF SOCIAL SUPPORT FACTORS 135

from a family who is overprotective and fostering increased independence. Iron-
ically, such interventions may involve actually working to decrease what is per-
ceived by the family and friends as supportive behavior.

The area of preventive interventions provides even greater opportunity to
influence large groups of elderly individuals. The literature suggests that simply
increasing social contact in and of itself does not necessarily improve morale, nor
buffer against the negative effect of future stressful events. Instead, improving the
elderly individual’s subjective—cognitive assessment of available social support
may be a more appropriate area of focus. A person may improve his or her
perceptions about levels of support by receiving regular visits from a social worker
or nurse in which assistance and support are offered. Similar results might be
accomplished by providing a 24-hour on-call staff person who could be easily
reached in case of emergency. Regular phone calls to homebound individuals might
also decrease feelings of isolation and lack of support. Organizing groups of elderly
individuals in housing projects to check on neighbors regularly with offers of
instrumental support (e.g., buying groceries for a neighbor) could also increase
one’s perception that assistance is available if needed. Even the structure of build-
ings may have a profound effect on social interactions (Lawton, 1977). In addition,
elderly support programs such as Meals-on-Wheels, senior citizen centers, and
community meal programs can prevent the negative effects of stressful events
through facilitating the perception that assistance is available if needed.

Finally, providing clinical services to an elderly individual is likely to be a
short-term endeavor. Consequently, goals should focus upon obtaining appropriate
social support within the community rather than having the clinician serve as a
primary support source. This may require more of a family therapy approach or a
community psychology form of intervention where a number of potential support
sources are brought together and enlisted to assist the client.

SUMMARY

While the relationship between social support and health has received consid-
erable empirical support, research in this area has been characterized by defini-
tional and conceptual problems. There is little agreement about a concise, yet all-
encompassing, definition of social support. Health, too, is an extremely subjective
concept, and most attempts to define it have been inadequate. This lack of consis-
tency among both social support and health measures has made it difficult to
organize and compare findings across studies, to understand conflicting results, and
to develop appropriate clinical interventions based upon the literature in this area.

A number of theories have been proposed to explain the positive effects of
social support upon health. Some view social support as a buffer against the
adverse effects of stress, while others suggest a main effect of social support on
health. Some have suggested that social support prevents the onset of health
problems (by providing reinforcement for healthy behavior), increases compliance
with medical regimens, or improves self-esteem. Others have theorized that social



136 BenjAMIN L. HANDEN

support is mainly a form of coping assistance for those facing stressful life events.
Whatever the mechanism, the relationship between social support and health is
further complicated by demographic variables such as sex, marital status, age, and
socioeconomic status. In a number of studies, more variation in individual health is
explained by those confounding variables than by social support itself.

The large number of retrospective studies in the literature has made it difficult
to infer a causal role for social support. In those few studies that are prospective in
nature, assistance from others is often confounded with the ability of the subject to
elicit and make use of social support. Numerous researchers have treated social
support as a unitary rather than a multidimensional construct. Yet, even when
investigators use multidimensional approaches to the measurement of social sup-
port, they rarely distinguish among the various types of social support.

Despite these difficulties, the social support literature does provide some
guidance toward developing clinical interventions. We are now better able to
identify those individuals who are at risk for physical or psychological health
problems following stressful life events. It is understood that simply increasing
social contacts does not necessarily result in higher-quality social support. The
perception of available social support may be a key factor, and interventions
designed to enhance such perceptions should prove more productive. Concep-
tualizing the process of social support as coping assistance provides the clinician
with therapeutic options such as cognitive-behavioral strategies as well as tradi-
tional behavioral interventions. Finally, examining the potential negative aspects of
social support also suggests clinical interventions such as limiting secondary gain
and training sources of support in more appropriate ways to interact with elderly
individuals facing adverse life events.
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6

The Complexities of Cognitive
Impairment and the Process

of Aging

BrAD CRENSHAW

INTRODUCTION

The topic of this chapter is cognitive impairment among elderly men and women.
My attempt has been first to introduce some of the complexities involved in
conceptualizing cognitive deficits in this population, and then to proceed system-
atically to identify the prominent categories of intellectual disturbances. In general,
there are two broad divisions: those cognitive disorders that are reversible, such as
pseudodementia or the effects of treatable medical conditions, and those cognitive
disorders that are irreversible, such as Alzheimer’s disease or Korsakoff’s syn-
drome.

Once the categories are outlined, the specific disorders identified, and their
salient characteristics discussed, the next step is to survey the assessments available
by which cognitive functioning can be evaluated. Naturally, the nature of these
assessments varies considerably. There are screening tests that provide a quick
differential diagnosis between organic and psychiatric dysfunction. There are tests
of general intellectual ability, tests of specific mental capacities, and comprehensive
neuropsychological batteries—all of which merit some attention. The chapter
concludes with a brief look at the uncertainties of both diagnosis and treatment that
are endemic to any evaluation of cognitive disturbance among elders.

The concept itself, cognitive impairment among aged men and women, is
complicated by recent shifts in theoretical emphasis. Current research in the
neurology of the brain, and heightened sensitivity to the socio-historical context in
which elders are embedded, have made us revise the concepts by which we
understand the aging of intellectual functions. Consequently, what once were
essential ideas defining our notions of aging have been decisively challenged and,
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in many instances, have lost their power to persuade. For example, the prominent
notion that cognitive ability peaks in young adulthood, and forever after descends
significantly into senescence (Jones, 1959; Spearman, 1927), is now thought an
inadequate description of the pattern of intellectual decline. It is much too crude,
presuming among other things that intelligence is a unitary phenomenon the power
of which uniformly leaks away. The conceptual atom of intelligence has long since
been split into many composite factors (see Cattell, 1963; Guilford, 1967; Horn &
Cattell, 1966). Further, many researchers have observed that the rates of decline
among the elderly are not uniform at all, but are differential (Botwinick, 1977;
Cornelius, 1984; Craik, 1977; Labouvie-Vief, 1985; McCarty, Siegler, & Logue, 1982;
Salthouse, 1988; Sattler, 1982). In particular, the elderly typically perform well on
tests measuring stored memory, and perform poorly on tests requiring the integra-
tion of novel information and high degrees of abstract thinking (Cornelius & Caspi,
1987; Horn, 1970; Horn & Donaldson, 1980; Whitbourne & Weinstock, 1986). Hence,
though no one seems to dispute the decline per se of cognitive ability (Bondareff,
1985; Hertzog & Schaie, 1988; Willis & Baltes, 1980)!, the decrements are selective:
primary deficits are thought to lie in the hierarchical integration of functions and
the power of logical thought (Denney, 1981; Hooper, Fitzgerald, & Papalia, 1971;
Horn, 1982), whereas faculties that rely on experiential learning, such as the ability
to find relationships or to analyze problems and devise strategies for solving them,
may increase in power throughout adulthood (Horn, 1970; Horn, 1982; Whitbourne,
1985; Whitbourne & Weinstock, 1986).

Further, such declines as there are appear to occur much later in life than
previously believed. The image of aging that now is swimming into focus is one of a
vigorous, relatively stable adult life span concluded by a dramatic and precipitous
senescence (Labouvie-Vief, 1985). By retrospectively examining the changes in
performance of elders as they neared death, several longitudinal studies (Eisdorfer
& Wilkie, 1973; Riegel & Riegel, 1972) have convincingly shown that decrements in
cognitive ability are correlated with the distance from death, not with the distance
from birth (Baltes & Labouvie, 1973; Riegel & Riegel, 1972). These studies point out
that earlier correlations of cognitive deficits with age, obtained by group-average
data, are confounded by the increasing incidence of pathology among aging popu-
lations (Labouvie-Vief, 1985). Intellectual declines are not necessarily intrinsic to the
aging process per se—which is to say that the biological causation of cognitive losses
is not strictly deterministic, but is a feature of the life-ecology of the individual
(Fries, 1980). Aging can be influenced by diet, exercise (Brunner & Meshulam, 1970;
Haskel, 1984; Plowman, Drinkwater, & Horvath, 1979; Rose & Cohen, 1977), job
category, and so on. In short, a person does not passively age according to his or her
genetic timetable, but rather he or she influences the process by means of his or her
behaviors and decisions.

A third revision in the current literature regarding cognitive impairment of the
elderly must be made because of the confounds and limitations of the data obtained

1Stankov (1988) is a dissenting voice. In a recent study he has found that declines in fluid intelligence
with increasing age disappear if three attentienal factors—Search, Concentration, and Attentional
Flexibility—are partialed out. He finds as well that improvements in crystalized intelligence with
increasing age are greater if these same attentional factors are controlled for.
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by experimenters. Most investigations are either cross-sectional studies that com-
pared two or more age groups, or studies that are limited to the elderly, but whose
findings are interpreted in light of previous research of younger adults (LaRue,
Dessonville, & Jarvik, 1985). Schaie and his colleagues (Nesselroade, Schaie, &
Baltes, 1972; Schaie & Labouvie-Vief, 1974; Schaie & Strother, 1968) have argued
persuasively that the dramatic differences obtained in cross-sectional studies,
which were interpreted to mean that elders suffer significant cognitive declines, are
in fact largely functions of cohort variance. Specifically, the performance of younger
subjects profited significantly by the greater incidence among them of advanced
education and professional training relative to the elder subjects. What were
measured were cultural differences in education between the two groups, and not
the effects of aging.

Even in those instances in which the detection of cognitive deficits appears
relatively straightforward, it can be tricky to sort through the contributions to the
decline made by the chronic illnesses, multiple medications, traumatic life stresses,
and consequent depressions that often complicate the case histories. Though such
complications are frequently characteristic of elders, they nonetheless are contin-
gent pathologies, events that are secondary to the process of aging. These factors, in
combination with the heterogeneity of symptoms possible when there is physiolog-
ical damage within the brain, all mean that elders who suffer cognitive impair-
ments are not a homogeneous group. That impaired elders have been thought a
homogeneous population seems in part the consequence of poor communication
between clinical psychology and neurology. Neuropsychology, which is a relatively
recent blend of the two disciplines, now emphasizes the need to identify clinical
syndromes and correlate them with specific sites of brain damage, with similar
types of destructive disease processes, or with the nature and extent of functional
impairment.

For example, disorders of language among elders involve the interaction of
faculties responsible for sensory integration (We make sense out of verbal speech
that we hear), symbolic association (We make sense out of what we read), motor
skills (We form speech sounds), learned syntactic patterns, and verbal memory
(Kolb & Whishaw, 1985). Damage to different areas of the brain can interrupt any
one or more of these faculties to induce a complicated pattern of dysfunction. Of the
aphasias, which are disorders of language apparent in speech, reading (alexia), or
writing (agraphia), the symptoms can vary significantly. Broca’s aphasia, for in-
stance, is caused by lesions in the left hemisphere of the frontal lobe anterior to the
central gyrus. Symptoms center on the patient’s inability to talk. This inability may
include a motor component, which is to say that the patient may not be able to
coordinate the peripheral parts of the vocal apparatus, but more importantly the
patient cannot seem to find the correct programs for articulating the words that he
or she knows but cannot say. The typical Broca’s patient will have adequate content
to his or her speech, but poor grammar, and poor use of function words such as
prepositions, conjunctions, and articles. Verbs are commonly kept to the present
tense, and sentence structure is simple (Carlson, 1981).

Wernicke’s aphasia, on the other hand, is a language disorder so severe that it
includes forms of dementia. It is caused by lesions in the area of the first temporal
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gyrus in the left hemisphere, where it appears that the sound images of objects are
retained. The Wernicke’s patient cannot comprehend words, either written or
spoken, or arrange sounds into coherent speech. In order to comprehend, the
patient must be able to identify the many sounds of speech, the phonemes, and the
systems of phonemes, that are the basic units of speech in a given language
(Carlson, 1981). A patient, for example, may call a toothbrush a “rockdreen,” which
has the same number of syllables as the correct word, but obviously has different—
and in this case nonsensical—phonemes. Because the Wernicke’s patient cannot
identify the meaningful phonemic characteristics in his or her language, and
cannot arrange them into significant patterns of verbal expression, he or she speaks
a “word salad”: fluent verbal sounds that make no sense.

Although both disorders involve disruptions of language, their etiologies,
patterns of symptoms, and the consequent disabilities to the patient are signifi-
cantly different. Whereas the Broca’s patient has a disorder of production (he or she
can comprehend spoken and written language but has difficulty producing gram-
matical verbal expressions), the Wernicke’s patient has a disorder of comprehension
(Kolb & Whishaw, 1985). He or she can neither comprehend nor produce spoken or
written language, and therefore appears demented. The impairment in effect
amounts to a thought disorder. Clearly it is important to clarify the differences
between two patients suffering from the two different aphasias, and important as
well to distinguish Wernicke’s aphasia from other pathologies, such as Korsakoff’s
syndrome or even severe depression. Treatments will naturally depend on diag-
noses, and can vary dramatically according to the impairments they are to remedi-
ate. Further, it often is important not only to be given the appropriate treatment, but
not to be given the inappropriate one (Boll, 1981), particularly when treatments
require medications. Finally, prognoses for recovery, which may influence the
further course of treatment, depend on accurate estimations of the type and extent
of impairment.

Alook at the array of symptoms occurring from lesions in the frontal lobes can
provide a last example of the complexities attending diagnosis of cognitive impair-
ment. The difficulty begins with the lack of homogeneity among the frontal lobes—
a term that simply designates all the brain tissue in front of the central sulcus. The
frontal lobes contain areas that are both functionally and anatomically distinct, and
include the primary motor cortex, the premotor cortex, Broca’s area, the medial
cortex, and the prefrontal cortex. The prefrontal cortex itself has three regions that
are functionally distinct: the dorsolateral cortex (Brodmann'’s areas 9, 10, 44, 45, and
46), the orbital frontal cortex (areas 11, 12, & 47), and the frontal eye fields (areas 8
and 9). Further, the frontal lobes receive projections from the visual, auditory, and
somatosensory association areas by way of the parietal cortex, and from such
subcortical areas as the dorsomedial nucleus of the thalamus, the caudate nucleus,
and the amygdala. They send projections to the parietal and temporal association
cortex, the cingulate cortex, and such subcortical structures as the basal ganglia,
hippocampus, hypothalamus, the amygdala, the dorsomedial thalamus, and the
brain stem (Kolb & Whishaw, 1985).

In short, the “wiring” of the frontal lobes is extraordinarily complex, and the
executive functions they provide mediate activities from many other areas of the
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brain. Depending on the area of the trauma, the symptoms can range from disrup-
tions in the motor programs that oversee the fine movements of the fingers, to loss
of flexibility in devising mental strategies and plans for behavior. Lesions that
interfere with projections to and from the dorsomedial thalamus can interfere with
the patient’s ability to remember temporal sequences, and to discriminate among
different contexts. For example, I park my car in the same parking lot every day at
the University of Massachusetts campus. My ability to remember where I parked
this morning, and distinguish it from where I parked every other morning this
week, depends upon my skill at discriminating the details of today’s context from
those of yesterday’s context, even though the vast majority of those details will be
identical. I park in the same lot, drive to the university along the same route, walk
to my office on the identical sidewalk, in similar weather from day to day, and
so forth.

Finally, trauma to the orbital frontal cortical areas alters the “highest” level of
control of affective behavior, and so can cause basic alterations of personality
(Carlson, 1981). Sexual behavior can change drastically: lesions in the orbital frontal
cortex can reduce sexual inhibition; damage to the dorsolateral cortex can reduce
sexual drive. Similarly, social behaviors may be altered significantly if the patient
descends into a “pseudodepression” (Blumer & Benson, 1975), in which there is a
loss of initiative, gross reductions in sexual drive, general apathy, and impoverished
verbal behavior. Naturally these symptoms, and the other sorts of deficits men-
tioned previously, all are distressing to the patient as he or she contends with the
decrements that suddenly handicap his or her ability to think, act, regulate atten-
tion, converse, love, and work. The success with which the patient surmounts the
impairments, and the strategies with which the patient tries to cope, are as variable
as the individual differences that distinguish one patient from another.

It is seldom very useful to reduce behavioral problems to mere tissue damage,
even when the physiological damage is clearly designated. The course of behavior
of brain-damaged patients is a complex function of such factors as the site and
extent of actual brain damage, the individual’s efforts to contend with his or her
deficits, and the environmental context in which the behavior occurs (Butler &
Lewis, 1977; Hussian, 1981; Kolb & Whishaw, 1985; Lezak, 1983; Sloane, 1980).
Verwoerdt (1976) suggests that cognitive impairments be considered as sociop-
sychosomatic in nature and origin since, by doing so, the clinician arms himself or
herself with an appropriate, flexible model with which to design a comprehensive,
multimodal treatment to address the behavioral and emotional problems that beset
the patient.

PATTERNS OF COGNITIVE IMPAIRMENT

At present, the Diagnostic and Statistical Manual of Mental Disorders (3rd ed.,
revised) (American Psychiatric Association, 1987) provides the most commonly
used system for classifying the disorders and syndromes of cognitive impairment.
The authors of the manual have made conceptual distinctions between a syndrome,
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which designates a constellation of psychological and/or behavioral signs without
reference to etiology, and a disorder, which designates a particular organic mental
syndrome in which the etiology is either known or presumed. Further, there is a
distinction between the pathological process itself and the psychological impair-
ment that it causes. For example, Korsakoff’s syndrome is caused by a deficiency in
vitamin B,. The treatment by which, in some instances, the course of the disease is
remediated—resupplying Vitamin B,—does not address the psychological treat-
ment needs for impaired long-term memory.

In reviewing the patterns of cognitive impairment, the DSM-III-R terminology
will be used where applicable.

Reversible Disorders

It has been estimated that 10-20% of patients with cognitive impairments may
have reversible causes of their intellectual deficits, or reversible components that
aggravate the deficits (LaRue et al., 1985; Pfeiffer, 1977). Consequently, an initial goal
during the evaluation of a patient is to determine whether he or she is suffering from
a disorder whose process can be reversed or halted, thereby allowing a recovery of
mental function. A large number of treatable medical diseases, conditions, and
medications may have profound effects on intellectual functions. For example,
patients with cardiovascular diseases may have ischemic or hemorrhagic strokes, or
chronically poor oxygenation of the brain, either of which may induce memory
disturbances, impairments in judgment and abstract thinking, or deficits in arousal
and attention (Kolb & Whishaw, 1985; Pfeiffer, 1977; Sloane, 1980). Remedy the
vascular disease, and the clinician may secondarily improve the patient’s mental
functioning as edematous tissue reduces its swelling or hypoxic regions are reoxy-
genated (Pfeiffer, 1977). Similarly, infections of the central nervous system (cerebral
vasculitis, fungal meningitis, viral encephalitis, neurosyphilis) may have reversible
intellectual impairments (Sloane, 1980). Further, the list of metabolic intoxications
that can induce reversible impairment is immense, including diabetes, hypo-
glycemia, vitamin deficiencies (especially thiamine), and renal toxicity, to mention
a few of the more prominent disorders.

Some functions may spontaneously recover, depending on the pathology that
induced the impairment. Stroke victims, for instance, may experience a gradual, if
not complete, return of function (Carlson, 1981; Kolb & Whishaw, 1985; Sloane,
1980). A Broca’s patient may find that his or her language skills improve over time, or
a patient suffering from an amnestic syndrome may gradually reorganize and
recoup his or her memory. Further, in the case of cerebral tumors, intellectual
functions and characteristic features of personality can recover after surgical inter-
ventions, chemotherapy, radiation, or other medical treatments excise or shrink the
tumor. Such recoveries do not necessarily happen, of course, but the point is that
there are treatable causes of dementia (Freeman, 1976), and that when they are
identified, the decline of mental ability may be arrested or even reversed (American
Psychiatric Association, 1987).
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The effects of a major depressive episode are a particular case in point. A
severely depressed patient can report memory impairments, poor concentration,
difficulty in thinking, and general diminishment in intellectual functioning (LaRue
et al., 1985; Sloane, 1980). The patient may likewise perform poorly on neuro-
psychological evaluations, and intelligence tests, and thus imitate the salient fea-
tures of dementia. This phenomenon has been so prevalent (Breen, Larson, Reifler,
Vitaliano, & Lawrence, 1984) that it has been given a label of its own: pseudo-
dementia (American Psychiatric Association, 1987; Kwentus, Hart, Lingon, Taylor,
Silverman, 1986; LaRue et al., 1985). Unlike true organic dementia, however, in
which little can be done to ameliorate the impairments, depression often is respon-
sive to treatments such as antidepressive medications, psychotherapy, or ECT. In
this instance, knowledge of clinical history can aid in making a differential diag-
nosis. It is also likely that the differential diagnosis of reversible organic brain
disorders is not a task solely for a psychologist or psychiatrist alone, but should
involve personnel trained in general internal medicine, particularly in the diseases
likely to beset an aged population (Pfeiffer, 1977).

