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ABSTRACT 

For the current study, a training program on AD and 

related dementias was designed and presented to 63 second 

semester Licensed Vocational Nursing (LVN) students at 

three area campuses of South Plains College. The purpose 

of the study was to assess the differential effects of 

program participation on students' knowledge of AD, as 

well as knowledge of and attitude toward the aged. Stu

dents were first measured on knowledge and attitude 

instruments two weeks prior to AD training. Experimental 

subjects were tested a second time immediately following 

training, while control subjects were tested just prior to 

training. Students were last tested on the instruments in 

follow-up, six weeks post AD training. One of the study's 

two principal instruments was developed by the researcher. 

It was hypothesized that experimental versus control 

subjects would evidence significantly greater mean knowl

edge of AD at second testing. Results of the between 

groups t-test for independent means supported the hypoth

esis. It was also hypothesized that experimental subjects 

would demonstrate a significant increase in AD knowledge 

at second testing as compared to first, and maintain that 
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significantly increased level of knowledge at third 

testing. Findings from t-tests for correlated means 

supported these two hypotheses. Experimental versus 

control subjects did not differ significantly in mean 

aged bias at second test administration, disconfirming 

the study's fourth hypothesis. This finding, along with 

supplemental within group t-test analyses indicates that 

participation in training had no effect on the directional 

status, and little effect on altering the strength of 

students' attitudes toward the aged. Correlational data 

were computed to study the relationships among the vari

ables of AD knowledge, knowledge of aging and the aged, 

and attitude toward the aged. The most consistently 

positive and significant relationships were found between 

knowledge of the aged and aged bias. The least consistent 

relationships were found between knowledge of AD and aged 

bias. Finally, means, standards deviations, and supple

mental t-tests analyses were calculated on data from 

students' self-ratings of professional sense to determine 

if program participation acted to enhance LVN students' 

feelings of professional worth. Findings indicate that 

the benefit of training was limited to AD knowledge gain. 
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CHAPTER I 

INTRODUCTION 

Epidemiologic studies report that between 4%-6% of 

all persons in the United States aged 65 and older suffer 

from an organic brain syndrome. Other sources of data, 

most notably from inpatient and outpatient mental health 

facilities, report an incidence as high as 50% (Toseland, 

DeRico, & Owen, 19 84) . 

The Diagnostic and Statistical Manual (DSM-III) of 

the American Psychiatric Association (1980) identifies six 

categories of organic brain syndrome: "(a) delirium and 

dementia, (b) amnestic syndrome and organic hallucinations, 

(c) organic delusional syndrome and organic affective 

syndrome, (d) organic personality syndrome, (3) intoxica

tion and withdrawal, and (f) atypical or mixed organic 

brain syndrome" (Toseland et al., 1984, p. 212). Although 

the symptomatology of different types of organic brain 

syndrome may be quite similar, the onset, progression, 

and treatment of these disorders differ significantly. 

The diagnostic criteria for Alzheimer's disease (AD), 

specified under the dem.entia category by the DSM-III, in

clude the insidious onset and relentless progression of a 

dementia syndrome. The dementia syndrome is defined as a 



global deterioration in intellectual functioning 
in clear consciousness distinguishing it from 
delirium, which is associated with clouded con
sciousness, mental retardation which is a life
long impairment, and other cognitive syndromes 
such as the amnestic and aphasic syndromes 
(Folstein & Whitehouse. 1983, p. 631) 

The two types of dementia, presenile and senile, 

have traditionally been defined by the age of disease 

onset. In 1907, Alois Alzheimer, a German physician, 

first described AD in a woman 51 years of age. Thus, the 

disease has traditionally been considered a presenile de

mentia. The term "senile dementia" was reserved for 

individuals aged 6 5 years and older. It is now known, 

however, that clinical, neurological, and neuropathologi-

cal findings are identical in both presenile and senile 

dementias. Therefore, the term, AD, now refers to both 

dementia types. 

Whatever the type, it is well-known that "dementia 

is one of the most common clinical syndromes in the 

geriatric population" (Ware & Carper, 1982, p. 472). In 

fact, Wang (19 77) reported that severe dementia may be 

present in 1.0% to 9.1% of the elderly population. Mild 

dementia may be evidenced in another 2.5% to 15.4% of 

persons over the age of 65. It should be noted that in 

the United States today, 1 in 9 Americans is over age 65. 

By the year 2030, 1 in 5 Americans will fall within that 

group (Heckler, 1985). In fact, because of decreased 

•infant mortality, and advances in medical science and 



social welfare, persons aged 60 and over will comprise 

approximately 10% of the world's population by the year 

2000 (Roth, 1980). Because AD accounts for roughly 51% 

of all dementia cases (Teusink & Mahler, 1984), the 

implications for the future are staggering. 

As evidence of AD incidence in the United States 

alone, "more than three million Americans are affected 

to some degree by AD, and more than one million, or 5%, 

of the elderly over age 64 are severly affected by it" 

(Teusink & Mahler, 1984, p. 152). For those persons 

over age 85, approximately 15% will be affected by AD 

(Katzman, 1986) . Costs associated v/ith nursing home 

care for AD in the United States are now estimated at 

16 billion dollars annually (Brody, Lawton, & Liebowitz, 

1984). Due to the AD patient's diminished ability to 

care for him or herself adequately, Alzheimer's disease 

is implicated in as many as 90,000 to 100,000 deaths in 

the United States per year. This fact makes AD, "along 

with accidents, the 4th or 5th most common cause of death, 

after heart disease, cancer, and strokes" (Toseland et al., 

1984, p. 213). 

The chronic and long-term nature of AD, the projected 

increase in the number of United States residents over age 

65 to nearly 55 million by the year 1030 (U.S. Department 

of Health and Human Services, 1984c), and the high preva

lence rates with advanced age (Teusink & Mahler, 1984) 



should double the number of persons with AD over the next 

4 5 years. This outcome will create an unprecedented burden 

on the financing of health care in this country (U.S. 

Congress, 1983). 

Because of its magnitude, AD has gained the attention 

of the United States Congress, resulting in legislative 

activity. At the close of the 98th Congress, 26 bills 

were introduced related to AD, and an additional 18 bills 

were introduced that offered assistance for the long-term 

care of persons with the disorder (Rickards, Zuckerman, & 

West, 1985). However, only one proposal became public law 

(Older Americans Act of 1965, as amended, P.L. No. 98-459) 

(U.S. Department of Health and Human Services, 1985). No 

coordinated national policy yet exists that advances both 

adequate and efficient long-term care services for victims 

of AD and their families (Chelimsky, cited in Richards 

et al., 1985). 

Long-term care for AD refers to in-home, community-

based, and institutional care. Most AD patients are cared 

for in the home until the catastrophic consequences of the 

disease are fully evident (Mace & Rabins, 1981; Ware & 

Carper, 1982), and the social, emotional, and financial 

resources of family and caregivers (Lindeman, 198 4) have 

been exhausted. At this time, pained caregivers reluc

tantly seek a more structured institutional setting for 

their loved one. Community-based services such as respite 



and adult day care, home health and homemaker/chore 

assistance, and congregate and home-delivered meals might 

prove helpful in maintaining the AD patient at home. How

ever, the availability and quality of these services vary 

greatly, with services more easily accessed in urban and 

suburban areas. Rural communities are sadly lacking in 

such programs. Moreover, even if these services are 

obtainable, their cost is usually burdensome for families, 

particularly when institutional care looms ahead as a 

near-inevitable expense. 