Irreversible Disorders

Dementia

Dementia is the most frequently used term to designate irreversible global
deterioration of mental functioning. According to the DSM-III-R (American Psychi-
atric Association, 1987), the preeminent feature of dementia is the impairment of
long- and short-term memory. Associated with these impairments are deficits in
abstract thinking, poor judgment, personality changes, and decrements in such
higher cortical functions as language skills and constructional ability. Aphasias,
agnosias, and apraxias may also be present. The frequency of dementia is highly
correlated with age: of the American population over 65 years old, anywhere
between 5-15% suffer from dementia, depending on the severity of the symptoms
being counted (Arie, 1986; Gottfries, 1985; LaRue et al., 1985; Powers & Doughtery,
Jr., 1985; Rogers, Meyer, Mortel, Mahurin, & Judd, 1986; Winogrond & Fisk, 1983).
Further, within that population, less than 1% of the dementias occur in the age
group around 65 years, while 48% occur in the age group above 95 (Gottfries, 1985).
At present, over 50% of nursing home residents have been diagnosed for dementia.

Cerebrovascular Disorders. There are two main groups of dementias: those
caused by cerebrovascular disorders and those caused by primary degenerative
disorders (Gottfries, 1985). Cerebrovascular diseases in the central nervous system
may be caused by thromboses, emboli, infarctions, angiomas, cerebral hemor-
rhage, and hypertensive encephalopathy (Gottfries, 1985; Kolb & Whishaw, 1985).
The effects of the disease are strokes, or cerebral vascular accidents (CVAs), of
which there are two types. An ischemic stroke is caused by the interruption, such as
by thrombus, embolus, or tumor, of the blood flow irrigating a portion of the brain,
which deprives tissues of oxygen, nutrients, and the ability to carry away the waste
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products of metabolism. Lack of oxygen for even a few minutes may produce an
infarct: an area of dead or dying brain tissue. A hemorrhagic stroke is caused by the
rupture of a blood vessel, which allows open bleeding into brain tissue. As in the
ischemic stroke, brain tissue is deprived of oxygen and nutrients and may suffer
from the toxicity of its own waste products that accumulate. Further, the bleeding
may cause hematomas that compress surrounding brain tissue, disrupt the fibers of
passage from other regions of the brain, or become focal sites for seizures. If the
rupture is large enough, it may also induce an ischemic stroke in the area posterior
to the rupture since adequate blood flow may be impeded by the leakage (Carlson,
1981).

Damage done by the CVA depends on several factors, not the least of which is
the size of the vessel that is affected: the larger the vessel, the greater the effects. The
health of the remaining vessels is also important. If, for instance, the rupture occurs
in an area of unusual weakness, such as an aneurysm, then the prognosis may be
better than if the event occurs in a generally weak, diseased system. The presence
of preexisting vascular lesions similarly influences the extent of impairment since
the sum of several small lesions could be serious. Multi-infarction dementia (MID)
is a particular syndrome caused by multiple strokes that occur in a weakened
vascular network and cause diffuse impairments the global effects of which in sum
are dementing. Further, the location of the lesion would naturally be an important
determinant of the nature of the mental deficits. And finally, the presence of
anastomoses can be a determining factor influencing both the nature and extent of
brain functioning. Anastomoses are connections of parallel blood vessels that allow
the intercommunication of blood supply between them. If one vessel is blocked, the
other artery could continue to supply blood to the affected area. The presence and
pattern of anastomoses are highly individualized and contribute to the singular
patterns of dysfunction that may distinguish one patient from another, even though
each has lesions in roughly similar areas of the brain (Carlson, 1981; Kolb &
Whishaw, 1985; Rogers et al., 1986).

The cerebrovascular disorder that is most likely to produce a dementia-type
illness is multi-infarct dementia, the clinical features of which are characteristically
variable. The onset of the disease is stepwise rather than insidious, and the result
typically is of many lacunar infarcts rather than one large stroke (Rogers et al., 1986;
Sloane, 1980). Mental deficits tend to be patchy: some functions remain intact,
while others are significantly and rapidly impaired. Decrements may remit over
time to such an extent that only by careful testing can residual intellectual deficits
be detected (Sloane, 1980). Given the repeating nature of the disease, intellectual
deterioration occurs over time, affecting memory, concentration, and compre-
hension.

There is no specific treatment for cerebrovascular disease, though the most
common remedies include anticoagulants to dissolve blood clots, drugs to produce
vasodilation, medicines to reduce blood pressure, and agents to reduce cerebral
edema (Kolb & Whishaw, 1985). It should be noted that there is no evidence that
arteriosclerosis causes chronic dementia (Rogers et al., 1986; Tomlinson, Blessed, &
Roth, 1970), although the disease does increase the likelihood of cerebral hemor-
rhages, emboli, and thromboses (Kolb & Whishaw, 1985). The buildup of layers
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of plaque within the vessels reduces their flexibility, the result of which increases
the pounding effect of the heart as it pumps blood. This loss of elasticity, which
tends to damp out the surge of pressure, means that the pressure is smoothed
further and further downstream among the smaller, more fragile capillaries.

Primary Degenerative Disorders. The primary degenerative disorders are senile
dementia and Alzheimer’s disease, also known as dementia of the Alzheimer’s type or
senile dementia of the Alzheimer’s type. Currently there is debate regarding the
proper classification of the primary degenerative disorders, a debate made all the
more tentative since at present it is not possible to distinguish mental impairment
caused by dementia-type illness from the mental dilapidation found in the “nor-
mal” aging process as it eventually erodes the reserve neural capacities of the brain.
The chief reason for grouping senile dementia and dementia of the Alzheimer’s type
is that the structural changes in the brain are of the same kind. Senile plaques and
neurofibrillary tangles are characteristic of both, as they are of normal aging as well
(Dodson, 1984; Gottfries, 1985; Kwentus et al., 1986). However, dementia of the
Alzheimer’s type is a presenile disorder and has a different hereditary pattern than
senile dementia, which occurs with the onset of advanced age. The former disorder
is present among an homogeneous population, whereas the latter occurs among a
heterogeneous group. There also are neurochemical characteristics that separate the
two disorders (Fisher, 1986; Gottfries et al., 1983; Rossor, Iverson, Reynolds, Mount-
joy, & Roth, 1984).

The clinical features of senile dementia have a gradual, progressive onset
beginning after the age of 70. These typically include forgetfulness, apathy, preoc-
cupation with the past, and physical enfeeblement. Loss of urinary and fecal
continence is also common. There can be instances of aphasia or apraxia, but the
more notable symptoms are the patient’s fatigue and lack of attention span (Ameri-
can Psychiatric Association, 1987; Pfeiffer, 1977; Sloane, 1980).

The clinical features of senile dementia of the Alzheimer’s type closely resem-
ble those of senile dementia, though typically its onset is believed to begin among
patients in their 40s or 50s. Alzheimer himself first observed senile behavior in a 51-
year-old woman. The course of the disease is thought to have three stages of
development corresponding to behavioral signs that emerge as the disease pro-
gresses (Dodson, 1984; Kwentus et al., 1986), though not all patients follow the
classical evolution of symptoms. In the initial stage the individual suffers memory
losses for which he or she may try to compensate with logic or judgment. For
example, the individual may keep lists of usual routines, or calendars to remind
him or her of appointments. The patient may complain of difficulties in finding the
right word, or show mild versions of aphasia. Spatial relationships may deteriorate
initially, so that he or she gets lost easily, and constructional apraxia is also common
in the early stage. Symptoms of depression and fatigue may appear, along with
subtle changes in personality, such as increasing social isolation, emotional out-
bursts, or an uncharacteristic dependency on family members to make decisions.
(Dodson, 1984; Gottfries, 1985; Kwentus et al., 1986; Pfeiffer, 1977).

In the second stage, there is global impairment in the higher cortical functions.
Deteriorations in language, spatial relationships, and problem-solving abilities
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become more pronounced, so that the patient appears confused, bewildered, and
manifests gross disorientation regarding time and place (Dodson, 1984; Pfeiffer,
1977). Often the overt denial of the first stage is replaced by anxiety and restless-
ness. In the final stage the patient is incontinent, often exhibits abnormal neurologic
reflexes, and eventually descends into mutism. Death frequently results from
infections such as pneumonia or decubitous ulcers (Dodson, 1984; Kwentus et al.,
1986; Sloane, 1980).

In general, the search for genetic factors related to senile dementia of the
Alzheimer’s type has been inconclusive. Several researchers have reported familial
cases that tend to be autosomal dominant (Gustafson, & Nilsson, 1982; Kwentus et
al., 1986; Sloane, 1980; Wurtman, 1985), and there is some familial clustering in
families without dominant inheritance (Kay, 1986; Kwentus et al., 1986; Wurtman,
1985). According to Kokmen (1984), family clusters may account for as much as 5—
10% of senile dementia of the Alzheimer’s type. Further, there is an apparent link
between Down’s syndrome and dementia of the Alzheimer’s type: patients with
Down’s syndrome, particularly if they survive beyond 40, tend to develop neuro-
pathological symptoms characteristic of senile dementia of the Alzheimer’s type
(Ball, Schapiro, & Rapoport, 1986; Burger & Vogel, 1973; Kay, 1986, Kwentus et al.,
1986; Sloane, 1980; Wurtman, 1985). Some investigators have proposed that the
common factor between these two diseases is an inherited microtubular abnormality
that contributes to the mitotic changes of Down’s syndrome and the neurofibrillary
abnormalities in Alzheimer’s disease (Heston, Masri, & Anderson, 1981; Kwentus et
al., 1986). Other etiologies that have been proposed include an autoimmune re-
sponse, toxin, or virus (Kwentus et al., 1986; Winblad et al., 1985; Wisniewski, 1978).

Several pharmacological treatments of both senile dementia and dementia of
the Alzheimer’s type have been attempted, though none has shown much promise.
According to Gottfries (1985), disturbances in the acetylcholine system may account
for many of the intellectual symptoms of dementia, and disruptions in the dopa-
minergic system may explain the parkinsonian symptoms. However, treatments
designed to stimulate cholinergic function have given little or no benefit to the
patients treated. Nor has treatment with L-dopa elicited improvement of cognitive
and motor disfunctions (Gottfries, 1985; Sloane, 1980; Soininen, Koskinen, Helkala,
Pigache, & Riekkinen, 1985; Winblad et al., 1985; Wurtman, 1985). Finally, in one
study, treatment with piracetam, a nootropic drug believed to activate mental
functions, did not significantly affect cognition among patients with senile demen-
tia of the Alzheimer’s type (Growdon, Corkin, Huff, & Rosen, 1986).

Other Causes. There are several other significant organic pathologies that impair
cognitive functioning, though none are as prevalent as either senile dementia or
senile dementia of the Alzheimer’s type. Of these pathologies, perhaps the most
important is Pick’s disease, the clinical features of which are hard to distinguish from
those of the two most common forms of dementia already discussed (Kolb & Whi-
shaw, 1985; Pfeiffer, 1977; Sloane, 1980), though Gustafson and Nilsson (1982) have
completed a rating-scale study that found distinctly different clinical symptomns
that may be related to the differences in the neuropathological features of the two
diseases. Amnestic aphasia, apraxia, and agraphia may also be somewhat less
frequent in Pick’s disease than in Alzheimer’s disease.
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Nonetheless, the most accurate means to date of distinguishing between the
two etiologies involves autopsy of diseased brains. In general, Pick’s disease is
characterized by a distribution of brain lesions localized in the frontal and temporal
lobes, whereas senile dementia of the Alzheimer’s type is a diffuse brain disease
with primary lesions in the frontal cortex, temporal cortex, and hippocampus (Kolb
& Whishaw, 1985; Meier-Ruge, Iwangoff, & Reichlmeier, 1984; Sloane, 1980). Al-
though there are neurochemical differences distinguishing Pick’s and Alzheimer’s
disease, they are quantitative, not differences in kind. In both pathologies there are
reductions in glycolytic enzymes, compared to levels in healthy brains, but in Pick’s
disease the decreases are slightly more pronounced, which suggests a more dra-
matic degenerative process in the brain than that found in Alzheimer’s disease
(Meier-Ruge et al., 1984).

Creutzfeldt—Jacob disease is another important dementing disease of later life.
The cause of this encephalopathy is thought to be a slow virus (Beck, Matthews, &
Stevens, 1969; Pfeiffer, 1977), the progress of which typically is much more rapid
than the course of the other presenile dementias (Kolb & Whishaw, 1985; Pfeiffer,
1977). The neuropathology consists of general cortical atrophy. Deterioration of
memory capacity is marked from the outset, and declines can almost be measured
daily. In a matter of months the patient can descend from normal arousal to stupor,
coma, and death (Kolb & Whishaw, 1985).

Korsakoffs syndrome is a further source of dementia that bears mentioning. The
symptoms include anterograde amnesia, retrograde amnesia, confabulation, apa-
thy, meager content in conversation, and a lack of insight into the nature of the
disorder (Carlson, 1981; Kolb & Whishaw, 1985). The cause of the syndrome is a
deficiency of thiamine most commonly produced by chronic alcoholism, especially
when accompanied by malnutrition. Thiamine is necessary for the proper metabo-
lism of carbohydrates; without it there is a toxic intercellular accumulation of
pyruvate, the effects of which are irreparable cell damage (Carlson, 1981). Alcohol
provides carbohydrates to be metabolized, but because it does not also provide
thiamine, and because it inhibits as well the intestinal absorption of the vitamin as it
is obtained from other nutritional sources, the consequent deficiency causes irrepa-
rable brain impairment. Currently it is thought that damage is severest in the
medial thalamus and the mammillary bodies of the hypothalamus, though there
may be some general cerebral atrophy as well (Kolb & Whishaw, 1985). The impair-
ment is permanent, though the progress of the syndrome can be arrested by
resupplying thiamine.

Finally, there are subcortical dementias, two significant causes of which are
Huntington’s chorea and Parkinson’s disease (Kwentus et al., 1986). Huntington's
chorea is a progressive degenerative disease transmitted as an autosomal dominant
with complete penetrance (Kolb & Whishaw, 1985; Sloane, 1980). The most salient
symptoms, from which the pathology takes its name, are the agitated, involuntary
movements that involve whole muscle groups or limbs, and not single muscles. At
the onset the movements resemble a restless fidgiting, and as the disease pro-
gresses they become more pronounced and incessant (Carlson, 1981; Kolb & Whi-
shaw, 1985; Sloane, 1980). The psychiatric symptoms include depression, anxiety,
and eventually psychosis. Personality changes may involve impairments in recent
memory, apathy, attention deficits, and a slowing of the mental processing of
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information (Kolb & Whishaw, 1985; Kwentus et al., 1986; Sloane, 1980). Ultimately,
the mental deterioration concludes in death. Upon autopsy, the brains of patients
with Huntington’s chorea show marked cortical atrophy. The basal ganglia likewise
show an immense degeneration of their intrinsic neurons, which is the neuro-
pathology most likely responsible for the disorders of movement that characterize
the chorea. There is some evidence that in Huntington’s chorea the rates of metabo-
lism in the caudate nucleus are depressed as compared to those of age-matched
controls (Metter, Riege, Kameyama, Kuhl, & Phelps, 1984).

Parkinson’s disease is another subcortical disorder that manifests as dysfunc-
tions of movement. Marttila & Rinne (1976) estimate that dementia occurs in 20—
40% of patients with Parkinson’s disease, the symptoms of which show the charac-
teristic subcortical pattern of depression, memory deficits, and slowed thinking
(Knight, Godfrey, & Shelton, 1988; Kwentus et al., 1986). The disease appears to be
related to the degeneration of the substantia nigra, particularly to the loss of the
neurotransmitter dopamine (Carlson, 1981; Kolb & Whishaw, 1985). Pharmacologi-
cal treatments involve prescribing the drug L-dopa, which is converted to dopamine
in the brain. The aim is to activate the dopamine synapses that remain functional.
Other drugs, such as amantadine, amphetamine, monoamine oxydase inhibitors,
and tricyclic antidepressants, have also been used to potentiate the transmission of
dopamine (Kolb & Whishaw, 1985).

AssESSMENT OF COGNITIVE DYSFUNCTION

Despite the increasing sophistication of neurodiagnostic procedures, the as-
sessment of cognitive impairment, particularly that of the primary degenerative
dementias, remains equivocal, and requires a combination of clinical and objective
assessments (Gauthier, 1985; LaRue et al., 1985; Marquez, 1983). Many of the
symptoms of dementia occur in common among several different etiologies, the
distinguishing features of which can be identified only in postmortem studies.
Further, the technology involved in these diagnostic techniques—CT scans, Pos-
itron Emission Tomography (PET), Magnetic Resonance Imaging (MRI), Single
Photon Emission Computed Tomography (SPECT) (Cohen et al., 1986)—is highly
specialized and extremely expensive, and therefore has limited availability. And
finally, in several instances there is as yet no clear distinction between necessary
and sufficient criteria for diagnoses when assessing senile dementia, senile demen-
tia of the Alzheimer’s type, Pick’s disease, and normal aging (Masters, 1984).

Mental Status Exam

Diagnoses commonly are made by exclusion, which requires a careful and
precise description of pathological features. Typically the first step in this process is
the mental status exam, which is a structured clinical interview that in its most
prevalent form has eight parts (see Fig. 1).
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Outline of the Mental Status Exam
I. History

a. Symptoms

b. Type of onset
c. Duration

d. Family history

II. Insight

III. Orientation

a. Person
1. Name
2. Identity
b. Place
c. Time
1. Time of day
2. Date
3. Season

IV. Memory

a. Recent
1. Personal
2. Historical past
b. Remote
1. Today
2. Last night
c. Learning
1. Short-term memory
2. Long-term memory

V. General information

VI. Capacity for sustained mental activity

a. Calculation
b. Abstract thinking

VII. General behavior

FIGURE 1. Outline of the Mental Status Exam.



154 BrAD CRENSHAW

The exam begins as the clinician takes a history of the disorder (Gauthier, 1985).
This often is done twice: once with the patient, and again with the spouse, friends,
or other family members. Of particular interest in this portion of the exam is the
nature of the symptoms and the type of onset. It is important to know, for instance,
whether the symptoms appeared suddenly, as in a stroke, or insidiously, as in one
of the progressive degenerating dementias. It is also important to learn of the
duration of the symptoms. Do they come and go? Do they appear stable? Have they
seemed to remit in severity? Finally, a family history is taken in order to learn of the
prevalence of similar patterns of impairment among relatives. Not only are heredi-
tary patterns important to identify, but a history of alcohol abuse or recurrent
depressions would be significant information to obtain about the patient.

The second objective of the exam is to investigate the patient’s insight into his or
her dysfunction. The patient may not complain about any impairment at all, which
of course can be the consequence of anxiety or mere stoicism, but in some instances
such silences may indicate a lack of awareness even of serious impairments. Patients
with parietal lesions, for example, or Korsakoff’s syndrome, often will not perceive
their symptoms. Particularly in the latter pathology, the patient is likely to become
defensive when discrepancies in his or her story are pointed out, and will then offer
confabulations in an attempt to justify the disparities.

Third, the clinician tests the patient’s orientation to person, place and time.
Does the patient know who he or she is, where he or she is, and know the time of day,
the date, and the season of the year?

Fourth, the patient’s memory is examined to detect retrograde amnesia. Recent
memory is interrogated by having the patient answer questions regarding his or her
immediate past: How long has he or she been in the hospital? What was he or she
doing just prior to beginning the mental status exam? Remote memory is tested by
questions regarding events that transpired in the patient’s life earlier in the day or
last night, such as asking about the last meal eaten, the last television program seen,
and so forth. Finally, both short-term and long-term memory are inspected by
having the patient repeat sequences of numbers, something on the order of the Digit
Span subtest in the WAIS-R (or WISC-R).

The fifth section of the exam assesses the patient’s accessible levels of general
information, which naturally must be adjusted to the patient’s own educational
background and experience. For instance, the questions asked of an 85-year-old
New England farmer to determine his general level of competence would neces-
sarily be different than those asked of a 65-year-old female accountant. Cohort
differences in professional training, gender differences, and education contribute to
the particular content of an individual’s general store of information.

The patient’s capacity for sustained mental activity is investigated by having
him or her perform mental calculations, such as subtracting by 7s from 100. Another
common test is to have the patient interpret proverbs, though special caution needs
to be exercised in assessing the patient’s performance, since neither previous levels
of comprehension nor abilities for abstract thinking are likely to be available to the
examining clinician. Consequently, determinations of impairment often are foun-
ded on the clinician’s judgment of how well the patient might be expected to
perform.
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Throughout all of the ensuing examinations, the patient’s general behavior
must be observed. Salient aspects of behavior include his or her vocabulary, in
which an inappropriate use of words or impoverished diction is to be noted. Rate of
speech, mispronunciations, and slurring are likewise worth notice. Grooming, or
the lack of it, may give indications of apathy. Further, the patient’s attentiveness
should be investigated: Can he or she narrate a story? Does he or she follow
complete sentences, or do the speech patterns follow stream of consciousness?

Finally, there are tests of localized cerebral function, two of which are impor-
tant for assessing cognitive impairments. The first involves assessments for aph-
asia, which include tests of auditory and visual comprehension; oral and written
expression with particular attention paid to repetitions, fluency, the ability to name
familiar objects, and reading; and conversational speech (Kolb & Whishaw, 1985).
The second functional test investigates possible apraxias. A quick, on-the-spot
clinical exam includes having the patient use his or her hand to show the examiner
how to use scissors, brush his or her teeth, comb his or her hair, clap hands, and
snap fingers.

Screening Tests

In recent years there has been a notable surge in the development of mental
status questionnaires (Lesher & Whelihan, 1986), whose design has been to aid in
the diagnosis of intellectual dysfunction. These tests have brevity in common and
are used most appropriately in combination with the clinical mental status exam to
reduce the misclassification of normal elders as demented (LaRue et al., 1985;
Pteiffer, 1977). The tests are screening instruments, and are not intended to distin-
guish either different types or the causes of cognitive impairment. Several are
commonly in use, perhaps the most notable of which are the Mental Status
Questionnaire (MSQ; Kahn, Goldfarb, Pollack, & Peck, 1960), the Short Portable
Mental Status Questionnaire (SPMSQ); Pfeiffer, 1975), and the Information-Mem-
ory—Concentration Test (IMCT; Blessed et al., 1968). Only the IMCT has been
validated against postmortem findings (LaRue et al., 1985). However, the MSQ has a
pedigree that includes both along history of use and a well-documented validity of
its psychometric properties (Eastwood, Lautenschlaeger, & Corbin, 1983). Sim-
ilarly, the psychometric properties of the SPMSQ have been investigated (Pfeiffer,
1975; Wolber, Romaniuk, Eastman, & Robinson, 1984), and the results have indi-
cated good diagnostic precision (Wolber et al., 1984).

Lesher and Whelihan (1986) have completed a study in which they employed
test—retest, split-half, and internal consistency methods to determine the reliability
of eight mental status questionnaires. Along with the MSQ, the SPMSQ, and the
IMCT, the Extended Mental Status Questionnaire (EMSQ; Whelihan, Lesher,
Kleban, & Granick, 1984), the Simplified Mental Status Questionnaire (SMSQ);
Isaacs & Walkey, 1963), the Orientation Scale (OS; Kastenbaum & Sherwood, 1972),
the Information—Orientation Section (IOS: Pattie & Gilleard, 1975), and the Short
Orientation-Memory—Concentration Test (SOMCT: Katzman et al., 1983) were
administered to a single sample of nursing home elderly.
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The results suggested that the reliability of most of the tests was roughly
equivalent in their ability to identify correctly cognitively impaired elders, and to
distinguish them from elders free of impairment. The Orientation Scale was a
notable exception to this success. Lesher and Whelihan found that, with regard to
test-retest reliability, performance on this instrument had poor stability over time.
Similarly, the correlations they obtained on their split-half reliability test indicated
that the questionnaire did not have equivalent halves. Finally, the OS demonstrated
only marginal internal consistency.

An assessment instrument commonly used in the United Kingdom, the Ken-
drick Battery for the Detection of Dementia in the Elderly (KBDDE; Gibson &
Kendrick, 1979), has been attracting attention recently in the United States (Fish &
Hayslip, 1983; Fish, Hayslip, Marcus, & Haynes, 1986). The battery consists of two
subtests: the Object Learning Test and the Digit Copying Test. The former investi-
gates short-term memory, and the latter assesses psychomotor skills. Fish and
Hayslip (1983) report that the validity of the KBDDE is substantial: it yields 100%
accuracy in distinguishing normal from demented elders, but drops to 77.7% when
distinguishing among normal, depressed, and demented elders. However, the use
of terms indigenous to British subjects represents at present an important limitation
to its use in the United States. Many of these terms are not used in the United
States, and conversely many common American terms are not listed as acceptable
alternative responses. Consequently, the use of existing norms for the KBDDE are
somewhat limited (Fish & Hayslip, 1983).

Tests of General Intellectual Functioning

The Wechsler Adult Intelligence Scale (WAIS) was the most commonly used test of
general intellectual functioning until it was superseded in 1981 by the Wechsler Adult
Intelligence Scale-Revised (WAIS-R). Like the WAIS before it, the WAIS-R consists of 11
subtests that examine different aspects of intellectual performance. The revisions
include updated content among the items of the various subtests, the specifics of
which Wechsler annotates in the WAIS-R manual (Wechsler, 1981). Similarly, the
norms have been restandardized so that presently the test scores of current subjects
are compared not only to those of their age peers (at least up to the age of 74, which
is the uppermost age in the standardization sample), but also to those of their own
generation.

This restandardization addresses at least one of the significant problems that
Schaie and others have raised regarding the interpretation of cognitive declines
among the elderly: the confound of educational differences among younger and
older cohorts (Nesselroade et al., 1972; Schaie & Labouvie-Vief, 1974; Schaie &
Strother, 1968). Matarazzo and Herman (1984) have analyzed the standardization
sample of the WAIS-R to identify the correlations between years of education and
IQ. They found that of the subjects between the ages of 65 and 74, 41.55% had less
than 9 years of formal education, and only 9.65% had at least a college education. Of
the subjects between the years of 25 and 44, 40.85% had completed high school,
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and 20.85% had 16 or more years of schooling. In short, there are substantial
differences in educational preparation between cohorts.

Regarding the relationship between years of schooling and Full Scale IQ
(FSIQ), Matarazzo and Herman (1984) computed a correlation coefficient of .63 for
subjects between the ages of 25 and 44, and .65 for those between 45 and 74. These
are respectable correlations, and suggest that, at least as measured by the WAIS-R,
the fewer the number of years of education, the lower the FSIQ. Since elders in
general have completed less formal schooling, their FSIQ scores will likely be lower
in comparison with those of younger subjects. Naturally, correlations do not imply
causality, but rather point up the difficulty in interpreting levels of intellectual
performance among the elderly. Concomitant physical illnesses, for instance, may
contribute to poor test performance (LaRue, 1984). Similarly, decreases in visual
acuity among older subjects may slow reading speed or hamper performance on
certain specific subtests, such as the Picture Completion subtest (Popkin, Schaie, &
Krauss, 1983). On the other hand, as Matarazzo and Herman (1984) suggest, the
correlations may provide a rough estimate of premorbid cognitive functioning of
those elders for whom there is no other information available.

Memory Tests

The Wechsler Memory Scale (WMS) (Wechsler, 1945) appears to be the test most
commonly in use to evaluate memory (Brinkman, Largen, Gerganoff, & Pomara,
1983; Crosson, Hughes, Roth, & Monkowski, 1984), which makes its limitations all
the more obvious. Chief among these limitations has been the lack of a system-
atically developed body of normative data (Brinkman ef al., 1983; Prigatano, 1978).
Since Hulicka (1966) first published norms for 141 additional elderly subjects, there
have been several investigators who have included further normative data for
subjects over 60 (Bak & Greene, 1980; Brinkman et al., 1983; Cauthen, 1977; Mc-
Carty, Logue, Power, Ziesat, & Rosenstiel, 1980). Further, Russell (1975) modified
the original administration procedures of the WMS into a system that currently is
widely used, whereby memory retention over time can be calculated separately for
semantic and figural memory, and he likewise demonstrated that the differences
between semantic and figural memory scores can be sensitive to the lateralization of
brain impairment among patients (Brinkman et al., 1983; Crosson et al., 1984).

Nonetheless, despite the usefulness of Russell’s system, normative data are
still inadequate. Crosson and colleagues (1984) show that Russell’s impairment
ratings are too stringent to distinguish reliably between impaired and nonimpaired
subjects: starting with age 30, 84% of Hulicka’s (1966) and Wechsler’s (1945) norma-
tive samples would be classified by Russell's norms as impaired. To provide in-
terim, alternative norms until a body of data can be systematically developed,
Crosson et al. (1984) pooled the scores from several studies to derive a composite
mean, a standard deviation, and a table of T scores for Logical Memory and Visual
Reproduction. They represent improvements on Russell’s impairment ratings, but
their clinical application should be made with caution, particularly since they apply
only to immediate, and not delayed, recall.
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A second popular test of memory function is the Fuld Object Memory Test (Fuld,
1978), which tests for memory of 10 common objects that the subject draws with
alternating hands from a bag that screens the objects from view. The subjectis given
five trials to recall the objects, with a reminder after each recall attempt. The Fuld
test offers several advantages. It guarantees the patient’s attention to the stimuliand
leaves no question that he or she is familiar with the objects. It also allows the
investigator to observe the patient’s right-left orientation, his or her ability to name
the objects, and his or her word fluency. Also, there are norms for both community-
dwelling and institutionalized elderly. Finally, it distinguishes between memory
storage and retrieval (Masur & Fuld, 1982).

Comprehensive Neuropsychological Test Batteries

Large, comprehensive batteries of neuropsychological tests typically have two
general purposes that inform their design: they aim to increase the accuracy of
prediction in diagnosis, and they propose to collect information that contributes to
the understanding of the nature of organic disabilities (Lezak, 1983). Because these
batteries provide norm-referenced accounts of the subject’s cognitive performance,
they allow the clinician to compare an individual patient’s scores with those of the
normative sample, thereby allowing him or her to make statistically educated
assumptions about the patient’s dysfunction. They may also provide a baseline
performance against which the patient’s subsequent behavior can be measured.
Likewise, they may be used to evaluate the effectiveness of various treatment and
rehabilitation strategies (LaRue, 1984).

Of course, there are significant limitations that offset the advantages of using
set batteries for neuropsychological assessments. As we have seen, there is at
present no generally accepted necessary criteria by which a differential diagnosis
can be made among several of the progressive degenerative dementias. Conse-
quently, there is small likelihood that one battery of tests will be able to provide
adequate specification of an individual patient’s characteristic dysfunctions (Smith,
1983). Similarly, it is unlikely that one battery will amply satisfy the particular
purposes of every referral. And finally, the cost in time and money to administer
these batteries can be prohibitive. The Halstead—Reitan Battery, for instance, com-
monly takes 6 to 8 hours to administer, which can simply become an ordeal
impossible for an elderly, infirm neurological patient to manage.

There are numerous tests designed to assess particular abilities, such as tests of
motor performance; of orientation and attention; and of verbal, perceptual, con-
structional, conceptual, and executive functions. Often a neuropsychological as-
sessment comprises a selection among the subtests of one of the larger neuro-
psychological batteries, and a sampling of the specific tests that the clinician may
choose according to the requirements of the referral. An adequate discussion of
these tests of specific functions is well beyond the scope of this chapter; the reader
may wish to consult Muriel Lezak’s (1983) classic text, Neuropsychological Assessment
(2nd ed.).

Of the representative neuropsychological batteries, the Halstead—Reitan Battery
is the most prominent. The core tests include the Category Test, the Tactile Perfor-
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mance Test, the Rhythm Test, the Speech Sounds Perception Test, and the Finger
Oscillation Test. To these are added the Trail Making Test and the Aphasia Screen-
ing Test; a sensory examination that tests for finger agnosia and skin writing
recognition; either the WAIS-R or the WISC-R, depending on the age of the patient;
a measure of hand grip strength; and the MMPI (Lezak, 1983).

Although this battery is one of the most reliable in its ability to identify patients
with brain damage (Goldstein & Shelly, 1984; Lezak, 1983), there are significant
limitations to its diagnostic efficiency. Goldstein and Shelly (1984) have found the
Halstead—Reitan to have a higher discriminative validity among a general neuro-
psychological population (77.4% correct classifications) than the WAIS-R (65.5%
correct classifications), and to be comparable to the Luria—Nebraska battery (79.8%
correct classifications). Lezak (1983), however, cites investigators who find the
battery inconsistent in its ability to discriminate left-right differences in its localiza-
tion of lesions (Klove & Matthews, 1974; Reitan, 1955). Further, she reports that its
impairment scales are not highly reliable (Dodrill & Troupin, 1975; Matarazzo,
Weins, Matarazzo, & Goldstein, 1974), and points out that the normalization sample
is based on a young group, which reduces its applicability to an elder population
(Lezak, 1983).

The Luria—Nebraska Neuropsychological Battery (Golden, 1981; Golden, Ham-
meke, & Purisch, 1980) is perhaps the second most popular of the set batteries for
neuropsychological evaluation. The test is designed according to Luria’s clinical
methods of assessment, and founded on the assumed scientific validity of Luria’s
theories regarding the functional organization of the brain (Smith, 1983). Because
the battery is relatively new, and because its design is grounded on a conceptual
scheme that, regardless of its clinical brilliance, remains unvalidated at present, the
Luria—Nebraska battery has invited considerable critical debate (Mittenberg, Kas-
prisin, & Farage, 1985; Smith, 1983).

Lezak (1983) criticizes the battery for unsoundness in both its theoretical and
psychometric bases, and cites several investigators who discovered lapses in its
diagnostic accuracy. Adams and Brown (1980) found that the test critically overesti-
mated the degree of pathology in their patient sample, and left other focal deficits
undiagnosed. Delis and Kaplan (1982) similarly found that the battery misiden-
tified the site of a lesion in a patient with a left posterior temporal lesion that was
documented with a CT scan. Further, Brown, Adams, Rourke, Mehta, and Daly
(1981) report that in their study the results of the Luria—Nebraska scales failed to
confirm their hypothesis that the 35 patients with verified brain lesions would
perform significantly poorer than the 18 normal controls.

However, other investigators have found the Luria—Nebraska battery to be an
effective diagnostic tool. Mittenberg et al. (1985) found the L-N scales to be
sensitive to core symptoms of aphasia when tested on a sample of patients diag-
nosed with Broca’s, Wernicke’s, mixed, anomic, or conductive aphasia. Goldstein
and Shelley (1984) found the “hit-rate” —that is, the ability of the battery to discrimi-
nate between normals and brain-damaged subjects—of the Luria—Nebraska to be
somewhat higher (79.8% correct classifications) than that of both the WAIS-R
(65.5% correct classifications) and the Halstead—Reitan (77.4% correct classifica-
tions). Data obtained in a study by Sears, Hirt, and Hall (1984) similarly indicate
that the battery is effective in discriminating brain-damaged from non-brain-dam-
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aged patients. None of these investigators, however, found the battery to be effective
in localizing the site of the lesion.

CONCLUSIONS AND IMPLICATIONS

This review of current data regarding cognitive impairment among the elderly
has had as its initial objective to identify some of the theoretical shifts among
investigators that are revising our concepts of old age. Certain popular ideas about
the aging intellect have lost prominence, and in their place have risen new expecta-
tions that are shaping research questions, redefining appropriate methodology,
and guiding interpretation. Cognitive function in old age remains largely a terra
incognita, though perhaps its expanse has been delimited somewhat, a few of its
landmarks properly charted. The declines of intellect associated with old age, for
instance, are better specified; intellectual ability is not a unitary phenomena, and
decrements are neither widespread among the components of intellectual perfor-
mance, nor do they progress at a uniform rate. Decrements in fact appear to be
correlated with nearness to death rather than with distance from birth, which
suggests that in the developmental life span an individual’s cognitive ability nor-
mally remains relatively constant throughout his or her adult years until its precipi-
tous decline at the conclusion of life.

Among those instances in which declines seem evident, there is considerable
uncertainty in the process by which their etiologies are identified. Diagnoses are
critical but difficult at the current level of knowledge. It can be an arduous task to
separate cohort differences from pathological symptomology, and even among
pathologies it can be guesswork to distinguish the contributions of chronic ill-
nesses, multiple medications, depression, and enduring life stresses. Goldstein
and Shelly’s study (1984) indicated that there is nearly one chance in three of
misclassifying a general neuropsychological patient as normal. Hence, one of the
first responsibilities of neuropsychological assessment is to discriminate between
reversible and irreversible disorders. Cognitive failures can be iatrogenic, the
consequence among other things of prescribed medications, as well as the product
of a host of remediable, common medical disturbances. The irreversible disorders
themselves likewise pose diagnostic conundrums that at present require post
mortem studies to unravel with any degree of certainty. Further, current levels of
expertise are yet unable to distinguish the neurological deficits of normal aging
from those of the most common progressive dementias. What is needed is contin-
ued focused research on the processes and cures of dementing illnesses. Investiga-
tion is proceeding, of course, but the present state of understanding and treatment
is cautionary. Few real advances have been produced.
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Stress and Stress Management
with the Elderly

BenjaAMIN L. HANDEN

INTRODUCTION

The relationship of stress to psychological functioning and health has been exam-
ined for some time by both basic and applied researchers. Stress has been associ-
ated with the onset and/or course of a number of physical and psychological
conditions. Consequently, stress reduction procedures have been increasingly uti-
lized with children and adults in both primary and adjunctive treatment. Such
procedures have been used successfully to treat a range of anxiety disorders such as
phobias, obsessive—compulsive behavior, and generalized anxiety. They have also
been used in the treatment of other psychological disorders in which anxiety plays
an important role, such as somatic complaints, paranoid ideation, depression, and
in the treatment of psychophysiological dysfunctions such as high blood pressure,
lower-back pain, headache pain, and the aversive side effects of cancer treatment.
Despite relatively high rates of both psychological disorders and psychophysio-
logical conditions, the elderly have been systematically neglected in the stress
management literature. These individuals face a number of potentially stressful
situations that are unique to this age group and place them at risk for developing
stress-related disorders. This chapter will focus upon the use of stress management
procedures with the elderly. First, there will be a brief examination of conceptual
issues in stress research. This will be followed by a discussion of reported problems
in generalizing stress management procedures to the elderly population. Finally,
there will be a review of the literature on stress reduction procedures involving
elderly individuals and recommendations for future research needs.
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CONCEPTUAL ISSUES IN STRESS RESEARCH

Despite wide acceptance of the negative impact of stress upon both psycho-
logical and physical health, research has been hindered by disparity in conceptual
and methodological areas. Moss (1973) reviewed models of stress and placed them
into three categories: (1) stress as a psychological response to physical, chemical,
and organic agents (based upon Selye’s General Adaptation Syndrome), (2) stress as
a physiological response to social and psychological stimuli (viewing stress as an
interaction between the external environment and the organism), and (3) stress as a
behavioral response to social psychological stimuli (viewing stress from a cognitive
perspective). These differing perspectives on stress have resulted in a range of
research endeavors and subsequent treatment approaches that can be used individ-
ually or in combination. Specific treatment approaches will be addressed in more
detail in a later section.