Costs for nursing home care may range between $17,000 

and $30,000 per year (U.S. Congress, 1984b). Most families 

do not have the private financial resources to sustain the 

expenses of nursing home care. Yet, direct personal pay

ment accounts for as much as 42% of care expenditures. 

Less than 1% of costs are contributed by private health 

insurance. An additional 48% of all nursing home costs 

are funded by joint federal-state Medicaid programs (U.S. 

Department of Health and Human Services, 1984c). Unfortu

nately, to be eligible for Medicaid benefits in most 

states, a couple's financial assets must drop below the 

maximum allowed level of $2,000 to $4,000. Medicaid then 

pays the difference between the patient's income and the 

actual cost of the convalescent home care. 

Apart from nursing homes, there are very few alterna

tive options for the institutional care of the AD patients. 



The Veterans Administration has not yet developed a stable 

policy regarding the delivery of services to veterans with 

the disorder. It is clear that among the family's most 

difficult questions are whether, when, and where to 

institutionalize the AD patient. Options are few, and 

no quality of care assurances are offered, regardless of 

place or cost of institutionalization. 

The 1984 Older Americans Act reauthorization (U.S. 

Department of Health and Human Services, 198 5) provided 

for grants for recruiting and training personnel to pro

vide both custodial and skilled care for .AD patients. 

However, Older Americans Act funding is slated for cuts 

by more than $174 million over fiscal years 1986-1988 

(U.S. Congress, 1985). Thus, those individuals having 

primary responsibility for the ongoing care of AD patients 

in nursing facilities and respite services remain untrained 

in dealing with the disease. In fact, the health care 

professionals (i.e.. Registered Nurses, medical personnel, 

etc.) to whom direct care staff (i.e.. Licensed Vocational 

Nurses) report are themselves often untrained in AD and 

related dementias. In a report to the 70th Legislature 

of Texas, the Senate Committee on Health and Human 

Resources specifically recommended that encouragement be 

given to "state-supported medical, allied health, nursing, 

and social work schools to include in their curriculum the 

study of geriatric dementia" (Medders et al., 1987, p. 32). 
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Further, in the absence of definitive research 

describing the most desirable institutional environment 

for the demented patient (Heckler, 1985), typical nursing 

home facilities may actually inhibit, indeed regress 

patient independence and function. Lawton (1981) hypoth

esized that although brain-impaired aged are more vulner

able to noxious environments, even small improvements in 

environment may produce disproportionate positive effects. 

Accordingly, to the extent that the environment surrounding 

the demented patient is either stressful or deprived, be

havior and affective outcomes will be more negative than 

necessary. Lawton (1981) stated that behavioral mapping 

of the daily activities of the demented elderly in insti

tutional settings reveals a low diversity of spatial 

experience, significant impoverishment of social behavior, 

and high frequencies of isolated and passive activity, like 

sitting and sleeping. 

The Hillhaven Foundation (19 73) has endeavored to 

design protective institutional environments v/hich promote 

the freedom of AD patients within their capabilities, while 

maintaining compassion and concern for their dignity and 

self-esteem. Recognizing that such environments are not 

simply constructed, but created by enlightened, sensitive 

health care professionals, is a significant first step in 

providing quality patient care. There is also a need to 

change the attitudes held by nurses for work with the 
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aged, since studies reveal negative attitudes (Kayser & 

Minnigerode, 1978; Wilhite & Johnson, 1978) and decided 

preferences against work with the aged are comm.on among 

nurses. As Brody, Lawton, and Liebowitz (1984) noted, 

"the patients require highly skilled and sensitive atten

tion because they cannot articulate their needs, the 

symptoms that signal illness, or even negative reactions 

to drugs" (p. 1382). Clearly needed are more demonstra

tion projects, and improved, ongoing staff development/ 

training of the Hillhaven Foundation (19 73) type. 

The purpose of this study is to design and present 

to Licensed Vocational Nurses-in-Training a training 

program on AD and related dementias. Specifically, the 

efficacy of such a training program to increase the 

knowledge of AD and improve the attitudes toward the 

aged of nurses-in-training will be evaluated. A review 

of the literature in AD, attitude change, and training 

will provide additional information about the research 

questions and findings to date. 



CHAPTER II 

REVIEW OF THE LITERATURE 

The Diagnosis of Alzheimer's Disease 

At present, no peripheral biochemical markers for AD 

have been identified. Therefore, a definitive diagnosis 

of AD can only be accomplished through histologic confirma

tion upon autopsy. Post-mortem examination of brain tissue 

from AD patients reveals morphological changes, including 

cortical atrophy (particularly in the gyri of the associa

tion areas of cerebral cortex), neuronal loss (sufficient 

in number to essentially "disconnect" the hippocampus), 

and the presence of neurofibrillary tangles (NFT), neuritic 

plaques (particularly in the hippocampus and amygdala), and 

granulovacular degeneration. Although the extent of these 

morphological changes varies, they occur in all cases of 

AD. Other pathological changes in brain, all of which 

involve the hippocampus, include the presence of cerebro

vascular amyloid, granulovacular bodies, and Hirano bodies. 

Interestingly, it has been demonstrated that there is "a 

clear and orderly quantitative relationship between 

severity of the mental impairment and the measured 

severity of pathological change in the brain" (Roth, 

1980, p. 9). For example, Powell and Pourtice (1983) 
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found that increased granulovacular degeneration produced 

increased memory loss. Two underlying features character

ize the pathological changes in AD: 

(a) They occur in a characteristic pattern and 
distribution in the cerebral hemisphere, and (b) 
submicroscopic changes that occur (both intracel-
lularly and extracellularly) involve altered 
fibrous proteins, some of which are components 
of the normal cytoskeleton. (Katzman, 1986, 
p. 967) 

Although definitive diagnosis of AD is only possible 

upon autopsy, the ability to diagnose AD clinically has 

improved greatly in recent years, from a "10 to 50 percent 

error rate to at least a 90 percent assurance of accuracy" 

(Katzman, 1986, p. 964). Four factors have been primarily 

responsible for the increasing accurancy with which AD can 

be clinically diagnosed. Briefly summarized, the factors 

are as follows: 

1. The DSM-III (American Psychiatric Association, 

1980) codified the features of dementia as distinct from 

those of delirium, depression, and other psychiatric 

syndromes. 

2. Efficient, valid, and sensitive mental status 

examinations became available for routine diagnostic use 

(Folstein, Folstein, & McHugh, 1975). 

3. Detailed history-taking and systematic behavioral 

observations were recognized to be of critical diagnostic 

importance, and were therefore routinely included among 

clinical data. 
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4. Comprehensive physical, psychiatric, and 

neurologic examinations brought medical technological 

advances to bear in the diagnostic process. On the basis 

of the purely clinical portions of the examinations, it 

has been shown that a diagnostic accuracy of approximately 

8 0% can be achieved. Laboratory procedures increase 

diagnostic accuracy to 90%. 

It is necessary to note that the diagnosis of AD is 

complicated by, indeed confused with, numerous other 

neurologic and systemic diseases in the elderly. These 

diseases mimic or coexist with senile dementia of the 

Alzheimer type (SDAT). The conditions most readily con

fused with AD include 

Pick's disease, multi-infarct dementia and other 
kinds of cerebrovascular disease, Parkinson's 
disease, normal pressure hydrocephalus, certain 
nutritional deficiencies, amyotrophic lateral 
and multiple sclerosis, and dementia resulting 
from tumors and brain insults.(Khachaturian, 
1985, p. 1099) 

Certain infections and metabolic disorders, as well as 

toxins and drugs, hypoxia and anoxia (Haase, 1977) also 

present as AD. In fact, for the accurate diagnosis of 

AD, nearly 60 different conditions need to be systemati

cally excluded from consideration. 