Were it possible to develop a conceptualization of stress that encompassed the
variety of perspectives identified above, research in this area would nonetheless
remain problematic. A primary difficulty is the observation that laboratory
stressors may not be consistently perceived as stressful by all subjects or even by
the same subject over time (Averill, 1979). Consequently, the designation of a
stimulus as stressful as well as an individual’s response to that stimulus may be
extremely idiosyncratic. Yet despite such observations, a wide consensus seems to
exist among researchers as to the types of stimuli that may be perceived as stressful
(Antonovsky, 1980), hence, the well-accepted use of stress rating scales (e.g.,
Holmes & Rahe, 1967), which consist of lists of potentially stressful life events and
assume a certain universality in individual responses to these stimuli. It is impor-
tant to note that such scales provide information about the relationship between
exposure to a presumed stressful event and subsequent development of maladap-
tive responses among a large group of subjects. Despite statistically significant
associations, these findings do not allow for the prediction of individual responses
to such stimuli and cannot necessarily be used for clinical purposes.

The treatment focus for stress-related disorders is often based upon a clini-
cian’s conceptualization of both stressful stimuli and subsequent responses. Indi-
vidual responses to stress have typically been divided into three categories: physio-
logical responses, behavioral responses, and the reporting of subjective states. As
will be seen, the treatment of elderly individuals often requires that the clinician
address the entire range of possible stress responses.

GENERALIZING STRESS MANAGEMENT TECHNIQUES
TO THE ELDERLY

There are indications that standard behavior therapy procedures may need to
be modified for use with an elderly population. For example, there is some research
evidence that older individuals require longer periods of time to acquire new skills
than younger subjects (cf. review by Botwinick, 1970). Such findings may have
implications for the methods used to instruct elderly clients in self-management
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techniques. Cautela (1967) provided some anecdotal evidence for this when he
reported that elderly patients in his clinical practice required considerably more
therapy sessions to learn progressive muscle relaxation than other adults. Linoff
and West (1982) described a similar problem in their treatment of an 89-year-old
male nursing home resident. A relaxation tape alone was inadequate, but soothing
background music was helpful in producing the desired effect. A number of
biobehavioral studies indicate differential results for subjects over and under the
age of 60 (e.g., Barlow, O’Brien, & Last, 1984; Blanchard et al., 1985; Lammers,
Naliboff, & Straatmeyer, 1984). These studies are described later in the chapter.

Williamson and Ascione (1983) suggest that the effectiveness of behavioral
procedures with the elderly has been well established and that the elderly should
not be considered as a unique population in this regard. They reviewed 36 studies
involving elderly subjects in which contingency management and stimulus control
procedures were utilized. While elderly subjects were, indeed, amenable to behav-
ior change, Williamson and Ascione did not evaluate the literature on self-control
procedures (e.g., reciprocal inhibition, cognitive behavior therapy), where more
apparent differences may be found. In summary, given the relative paucity of
literature on behavior therapy and the elderly population, it is difficult to discern
whether the elderly will require procedural modifications for effective therapy or if
these few simple findings represent individual client differences, which one would
expect to observe with any population.

STRESS REDUCTION PROCEDURES WITH THE ELDERLY

The forthcoming discussion of stress reduction procedures is divided into
three sections: studies involving the individual treatment of anxiety disorders,
including phobias, generalized anxiety, paranoia, somatic complaints, obsessive—
compulsive behavior; studies describing group therapy for anxiety disorders; and
studies involving the treatment of psychophysiological dysfunctions. In general,
stress reduction procedures involve the use of reciprocal inhibition, response
prevention, and cognitive-behavioral techniques. Operant procedures such as
stimulus control or contingency management have occasionally been included in
treatment protocols in which family, friends, or staff try to enhance the effective-
ness of self-management procedures. In a few of the studies, operant procedures
alone were used to treat anxiety disorders.

Individual Treatment of Anxiety Disorders

Phobias

Anxiety problems in the form of phobias and generalized anxiety are the most
frequently studied of all the stress-related disorders among elderly patients. The
psychological literature is replete with case studies of the treatment of dog phobias,
agoraphobia, and anxiety in social situations. Progressive muscle relaxation has
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been the primary treatment of choice for such disorders. It is often combined with
systematic desensitization or more cognitively oriented procedures. In one of the
earliest reported case studies, Friedman (1966) successfully used pictures to desen-
sitize a 66-year-old deaf and mute man to a disabling fear of dogs. He used
intravenous injections of a short-acting barbiturate anesthetic to assist the client to
achieve a relaxed state. Six treatment sessions were required, and a 6-month follow-
up found the client to be symptom-free. Another early case study was reported by
Wander (1972), who used systematic desensitization and thought stopping in the
treatment of a 60-year-old man who was described as acrophobic, aerophobic, and
chronically depressed with a history of suicide attempts. Following 23 sessions of
therapy, the client showed considerable improvement. At a 3-year follow-up, the
client reported that he had traveled around the world, gone to the top of tall
buildings, decreased his frequency of negative thoughts, and increased the number
of positive self-evaluations.

More recent reports have continued to demonstrate the efficacy of self-manage-
ment procedures for the treatment of phobias among elderly clients. Garrison (1978)
published a case study summarizing the results of 7 weeks of relaxation training
with a 65-year-old man presenting a 10-year history of agoraphobia. Following his
last “attack” he had taken early retirement and spent most of his time at home. In
addition to progressive muscle relaxation, the patient went through a graduated
hierarchy of in vivo steps, taking him further from his home for increasingly longer
periods of time. At the end of treatment and at a 1-year follow-up, the man reported
that he could independently walk around the neighborhood and could go to the
center of town if accompanied by another family member. Hussian (1981) described
the treatment of four, elderly institutionalized men who were unable to use eleva-
tors. An informal relaxation procedure was used in conjunction with education
around the working of elevators, practice of positive verbalizations, and guided in
vivo exposure to elevators. Treatment required 10 sessions. At a 2-month follow-up,
all four residents were riding on elevators several times a day with minimal anxiety,
according to self-report ratings. Finally, Thyer (1981) reported the successful treat-
ment of a 70-year-old woman who had a dog phobia. He conducted five hour-long
sessions of prolonged in vivo exposure to dogs, beginning with small dogs and
gradually introducing larger dogs such as Doberman pinschers, an 80-pound
Afghan, and finally a 95-pound Great Dane. Telephone follow-ups at 3 and 6
months indicated that therapeutic gains had been maintained, as the client was able
to go about her day without the sound or sight of dogs causing her fear.

Generalized Anxiety

Self-management procedures have also been successfully used to treat gener-
alized anxiety. Garfinkel (1979) reported the successful treatment of a 75-year-old
woman with a 35-year history of restricted activity due to feelings of tightness in
her chest, choking, and a feeling that she couldn’t breathe. Progressive muscle
relaxation and graduated in vivo exposure to anxiety-producing situations in the
community were successfully used over a 5-month period. In a follow-up conversa-
tion some months after treatment, the patient reported that she had remained
symptom-free. Garfinkel related that six to eight sessions were necessary to teach
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the client progressive muscle relaxation in comparison with two to three sessions
for younger clients. This finding is similar to that of Cautela (1967).

Falloon (1975) described the treatment of two depressed elderly clients who
exhibited a number of anxieties, fears, and sleeping problems. In vivo desensitiza-
tion and social-skills training were used in conjunction with anti-anxiety medica-
tions and sedatives. In addition, nursing staff were taught to reinforce differentially
appropriate verbalizations and motor responses. In both cases, scores on a depres-
sion rating scale significantly decreased from the depressed to nondepressed range
with similar improvement noted on an anxiety subscale of the same instrument. A
3-month follow-up with one patient indicated continued improvement, especially in
social spheres and independent living. No follow-up was reported for the second
patient.

It is not always possible to teach progressive muscle relaxation to clients who
have physical disabilities. Other methods may be required. Hussian (1981) de-
scribed such a case involving an 83-year-old institutionalized woman who felt
anxious among other residents and consequently exhibited “strange” behavior.
Because the client was confined to a wheelchair and was unable to tense and release
her muscles, Hussian substituted rational self-statements as responses incompat-
ible with anxiety. Systematic desensitization was successfully used over five 1-hour
sessions combining both imagery-based and in vivo situations of the client sitting in
common areas with other residents. The client was soon able to handle these social
situations with only minimal anxiety. At 3 weeks and 6 months after treatment,
progress had been maintained.

Paranoia

Paranoia is another prevalent psychological disorder that has been treated by
behavioral methods. Most paranoid clients exhibit poor memory, decreased acuity
of sense organs, confusion, and anxiety. While not generally considered an anxiety
disorder, anxiety reduction is typically a primary treatment objective. This is often
achieved through the teaching of self-management procedures in combination with
operant conditioning interventions carried out by institutional staff or family
members. For example, Brink (1980) described the case of an 81-year-old commu-
nity-dwelling woman who frequently accused neighbors of taking her belongings
and replacing them with poorer-quality items. Complaints about her neighbors had
become the focus of all of her conversations with family members. A form of reality
therapy was used in which the patient was asked to stop accusing her neighbors of
stealing. The therapist explained that he understood that she was not intentionally
lying, but that her memory was not reliable in these situations. In fact, continued
accusations against her neighbors would lead to a deterioration of her relationship
with them and might lead to lawsuits. The client reluctantly agreed to comply.
Extinction was also an important component of the treatment. The client’s daughter
(who spoke by phone to her mother daily) was instructed to ignore all references to
what the neighbors had done and to redirect the conversation. Follow-up reports at
3 months indicated that all paranoid behaviors had disappeared and the client
continued to engage in appropriate conversations with relatives and community
members.
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Carstensen and Fremouw (1981) treated the paranoia of an elderly woman
residing in a nursing home. The client was moderately depressed as well, and her
refusal to take her cardiac medication had resulted in a myocardial infarction.
Treatment involved one-to-one supportive therapy in which the therapist provided
positive reinforcement for appropriate verbal behavior and expressed sincere con-
cern over the patient’s problems. The patient was also asked to keep a diary of her
helping behavior so that she could focus upon positive rather than negative events.
In addition, staff were told to ignore paranoid statements and to reinforce a range of
appropriate behaviors. Within 2 weeks, paranoid verbalizations and fears were
eliminated.

Hussian (1981) described two case reports in which progressive muscle relax-
ation was used with two institutionalized elderly clients presenting with paranoid
thoughts. The first was a 67-year-old woman who was in constant fear that someone
would kill her while she slept. Consequently, she slept less than 2 hours a night. The
client was trained in progressive muscle relaxation and cognitive restructuring, in
which she substituted more rational statements for paranoid ones. The client was
also asked to keep a diary of paranoid statements. Four weeks after treatment
began, the patient reported no longer hearing voices and was sleeping a total of
6 hours nightly.

The second patient described by Hussian (1981) was a 62-year-old woman who
thought that someone was attempting to poison her. She spent much of her day in
her room and had become extremely weak and anemic due to low consumption of
food. Medical treatment, while initially helpful, had not alleviated the problem.
Hussian taught the client progressive muscle relaxation and a form of systematic
desensitization. While relaxing during sessions, the patient was instructed to
imagine the feared situation (being poisoned) and to counter her anxiety with more
rational, positive statements. After six sessions, the patient’s appetite returned to
normal, and she no longer reported hearing voices saying that she was to be
poisoned. Medication was terminated 6-weeks later and progress was maintained
at a 2-month follow-up.

Finally, Haley (1983) reported the successful treatment of a 71-year-old woman
with a history of psychiatric hospitalizations and paranoid schizophrenia. The
subject had frequent conflicts with both staff and residents. Eight sessions of
cognitive behavior therapy were conducted, including role playing appropriate
responses, assertiveness training, use of self-disclosure and feeling statements, as
well as progressive muscle relaxation and deep-breathing exercises. The therapist
also suggested to staff that the subject’s behavior be relabeled as healthy assertive-
ness. Incidents of conflict and agitation decreased from four per month during
baseline to zero to two per month following treatment. Daily doses of chlorproma-
zine were changed to PRN.

Somatic Complaints

In describing commonly observed neuroses of the elderly, Kral (1982) notes
that somatic complaints and hypochondriacal fears are more frequently observed in
elderly than in younger populations. There have been a few cases of behavioral
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treatment for this problem published in the literature. Flannery (1974) described the
treatment of a 77-year-old man with agitated depression and grief following the
death of his sister. The client reported frequent headaches and insomnia and had a
history of collecting prescriptions from several different clinics and overmedicating
himself. A behavioral contract was written specifying at which agency the client
would seek medical services, the disposal of all other medications, and daily
attendance at the elderly drop-in center. Therapy was made contingent upon
abiding by the agreement. Anecdotal reports indicated that the client met the terms
of the contract and decreased his depressive behaviors and somatic complaints. The
number of treatment sessions required was unspecified. Gains were maintained
during a follow-up period of unknown duration.

Williamson (1984) worked with a 73-year-old institutionalized woman who
had a history of depression and complained of agitation and anxiety over her
physical well-being. She also issued a high rate of somatic complaints. The client
was seen for thirty-three 20- to 40-minute sessions in which she was reinforced with
time to talk of her somatic complaints as she gradually engaged in longer periods of
appropriate conversation. Initially, 1 minute of appropriate conversation was re-
quired for 4 minutes of “somatic conversation.” This ratio was gradually increased
to 5 minutes of appropriate conversation in order to earn 1 minute of somatic talk.
The therapist dealt with somatic talk during periods of appropriate conversation by
turning away from the client and restarting the timing of the period. Data collected
during sessions indicated that the percent of somatic talk decreased from about
65% of 20 one minute intervals during baseline to about 20% during the final seven
intervention sessions. The patient was discharged at the end of the therapy. This
study was somewhat unusual in that an ABAB single-subject design was used,
demonstrating the functional relationship between the intervention and the rate
of somatic complaints.

Obsessive-Compulsive Behavior

Obsessive-compulsive behavior has been treated somewhat differently from
the behaviors described previously. O’Brien (1978) developed an unusual treatment
for a 70-year-old woman with a 30-year history of obsessive-compulsive handwash-
ing and a fear of contracting smallpox. Instead of using relaxation, he selected
reading and writing as incompatible responses to the client’s frequent handwash-
ing. Other components of the treatment included assertiveness training for both the
client and her husband and the use of contingent extinction (following inappropri-
ate behavior) and reinforcement (following appropriate behavior) by the husband.
The client was symptom-free after 16 one-hour sessions and continued to do well
at a 24-month follow-up.

One of two clients treated by Rowan, Holborn, Walker, and Siddiqui (1984) was
a 67-year-old woman with a fear of contamination, resulting in frequent handwash-
ing and the disposal of items she believed were contaminated. Treatment involved
in vivo exposure to contaminated items using modeling, guided modeling, and
finally the fading of guidance. Response prevention was used, and relatives and
friends were asked not to throw out items if the client requested it. As homework
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assignments, the client was required to wear “contaminated” garments. At the end
of the treatment, the patient was able to make prolonged contact with 44 previously
“contaminated” items. Additionally, the significant improvement in depressive
symptomatology was accompanied by eventual discontinuation of medication.
Treatment gains were maintained at 6-, 12-, and 18-month follow-ups.

A third case was reported by Junginger and Ditto (1984). Following the death of
her sister, a 65-year-old woman began asking neighbors to check things around her
home. This behavior became so severe that the patient was placed in a nursing
home. Subsequently, she became afraid that she might accidently hurt someone
and experienced a number of panic attacks, leading to hospitalization. Treatment
was conducted in the hospital. It consisted of Imipramine, response prevention,
and the exaggerated description of her fears. Nurses were instructed to ask the
client periodically if she had hurt anyone, and then they asked the client to hit a
nurse on the back with a rolled-up paper a number of times daily. Treatment
continued for 47 days. At the end of that time, checking behavior decreased from a
baseline frequency of five to fourteen per day, to zero to one per day. A 7-month
follow-up revealed the same low figure.

In summary, the use of stress management procedures to treat elderly individ-
uals with a variety of anxiety disorders has begun to appear more frequently in the
literature. Yet, the vast majority of the published studies have been single case
reports. Many do not involve the use of appropriate single-subject research designs
to demonstrate a functional relationship between intervention and target response.
None of the reviewed studies utilized well-controlled group designs, and there has
been little emphasis on generalization and maintenance. Issues of reliability, often
the hallmark of behavioral research, are rarely addressed in this literature. Instead,
progress is more typically assessed using self-report measures or general observa-
tions by staff or family members. Finally, many of the stress management interven-
tions involved the use of treatment packages. A number of studies included the use
of psychotropic medications. Little attempt has been made to conduct component
analyses of the various behavioral and/or medical procedures utilized in these
studies. If work in this area is to progress beyond the case report format, well-
controlled studies utilizing appropriate research designs and addressing issues
of generalization are necessary.

Group Therapy for Anxiety Disorders

There have been a few studies in which elderly clients were treated for anxiety
in group therapy. Keller, Croake, and Brooking (1975) examined the effects of a
4-week educational program about rational emotive therapy principles with 15
community-dwelling elderly. The treatment group showed significant increases in
rational thinking and decreases in trait anxiety over a control group given no
treatment. A follow-up assessment was not conducted. Toseland and Rose (1978)
compared three training methods designed to increase assertiveness and decrease
anxiety using small groups of community-dwelling elderly. The three methods
involved were behavioral role playing, problem solving, and social group work
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involving six 90-minute sessions. The groups given behavioral role playing and
problem solving demonstrated significantly improved performances on a role-play
test conducted immediately after training. At a 3-month follow-up, however, all
groups, including those receiving social group work, had increased in their perfor-
mance to the same level. Interestingly, no decrease was evident on the response
anxiety and response probability scales of the Gambrill-Richey Assessment Inter-
view and Group Evaluation Inventory or self-report questionnaire that was com-
pleted by each client. Toseland and Rose reported that these results were similar to
those of other studies that used role-play measures and self-report inventories. They
hypothesized that the delayed effectiveness of the social group work method was
due to a practice effect from posttraining to follow-up (social work group members
had not been encouraged to practice newly acquired skills during group meetings).

Ingersoll and Silverman (1978) compared the effect of two types of group
therapy on self-esteem, anxiety, and somatic behavior in community-dwelling
elderly. The first group focused on ways to cope with anxiety due to recent life
events. They were taught progressive muscle relaxation and modeling, reinforce-
ment, and role playing as coping skills. The second group received guidance in
establishing a bridge between past and present. They focused on reminiscing and a
life review process. In general, self-esteem increased and anxiety decreased for
participants in both groups, but these changes were not statistically significant. The
second group, however, reported a significantly greater decrease in somatic com-
plaints than the group using behavioral techniques. The reasons for these results
are unclear. The number of participants in each group was small (8 and 9) and both
groups had inconsistent attendance and high attrition rates. Additionally, it was
hypothesized that there may have been insufficient time for members of the first
group to become facile with the behavioral procedures. No follow-up assessments
were conducted.

Weldon and Yesavage (1982) introduced progressive muscle relaxation, self-
hypnosis techniques, shifting attention (learning to attend to different areas of the
body while relaxed), and imagery to a group of 25 subjects with senile dementia
(Alzheimer’s type) or multi-infarct dementia. A matched group of 25 control sub-
jects participated only in a discussion of current events. The subjects ranged in age
from 52 to 93 years. Both groups met three times a week for 1-hour sessions over a
3-month period. Significant improvement on measures of psychiatric symptoms,
self-help skills, communication, and social interaction skills was noted in the
treatment group. Ten subjects no longer needed sleep medication. Follow-up as-
sessments were not conducted.