The Etiology of Alzheimer's Disease 

Research efforts aimed at uncovering both the direct 

and predisposing causal factors of dementia have been 
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monumental in recent years. Among numerous dementias, 

SDAT is believed to be particularly well suited for 

investigation since the two hallmark histologic disease 

manifestations can now be reproduced in the laboratory: 

paired helical filaments (PHF) and structures resembling 

senile plaques. Neither the disorder in the brain mechan

ism that underlies cell dysfunction nor the pathogenic 

event that triggers the degenerative course has been 

identified, however. Crapper-McLachlan and DeBoni (1980) 

assumed that this pathogenic event "involves either endog

enous gene failure or an as yet unidentified agent foreign 

to the human brain" (p. 173). With this assumption in 

mind, Crapper-McLachlan and DeBoni (1980) posited three 

broad hypotheses concerning the change in cellular physi

ology underlying the deteriorative course of dementia: 

1. An overall reduction in protein synthesis and 

eventual brain failure result from the pathogenic event's 

action upon the cell nucleus to diminish ribonucleic acid 

(RNA) production. 

2. The pathogenic event is responsible for the pro

duction of a factor that causes PHF assembly, depolymeri-

zation of microtubules, and a slowing of cytoplasmic 

transport, which in turn causes reduced synaptic activity. 

3. The pathogenic event reduces the capability of 

the blood-brain barrier (BBB) and the brain cell to exclude 

potentially toxic substances in the environment. 



13 

Seven theories regarding AD etiology have received 

considerable research attention and support in recent 

years. Crapper-McLachlan and DeBoni's (1980) three broad 

hypotheses regarding the physiological changes underlying 

AD deterioration umbrella these theories. Each theory 

will be reviewed. 

Genetic/Familial Theory 

Transmission of AD may be under genetic and/or 

familial control. Due to low morbid risks and late onset 

of the disease, however, investigation of this area has 

been fraught with difficulty. To date, studies in this 

area have focused largely on two primary populations, 

those afflicted with Guam-Parkinsonism-Dementia syndrome 

(G-P-D), and those afflicted with Down syndrome. 

It is believed that the G-P-D syndrome is perhaps 

the most important of the conditions with kinship to AD 

due to the similarities between the phenomena. In Guam, 

the G-P-D syndrome accounts for one in 10 deaths over age 

25. It causes premature death with a steep rise in 

mortality in middle life to a peak in men in the 55-59 

years age group. Although it occurs in both sexes, there 

is a marked male predominance". Further, there is a pro

nounced familial tendency, but no known form of hereditary 

transmission. It does not appear to be due to "a major 

recessive, and if a dominant gene is responsible, the 
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manifestation rate is only 20%" (Roth, 1980, p. 8). 

Post-mortem examination of the brains of those afflicted 

with G-P-D reveal two of the changes found in AD, neuro

fibrillary tangles and granulovacular degeneration. 

Missing in G-P-D victims, however, are senile plaques 

and anyloid deposits. To further illuminate the genetic 

possibilities of G-P-D and AD, controlled comparison and 

contrast of both clinical and pathological variables is 

needed. 

Down syndrome is a condition in which an extra 

chromosome is present on the 21st chromosomal pair. Down 

syndrome, known technically as "trisomy G-21" (Reisberg, 

1981, p. 55), is considered by many researchers as a 

promising model of senile dementia. The incidence of 

dementia and the AD type of lesions are not only markedly 

increased in the brains of patients v/ith Down syndrome 

(Khachaturian, 1985), but "100% of persons with Down's 

syndrome who survive into middle life develop a clinical 

and pathological condition identical to Alzheimer's 

disease!" (Reisberg, 1981, p. 55). What remains in 

question is whether these two conditions share a risk 

factor. 

Future studies of possible genetic etiology will 

likely include research techniques like nucleic acid 

biochemistry, to "help identify any abnormal gene 

products—and determine v/hether histologically observed 
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substances such as paired helical filaments or amyloid 

fibers might represent the structural aspect of such 

gene products" (Khachaturian, 1985, p. 1103). 

Large-scale research into the familial etiology of 

AD is also needed, for "current observations indicate 

that individuals with close family members who have, or 

have had, the disease are 3-4 times more likely to develop 

it than individuals with no AD in their families" 

(Khachaturian, 1985, p. 1102). It is important to remem

ber that familial factors need not imply a genetic basis 

per se, but rather environmental hazards resulting in 

chromosomal damage expressed within families (e.g., slow 

viral conditions) (Reisberg, 1981). 

Blood-Brain Barrier and 
Neurotoxic Theory 

Mortimer and Hutton (1985) cite five pieces of 

indirect evidence pointing to BBB involvement in the 

pathogenesis of AD. First, Wiesniewski and Kozlowski 

(1982) found abundant serum proteins in the brains of 

seven patients with confirmed diagnoses of AD, suggesting 

increased BBB permeability. Second, Glenner, Henry, and 

Fujihara (1981) reported finding congophilic angiopathy, 

known to damage the BBB, in approximately 9 0% of AD 

patients. Third, in 1979, Wiesniewski (cited in Mortimer 

& Hutton, 1985) found that in areas where BBB permeability 

is increased due to trauma or tumors, neurofibrillary 
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degeneration occurred more frequently. Fourth, cerebral 

concussion, a significant risk factor for AD, was reported 

to damage BBB impermeability (Rinder & Olsson, 1968). 

Fifth, Banks and Kastin (1983) found aluminum to increase 

BBB permeability, particularly to peptides, "which could 

lead to changes in brain biochemistry and behavior that 

might ultimately result in dementia or other expressions 

of CNS disorder" (p. 1228). Although none of these five 

findings provides direct evidence that increased BBB 

permeability is the primary pathogenic event in AD, each 

does "support the possibility that defects in the BBB are 

a common pathogenic mechanism linking many different risk 

factors" (Mortimer & Hutton, 1985, p. 191). 

With the BBB permeability and brain cell defenses 

weakened, potentially toxic environmental agents, such as 

silicon and aluminum are free to act on the brain. Although 

little is known about the metabolism and neurotoxicity of 

silicon, aluminum neurotoxicity has long been recognized. 

Aluminum concentration increases in the brain during 

normal aging. However, "an additional increase in aluminum 

in brains of persons with Alzheimer disease" (Katzman, 

1986), p. 969) was found in studies controlling for age. 

Rousseau (1986) reports that "aluminum levels are 10% to 

3 0% higher in Alzheimer brains than normal brains" (p. 99). 

Aluminum is found in the neurofibrillary tangles, while 

aluminum silicate is found in neuritic plaques. No direct 
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relationship between exogenous aluminum sources (e.g., 

aluminum antacids, antiperspirants, or even the large 

amount used in renal dialysis) and aluminum deposits in 

the brains of AD patients has been established. All evi

dence considered, it seems unlikely that aluminum has a 

primary etiologic role in AD (Reisberg, 1981). No evidence 

exists that pinpoints exposure to high concentrations of 

aluminum as a cause of AD. However, it is possible that 

AD patients are selectively more vulnerable to aluminum's 

pathologic effects (Mortimer & Hutton, 1985). Further 

research is needed to ascertain whether such vulnerability 

exists and, if so, to determine the mechanisms involved. 

Viral Theory 

It is known that many different kinds of infections 

can attack brain tissue. Alzheimer disease patients show 

no distinctive pattern of infection from conventional 

viruses (Whalley et al., 1980). "Only the 'slow' viruses 

show evidence of being directly associated with one of the 

primary pathologic changes seen in Alzheimer disease: the 

development of neuritic or amyloid plaque" (Khachaturian, 

1985, p. 1099). These unconventional viral infections 

include scrapie, Kuru, both Creutzfeldt-Jakob and 

Gertsmann-Straussler syndromes, and mink encephalopathy. 

It has been shown that the unconventional infectious 

agent in scrapie, aggregates of prions, is similar to 
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amyloid in the senile plaques of AD. Also, in studies 

of mice infected with scrapie, the same increase in the 

activity of choline acetyltransferase occurs as in 

senile dementia (Roth, 1980) . 

Transmission to primates has been established for 

Kuru, Creutzfeldt-Jakob disease, and the Gertsmann-

Straussler syndrome. The possibility that AD is caused 

by a transmissible infestive agent is posed by the clinical 

and pathological similarities of these diseases to AD (Carp, 

Merz, & Wisniewski, 1984) . However, there is no clear 

evidence to suggest that Alzheimer dementia or related 

syndromes are transmissible in the same manner (Roth, 198 0), 

for numerous attempts to transmit AD to nonhuman primates, 

guinea pigs, goats, and cats produced only two instances 

where a degenerative brain disease resulted (Carp et al., 

1984; Mortimer & Hutton, 1985). Attempts to replicate 

these instances have thus far failed. It should be noted 

that these negative findings do not disprove AD as being 

caused by an infectious agent. It may be that the animals 

tested were not suitable hosts or the agent's incubation 

period exceeded the host's lifespan (Roth, 1980; Mortimer 

& Hutton, 1985). 

Some evidence for the transmission theory comes from 

the fact that when human neuron cultures are injected with 

either cerebrospinal fluid or brain tissue from AD 

patients, neurofibrillary tangles with paired helical 
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filaments are produced. This finding does not, however, 

mean that the agent is infectious (Mortimer & Hutton, 

1985). 

Certain observations on encephalitis due to conven

tional viruses are relevant since herpes simplex (Marcus, 

1985) and the encephalitis of probable viral origin 

associated with carcinoma (Corsellis, Goldberg, & Norton, 

1968) show selective preference for the limbic system. 

In cases where patients have survived, the central 

clinical feature is the typical amnestic syndrome. 

Granted, typical amnesia is remote from full-blown demen

tia. Yet, one of the better recognized stages in AD is 

characterized by a deficit in short-term memory. Ball 

(1986) concludes that repeated reactivation of "latent 

or dormant herpes virus from trigeminal ganglia, spreading 

first to the mesial temporal lobe and only secondarily to 

other limbic and neocortical regions, may well represent 

an etiological infrastructure for the clinical syndrome 

of Alzheimer's disease" (p. 313). Smythies (1966) main

tained the long-held view that limbic pathways play a 

particularly important role in the "'mechanism of emotion, 

miemory, language and the organization of behavior'--

disturbances of v/hich form the cardinal features of the 

dementia seen in Alzheimer's disease" (Corsellis, 1970, 

p. 37). 
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One final point regarding the transmission theory of 

AD must be made. To date, there is no definitive "clinical 

or epidemiological evidence for human-to-human transmission 

of Alzheimer's dementia" (Mortimer & Hutton, 1985, p. 189). 

Neurotransmitter Defect Theory 

The evidence for a cholinergic deficiency in senile 

dementia comes from numerous sources. In the brains of 

patients with AD, reductions were found in the activity 

of choline acetyltransferase as well as acetylcholine 

esterase (Davies & Maloney, 1976; Perry et al., 1977a; 

Perry et al., 1977b). Thus, the major neurotransmitter 

change in the brains of patients with AD is a "40 to 9 0% 

decrease of the biosynthetic enzyme choline acetyltrans-

ferase in the cerebral cortex and hippocampus" (Katzman, 

1986, p. 968). It is now known that "there is a strong 

correlation between changes in mental status scores and 

the loss of choline acetyltransferase" (Katzman, 1986, 

p. 968) . 

With this neurotransmitter change now documented and 

quantified, the development of a treatment strategy for AD 

began. The first study to employ the short-term use of 

intravenous 1, 2, 3, 4--tetrahydro-9-aminoacridine (THA), 

a potent centrally acting acetylcholine esterase, was 

undertaken in 1981. A 75% positive response to THA was 

found, supporting the cholinergic hypothesis and indicating 
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some relief could be found from memory deficits for AD 

patients (Summers et al., 1981). Five years later. 

Summers et al. (1986) reported on their work with long-

term administration of oral THA to both middle and late 

stage patients with suspected AD. It was found that 

subjects receiving the oral THA showed significant 

improvement in daily global assessment, orientation, and 

names learning. Of the 17 AD patients, 12 had been admin

istered the THA for over 12 months with continuous sympto

matic relief, and no evidence of side effects. These 

results, although preliminary, suggest that "THA may be 

at least temporarily useful in the long-tenn palliative 

treatment of patients with Alzheimer's disease" (Summers 

et al., 1986, p. 1241). Davis and Mohs (1986), commenting 

on the work of Summers and associates, stated: 

But until the study by Summers et al. reported 
in this issue of the Journal, the results 
obtained with cholinesterase inhibitors, though 
encouraging, have never suggested an efficacy 
equivalent to that of levadopa in patients with 
Parkinson's disease, (p. 1286) 

Exciting as the cholinergic breakthrough is, it must 

be remembered that adequate evidence exists to prove that 

more than one enzyme deficiency occurs in AD. "Deficien

cies of a number of other neuropeptides and neurotrans

mitters, including somatostatin and norepinephrine" 

(Summers et al., 1986, p. 1287) may be involved. For 

example, it is known that norepinephrine deficiency 

occurs more frequently in younger AD patients. Also, 
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a decrease in ribonuclease inhibitor has been found to 

be associated with an increase in alkaline ribonuclease 

activity (Glenner, 1985). Obviously, all other neuro

transmitter and neuropeptide deficits need identification 

and investigation, so their contribution to disease 

symptoms as well as their role in affecting the efficacy 

of cholinomimetic therapy can be more fully understood 

and controlled. 

Immune Theory 

Complicating the interpretation of investigations 

which found associations betv/een immunological factors 

and AD is the uncertainty as to whether observed immiune 

functions resulted from or were actually precursor to 

the disease. The presence of amyloid as a major patho

logical finding in AD might indicate the immune system's 

involvement in disease etiology (Mortimer & Hutton, 1985). 

It is known that certain chronic infectious diseases, 

including rheumatoid arthritis, leprosy, and osteomyelitis 

all lead to or are associated with amyloid formation. 

Also known is the "relationship of immunoglobulin to 

amyloid protein" (Khachaturian, 1985, p. 1099), which 

may provide clues to an autoimmune component for AD. 