Itis difficult to draw conclusions about the efficacy of group interventions from
the small number of stress-reduction studies conducted with groups of elderly. In
fact, in half of the studies, the experimental group was no better than the control
group on dependent measures of anxiety. In one case the results from the experi-
mental group were worse than those of the control group. The most significant
weaknesses in this group of studies were the lack of long-term follow-up and the
lack of an assessment of generalization to the natural environment. Use of role
playing or self-report checklists do not adequately address these needs. Weldon
and Yesavage’s (1982) use of a behavioral rating scale begins to provide a more
adequate measure, although we are not told who completed the observations and
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whether these observers were blind about group membership or were lacking
information about the study.

Treatment of Psychophysiological Dysfunctions

Stress reduction procedures are frequently used in the psychophysiological
treatment of chronic health problems in both children and adults. The literature
includes studies of the treatment of cardiovascular heart disease, high blood
pressure, pain from chronic disorders or diseases (e.g., headache pain, back pain,
cancer pain), and pain associated with invasive medical procedures or the iatrogenic
effects of treatment. Even though the elderly have the highest percentage of chronic
health problems in the U.S. population, few studies have included them as subjects.
When people over the age of 60 have been included, the findings for those subjects
have not generally been analyzed separately.

This section will begin with a description of five studies involving the treat-
ment of adults with psychophysiological conditions. Elderly subjects were in-
cluded in these studies and their data were analyzed separately. This will be
followed by a review of single case studies involving elderly subjects who suffer
from a variety of chronic medical conditions.

The five studies presented are interesting in that they provide data contrasting
the ways older and younger subjects respond to behavioral treatment. Lammers,
Naliboff, and Straatmeyer (1984) described the effect of progressive muscle relax-
ation on stress ratings and blood glucose levels in four diabetic patients (one of
whom was 64 years old). An ABAB single-subject design was used. Two subjects
evidenced significant decreases in blood glucose levels, but there were no effects on
stress levels during the treatment phases. The remaining two patients, including
the elderly subject, demonstrated no significant decreases in blood glucose. They
exhibited gradual decreases in stress levels across all four phases of the study that
were not functionally related to the use of progressive muscle relaxation. Barlow,
O’Brien, and Last (1984) evaluated the efficacy of couples treatment of agoraphobia
in which 14 women received group treatment with their husbands and 14 received
group treatment without their spouses. The treatment format included cognitive
restructuring and graduated exposure to fearful situations. Only 5 of the 28
subjects did not respond to treatment and improved little on clinical rating scales.
One of the five was the only elderly subject (63 years of age) included in the sample.

Blanchard et al. (1985) reported the results of a clinical replication series with
250 chronic headache patients who had received behavioral treatment. Treatment
initially involved progressive muscle relaxation only. Of those who failed to show
improvement, tension headache sufferers were given EMG frontalis biofeedback,
while migraine headache sufferers and those subjects with combined headache
type were given thermal biofeedback. The analysis was conducted by dividing the
sample across age groups. Across all three headache types, the oldest group
consistently reported less improvement with progressive muscle relaxation alone.
For example, 77.8% of those subjects over the age of 55 with tension headaches
were unimproved (versus 35.8% of those subjects between 32 and 39 years of age),
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66.7% of those subjects over the age of 44 with migraine headaches were unim-
proved (versus 33.3% for those subjects between 36 and 39 years of age), and 85.7%
of those subjects over the age of 50 with combined headache type were unimproved
(versus 41.7% for those subjects 39 years of age and less). The addition of biofeed-
back (for those subjects who failed to improve) did little to change the disparity
between the age groups with the exception of those subjects with combined
headache type. The subjects over 40 years of age in this group reported only a 14.3%
unimproved rate, while 41.7% of subjects less than 39 years of age were unim-
proved.

Benson, Alexander, and Feldman (1975) taught a relaxation response to pa-
tients with stable ischemic heart disease. Five of the eleven patients were over 60
years of age. Following 4 weeks of relaxation training, which consisted of two 20-
minute practice sessions a day, premature ventricular contractions (PVCs) were
measured at rest, during sleep, and following exercise. Three of the five elderly
subjects demonstrated striking decreases in PVCs at rest. Two of the three had
lowered PVCs in the recovery period following exercise. The mean for the entire
group of eleven subjects was significantly lower during sleeping hours. However,
there was no long-term follow-up and no control group in this study.

The remaining group of studies are single case reports and are confined solely
to elderly subjects. Levendusky and Pankratz (1975) utilized relaxation, covert
imagery, and cognitive relabeling to treat a 65-year-old man who had a history of
abdominal operations, intense abdominal pain, loss of weight, and social with-
drawal. Using an approach similar to that developed by Fordyce, Fowler, Lehman,
and Delateur (1968), Levendusky and Pankratz successfully decreased the use of
pain medication and the awkward and embarrassing posturing that had developed
as a result of the pain. The pain medication was gradually withdrawn by diluting it
with saline. No experimental design was used and the results were based on the
client’s self-report. A 6-month follow-up indicated that the client was still using the
relaxation technique, planning a summer vacation, and had returned to club
activities and part-time teaching. Because the medication was withdrawn without
the client’s knowledge, the study is a controversial one.

Two additional case reports describe the use of stress reduction procedures to
control pain. Czirr and Gallagher (1983) treated a 62-year-old man suffering from
painful rheumatoid arthritis and depression. His score on the Beck Depression
Inventory (BDI) was 17, an indication of moderate depression. The investigators
implemented a program of progressive muscle relaxation, imagery, and sugges-
tions to increase his active engagement in pleasant events. Following 7 weeks of
treatment, the depression had subsided (BDI of 4), and self-reports of pain had
decreased in intensity by almost half. Progress was maintained at a 3-month follow-up.

Taped relaxation instructions were combined with soothing background music
by Linoff and West (1982) for the treatment of an 89-year-old male nursing home
resident with a 20-year history of headache pain. Following 19 treatment sessions,
the patient reported few headaches, had significantly decreased the number of
somatic complaints, and requested pain medication only once in 3 weeks (after
previously being on constant pain medication). There was no follow-up.

There are three studies which explored the use of stress reduction procedures
to treat elderly patients with a variety of medical problems. Hamberger (1982)
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found that progressive muscle relaxation was an effective coping skill for a 68-year-
old cancer patient when used to control gastric upset. The patient’s problem began 3
years prior to treatment, during radiation therapy, and continued in the form of
intense stomach pain, nausea, and vomiting whenever she felt anxious, angry, or
tense. Before treatment the patient spent an average of 4.5 days per month in bed.
Immediately after treatment and at a 12-month follow-up, she spent no days in bed.
Kolko (1984) also found relaxation useful in treating a 61-year-old women who
exhibited excessive daytime sleepiness, periodic cataplexy, and nocturnal urinary
frequency. Along with learning progressive muscle relaxation, the client’s fluid
intake was restricted and she wore a rubberband on her wrist, which she snapped
whenever she felt sleepy to increase daytime arousal. Following 18 weeks of treat-
ment, sleep attacks and cataplectic episodes had been eliminated; nocturnal urin-
ary frequency decreased by about 50%. At 6- and 12-month follow-ups there were
further gains.

Tauber (1982) used biofeedback to treat a 64-year-old woman who had a history
of alcoholism, insomnia, neck pain, high blood pressure, bruxism, ruminating
thoughts, and depression. He conducted seven biofeedback sessions that consisted
of progressive muscle relaxation and autogenic training. The patient was also
involved in group therapy. Anecdotal reports indicated that the patient had im-
proved sleep, a decrease in bruxism, and had eliminated the need for blood
pressure medication. Data from the biofeedback sessions indicated that the patient
successfully relaxed. Frontalis EMG readings decreased from 10 microvolts during
baseline to 2 to 3 microvolts during training. Treatment gains were maintained at
a 2-month follow-up, and blood pressure medication was discontinued.

The studies reviewed in this section suffer from some of the same deficiencies
described for previous work. Most of the studies failed to use appropriate research
designs with which to demonstrate a functional relationship between intervention
and treatment outcome. Additionally, interventions typically included a range of
procedures, making it difficult to determine the relative efficacy of the various
treatment components. The possible exceptions are those studies in which elderly
individuals comprised only a subgroup of the total number of subjects. Those
studies were well controlled and used appropriate research designs. The results of
individual elderly subjects, however, were not always distinguished from the
remaining subjects in the sample. Perhaps the most important finding among this
group of studies was the differential response of older and younger patients to
behavioral interventions, but due to the relatively small number of studies, it is
difficult to draw a definitive conclusion in this matter. It will be necessary for future
researchers to conduct methodologically sound studies of stress management and
chronic illness among the elderly if work in this area is to progress.

SUMMARY

Until recently, the use of behavioral techniques with the elderly has been
limited to operant-based procedures that focused upon antecedent control and
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contingency management. The population of interest has generally been confined
to nursing homes or chronic care hospitals. Stress management procedures to treat
elderly individuals with anxiety disorders have begun to appear with greater
frequency in the literature. Most of these studies have lacked methodological
rigor, however.

A second body of literature involving stress reduction procedures and elderly
subjects is found in the psychophysiological research. While few studies have been
focused exclusively on elderly subjects, several have included one or more elderly
individuals in their subject samples. Unfortunately, data from those subjects have
not always been analyzed separately. An important advantage of this literature is
that the research tends to be well controlled and utilizes both valid and reliable
measures. A small group of studies involving elderly subjects suffering from pain
and related disorders does appear in the literature, but these are single-case
designs with many of the same methodological inadequacies noted in the anxiety
disorders research.

There are still a number of unanswered questions about the use of stress
reduction procedures with the elderly. Are there differences in the way in which
elderly patients respond to stress reduction procedures? Must some procedures be
modified or revised for this population, and can a clinician expect the same
response to treatment as he or she achieves with young and middle-aged adults?
What are the limits of behavioral techniques, especially stress reduction proce-
dures, in the treatment of conditions that were previously thought to be due to the
irreversible biological declines that accompany aging?

In general, the literature on the treatment of anxiety disorders among the
elderly is at an extremely basic level. Few investigators have used single-subject
designs, and few have demonstrated functional control of treatment methods.
These are badly needed. Research on the treatment of anxiety disorders among the
elderly must include the use of well-controlled group designs that seek to demon-
strate the efficacy of treatment packages and their individual components. The use
of anecdotal reports and subjective data to demonstrate treatment gains must be
augmented by more objective measures of both overt behavior and physiological
correlates where possible. Researchers need to address issues of generalization and
maintenance of treatment gains. Research on the behavioral treatment of elderly
patients should expand the focus upon community-dwelling individuals who com-
prise the largest percentage of elderly in the country. Many of the problems facing
this population have not been considered by behavioral researchers. The most
important role for behavioral technology may be to enable elderly individuals to
maintain an independent lifestyle and decrease the need for residential services.
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The Promotion of Positive Social
Interaction through Social Skills
Training

MARY-Louise ENGELS

INTRODUCTION

Training programs in assertion and social skills typically encourage people to
increase the frequency of their social interactions and to behave in more expressive,
assertive, and adaptive ways. Although such programs have been widely used
among diverse population groups (Bellack & Hersen, 1979), little training of such
complex interpersonal behaviors has been undertaken in older people. The present
chapter, written from the standpoint of the practising clinician, covers the following
subjects: the changes that occur in social interaction patterns in later life, and their
possible consequences for personal adjustment; the relevance of social skills and
assertion training in promoting more frequent, effective, and positive social interac-
tions; and a training program in social skills for elderly clients, along with illustra-
tive case study descriptions. The chapter concludes with special considerations for
implementing training with the elderly and suggestions for additional research.

CHANGES IN SOCIAL INTERACTION IN LATER LIFE

The observation that many elderly people are relatively isolated and socially
inactive requires little documentation. Many elderly experience widowhood and
diminished contact with their children. For most men, and for an increasing
number of women, the loss of the job role at retirement brings with it the loss of
many important social contacts that may never be satisfactorily replaced. The death
of peers progressively constricts the range of friendships, at a time when the elderly
have fewer opportunities to make new friends.
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Despite the inevitable changes and losses in their social worlds, many older
people, perhaps the majority, are able to develop new social attachments and
interests and deepen old ones. A significant percentage, however, seem to lack the
ability to restructure a social world and to gain emotional support from others
(Levy, 1981). For those elderly who confront multiple stressors at a time when social
contacts and support are diminished or unavailable, high rates of personal distress,
psychiatric symptomatology, and illness might be predicted. The importance of
social support for the health and well-being of the elderly has been discussed
elsewhere in this volume (see Chapter 5). A community survey of psychological
distress among older people has highlighted the negative psychological impact of
role loss and constricted social interactions (Abrahams & Patterson, 1979). The
survey found that the ability to take social initiatives, organize a pattern of varied
daily activity, and maintain social relationships outside the home was strongly
associated with psychological health in the elderly. On the other hand, it found that
vulnerability to the stresses of aging increased under conditions of habitual depen-
dency, social passivity, and inadequate interpersonal skills. In particular, many
older women have been socialized in relatively dependent and compliant styles of
interpersonal behavior (Maccoby & Jacklin, 1974) and precluded from learning
ways to construct social networks and develop assertive social skills (Levy, 1981).
Levy has therefore recommended the benefits of social skills training and linkage
into community networks. Other writers have similarly urged the development of
social skills programs to help older people cope with the negative effects of social
isolation and loneliness (Corby, 1975; Welford, 1980).

More frequent and rewarding interactions with others are likely to have a
beneficial impact on overall personal adjustment in older people, as suggested by
the Social Reconstruction Model of successful aging (Kuypers & Bengston, 1973). In
this formulation, increased competence leads to a self-reinforcing process charac-
terized by the buildup and maintenance of coping skills; an internalized view of the
self as effective; increased self-confidence and self-reliance; a labeling of oneself as
able; and the internalization of one’s self-view as effective. Kuypers and Bengston
suggest that the social reconstruction process may be set in motion by providing
beneficial inputs into the older person’s environment. Programs to promote compe-
tence in social interactions would constitute one such positive input. It is therefore
appropriate to consider in more detail the relevance of social skills training for the
elderly.

RELEVANCE OF SOCIAL SKILLS TRAINING FOR THE ELDERLY

Social skills training comprises a set of principles and procedures derived from
social learning theory. The major focus of treatment is on observable behavior.
Modeling, direct instruction, coaching, and repeated practice are typically em-
ployed to improve client performance in a range of interpersonal situations. To date,
few empirical studies have examined the effects of social skills training on the
community-dwelling elderly. There are reasons to believe, however, that such
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training may well offer an effective way of teaching specific competencies and
promoting personal adjustment in this population group, and of enhancing mood
and cognitive function.

A particularly important category of psychological dysfunction in later life for
which social skills training may have remedial or preventive value is depression.
This mood disturbance is the most commonly diagnosed of old age (Blazer, 1982).
Blazer, who has outlined a social stress— social support model of etiology in the
onset and maintenance of late-life depression, noted the contribution of the follow-
ing components: roles and available attachments; frequency of social interactions;
and perceived social support. Each of these parameters was found to predict 30-
month mortality in a group of elderly community patients (Blazer, 1980). Interven-
tions designed to buffer the depressogenic effects of social stressors by enhancing
social attachments, interactions, and supports would therefore seem to have impor-
tant therapeutic potential.

The amount and quality of social interaction have been linked to cognitive
functioning in the elderly as well as to mood disturbance. Dolen and Bearison
(1982) reported a positive and significant relation between social interaction and
social cognitive abilities in a group of community-dwelling subjects. Levels of
social interaction were a more significant predictor of cognitive decline than age.
Ernst and colleagues have proposed a circular relation between social isolation and
decrements leading to cognitive dysfunction (Ernst, Beran, Safford, & Kleinhauz,
1978). The authors of both papers recommended an increase in treatments designed
to counteract social isolation and to support and extend social competence.

Numerous suggestions regarding suitable targets for social skills training with
the elderly have been advanced, including initiating friendships, increasing social
contacts, and making effective requests and refusals. Corby (1975) recommends
training in self-disclosure to assist older women in developing intimate relations
with confidantes. She also considers skills training desirable in the initiation of new
relationships and in the reduction of such aversive behaviors as complaining, which
may alienate actual or potential members of the elderly person’s support network.
In the same vein, Welford (1980) predicts that social skills training will become a
powerful means of reducing the interpersonal problems of old people. An impor-
tant target for training is suggested by Wheeler (1980), whose descriptive report on
the conduct of assertion groups with the elderly recommends the development of
skills in handling ageist encounters. According to this author, the older person is at
risk for incorporating the unduly restrictive and negative assumptions of age-based
stereotyping into his or her self-image. The ability to counter derogatory remarks
and slights in an assertive manner is said to enhance feelings of self-esteem and
self-efficacy.

The literature just reviewed offers at least indirect encouragement for the belief
that social skills training may have beneficial effects in promoting personal adjust-
ment, remediating or forestalling impairments in mood and cognitive functioning,
and improving specific deficits. There is impressionistic support for the probable
benefits of social skills training with the elderly, and anecdotal descriptions of
program offerings (Corby, 1975; Wheeler, 1980). Welford, who pioneered studies of
sensorimotor skills in the elderly, predicted that explicit training in social skills
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would be a primary focus in applied gerontology during the 1980s. As yet, however,
little social skills research has appeared documenting the efficacy of social skills
training programs for achieving specific goals with this population group. The
majority of published studies to date has been restricted primarily to psycho-
geriatric subjects (Berger & Rose, 1977; Lopez, Hoyer, Goldstein, Gershaw, &
Sprafkin, 1980; Patterson, 1982). Although these studies reported improvements of
specific skills at the end of training, limitations in respect to maintenance and
generalization of treatment gains were noted. The modest impact of these skills
training programs may be primarily a function of subject sampling, since reports
have featured delimited response patterns in relatively frail and dependent sub-
jects. A more extensive review of research on social skills training for the institu-
tionalized elderly is contained in Chapter 19. However, such studies do not speak
directly to the issue of whether complex repertoires of socially skilled behavior can
be acquired or reinstated in older people outside of institutional settings. Further
investigation is therefore required before the potential value of social skills training
programs for elderly subjects living in the community can be determined with
confidence.

SociAL SkiLLs TRAINING PROGRAM

In the following sections, I will outline a training program based on a research
study of social skills training with community-living elderly, using single-case
methodology and multiple outcome measures (Engels & Poser, 1987). The section
on assessment indicates how role playing, goal setting, and questionnaires may be
used for initial evaluation and treatment planning. The section on treatment de-
scribes how a brief intervention of 10-12 sessions can use role playing, modeling,
cognitive training, and homework in helping clients to improve specific social skills.
Finally, three case studies illustrate the problems and treatment progress of three
clients who participated in the program.

Assessment

Assessment may be usefully divided into two phases: initial screening and
the assessment interview.

Initial Screening

The purpose of an initial screening interview, which may take place by tele-
phone or in person, is to determine whether social skills training is an appropriate
form of intervention for the individual client. The presence of relatively clear-cut
and potentially modifiable social skills deficits that are significantly impairing the
client’s current life adjustment is sufficient to include clients in a treatment pro-
gram. Factors that might exclude clients from social skills training are: significant
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cognitive impairment; major depressive disorder or psychosis; significant stressor
not appropriate for treatment by social skills training (e.g., recent bereavement,
intractable pain or illness, imminent marital breakdown, severe sensory or physical
handicap). If it is clear that social skills training is not the treatment of choice, the
clinician should be prepared to suggest alternative treatment resources. During this
initial contact, the therapist discusses the problem-focused nature of the interven-
tion and the rationale for homework assignments that will be given throughout
the training program.

Assessment Interview(s)

In this phase of assessment, which may well require two sessions, the clinician
acquires relevant information about the client’s personal history and circumstances,
pinpoints target behaviors for modification, and establishes treatment goals. There
are a number of assessment tools that may be useful in facilitating individual
assessment, setting the stage for treatment, and monitoring treatment efficacy.
These are described below.