Additionally, there appears to be a higher incidence of 

amyloid disease among women with AD as compared to matched 

controls, perhaps the result of autoimmune defect (Heyman 

et al., 1984). 
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Cerebrovascular Incompetence Theory 

One of the more significant physiological changes 

found in the brains of AD patients is in cerebrovascular 

flow. "Significant cerebrovascular amyloidosis are 

characteristic of Alzheimer disease (92%)" (Glenner, 1985, 

p. 434). Reisberg (1981) reports that radioactive proce

dures show a definite overall decrease in blood flow in 

senile dementia. "Furthermore, the more severe the degree 

of intellectual deficit, the less blood flowing to the 

brain" (p. 45). Upon autopsy, it has been found that the 

areas in which flood flow was decreased were the same areas 

in which brain decay and histologic changes of the disease 

were manifest. 

Head Trauma Theory 

A statistically significant increase in the frequency 

of prior head trauma among AD patients was found in two 

independently conducted case-controlled studies (Heyman 

et al., 1984; Mortimer et al., 1985), providing confirma

tory evidence for an etiological association between head 

trauma and the disorder. Mortimer and associates (1985) 

reported a history of head injury with loss of conscious

ness for 26% of clinically diagnosed patients of AD. Only 

5% of the matched control subjects incurred head injury. 

Heyman and colleagues (1984) reported similar results. 

The specific mechanisms by v;hich incidences of head 

trauma may act as a risk factor several decades later is 
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unknov/n. However, head injury, where a concussion is 

sustained, increases permeability of the BBB which may 

open the brain to numerous toxins, viruses, and other 

serum proteins (Mortimer & Hutton, 1985). 

The Clinical Course of Alzheimer's 
Disease: Stage Differentiation 

However we choose to define AD, and whatever its 

etiology, "increasing memory loss, declining perception 

of visuospatial relationships, personality changes, 

impairment of judgment and abstraction, loss of language 

abilities, and eventually, total dependence" (Rousseau, 

1986, p. 104) is involved. Wells (1977) chronicled the 

general clinical course and manifestations of AD with age 

of onset at 45 years or older. Typically, the earliest 

and most persistent manifestation of the dementia syndrome 

is memory loss; auditory and visual, as well as short and 

long term memory are affected (Folstein & Whitehouse, 

1983) . 

Interestingly, in early AD, presenting symptoms other 

than memory dysfunction often capture the attention of 

patient, family, and physician. Many of these early symp

toms differ very little, either qualitatively or 

quantitatively, from those occurring in normal, healthy 

individuals overwrought by environmental stress. These 

early symptoms are particularly likely to involve impair

ment of those qualities we consider peculiarly human, and 
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most specific to the individual him or herself. Therefore, 

an early and frequent complaint is that the patient is 

"just not himself." Thus, the onset of illness is often 

noted in terms of changes in functions specific to the 

individual, whether described in terms of alterations of 

moods, drives, desire or willingness to give affection, 

creativity, interests, or other features. Quite often 

the patient presents with general somatic complaints, for 

which no organic basis can be found and for which no usual 

remedies provide relief. It is as if the patient does not 

"feel like himself." Alzheimer onset is thus so insidious 

that it is dated most often in retrospect and through 

means of imprecise estimation (Wells, 1977). 

Next seen in disease progression is loss of overall 

intellectual functioning. Then, a variety of rather 

extreme emotional and personality changes (e.g., violent 

verbal and behavioral outbursts, tearfulness and crying, 

etc.) occur with worsening functioning of memory and 

intellect. 

The clinical course of AD, as chronicled by Wells 

(1977) describes not only the generalities, but the 

idiosyncratic manifestations of the disease. Because 

the disease course varies across patients, differentiation 

of AD into stages is problemmatic. Nevertheless, stage 

differentiation is important, particularly for clinicians 

working with AD patients and their families. Reisberg 
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(1984) characterized AD as a seven-stage process. Each 

of Reisberg's seven disease stages may be thought to 

represent a level of cognitive functioning, with recog

nizable clinical features. Since Reisberg's "Cognitive 

Function Scale" (1984, p. 227) is the most frequently 

used of all such scales, it will be presented in its 

entirety (see Figure 1). 

Neuropsychological Deficits in 
Alzheimer's Disease: 

A Description 

The progressive deteriorative course of AD may extend 

over 2 to 20 years. During these declining years, focal 

manifestations of neurologic disease will develop, for 

example, common disorders of language skills include 

"dysnomia (difficulty naming objects), dyslexia (reading 

impairment), dysgraphia (writing impairment), and 

dyscalculia (reduction in mathematical skills)" (Ware & 

Carper, 1982, p. 473). Mild aphasia in early AD often 

progresses to anomia and paraphrasia in middle stages of 

the disease. Toward the final stages of AD, language 

abilities may be reduced to echolalia (repetition of 

words and phrases spoken to the patient) (Neumann & Cohn, 

1953) , palilalia (repetition of words and phrases initiated 

by the patient), and logoclonia (repetition of the final 

syllable of a word) (Wheelan, 1959). A decided loss in 

verbal comprehension frequently accompanies such 
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Clinical 
Level Phase Clinical Characteristics 

Functional 
Capacity 

Normal No subjective complaints 
of memory loss or objec
tive evicience of memory 
cieficit on clinical 
interview. 

No impairment. 

Forgetfulness 
(Normal for 
Age) 

Early 
Confusional 
(Borcierline 
Alzheimer's 
ciisease) 

Subjective complaints of 
slight memory loss, for 
example, patient forgets 
where he has placed 
familiar objects or 
forgets names he formerly 
knew well. No objective 
evidence of memory 
deficit on clinical 
interview. No objective 
deficits in employment or 
social situations. 
Patient is appropriately 
concerned about memory 
loss. 

Clear-cut deficits become 
apparent to others: 
Patient becomes lost. 
Job performance declines. 
Patient immediately for
gets what he reads or is 
told and develops diffi
culty finding the right 
word in conversation. 
Objective evidence of 
deficit in memory and 
concentration obtained 
only with an intense 
interview conducted by 
a trained geriatric 
psychiatrist. Patient 
tries to deny and hide 
cognitive impairment and 
develops mild to moderate 
anxiety about symptoms. 

No impairment, 
but subjective 
concern about 
memory loss. 

Inability to 
perform in 
demanding employ
ment and social 
interactions 
evident to 
intimates and 
associates. 
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Level 
Clinical 
Phase Clinical Characteristics 

Functional 
Capacity 

Late 
Confusional 
(Mild 
Alzheimer's 
disease) 

Early 
Dementia 
(Moderate 
Alzheimer's 
disease) 

On clinical interview, 
patient demonstrates 
cognitive deficit in 
several areas: 
-decreased knowledge of 
current or recent events, 
-some deficit in memory of 
personal history, 
-concentration of deficit 
elicited on serial sub
tractions. 
Frequently at this point, 
there is no deficit in 
orientation to time and 
person, recognition of 
familiar persons and 
faces, or ability to 
travel to familiar loca
tions. Denial is the 
dominant defense at this 
stage. Patient becomes 
overwhelmed when con
fronted with a complex 
task; flattening of 
affect and withdrawal 
from challenging situa
tions is characteristic. 

During interview, patient 
is unable to recall his 
address or telephone num
ber of many years, the 
names of close members 
of his family (such as 
grandchildren), the name 
of the high school or 
college from which he 
graduated, or other 
major aspects of his life, 
Frequently, there is some 
disorientation to time 
(date, day of week, 
season, etc.) or to place 
An educated person may 

Decreased 
ability to 
handle finances 
and marketing. 