Behavioral Role-Play Tests. Behavioral role playing, while not without its prob-
lems (Bellack, 1979), remains a useful way of assessing response style and identify-
ing specific deficits in a client’s repertoire. Inventories of role-play situations, such
as those devised by Hersen, Bellack, and Turner (1978), may be adapted for older
people, and they should be constructed so as to assess clients’ capacities to produce
appropriate positive responses (praise, favorable comment), and negative re-
sponses (refusal, complaints, disagreement). Typically, the clinician/researcher de-
scribes a specific social situation, and plays the part of the other person in the
scene, as in the following examples.

You go into a restaurant at noon with a reservation. You are given a table in a rather dark
and noisy corner, near the kitchen, by a hurried, unsmiling waitress.

She says: “Here’s your table, Madame.”

You'd say:

You are a member of a group where people have been discussing their views and habits
on physical exercise. Someone turns to you and says:

“What do you do to keep fit?”

You'd say:

You have been standing near a cash register in a store, waiting to pay for a purchase and
have it wrapped. The clerk turns to a man beside you who arrived after you did.

She says: “May I help you, Sir?”

You'd say:

At the center where you do volunteer work, one of the volunteers comes in wearing an
attractive new suit.

She says: “Good morning!”

You'd say:

Clients should be told that the purpose of the role-playing exercise is to see
where they are now, with respect to their response styles in certain social situations.
They should respond as they actually would in such a situation at the present time,
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and not in what they feel is the “right” or the “best possible” way. Early in the
assessment session, before the actual role-play assessment takes place, clients
should be given an outline of the scenes that will subsequently be played, so that
they will be familiar with the general nature of the situations. More characteristic
responses will likely be forthcoming, and the possibly stressful nature of the
procedure reduced (Bellack, 1979). Audiotaping or videotaping of role-playing
responses is recommended during assessment and training, if possible, in order to
help the client become more aware of his or her response style and to monitor
progress. On the basis of the role-play assessment and other information provided
by the client, a few (perhaps two to four) specific target behaviors may then be
selected for training (e.g., expressing opinions in groups; initiating conversations;
responding to put-downs).

Goal Setting. The purpose of this assessment strategy is to identify three or four
specific goals that the client would like to achieve in his or her social environment by
the end of treatment. The use of goal attainment scaling (Smith, 1981) is especially
helpful in this process. Table 1 provides an example of goal attainment scaling
(GAS) devised for a client who was less active than she wished to be, in both group
and one-to-one social situations. She also complained of frequent arguments with
her sister. Under each of the three scales are five behavioral descriptions of the
anticipated status of the client with respect to each goal at the end of treatment.
Outcomes both more or less favorable than the expected outcome are described. All
five are nonoverlapping and plausible, with the expected level being the most likely
to occur after successful treatment. Numerical values are assigned to outcome
levels, with the best expected outcome scored 2, the outcome more favorable than
anticipated scored 1, and the expected level scored 0. In similar fashion, the worst
expected outcome is —2, and a less favorable than expected outcome —1.

It is not essential to use a formalized measurement device such as GAS. The
primary feature of the goal-setting exercise is to invite clients to define clear
treatment goals at the outset of treatment related to specific changes they would like
to bring about in their social situations, and to describe where they would expect to
be with respect to each goal by the time treatment ends. Clients can be assisted in
reformulating vague goals in more operational terms. For example, “getting along
better with my husband” might be defined as “unpleasant interaction (more than 10
minutes) every 2 weeks”; “pleasant interaction (more than 15 minutes) two to three
times a month.” When the client expresses goals related to subjective states, such as
“not feeling lonely,” or “being more self-confident,” these can again be recast in
behavioral terms (e.g., “outing every second week; one weekly telephone visit”;
“express opinions 75% of the time in group settings”). Goal setting not only
establishes an outcome measure that focuses on the client’s behavior in the natural
environment but also facilitates treatment planning and implementation. The expe-
rience of operationally defining goals provides something tangible for the client to
work toward and thus has a motivational impact (McLean & Hakstian, 1979). It
teaches clients to become sensitive to daily self-monitoring, helps to link homework
assignments to, treatment goals and procedures, and offers the client a model of a
broad, general approach to problem solving.
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Assessment of Cognitions. The clinician must pay particular attention to clients’
“thinking styles” during assessment. Clients must examine their characteristic
beliefs about themselves and others; to whom they attribute responsibility for
successes and setbacks; whether or not they anticipate disappointment, frustration,
or rejection in interpersonal situations. Past research has indicated that cognitions
including expectations, attributions, and self-evaluations may strongly affect per-
formance in interpersonal situations (Eisler, Hersen, Miller, & Blanchard, 1975;
Fielder & Beach, 1978). During the course of treatment, clients should be given
opportunities to become aware of, and to modify, the kinds of erroneous expecta-
tions and negative self-evaluations that may be inhibiting effective interpersonal
behavior. Typically, such cognitive modification can be employed to determine
what the client’s reasonable rights are; to examine fears of being rejected orignored,
and to rehearse adaptive self-talk should rejection occur; to assess feelings of being
culpable or disagreeable in refusal situations, or of being “nosy,” or “pushy,” when
asking open-ended questions, paying compliments, or initiating conversations with
strangers.

Self Report Measures. Depending on the requirements of the client, setting, and
therapist, the clinician may wish to use some self-report measures during assess-
ment in order to gain further information for treatment planning and as ancillary
outcome measures. Among questionnaires containing item content appropriate for
elderly groups (Levy, Derogatis, Gallagher, & Gatz, 1980) are those that assess such
relevant variables as self-esteem (Rosenberg, 1979), depression, anxiety, and social
introversion (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974).

Treatment Program

The following program may be presented in 10 weekly sessions, followed by
three booster sessions a month apart. It is also possible to conduct the program
twice weekly, or for a longer time period. Three target behaviors may be system-
atically trained with this particular format. Time is available for discussion of
homework and for evaluating the client’s progress towards goal attainment. It also
permits the therapist to attend to changing negative cognitions in social situations.
The clinician may, of course, adapt the number of behaviors trained and sessions
provided to the requirements of the client and the therapy setting. Clinical judg-
ment is indispensable in determining those target behaviors likely to be amenable
to brief therapeutic intervention. The fundamental clinical question is: with this
client, in this particular time period, what feasible changes in behavior and cogni-
tions will help him or her to engage the environment in more productive and
enjoyable ways?

The First Treatment Session

In this session the therapist finalizes the client’s treatment goals and discusses
the rationale and treatment program in a more detailed fashion. For example, the
therapist may inform the client that skills in expressing both positive and negative
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feelings directly and appropriately and a reasonable level of social interaction are
correlated with psychological well-being. He or she may say that the treatment the
client is about to undergo is an educational program to develop more rewarding
methods of interacting with others in the client’s social environment. The intent of
the time-limited intervention is not to reconstruct the “personality,” but to change
specific behaviors or verbal interaction patterns with others, primarily through
modeling, role play and rehearsal. Clients are asked to examine the kinds of
thoughts and expectations that might be impeding effective behavior. The therapist
assures them that they will receive help in achieving their social goals by breaking
them down into small, component steps.

Following this initial session, the training program focuses on the target
behaviors chosen for modification, with three sessions allotted for each behavior. In
our program, subjects then received three “booster” sessions over a 3-month
maintenance period, for a total of 13 individual sessions. Following a further 3
months during which no contact occurred, final assessment measures were taken.

Session Format

Each treatment session lasts between 60 and 90 minutes. Older people require
adequate time for the repetitive practice involved in learning new behaviors, and
they appreciate the chance to air concerns that may be unrelated to the agenda of a
particular session. A flexible and unhurried stance is always valuable for those
engaged in educational and therapeutic endeavors with the elderly. The general
format of the sessions, emphasizing focused behavioral training in more effective,
expressive verbal responses, is an adaptation of the model outlined in a recent social
skills training manual (Bellack, Hersen, & Himmelhoch, 1980).

The outline of a session is presented below, using the sample target problem of
“dealing with difficult people.”

15 min. Review homework; reinforce effort; conversation regarding occur-
rences in client’s life since previous session.

15 min. Train client on first interaction, e.g., respond to waitress who has
been abrupt.

10-15 min. Train on second interaction, e.g., respond to friend who has been
unreasonable.

10-15 min. Train on third interaction, e.g., respond to authority figure who has
been unjust.

15 min. Cognitive modification.

10-15 min.  Summarize; assign homework related to goal attainment.

Training Format

Four social contexts are considered in designing practice role plays for training
sessions: friends and relatives, strangers, work or volunteer settings, group (church
or social organization). As indicated in the session format outlined above, repeated
role plays of specific interactions are the heart of the treatment program. These role-
played scenes should be based primarily on examples from the client’s current or
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recent experience, or on potentially difficult encounters in the near future. Two or
three such interactions, in ascending order of difficulty, can be role played during
each session, in accordance with the following training format.

1. Role play to assess response style. Encourage clients to attend to what they
say, and to how they say it; i.e., to vocal tone, inflection and pitch, speech
latency and fluency.

2. Rationale for behavior change.

3. Instructions and modeling. Here the therapist can give suggestions and
present possible response sequences. It should be emphasized that these
are illustrative only, and that the training program aims to help the individ-
ual develop his or her own style of handling situations more adaptively.
Invite clients to try out alternative responses, and to select and practice
what they feel comfortable with.

4. TFeedback, positive reinforcement from therapist.

5. Repeated role play.

Homework

Homework is an indispensable part of the treatment program. The therapist
should regularly instruct clients to practice in the natural environment the target
behavior on which they are currently working. Specific assignments used to
facilitate practice of the target behaviors can be adapted from suggestions found in
current popular self-help manuals on the topics of assertion and shyness (e.g.,
Alberti & Emmons, 1975; Fensterheim & Baer, 1975; Zimbardo, 1977). Examples
include renewing previous social contacts by making phone calls to old friends and
acquaintances; introducing oneself to a new person in apartment block, church, or
senior group; conversing with strangers in line at the bank or grocery store; inviting
an acquaintance over for dessert and coffee; expressing disagreement with another
person’s confidently delivered opinion; taking back an article one has purchased;
paying two compliments each day. “Analogue” assignments can also be given.
Clients who are improving conversational skills can be advised to write a number of
brief stories about interesting things that have happened to them, either recently or
in the past, or accounts of articles that they have read in the newspaper. They can
then practice narrating these in front of a mirror until they develop fluency. In view
of the importance of nonverbal communication, clients can practice adopting a
more animated and expressive facial expression and vocal tone, or adopting a more
“engaged” bodily posture while talking in front of a mirror. One of our clients was
assigned to construct harsh put-down situations, to which she then prepared and
rehearsed devastating rejoinders. Homework assignments also include encourag-
ing clients to take steps toward goal attainment: e.g., to telephone the university to
get a copy of course listings offered in the coming semester; to buy a small gift for
a relative; to plan a dinner party.
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CASE STUDIES

In this section the author presents case studies of clients who followed the
social skills training program just described. They were recruited, as were all
participants, through announcements placed in churches and in the mass media.
They resembled other clients in their physical health status, level of education,
socioeconomic status, and presenting complaints. These particular cases were
selected to illustrate outcomes that were superior (Miss A), roughly typical (Mrs.
N), and somewhat less successful (Ms. R) than those obtained by program partici-
pants as a whole.

Miss A was a 69-year-old former insurance company office worker, who had
been retired for 7 years. She lived in an apartment building for senior citizens and
attended the monthly tenants’ committee meetings, but otherwise spoke rarely to
the other residents. Her only family connections were two married nieces, whom
she saw three or four times a year. Her contacts with friends from her working days
had become infrequent (six to eight times a year). She attended church every
Sunday and went to a seniors’ group once a month, but had initiated few social
interactions in these settings and expressed relatively few comments and opinions.
A talented needlewoman, she sold her handcrafted items to a suburban boutique.
She told the therapist that she was especially concerned that she was beginning to
withdraw from people, was afraid of being rejected by others, and was losing
interest in social activities.

Her facial expression was serious to the point of sternness, and she frequently
frowned, even when recounting positive events. Her speech was clipped and
businesslike. Although moderately overweight, she exercised daily, and reported
her health as good, apart from intermittent bouts of arthritis. She had been
insomniac since her mother’s death 12 years before. Her pension income was
adequate to maintain a modest standard of living, which included regular va-
cations.

Her goals for treatment included: participating in more planned activities
where others were involved, and increasing her contacts with neighbors and ac-
quaintances. Target behaviors to reach these goals were: paying compliments,
initiating conversations, and expressing opinions.

During treatment this client manifested the same conscientiousness in practic-
ing her new verbal behaviors, carrying out homework assignments, and following
up informal suggestions that had presumably served her well during her working
life. At the end of the maintenance period (3 months after the end of regular
treatment sessions), Miss A reported frequent and pleasurable interactions with the
neighbors in her apartment. She helped distribute the monthly apartment news-
paper and attended a regular exercise class. She took part in regular outings with
friends and relatives and attended weekly meetings of a senior group with new
acquaintances from the apartment. She spent several hours each month in ge-
nealogical research, which had opened up new contacts with others. Miss A had
expanded and placed on a more businesslike basis her production and sales of
handicrafts. Moreover, during the summer months, she had returned to the insur-
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ance company to work part time. Finally, although this issue had not been ad-
dressed in treatment, she lost 20 pounds through systematic diet and exercise.
After a further 3 months, she reported that these improvements were maintained or
further enhanced, to her considerable satisfaction.

In view of Miss As restricted lifestyle when treatment began, and her stated
concerns about her growing social withdrawal and indifference, the rapid and
extensive gains she made during and after treatment were an agreeable surprise to
the therapist. She impressed the therapist as an energetic, competent, and deter-
mined woman who was able to mobilize her considerable resources after a few
sessions of training and encouragement. Following initial successes in targeted
behaviors, she appeared ready and eager to undertake new initiatives and carry
them through to satisfactory conclusions.

Mrs. N.

Mrs. N was a 70-year-old woman, widowed for 10 years, who described
feelings of social inferiority and moderate depression. She reported occasional
crying spells, and periods of feeling discouraged and hopeless. However, she
denied having ever contemplated suicide, which was against her strongly held
religious convictions. At the time treatment began, Mrs. N had minimal contact
with her daughter, who was “living in sin” in another province. Her son lived in a
nearby suburb with his wife and two young children, but meetings with them were
also infrequent (three or four per year). Mrs. N’s life revolved around her church,
where she attended the Women’s Guild, sang in the choir, and worked for Meals-
On-Wheels. Relationships with other churchwomen were not wholly satisfactory,
since Mrs. N often found it difficult to initiate conversations with others, to handle
rude or critical comments, or to insure that her opinions were heard. As a result, she
often felt put down and ignored. She had a few friends of long-standing, but found
that it was often “too much effort” to get in touch with them, following their moves
to distant parts of the city (she saw a friend once every 6-8 weeks). Apart from her
church activities, therefore, Mrs. N spent most of her time cleaning her small
apartment and watching television. At 185 pounds, she was at least 50 pounds
overweight, which she attributed in part to hypothyroidism, a condition for which
she had been receiving medication for 30 years. Her major concerns were the
inadequacy of her interpersonal relations and her overweight.

Together, the therapist and client established the following treatment goals: to
increase her contacts with relatives, to increase her frequency of interaction with
friends, and to speak up more effectively in groups. Target behaviors consisted of
initiating conversations, expressing opinions, and responding to put downs. At her
request, a behavioral weight reduction plan, involving regular weigh-ins and
recordkeeping of food intake, became an ancillary part of her program.

Treatment centered on repeated role plays of difficult situations, and graduated
assignments to increase the variety and frequency of her social interactions. Mrs. N
encountered the most resistance in respect to her wish for more frequent contact
with her son’s family, apparently because of her daughter-in-law’s reluctance to see
her more often. At the end of maintenance treatment, however, she was seeing and
telephoning her grandchildren more frequently than when treatment began. She
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had increased without difficulty the frequency of her interactions with friends and
acquaintances, and reported an improvement in her ability to hold her own com-
fortably in the group settings she frequented. She had also maintained the weight
loss of nine pounds that had occurred during the phase of active treatment. At
6-months follow-up, however, her contacts with her family had declined to their
previous level, and Mrs. N felt unwilling to make further overtures, in view of her
daughter-in-law’s continuing coolness. She had also regained most of the weight
she had lost. However, the improvements previously registered in respect to social
contacts and speaking out comfortably in group settings continued, and Mrs. N
described positive changes in mood and self-concept.

Ms. R

This 63-year-old divorcée had been on her own for 6 years and had experienced
intense feelings of depression, anxiety, and resentment about having to “start all
over again” after 37 years of marriage. Three major tasks had confronted her
following the divorce: to become self-supporting, to develop a satisfying pattern of
activities, and to create a new set of social relationships. At the time treatment
began, she worked full-time as an aide in a nursing home, and had reactivated an
interest in music by joining a women’s choral group. She had weekly contacts with
her two adult daughters and paid frequent visits to the home of her sister, who
cared for their demented mother. Arguments with her sister, who resented her
“burden” but refused to relinquish it, occurred at every meeting. Ms. R was
unhappy about her social “isolation,” reporting that she saw people her own age
only every 4-6 weeks. Her major reported concerns were sporadic periods of
depression, intermittent strain in coping with the demands of family members,
and loneliness. Specific deficits related to initiating and sustaining conversations,
and in responding to criticisms and put downs. She had considered leaving the
choral group, for example, because of difficulty in dealing with the rudeness of a
few of its members.

The goals that she chose to work on related to greater involvement in her choral
group, more frequent contacts with persons her own age, and an improved relation-
ship with her sister (her goal attainment scaling follow-up guide was presented in
Table 1). Target behaviors were dealing with criticisms and put downs; starting
conversations with others, and positive reinforcement of others.

Her course of treatment was complicated by the multiple stresses that arose in
addition to her presenting problems. These included financial difficulties, reloca-
tion to a smaller apartment, an exhausting work schedule, concerns about the
precarious life circumstances of her daughters, and the prolonged illness of her
granddaughter. Role playing of difficult interpersonal situations was carried out
adequately during treatment sessions, but homework assignments were sometimes
not completed, particularly those related to increasing the frequency of her social
contacts. However, she remained in her choral group, and by the end of the
maintenance period she had been appointed group librarian. She also reported
responding more sympathetically to her sister’s frustrations as caregiver. Ms. R and
her sister were able to explore together the possibility of institutionalization, an
alternative that the sister had previously refused to consider. The client’s level of
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social interaction remained unchanged. At 6-months follow-up, Ms. R reported that
she had developed further activities in her choral society, but her social contacts
were even less frequent than when treatment began. She and her sister engaged in
more mutual problem solving and support, and had placed their mother’s name on
the waiting list for an institution. Overall, however, Mrs. R described an increase in
subjective distress over the previous assessment period, owing to financial set-
backs, long hours of shift work, and continuing worry about her daughters and
granddaughter.

In general, the results of this training program were encouraging. For the most
part, measurable improvements in target behaviors occurred, along with progress
toward the realization of clients’ goals, and enhanced subjective well-being. Im-
provement was less marked in cases where clients developed physical health
problems during the course of treatment or, as in the case of Ms. R, experienced
unusual personal difficulties.

SPECIAL CONSIDERATIONS AND RECOMMENDATIONS

Among the important characteristics of training programs such as the one
described in this chapter are the following: the presentation of a preliminary
rationale; specific goal setting; opportunities for repeated practice; and stepwise,
sequential learning (Rosenthal & Bandura, 1978). These characteristics are consis-
tent with experimental findings regarding optimal learning conditions for the
elderly. These include concreteness (Botwinick, 1978) high degrees of structure and
predictability (Schulz, 1976) and appropriate repetition and pacing (Arenberg &
Robertson-Tchabo, 1977). They are also in accordance with anecdotal clinical re-
ports suggesting that therapists of widely differing persuasions favor focused,
goal-oriented, problem-solving techniques in the psychological treatment of older
people (Brink, 1979; Lehmann, 1980).

It is never easy to isolate the elements of a complex treatment program that are
the most important in promoting change. To cast light on this issue, we asked
clients who participated in the intervention to rank order the perceived usefulness
of these six components of treatment: “understanding why I was experiencing
certain difficulties; practicing different ways of handling real-life situations; having
someone encourage me; role playing difficult situations; discussing problems with
a sympathetic person; someone helping me plan the practice and discussing the
results.” The highest overall rating was assigned by participants to the second item:
“practicing different ways of handling real-life situations.” Interestingly, half the
subjects ranked “encouragement” and/or “sympathy” as the “most helpful,” and
half ranked these items as the ‘least helpful” components of treatment, suggesting
that therapist characteristics cannot be ignored in planning interventions of this
nature with elderly individuals. For some clients the presence of a therapist who is
perceived as sympathetic and encouraging may be of paramount importance.
However, the high rank assigned to “practice,” as anticipated, suggested that the
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behavioral focus of treatment was indeed found uniquely helpful in facilitating
desired change.

It is worth mentioning that some older clients found the role-play exercises an
unfamiliar task, and initially were reluctant and embarrassed to “play act.” When
they were told that some awkwardness is natural in any novel situation, and that
“perfect” responses were not demanded, they were usually able to enter into the
spirit of the exercises, gaining assurance as they acquired more skills through
repeated practice with the therapist. When they began to put these skills into
practice in their daily encounters, their confidence was further enhanced, and the
relevance and utility of role-play procedures confirmed. In vivo assignments should
be carefully graduated, so that new behaviors are tried out in the natural environ-
ment only after successful practice in the clinical setting. It is useful, however, for
clients to realize in advance that some “failures” will occur. For example, a waitress
may not give them the better table they request, or a friendly overture may be
ignored. Such experiences should not be viewed as catastrophes. Rather, they may
indicate that further practice is required, or simply that social interactions for
everyone are accompanied at times by setbacks, difficulties, and disappointments,
which need not cause a drastic loss in self-esteem (cf. Ellis, 1977).

On the whole, homework assignments were well done. Clients, for the most
part, collaborated effectively in selecting their assignments and relating these tasks
to their personal goals. However, in cases like that of Ms. R, whose relative
noncompliance with homework appeared to be related to severe life stressors,
much less overall progress took place.

The goal-setting exercise in this program seemed to have an immediate impact
by engaging clients from the beginning in a collaborative process. The focus on
specific treatment goals has been ranked by others as one of the major strengths of
GAS and similar procedures (Mintz & Kiesler, 1982). The forward-looking emphasis
on movement toward goals also appears to be a welcome feature to the elderly
clients. Two of them in our study commented that in applying for psychological
treatment, they had dreaded the prospect of exhaustively rehearsing their per-
ceived present inadequacies and past infelicities. The emphasis on concrete, obser-
vable, short-range goals was also well accepted, and is in accordance with clinical
lore regarding desirable treatment methods in gerontological psychotherapy
(Brink, 1979). The existence of well-defined endpoints of treatment also provided a
yardstick of treatment progress and a marker of achievement. One client who
experienced setbacks during the follow-up period referred to the specific goal
achievements that she had nonetheless maintained as “consolation prizes.” From
the outset, treatment was focused not only on practicing new verbal behaviors in the
treatment setting, but also on working toward specific aims outside it. Thus, by the
time treatment ended, the specific skills acquired through practice had to some
extent been integrated into new patterns of behavior in the clients” daily lives.

Social skills training has been successfully used in the past with many different
target populations in both individual and group formats. In practice, the clinician/
program planner rarely enjoys complete freedom as to whether an intervention will
be on a group or individual basis, and will select one or the other in accordance with
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the demands of the work setting, the client, and his or her own skills and prefer-
ences. In social skills training, a group may often be more desirable because it is less
costly and provides richer opportunities for modeling, role play, and feedback. The
group format need not preclude individualization of treatment goals, although it is
likely that group members will find many common difficulties to work on together
(e.g., standing up for their rights more effectively, initiating conversations, compli-
menting others.) The mutual support and sharing that a group affords, along with
opportunities for social enjoyment and new friendships, are further reasons why
group social skills training with the community-dwelling elderly merits further
empirical investigation. A point to be kept in mind when offering such groups is the
“rose by any other name” caveat. Those who have developed assertiveness training
groups for older people in the past caution that one must label with care (Wheeler,
1980; Corby, 1975). Programs in “personal effectiveness” or “communications train-
ing” are more acceptable to those who tend to confuse assertiveness with abrasive-
ness or aggressiveness.

Further clinical investigation needs to be conducted with respect to the kinds of
elderly subjects for whom social skills training may be beneficial. Those who
participated in our program were all females who had completed an average of 10.5
years of schooling. They were representative of many older women in that they were
unattached (single, divorced, widowed, or separated), unimpaired, and, with one
exception, of modest means. In view of the wide range of population groups with
which social skills training has been successfully employed, there is no a priori
reason to believe that such training would not be useful with more disadvantaged
older women, or with older men, provided the intervention were structured to their
particular needs. Social skills training may also be serviceable with community-
dwelling elderly suffering from mild cognitive impairment.

A final important question for further research is whether social skills training
may be useful in work with elderly depressed subjects. As already noted, depres-
sion is widespread among the elderly, and psychopharmacology is neither the only
treatment nor always the most appropriate form of treatment for it. Structured
behavioral and cognitive treatments have already been found useful with some
elderly depressed clients (Steuer, Mintz, Hammen, Hill, & Jarvik, 1984; Chapter 10,
this volume). Since social skills training has been successful in alleviating depres-
sion among younger people, research into its efficacy with the elderly appears
timely. As an appropriate research strategy I would recommend a series of single-
case design studies, selecting initially those depressed individuals most likely to
benefit from social skills interventions, such as those who manifest little or no
endogenous depression (Gallagher & Thompson, 1983) those who manifest specific
deficits in social skills, and those whose environments offer realistic possibilities for
increased social activity, support, and pleasure.

Clearly, clinical practitioners have only begun to address the need for brief,
effective treatments for older adults facing changing life demands. Social skills
training appears to be a promising form of intervention that can assist the elderly
in acquiring or improving the kinds of competencies that facilitate coping and adap-
tation in later life.
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SUMMARY

Numerous writers have advocated the development of social skills training
programs for the elderly. Such interventions, it has been suggested, could well
convey specific competencies and promote personal adjustment among those el-
derly suffering from isolation, loneliness, and inadequate social support.

In the present chapter, a social skills training program for community-dwelling
elderly was described. In the assessment phase, social skills deficits (target behav-
iors) were selected for training. Clients also chose objectives, related to their
interpersonal relations, which they wished to achieve during the course of treat-
ment. They completed questionnaires measuring self-esteem, depression, anxiety,
and social introversion. Treatment consisted of 10 weekly sessions and three
“booster” sessions a month apart. Training emphasized role playing of effective,
expressive verbal responses in a variety of social contexts. Homework assignments
involved practice of target behaviors in the natural environment, and specific
assignments related to the attainment of the clients’ social goals. Clients also
learned how to attend to the negative expectations and self-appraisals that were
often inhibiting their interpersonal dealings. Results at the end of treatment and at
follow-up for the most part indicated a pattern of positive change. Possible areas of
future research include: group social skills training, and programs for the de-
pressed elderly.
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Problems in (Really) Living

Behavioral Approaches to the Elderly’s Goals
Regarding Dating, Marriage, and Sex

JANE E. FisHER AND WiLLIAM O’DONOHUE

In recent years behaviorists and behavior therapists have begun studying the
behavior and treating the problems of the elderly (Baltes & Barton, 1977; Hussian,
1981; Skinner & Vaughn, 1983). These endeavors give rise to some important
questions regarding the assumptions and the goals of what is often called “behav-
ioral gerontology.” For example: What can be a proper rationale for a behaviorally
oriented clinician or researcher to demarcate a subset of the population (i.e., those
over 65 years of age) for special study?; Is this consistent with the behavioral
theoretical framework?; Are there any considerations that render the demarcation
criterion (advanced chronological age) problematic?

In this chapter we will first examine these questions, because they are con-
cerned with the foundations of behavioral approaches to the problems of the
elderly. These must be properly and clearly considered because responses to these
issues provide the general outline of the purposes and prospects of the field. The
tentative responses that we make to these issues will provide the general structure
for the behavioral approaches discussed in this chapter to problems the elderly
encounter in dating, marriage, and sex—or to paraphrase Szasz (1960)—what the
elderly find to be problems in really living.

SCIENCE AND SENESCENCE

Any science is confronted with two basic problems: (1) What are the basic
elements in this field? and (2) What are the laws, i.e., the orderly ways in which
these elements behave? Each question serves as a touchstone for the other—we
believe that we have found the basic elements when we have discovered entities that
behave lawfully, and we believe that we have discovered lawful relationships when
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we have analyzed diverse ordinary objects to the same set of simple elements and
we find that these fundamental elements behave in an orderly fashion.

The case for the legitimacy of distinguishing the elderly from others rests upon
whether this distinction is relevant, indeed, the most relevant distinction to scien-
tific explanation and prediction. The history of science is littered with failed
attempts to identify fundamental elements and thereby to form sciences. For
example, the ancient Greek cosmologist Anaximander proposed that everything
could be analyzed into four basic elements of fire, earth, air, and water. However,
this rudimentary theory of chemistry was abandoned because it failed to yield
lawful relationships that could be used to predict and explain phenomena in which
he was interested. We know now that this theory was bound to fail because it was
wrong in this attempt to identify fundamental elements. The question becomes, “does
behavioral gerontology rest upon a distinction—advanced age—that is the most
relevant to scientific explanation and prediction?” In order to address this funda-
mental question we will now briefly review scientific explanation and prediction to
see how a term might be relevant and whether advanced age is relevant to explana-
tion and prediction in the behavioral approach.

SCIENTIFIC EXPLANATION

A term can be a part of scientific explanation in either of two ways. First, it can
be part of the explanandum, the event to be explained. For example, the terms
“copper” and “electricity” are part of the explanandum in, “Why does copper
conduct electricity?” Second, terms can be a part of the explanans, the considera-
tions brought forward to account for the explanandum. So, the question then be-
comes, Does “the elderly” or some equivalent term form a part of the explanandum or
the explanans in explanation in the behavioral approach?

Deductive-Nomological Explanation

There are two kinds of lawful relationships and hence two kinds of scientific
explanations in science (Hempel, 1970). One type is known as “deductive-
nomological explanation” (DN explanation), because (1) the explanation has the
form of a valid deductive argument with the explanandum as the conclusion and the
explanans as the premise, and (2) the explanans contains at least one universal law.
More precisely, DN scientific explanations are of the following form:

C,C,...G
L1, L2, ...Ln
E

where C1 to Ci are statements of initial conditions, L1 to Ln are statements of laws,
and E is the explanandum, a deductive logical consequence of the initial condition(s)
and general law(s). Here is an example of a DN explanation that attempts to give an
account of the explanandum “Why does this piece of matter conduct electricity?”
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This is a piece of copper.
All copper conducts electricity.

(Therefore) This piece of matter conducts electricity.

This model of scientific explanation is sometimes referred to as the covering
law model because it subsumes the explanandum under principles that have the form
of general laws. Also notice that this type of explanation can be used to explain
laws. In this case a law occurs as the explanandum. Here’s an example:

Copper is an element whose outermost electrons are loosely held.
All elements whose outermost electrons are loosely held conduct electricity.

(Therefore) All copper conducts electricity.

Does “the Elderly” Appear in the Explanans in DN Explanation?

At the core of the behavioral approach are psychological principles such as
classical conditioning and operant conditioning that function as the nomologicals in
DN explanations. The response to the question above, then, is a function of two
important open and empirical questions, viz., (1) Does advanced age serve as a
parameter in these nomologicals? and (2) Are there other nomologicals, as a stage
theorist might believe, that only emerge with advanced chronological age? That is,
is advanced age an initial condition for any nomological?

To date the research literature is consistent with a negative response to both of
these questions. First, there is no evidence that suggests that advanced chronologi-
cal age is a variable that affects the psychological principles that are currently
known. (Even if advanced age is shown to be related to, say, the speed of operant
conditioning, one needs to ask is it age per se, or is age only correlated with the real
causal variable, e.g., a certain physiological change?) Moreover, because behavior-
ists tend to look for functional relationships and this requires that the explanatory
variables be manipulable, and because age is not a variable that can be manipu-
lated, it is unlikely that age will play a role in behavioral principles.

Finally, there is no indication that in behavioral theory there are any laws of the
form: When someone is 65 years of age, then this (hitherto inoperative) psychologi-
cal principle obtains. That is, there is no empirical evidence that there are psycho-
logical principles that emerge with the passage of time.

However, it must be emphasized that these are open, empirical questions: it is
empirically possible that further research will reveal that chronological age per se is
a parameter or an initial condition in psychology.

The Statistical Relevance (SR) Model of Scientific Explanation

The second type of scientific explanation is a collection of facts that are
statistically relevant to the explanandum. A factor is statistically relevant to the
occurrence of the explanandum if it makes a difference to the probability of occur-
rence of the event to be explained.
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Let us consider the following example. Suppose we are wondering why our
Brazilian friend, Senhor Citizen, gets into very few traffic accidents. Salmon (1971)
suggests that explananda have the general form, “Why is this individual, X, who is
A, also B?” And explanations have the general form, “Because this X is also C.” So
our question more precisely putis, “Why does this individual, Senhor Citizen, who
is a driver (A) also someone who gets into few accidents (B)?” And our answer is of
the form, “Because this individual whois a driver is also C.” We are then looking for
a factor C such that

P(A.C,B) # P (A, B)

This reads “The probability of B, given A and intersect C, is not equal to the
probability of B given A. Where P denotes probability, A denotes the reference
class, B the attribute class, and C a partition of A, i.e., a property that divides A into
two mutually exclusive and exhaustive subclasses. If a C can be found that satisfies
this equation, then this C is said to be statistically relevant to B and is to be used in
the explanans.

Let us see how this works with our question concerning Senhor Citizen.
Suppose we propose to explain Senhor Citizen’s safe driving by appealing to the
fact that he is also elderly. Further suppose we find the following probabilities:

P (given that one is a driver, having an accident) = .09
P (given that one is a driver and elderly, having an accident) = .01

Since the probability of having an accident when one is a driver and elderly is
different than the probability of having an accident for drivers in general, then the
property of being elderly is relevant to explanations of safe driving. After all, it
gives us information that influences our expectations.

The best explanation is the explanation that assigns the individual case to the
broadest homogeneous reference class to which it belongs. If there is no property C
by which a statistically relevant partition of A can be made with respect to the
occurrence of B, then A is homogeneous with respect to B. In other words, we are
interested in making the partition(s) that most accurately divides the reference
group into relevant cases and irrelevant cases. For example, suppose that the
situation is that when people are over 65 years of age they get into fewer traffic
accidents. But further suppose that someone who only had an inkling of this
relationship claimed, instead, that the relevant partition was having grey hair.
Although the researcher would find that grey hair is indeed a statistically relevant
partition, itis not as homogeneous as our original partition because of the irrelevant
cases it includes, i.e., young individuals who are prematurely grey, and the safe
driving elderly who for one reason or another are not grey.

The broadest homogeneous reference group is desired because we do not want
to exclude relevant cases so that we can maximize the number of cases for our
inductive generalization. Thus, if the partition 75 years or older has the same
probability as the partition of 65 years or older, then this second partition is to be
used because it is broader: it includes more relevant cases.

Now it seems that we have found a legitimate role for advanced age in the
explanans in scientific explanation—it can serve as a partition that is the broadest
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homogeneous reference class that is statistically relevant to the attribute class.
However, it is always the case that causal explanations (or more causally proximate
explanations) provide more homogeneous reference classes than explanations that
involve only correlated variables. So let us suppose that it’s not the fact of being old
that results in fewer traffic accidents, but slow, cautious driving is the causal factor
and being elderly is positively correlated with slow, cautious driving. Again, the
partition 65 years or older produces a statistically relevant partition (because of the
correlation with slow, cautious driving), but this partition, slow, cautious drivers,
produces a more homogeneous reference class, since after all it excludes the little old
lady from Pasadena and includes young parents driving Volvos. Formally, we say
that slow, cautious drivers screens off being 65 years old from having accidents in the
reference class of people who drive if and only if:

P(A.C.D, B)=P(A.D B) # P (A. C, B)

where D is the new partition of being a slow, cautious driver. The property that is
screened off becomes irrelevant and no longer has any explanatory value.

Thus, we can see that every explanation that attempts to use the elderly in the
explanans will fall into one of these five cases:

1. The elderly will not be a statistically relevant partition of the reference class
relative to the attribute class, and therefore ought not to be part of the
explanans.

2. The elderly will be a statistically significant partition but will be screened off
by broader or more homogeneous partitions, especially partitions that are
causal, and thereby ought not to be part of the explanans.

3. At any point in time our ignorance of better partitions, especially those
involving causal factors, will make the elderly the partition that is the
epistemically most homogeneous. Because at the current time we don’t know
of more homogeneous statistically relevant partitions, for the time being
“the elderly” will appear in the explanans.

4. Because of limited resources, the elderly might comprise a partition that is
the practically most homogeneous partition—it is a partition that is so cheap
and easy to make relative to others that it will be used in the explanans.

5. The mere passage of a significant period of time (e.g., 65 years) causes
certain changes such as an entropy-like physiological deterioration. When
these causal relationships are found, then the elderly will be the most
homogeneous partition and will appear in the explanans.

Now we are ready to make a few important points. First, it is important to
know precisely into which of the five categories above an explanation involving
advanced age fits. Currently, we suggest that many extant explanations in the
behavioral sciences appealing to advanced chronological age are not of type 5, but
rather of type 1-4. Second, if the above is true, then because behaviorists tend to be
interested in causal explanations they will tend to be only sanguine about current
explanations involving the elderly of type 1—4. Finally, a theoretical point: If the
passage of time affects behavior only indirectly, i.e., through a mediating factor (for
example, if time causes certain physiological deterioration which in turn causes
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certain behavior change—e.g., tremors—and if there are other changes—e.g.,
some disease state—that produce the deterioration, or if time alone is not a suffi-
cient condition for these physiological changes) then time will not be the most
homogeneous partition, but will be screened off by the more proximate causal
factor, viz., the physiological change.

Does “the Elderly” Appear in the Explanda in Scientific Explanations?

Thus far we have discussed the role of advanced chronological age in the
explanans in scientific explanation. However, we said that another way that ad-
vanced chronological age can have a role in science is by having a role in the
explanadum, the phenomenon to be explained. We turn now to a discussion of this
issue.

How is this elderly person’s sexual performance anxiety to be treated? Do the
elderly have different moral beliefs concerning dating, marriage, and sexuality?
Why do the elderly have fewer traffic accidents? Surely, one might reply, doesn’t
each of these examples show that advanced age can play a role in the explanandum in
scientific explanations? And even more broadly, doesn’t the mere existence of
questions such as these that ask if advanced age isn’t systematically related to
something not only demonstrate the actuality of gerontology, but also demonstrate
its legitimacy?

The answer to these questions is no. The explanada must be described in a way
that is apt from a scientific point of view. For example, if the following request for an
explanation were to be posed to a physicist, “Why do individuals that are 65 years
old or older fall to the center of the earth?” the physicist would of course reply,
“Well, because these people have mass, and masses are attracted to each other by a
gravitational force such that . . . And the fact that these things are people of a
certain age is not at all relevant. What's relevant is that they have mass.”

As previously stated, whether we have identified fundamental elements is
answered by whether we find that these elements behave in lawful relationships so
that these laws can be used to explain phenomena in which we are interested. Thus,
the question of whether advanced age is a proper distinction in explanada rests upon
whether this property is a part of the explanans in scientific explanation. The mere
ability to pose the question “Why do elderly things fall to the center of the earth?” is
not a sufficient condition for establishing the ultimate scientific legitimacy of the
question.