No assistance 
required with 
toileting or 
eating, but may 
have some diffi
culty choosing 
the proper cloth
ing to wear. May 
require coaxing 
to bathe. 
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Clinical 
Level Phase Clinical Characteristics 

Functional 
Capacity 

Middle 
Dementia 
(Moderately 
severe 
Alzheimer's 
disease) 

Late 
Dementia 

have difficulty counting 
back from 40 by 4s or 20 
by 2s. Persons at this 
stage retain facts about 
themselves and others. 
They invariably know their 
own names and generally 
know their spouse's and 
children's names. 

Patient occasionally for
gets the name of the 
spouse upon whom he is 
entirely dependent for 
survival, but can usually 
distinguish between 
strangers and people he 
knows. Can almost alw^s 
recall his own name. 
Will be largely unaware 
of all recent events and 
experiences, but usually 
retains some knowledge 
of his past life, though 
it's very sketchy. 
Generally unaware of his 
surroundings, the year, 
season, etc. May have 
difficulty counting back
ward from 10, may not be 
able to count forward. 
Occasionally will display 
an ability to travel to 
familiar locations, but 
usually requires travel 
escort. Diurnal rhythm 
frequently disturbed. 

The brain appears no 
longer able to tell the 
body what to do. Verbal 
abilities are lost. 
Frequently, there is 
only grunting. Such 

Personal or hygi
enic dysfunction, 
or both, with fol
lowing progression: 
-Difficulty putting 
on clothing properly, 
-Requires assistance 
with bathing, may 
develop fear of 
bathing, 
-Inability to 
handle mechanics 
of toileting, 
-Urinary inconti
nence, 
-Fecal incontinence. 

Speech and motor 
dysfunction, with 
the following pro
gression: 
-Ability to speak 
limited to a few 
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Clinical 
Level Phase Clinical Characteristics 

Functional 
Capacity 

basic psychomotor skills 
as the ability to walk 
are lost. Patient is 
incontinent of both 
urine and feces and 
requires assistance 
with toileting and 
feeding. 

words, 
-All intelligible 
vocabulary lost, 
-All motor 
abilities lost, 
-Stupor, 
-Coma. 
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repetitive utterances and actions. Terminally, 

vocalization is reduced to the production of repetitive 

sounds unrecognizable as language (Stern & Reed, 1945) . 

Eventually, complete mutism may occur (Cummings & Benson, 

1983; Rousseau, 1986). Body rigidity develops and at 

times, contractures become evident. Toward the end of the 

disease course, the AD patient cannot perform the simplest 

of gestures (e.g., dressing). Worsening apraxia results 

at some point in an inability to perform all "activities 

of daily living. Thus, patients with prominent apraxia 

may require 24-hour-a-day supervision" (Folstein & 

Whitehouse, 1983, p. 632). An additional specific 

cognitive symptom that may affect patients with AD is 

agnosia or perceptual difficulties. The incidence of 

agnosia in AD patients has not been well studied, however, 

due to difficulties in assessment. For example, most 

patients of AD are also elderly persons with certain 

visual and auditory losses. This greatly complicates 

the diagnosis of agnosia, for these kinds of sensory 

impairments must be sorted out from bonafide perceptual 

difficulties. It is recognized, nonetheless, that there 

is a "group of patients who are more disabled by these 

disturbances in perception than others" (Folstein & 

Whitehouse, 1983, p. 633). Finally, toward the end of 

the deteriorative course of AD, the patient develops 

personal, spatial, and temporal disorientation of such 
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severity that identity, familiar surroundings and persons, 

and even time of day, week, month, and year are lost to 

memory. Incontinence and death follow shortly thereafter. 

Training Defined 

Training is most often defined as any planned effort 

by an organization to promote the learning of job-related 

behavior on the part of its members (Wexley, 198 4). Two 

terms included in this definition are in need of clarifi

cation. First, the term, learning, may be conceptualized 

as a process by which an individual's pattern of behavior 

is altered by experience—for our purposes, the catalytic 

experience of exposure to and participation in the training 

program (Hinrichs, 1976). Second, the term, behavior, is 

used in the broad sense to refer to knowledge and skills 

acquired by an individual through practice (Wexley & 

Latham, 1981). Specifically, training is directed toward 

enhancing the proficiency level of a particular skill on 

a designated task or group of tasks. Generally, training 

is any systematic, intentional process directed toward 

changing the behavior of individuals in a direction which 

contributes to organizational effectiveness (McGehee & 

Thayer, 1961; King, 1964; Warren, 1969). 

Needs Assessm^ent in Training: A 
Threefold Approach 

Needs assessment in training provides input in 

answering three important questions: (a) where v/ithin 
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an organization can and should training be included: 

(b) what should be the content of training in terms of 

what individuals must learn to be effective in their work; 

and (c) who within the organization needs training and in 

what skills and knowledge. 

For over 25 years, writers in the area of training 

have adopted McGehee and Thayer's (1961) threefold approach 

(i.e., organization, task, and person analyses) for answer

ing these questions about training requirements (Bass & 

Vaughan, 1966; Morano, 1973; Goldstein, 1974, 1980; 

Hinrichs, 19 76; Moore & Dutton, 1978; Wexley & Latham, 

1981; Wesley, 1984) . Since this approach is still 

regarded to be the most comprehensive and sophisticated 

framework for assessing an organization's training needs, 

the material reviewed will be considered separately by 

type of analysis. Goldstein (1980) noted, however, that 

the "effective design of instructional programs necessi

tates the simultaneous consideration of organization, task, 

and person analysis" (p. 233). 

Organization Analysis: The 
Nursing Profession 

The purpose of organization analysis is to provide 

input that specifies where training will be best used in 

an organization. There is a paucity of research on 

organization analysis. In Goldstein's (1980) review of 

training in work organizations, very few research studies 
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on this component of needs assessment could be reported. 

Those studies reported by Goldstein focused on training 

programs judged to be failures due to organizational 

constraint. For example, Zeira (19 74) found employees 

reticent to even participate in needs assessment. In 

Wesley's (1984) review of personnel training, no addi

tional research studies in organization analysis v/ere 

included. Wexley lamented: 

Clearly, training researchers have either 
intentionally or unintentionally chosen to 
ignore the influence of organizational vari
ables on training functions. Apparently this 
restricted conception appears to be what 
'organization analysis' has come to mean 
to applied psychologists, (p. 521) 

In the present study, analysis of the nursing 

profession as an organization targets Licensed Vocational 

Nursing (LVN) students as those health care professionals 

most able to benefit from training on Alzheimer's disease 

and related dementias. Included among the factors of 

primary importance to this determination are the LVNs' 

level of educational achievement, prevalence of vocational 

placement in work with the aged and resulting need for 

increased caregiving knowledge and skill, and their 

existing attitudes toward the elderly. Each factor 

is reviewed. 

The typical LVN program is offered at two-year 

technical institutions, and is 1 to 1^ years in length. 

The education of a LVN is technical, that is, the nature 
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of training differs both qualitatively and quantitatively 

from other nursing programs. For example, unlike higher 

level nursing programs, broad-based liberal education is 

not in emphasis. Courses are concentrated in only one 

field—nursing—and students learn the "how-to" rather 

than the "why" by repetition of tasks. Licensed Vocational 

Nurses are prepared to perform only select tasks in select 

settings. Thus, the LVN works in a much more limited 

capacity than another nurse. In fact, even after receiving 

certification, a LVN is often limited to "bedside" nursing 

in hospitals and long-term care facilities. Anastas 

(1984) noted that society looks upon the LVN as being of 

lower rank. For this reason, the LVN has "little prospect 

of upward mobility in salary, responsibility, or status" 

(Anastas, 1984, p. 45). 

Nursing exists as a profession to meet the health 

needs of society. These needs are dictated, at least in 

part, by the society's age distribution. Demographic 

data clearly show our population's composition is changing 

to an ever-increasing preponderance of aged Americans. 

Eleven percent of the United States population is now 

over 65, with the greatest increase in those over 80 

(Simms, Pfoutz, & Price, 1986). Nursing home and hospital 

patients, therefore, are increasingly older, failer, and 

more disabled. It is estimated that 60% of hospital beds 

in our country are occupied by the elderly (Steffi, 1984) . 
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Additionally, Butler (1979) reported 1.2 million aged 

patients in 23,000 nursing homes across the United States. 

The number of hospitalized and institutionalized aged 

continues to grov/. Thus the health needs of the elderly 

encompass acute and chronic care, rehabilitation, and 

care of the dying (Gioiella, 1986). 

Is the nursing profession meeting the needs of a 

growing elderly population in a changing health care 

system? Steffi (1984), a nurse educator, responds: "Vie 

have not and are not preparing nurses to keep up with the 

trend" (p. 3). One of the reasons rests with the content 

of traditional nursing curricula. "What constitutes a 

basic educational program for the practical nursing stu

dent has not, as yet, been clearly established" (Crow, 

1981, p. xi). Although practical (a term used synonymously 

with vocational) nursing programs are fundamentally similar, 

they do vary in length, scope of practice, depth of theory, 

and clinical experience provided. The nursing profession 

is in need of a curriculum which is "more responsive to 

society's needs—a curriculum emphasizing geriatric 

specialization and including experience in nursing homes" 

(Kayser & Minnigerode, 1978, p. 229). 

The fact that institutionalized aged received 

inferior health care is well documented (Axelrod & 

Eisdorfer, 1961; Townsend, 1971; Mendelson, 1974). 

Including geriatric coursework v/ithin nursing curricula 
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would have a positive impact on the care provided this 

population. But nursing personnel's lack of geriatric 

knowledge is not the greatest problem for the institution

alized aged. As the demand for geriatric medical care 

increases, qualified health personnel remain disinterested 

in the field. Consider the following figures. In the 

United States today, there are 1.4 million registered 

nurses holding active licenses to practice. Registered 

nurses are the largest group of professionals providing 

health care and services to the aged. Yet, only 8% of 

registered nurses are employed in nursing facilities. 

Of that group, nearly 50% are in administrative or 

supervisory positions. Less than 1% of all clinical 

nursing specialists work in convalescent facilities 

(Moses & Roth, 1979; Newswatch, 1980). Why do qualified 

health personnel remain disinterested in geriatrics? 

Perhaps it is for the following reasons. 

First, studies show that nurses hold negative atti

tudes toward the aged (T. J. Wells, 1980; Kayser & 

Minnigerode, 1978; Wilhite & Johnson, 1978), and state 

preferences against working with them. Second, nurses 

who care for the aged in this country, particularly those 

aged in nursing homes, have not always enjoyed a reputable 

professional status. Simms and colleagues (1986) docu

mented one nursing home administrator's description of 

the image held of nursing homes and long-term chronic 
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patients as follows: "I don't like to use the term 

nursing home. It's like rest homes . . . They were always 

these dingy holes in the wall where a bunch of confused 

elderly people sat around until they died" (p. 147). 

Another factor in the low regard for nursing with the 

aged is that typical avenues of continuing education/ 

training for nurses in institutional care of the elderly 

have not always been available (Steffi, 1984) . Finally, 

traditional care of the aged has been custodial, not 

rehabilitative (Kayser & Minnigerode, 1978). Nurses 

wishing to be therapeutic may find custodial care 

frustrating and void of reward. 

Who, then, among nursing personnel carry the weight 

of responsibility for work with institutionalized aged? 

At least one study (Kayser & Minnigerode, 1978) showed 

that "preference for working with geriatric patients is 

perhaps related to work experience with them. Those 

licensed practical nurses and nursing assistants who 

spent more time caring for aged patients also expressed 

greater interest in working with them" (p. 225). Alarm

ingly, these nursing personnel were found to be more 

stereotyped in their attitudes toward the aged than other 

nursing personnel. Interestingly, Wilhite and Johnson 

(19 78) found that change in student attitude toward the 

aged was functionally related to the attitude of nursing 

faculty. 
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In summary, rather strong evidence has been presented 

to show that training in all areas of geriatrics, is at 

best, rudimentary, and, quite often, altogether absent 

from nursing education. Training in specialty areas such 

as Alzheimer's disease and related dementias may occur in 

only the more progressive of nursing programs. Such 

training may not only add to the knowledge and skill, but 

also positively affect the general attitudes toward the 

aged, of those nursing personnel most often employed in 

work with geriatric patients—the LVN. 

Task Analysis: The Training Module 

Task analysis is used to determine training content 

in terms of what individuals must learn to be effective 

in their work. Hinrichs (1976) reported that "research 

evaluation has not revealed what techniques or combina

tions of techniques are most effective for achieving 

specific objectives" (p. 842). As recently as 1980, 

Goldstein similarly reported that "no procedures exist 

that empirically establish the content validity of a 

training program based upon a match of relevant tasks 

on the job and in the training program" (p. 234). It 

is not surprising that, frequently, training design has 

been based more on common sense and experience than on 

research. 

Fortunately, methodological sophistication in task 

analysis has increased in recent years. In 1984, Wexley 
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commented that recent work in task analysis should 

provide more sophisticated procedures for determining, at 

least quantitatively, what tasks are performed, what must 

be learned to performi these tasks, how should these tasks 

be performed, what should be taught in training, and what 

should be learned on the job. 

Goldstein et al. and Macey and Prien (both cited in 

Wexley, 1984) differentiate methods of task analysis on 

the basis of three job content domains: (a) task (activi

ties and/or processes in which workers engage to produce 

some identifiable output); (b) element (knowledge, skills, 

and abilities in addition to other characteristics 

required to perform tasks); and (c) performance (the 

interaction of task and element domains). Wexley (1984) 

notes that these three job content domains correspond to 

McGehee and Thayer's (1961) task and person analyses. 

Ammerman and colleagues (Ammerman, Essex, & Pratzner, 

1974; Ammerman & Pratzner, 1974, 1975, 1977) provide a 

methodology to measure select task dimensions, among them 

task occurrence, importance, and where and when the task 

should be learned. More recently, subject matter experts 

(SMEs) judge the frequency of task occurrence and task 

importance, as well as the added task dimensions of 

opportunity to acquire task proficiency and the relative 

difficulty experienced in acquiring that proficiency. 

Wexley (198 4) reported that 
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based on the researchers' preliminary findings, 
it appears that subject matter experts (SMEs) 
are capable of making reliable (i.e., interrater) 
judgments about the task content of jobs and the 
elements required for effective job performance, 
(p. 523) 

Several different groups of SMEs were approached for 

task analysis related to the training on AD and related 

dementias proposed in the present study. The first group 

of SMEs are AD caregivers/family members. These SMEs were 

identified on the basis of the researcher's long-standing 

therapeutic work with them, either through the Alzheimer's 

Disease Family Support Group of Lubbock (now titled the 

South Plains Alzheimer's Disease Family Support Group) or 

the Alzheimer Therapy Group sponsored through the Psychol

ogy Clinic of Texas Tech University. The nine Support 

Group SMEs were asked to make recommendations on AD 

patient care to nursing personnel involved in work with 

institutionalized aged. The five Therapy Group SMEs were 

asked to identify their most difficult problems in provid

ing care to the AD patient. Each set of responses was 

pooled. Results can be summarized as follows. 