However, it must also be noted that in the human sciences a distinction can
become relevant simply because we make the distinction and employ it. Thus, “65
years or older” can become relevant to explanation because it is a property that
through various social mechanisms becomes systematically related to such things
as employment, social security eligibility, and certain social roles. Thus, through
certain social decisions, the property of being 65 years of age can determine
contingencies (e.g., the schedule of rewards given for retirement, and for other
behaviors) and thereby be systematically related to behavior.

It is not our purpose to rain on the behavioral gerontology picnic. Rather we
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wish simply to be as clear as possible about some very basic issues involved in
behavior therapy with the elderly. Whether researchers will find that advanced age
per se serves as a parameter or a boundary condition to extant psychological
principles, such as operant conditioning, or whether principles that only emerge
with advanced age will be found are open, empirical, questions—and indeed,
important questions. However, to date, the research literature provides no support
that advanced age per se has these roles. The extent to which advanced age serves to
be the broadest possible reference group for the attribute class in SR explanation is
also an important, open, empirical question. Behaviorists for a variety of reasons
are primarily interested in causal explanation and therefore will be only slightly
satisfied with explanations that use advanced age as a partition that is only prac-
tically or epistemically relevant to the attribute class. Moreover, whether advanced
age is a property that can serve as a component of a meaningful request for
explanation depends upon whether we find it to be relevant to the explanans.

MAKING THE ELDERLY NORMAL: THE CASE AGAINST DISCRIMINATION

One desirable consequence of this cautious approach to the use of advanced
age is that it is quite inconsistent with ageism. Prejudicial practices can be charac-
terized as the use of irrelevant or less relevant factors (especially demographic
factors) in explanations. Thus we typically would regard someone as sexist who
attempts to explain Laura’s change of mind by referring to her gender. We may
actually find that women change their minds more often and that therefore gender
is statistically relevant. However, it is also likely that this is not a causal relationship
but rather women change their minds more often because, say, women tend to be
better users of novel information. Then, of course, if we partition by this criterion,
gender will be screened off. Similarly, as professionals concerned with human
welfare we do not want to make invidious distinctions regarding age. We can
unintentionally promote age discrimination by the incautious use of age in our
attempts to question and explain. Doesn’t gerontology imply that there is some-
thing special, something unordinary, something abnormal about those of ad-
vanced age? The cautious approach we propose here will tend to allow attributions
to advanced age only when advanced age has passed the tough test of being shown
empirically that this property is a relevant property, indeed the most relevant
property, to the description and explanation of some phenomenon.

The general points stated above will provide the structure of our discussion of
dating, marriage, and sex. We will see that: (1) There is reason to believe that the
behavior, including the social, marital, and sexual behavior, of the elderly can be
understood and modified by the same psychological principles that are operative in
the behavior of the nonelderly. (2) Advanced chronological age often serves only as
an epistemically homogeneous or practically homogeneous partition. Thus, in
many cases, for pragmatic purposes, we may speak of advanced age as a factor that
is relevant to assessment and treatment, but more precisely, the most relevant factor
is actually something that is only correlated with advanced age. (3) In some cases,
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due to, for example, various social factors, advanced age per se has become a causal
variable that is directly implicated in assessment and treatment. One way that this
may occur is because people treat the elderly differently, the elderly come to behave
differently.

DATING AND MARRIAGE

Living to old age often results in the experience of a number of changes not
usually encountered in earlier adulthood. These include retirement, widowhood,
and declines in health. All of these events influence the social behavior of an
individual. For the most part researchers of relationships among the aged have
concentrated on the study of bereavement, widowhood, and caregiving. Marital
problems, dating, and sexuality have largely been ignored by gerontological re-
searchers.

Based on the lack of published research, one could claim that the elderly are
underserved. This brings up some interesting possibilities that should be evalu-
ated, because different interpretations of the lack of published research in this area
suggest different courses of action. It may be the case, for example, that the current
cohort of older adults are not dissatisfied with their dating, marital, and social
activities and so they are not actually underserved because they do not desire any
service. To evaluate this possibility, the elderly’s satisfaction with their dating,
marital, and/or social activity needs to be investigated. It is also possible that there
are significant incidences of problems in these areas and older adults are not being
adequately helped by mental health professionals. This view seems to be popular
(Brink, 1979; Butler & Lewis, 1983). Epidemiological research would provide an-
swers to the questions surrounding these possibilities.

Perhaps older adults are not seeking the help of mental health professionals
because they are not properly informed of the available services. Or, they may not
want help because they hold irrational beliefs, such as old people shouldn’t care
about dating. Research is needed in order to determine the prevalence of irrational
ideas that might be impeding the attainment of satisfying social experiences of
older adults. Such irrational ideas may be the products of ageist cultural values. If
this is the case, what are we to do as behavior therapists? We believe there are two
options. We can respect a decision even when the decision is made under subopti-
mal conditions. The price of this approach is that we allow individuals to experience
negative consequences that are preventable. Alternatively, we can challenge the
decision because we believe it is not a properly informed one (e.g., it is based on an
ageist premise). It is clear that more data regarding the incidence and prevalence of
problems in social relationships among older adults are needed before we can make
informed decisions regarding intervention.

Before addressing questions regarding the application of behavioral assess-
ment and therapy techniques for the marital and courtship problems of older
adults, we will review some relevant demographic characteristics.
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According to the report of U.S. Senate Special Committee on Aging (U.S.
Senate, 1982), over half of the individuals over the age of 65 are married. Most men
(81%) aged 65-74 are married, while only half of the women are married. For men
aged 75 and over nearly 70% are married, while the proportion of married women
drops to 23%. Nearly 7 out of 10 women aged 75 and over are widows, while less
than one-quarter are married. For all age groups only a small percentage (2-4%) are
divorced. For both sexes the percentage of the divorced decreases with age.

When marital status and gender are categorized by their relative frequencies
we find that married men are most numerous (7,590,000), followed by widowed
women (7,121,000), married women (5,546,000), widowed men (1,333,000), single
women (824,000), single men (499,000), divorced women (468,000), and divorced
men (361,000) (U.S. Senate, 1982). The statistics on male-female ratios suggest that
for some who want a monogamous intimate relationship, opportunity may be
limited in later life.

Figures from the 1981 U.S. Census indicate that the rate of divorce has increased
over the last 20 years. In 1960 there were 44 divorced older women per 1,000 married
persons. By 1981 the proportion of divorced women had more than doubled (95 per
1,000). In 1960 there were 24 divorced men per 1,000. In 1981 the ratio for older men
was 44 per 1,000. Although only a small minority of older people have experienced
divorce, the size of the minority has more than doubled in the past 20 years.

It has been suggested that the increased incidence of divorce and continued
increases in the proportion of the never-married may lead to a preponderance of
nonmarried older people in the future (Cargan & Melko, 1982). These changes will
occur while the proportion of widowed older adults will remain relatively stable. At
present it is unclear how this situation will impact on the social behavior of older
adults. Further research should investigate the impact of marital status on psycho-
logical health among older adults.

MARITAL RELATIONSHIPS

Estimates of the duration of marriages among the aged vary widely. Parron and
Troll (1978) estimated that fewer than 3% of all marriages endure past the 50th
anniversary. In contrast, Glick and Norton (1977) suggest that one in five first
marriages lasts for 50 years. Changes in the character of long marriages rarely have
been studied longitudinally. Ade-Ridder and Brubaker (1983) reviewed studies of
the quality of long-term marriages and found many inconsistencies. Differences in
the measures of marital quality and methodologies employed make comparisons
difficult. These authors report that earlier studies generally found declines in
marital quality following an initial period of happiness. These studies for the most
part did not include adequate samples of older adults, however. Later studies (e.g.,
Anderson, Russell, & Schumm, 1983) tended to find an initial period of satisfaction
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followed by a decline during the child-rearing years and an increase in the postchild
years.

At present we do not have any evidence that suggests that the treatment of
marital problems among aged individuals should deviate from the approaches
applied with younger individuals. This assertion is unfortunately based on an
absence of information rather than on empirical findings. There is currently a
dearth of research examining the prevalence of specific marital problems among
the aged. Further, no studies have systematically investigated the application of
marital therapy techniques with aged couples. Given this state of affairs, we will
present a distillation of behavioral assessment and treatment techniques, hoping
that the reader will be mindful of the fact that these approaches have not been tested
with older married couples.

ASSESSMENT OF MARITAL PROBLEMS

Behavioral marital assessment often involves a number of different techniques
including direct observation of marital interaction using structured interactional
coding systems, self- and spouse monitoring (using either individualized or stan-
dardized measures), self-reporting questionnaires, and interviews. These tech-
niques are used to assess both individual and relationship characteristics. Accord-
ing to Weiss and Margolin (1986), the most important areas to assess that are
relevant to the individual include: satisfaction, interest in staying in the relation-
ship, the changes being requested, and their individual skills and resources. The
assessment of relationship factors focuses on both moment-to-moment interactions
as well as the identification of patterns over weeks, months, or years.

When first confronted with a couple in distress, the therapist must assess
whether the goals of the individuals are compatible. Determining whether both
individuals are interested in staying in the relationship is of primary importance.
Divorce is often a discomforting topic for therapists to approach with clients.
Addressing this issue may be particularly intimidating for the therapist working
with a couple that has been married for over 50 years. It is, however, very important
to assess how committed each spouse is to staying in the relationship, as this will
impact on the mode of therapy. Marital therapy requires that both spouses be
willing to invest time and energy toward the goal of improving their relationship. If
they are seriously contemplating divorce it may be more useful to focus on helping
them to adjust to separation.

When considering the histories of problems within older marriages it is clear
that there is potential for much variability in the severity and the timing of prob-
lems. For many couples there may be a long history of difficulties, while others may
be experiencing severe problems for the first time. Retirement, chronic physical
ailments, and declining health are age-associated phenomena that may precipitate
marital problems within older marriages, as these events often require major adjust-
ments of roles and responsibilities within a marriage (Beckman & Giordano, 1986).

Several researchers have suggested that health is one of the most important
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variables affecting the family and marital relationships of older people (Atchley &
Miller, 1983; Beckman & Giordano, 1986). Therefore, it seems important that thera-
pists working with elderly couples carefully assess the physical functioning of each
spouse as well as the relationship factors. Beckman and Giordano (1986) presented
a number of issues therapists should investigate when trying to understand the
relationship between illness and marital difficulties in an elderly couple. For exam-
ple, illness in either spouse may reduce interest in sexual activity, ability to work,
and interest in formerly shared social activities. Such changes may have a great
impact on the couple’s functioning. The stress of these changes may be exacerbated
if the couple also has a history of poor communication.

Information regarding health, satisfaction, and commitment to the relation-
ship can be gathered through an interview. We will now review various assessment
techniques developed by behavioral marital therapists. Caution should be exer-
cised when using these techniques with older couples because researchers have not
investigated the validity of their application with this age group. However, to date
we do not have any information that suggests they would not be valid.

Self-Report Questionnaires

Behavioral marital therapists often use self-report questionnaires in the assess-
ment of marital dysfunction. Presented below is a brief description of some easily
administered self-report measures that might prove useful in the assessment of
marital problems among elderly couples. The various questionnaires target a
variety of variables including marital satisfaction, change, stability, and conflict.

The Marital Adjustment Scale (MAS; Locke & Wallace, 1959) and the Dyadic
Adjustment Scale (DAS; Spanier, 1976) are the most widely used marital satisfaction
questionnaires in behavioral marital assessment and are useful for screening mari-
tal distress and adjustment. Both of these questionnaires are brief and easily
administered. The MAS contains 15 items that provide ratings on overall satisfac-
tion, amount of disagreement between spouses in eight areas of marriage, and
extent of spouses’ mutual activity and decision making. The Dyadic Adjustment
Scale is an updated version of the Marital Adjustment Scale. The items of the DAS
overlap approximately 75% with the MAS. It contains 32 items that form four
factors, including dyadic satisfaction, dyadic cohesion, dyadic consensus, and
expression of affection. According to Spanier (1976), each item of the DAS discrimi-
nates between happily married and divorced samples.

The Marital Satisfaction Inventory (MSL; Snyder, Wills, & Keisler, 1981) is a 280-
item measure designed to assess several dimensions of marital satisfaction includ-
ing problem solving, communication, quality and quantity of leisure time activity,
and sexual dissatisfaction. Some of the items are probably less relevant for older
couples (e.g., those dealing with conflict over childrearing) than they are for
younger couples.

The Areas of Change Questionnaire (AC; Weiss & Birchler, 1978) is useful for
assessing the specific behaviors that each spouse would like to see changed and the
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magnitude of the desired change. The AC also includes items asking each spouse
to predict the changes the other spouse desires, thereby providing a measure of the
quality of communication between the spouses. The AC comprises two parts, each
of which contains identical listings of 34 behaviors. In Part I, the client indicates
whether he or she wants the spouse to increase, decrease, or maintain the rate of
each behavior. In Part II, the client indicates whether the increase, decrease, or
maintenance of a behavior will be pleasing to the spouse. The AC has been found to
discriminate between distressed and nondistressed couples and to correlate with
the MAS (Weiss, Hops, & Patterson, 1973). According to Weiss and Margolin (1986),
because of its comprehensiveness and ease of administration, the AC is a useful
instrument for assessing change over the course of therapy.

The Cost-Benefit Analysis (Weiss & Perry, 1979) is another questionnaire that
is useful for measuring change. Using a 6-point scale, spouses rate potentially
pleasing behaviors on degree of benefit should their spouse engage in the behavior.
Spouses then rate each behavior on the dimension of cost to themselves if they were
to provide the behavior for their partners. The Cost-Benefit Analysis provides data
on spouses’ views regarding the value of specific changes and the time, effort, or
hassle involved in providing those changes. This information is useful in the
determination of treatment goals because it suggests which types of change are
most important for the couple.

Self- and Spouse Monitoring

Self- and spouse monitoring are means of obtaining observational data in a
standardized manner. The procedures used to obtain this information vary with
regard to the length of the observation interval, time between observation and
recording, and complexity of the behavior being recorded. Within this approach,
the participant observer receives training in the recording of specific behaviors. In
contrast with some types of self-report measures, an emphasis is placed on current
behaviors that occur during a circumscribed period. Self- and spouse monitoring
procedures are often tailored to meet the needs of an individual couple. There are,
however, a number of standardized measures that may be useful for the behavior
therapist working with elderly couples.

The Spouse Observation Checklist (SOC) is a self-report measure that is very
useful in assessing change in behavioral marital therapy (Weiss & Margolin, 1986).
It is the most widely used self-report measure of marital relationship characteris-
tics. It can be used solely during the assessment phase of therapy, throughout
treatment, or as a posttreatment change measure. The SOC contains a list of
pleasing and displeasing relationship behaviors. The list includes approximately
400 items that represent 12 relationship dimensions: companionship, affection,
consideration, sex, communication process, coupling activities, household man-
agement, financial decision making, education-employment, childrearing, per-
sonal habits, and self and spouse independence. Spouses complete the SOC every
evening by making a check next to each behavior that occurred that day. They then
tally the subtotals for each of the categories and produce a profile of the pleasing and
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displeasing behavior that occurred that day. They also rate their satisfaction with
their marriage for that day on a 9-point scale and thus are able to compare the
relationship between marital satisfaction and the frequencies of specific behaviors.
Overall scores on the SOC have been found to discriminate between distressed
and nondistressed couples. Some of the individual dimensions are more robust
discriminators than others (Margolin & Jacobson, 1981). Instructing couples to
examine each other’s SOC can be therapeutic in and of itself (Jacobson, 1981).

Interactional Coding Systems

For the most part, interactional coding systems have been used only by
researchers. These systems are not a practical choice for the clinician as they tend to
be fairly complex and time consuming. Markman, Notarius, Stephen, and Smith
(1981) provide a summary of four observational coding systems used for describing
marital interaction. These include: Marital Interaction Coding System (Hops, Wills,
Weiss, & Patterson, 1972; Weiss & Summers, 1983), the Coding Scheme for Interper-
sonal Conflict (Rausch, Barry, Hertel, & Swain, 1974), the Marital and Family
Interaction Coding System (Olson & Ryder, 1973, 1975), and the Couples Interaction
Coding System (Gottman, Notarius, Gonso, & Markman, 1976; Notarius & Mark-
man, 1981). These systems were designed for assessment of conflict-resolving
interactions. Descriptive and evaluative reviews of these systems are available
elsewhere (Margolin & Jacobson, 1981; Weiss & Summers, 1983; Weiss & Margolin,
1986) and therefore will not be presented here. To date, behavioral researchers have
not used interactional coding systems to study the marital interactions of elderly
couples. Such systems could be very useful in describing the changes that occur in
interaction patterns among married couples over the life span and in delineating
differences in the types of problems encountered in old, middle-aged, and young
couples.

BeEHAVIORAL MARITAL THERAPY

Behavioral marital therapy focuses on changing thoughts and feelings within
the context of modifying interaction patterns. This may be accomplished through a
variety of different strategies including: (1) changing moment-to-moment interac-
tions through communication skills training; (2) changing daily patterns through
behavioral exchange, increasing shared pleasurable activities, and decreasing nega-
tive exchanges; and (3) changing long-term patterns by improving coping skills.
These strategies are presented in more detail below.

Changing Communication Patterns

The modification of communication patterns often begins with the patterns
that are observed within the therapy session. Communication training is a term that
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is used to describe a variety of strategies that vary in their foci. Some approaches are
directed at the listener, while others focus on the speaker. The goal of all ap-
proaches, however, is to reduce listener—speaker discrepancies (Gottman et al.,
1976).

Listener deficits include tuning out too quickly, focusing on only part of a
message, or generating a rebuttal before the message is finished (Weiss & Margolin,
1986). Intervention involves teaching listening skills that stress active listening
strategies, such as paraphrasing, reflecting, and summarizing, in an atmosphere of
support and appreciation (Jacobson & Margolin, 1979).

Speaker deficits include being long-winded, expressing dissatisfaction in a
blaming manner, and making demands rather than requests (Weiss & Margolin,
1986). Interventions designed to modify speaker deficits focus first on clarifying the
content of the speaker’s statement. The nonverbal affective components as well as
the content of the message are addressed here. The therapist helps the speaker
examine whether the content of a statement communicates the desired meaning
and whether the affect expressed matches the intended message.

Problem-solving skills is an area of communication training that has received
the most attention by behavioral marital therapists. Using the listening and speak-
ing skills they have learned, the couple attempts to resolve a specific conflict-ridden
issue. Jacobson and Margolin (1979) developed a manual that describes a variety of
skills that are associated with conflict resolution and positive communication. The
model of problem solving that they present is fairly extensive and requires that the
couple adopt a collaborative approach, accepting that both spouses are responsible,
in part, for their conflicts.

When attempting communication and problem-solving skills training with
elderly couples it is important that the therapist be active and directive and be able
to interrupt destructive patterns and present alternatives. This may be difficult for
the young or inexperienced therapist who is not accustomed to interrupting and
correcting older adults.

Changing Daily Behavior Patterns

After the couple has gained experience in applying the communication and
problem-solving skills within the safety of the therapy setting, it is time to direct
change toward the home environment. One common approach to changing daily
patterns is to instruct each spouse to engage in activities that are pleasing to his or
her partner. In the past, behavioral marital therapists attempted to increase the
number of pleasant exchanges by engaging couples in quid pro quo contracting.
This did not prove effective because spouses tended to attribute their partners
behavior to an external source (e.g., “He only did it because I asked, not because he
wanted to.”) (Jacobson, 1981). A more effective approach is to instruct spouses to
generate their own ideas about how to please their partners. Rather than being told
directly to engage in specific behaviors, they are encouraged to devote energy
toward pleasing their spouse, for example, over the next week.

We have observed that this approach can be effective among older couples who
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have been married for several years because it renews the appreciation the spouses
feel for one another. An older couple that was referred to the first author for marital
therapy found the assignment to “surprise one another” challenging yet very
enjoyable. They had been married for 62 years and reported that they had stopped
sleeping in the same bed 14 years earlier because the husband was a “loud snorer.”
As one of their surprises, each spouse decided to crawl in bed with the other and
enjoyed laughing when they bumped into one another in the dark hallway.
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