The nine Support Group SMEs offered 22 different 

recommendations to nursing personnel for insurance of 

quality AD care (See Appendix A for complete list). The 

most frequently cited recommendations for AD caregiving 

included routine practice of gentleness and patience in 

providing care, sensitive understanding of the patient's 
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unique problems, maintenance of patient dignity and value, 

concomitant with the demonstration of love and affection 

for the demented patient. Also of paramount importance to 

this group of SMEs were adequate supervision and general 

physical care of the patient with AD. 

The five Therapy Group SMEs identified 50 different 

problems in AD caregiving (see Appendix B for complete 

list). It should be noted that one of these five SMEs 

also participated in the Support Group of SMEs. The most 

frequently cited patient management problems included 

incontinence, violent behavior, and loss of business/ 

professional function. The most frequently cited care

giver management problems were emotional guilt and 

loneliness. 

To fine tune relevant training content, a second 

type of SME (the present researcher) was used in task 

analysis. In addition to holding instrumental positions 

in both AD Support and Therapy Groups, the researcher 

provided training on AD and its emotional impact to 20 

caregivers/family members/health care professionals. The 

two-hour training module was part of a program sponsored 

by the South Plains Association of Governments in Lubbock, 

Texas, to train volunteer respite workers in AD. Informa

tion received from the training indicated that the 

information needed by caregivers does not stop with the 

medical aspects of AD (i.e., etiology, diagnosis. 
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symptomatology, neuropsychological deficits). Rather, 

training should cover disease pathology, both physical 

and emotional, in patient, and caregiver. Emotional 

reactions of caregivers to the deteriorative progression 

of the disease need to be examined at some length in 

training. 

A third and final group of SMEs, consisting of three 

Directors of Licensed Vocational Nursing (LVN) Programs 

in the greater Lubbock area, were asked to assist in task 

analysis. These SMEs reported that a training module on 

AD and related dementias should contain material on care

givers' attitudes toward aging and the aged, as well as 

on their emotional reactions to the caregiving process 

(see Appendix C for complete list). 

Goldstein (1980) states that the steps from task 

analysis to the design of training programs remains 

elusive. It is logical that specification of these steps 

is particularly difficult with occupations "where the be

haviors required for effective performance are uniquely 

contingent on varied situations" (Wexley, 1984, p. 524), 

such as is the case in nursing. Hinrichs (1976) suggests 

an optimum sequence of training for a complex skill 

acquisition to involve (a) education in basic concepts, 

(b) skill practice, and (c) training in attitudinal as 

well as interpersonal awareness. This sequence suggests 

movement from content-oriented training techiniques 
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(e.g., lectures, audiovisual presentations) to the process 

components of skills training (e.g., modeling and practice 

of patient care) and interpersonal sensitization (e.g., 

conference discussion, case study). This sequence reflects 

the fact that prevalent training techniques are grouped 

into the three primary categories of content, process, and 

mixed objective. Content training techniques are designed 

to impart substantive knowledge or information on a cogni

tive level to trainees. Process techniques are primarily 

intended to change attitudes, develop self- and other-

awareness, and impact on the interpersonal skills of 

trainees. Mixed training techniques serve the functions 

of information transmission and attitude change (Hinrichs, 

19 76). 

McGehee and Thayer (1961) outline a number of criteria 

to be considered when deciding upon training techniques. 

These include: (a) the kinds of behavior to be acquired; 

(b) the number of individuals to be trained; (c) the 

ability level of trainees; (d) individual differences 

among trainees; (e) cost in relationship to various 

factors; and (f) the incorporation of alleged learning 

principles. Taking all factors into account, including 

the complex nature of the skill to be learned (i.e., more 

effective AD caregiving), the design of the present 

study's training module on AD and related dementias 

followed a content-process-mixed sequence of training 



45 

techniques (see Appendix D for complete outline of the 

training module). 

Content Training Techniques 

Training began through use of two content-oriented 

techniques, lecture and audiovisual presentation in the 

form of film and slides. The lecture technique has been 

severely criticized in training research. Korman (1971) 

outlines four major problems with the lecture technique: 

1. It perpetuates the authoritarian structure of 

organizations. 

2. Except for cognitive knowledge and conceptual 

principles, the transfer from lecture to skill is 

probably limited. 

3. Trainees with low verbal or symbolic experience/ 

aptitude may suffer from the technique of lecture. 

4. Training, based on individual differences, is 

rendered impossible by the lecture technique. Also, 

feedback to trainees tends to be greatly reduced in the 

lecture environment. Patten (19 71), however, points out 

that despite criticisms, this method can be used success

fully by skilled lecturers. Further, Patten emphasizes 

its economy, but cautions against it being used as the 

sole method of instruction. Hinrichs (1976, p. 849) 

states that "it can have some utility as a preliminary 

training method to provide cognitive av/areness prior to 
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skills training, particularly where the instructor possesses 

significant knowledge about the topic not otherwise access

ible to the student." In the training module on AD and 

related dementias, lecture material will cover the topics 

of AD diagnosis, etiology, and clinical course, followed 

by a review of the neuropsychological deficits found in 

the disease. 

Two audiovisual presentations were part of the 

study's training module. First, a film, entitled "Living 

with Grace" (Nevins, 1984), was shown. Additionally, 

slides of an AD patient, his wife, and the researcher 

were used as lecture supplement. Class discussion fol

lowed the two presentations. Audiovisual aids are often 

criticized for treating trainees as a passive audience. 

However, it is precisely because the field "experts" have 

been captured on film and slide that quality and correct

ness of material presented is ensured. 

Process Training Techniques 

The literature on the importance of modeling to 

behavioral learning is vast. Driven by the steadfast 

belief that people can learn by observation as well as 

by direct experience, Bandura, Ross, and Ross (1961) 

investigated the social transmission of novel aggressive 

responses. The now classic study found that children who 

observed models behaving aggressively in play displayed a 
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great number of "precisely imitative physical and verbal 

responses, whereas such behavior rarely occurred in either 

the nonaggressive-model group or the control group" 

(Bandura, 1965, p. 324). The behavior of the models 

not only effectively shaped the form of the children's 

aggressive responses, but it also produced considerable 

disinhibitory and facilitative effects. Indeed, numerous 

laboratory studies conducted under the rubric of social 

learning theory show that practically all learning 

phenomena resulting from direct experience can occur on 

a vicarious basis by observing others' behavior and its 

consequences (Bandura, 1969). 

In many instances the behavior being modeled must 

be learned in virtually the same form (e.g., driving an 

automobile). In addition to producing particular response 

patterns, however, modeling techniques are perhaps most 

efficacious in producing rapid acquisition of new pat

terned responses. Thus, modeling influences can create 

innovative and generative behavior. Bandura (19 76) 

explains that in the latter process, observers abstract 

common features from modeled responses, formulate 

generative rules of behavior, synthesize features of 

different models into nev/ amalgrams, thereby achieving 

novel thought and conduct. Bandura (1976) writes: 

"Once initiated, experiences with the new forms create 

further evolutionary changes. A partial departure from 
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tradition eventually becomes a new direction" (p. 28). 

From a social learning view, then, the capability for 

observational learning is developed by acquiring skill 

in "discriminative observation, in memory encoding, in 

coordinating ideomotor and sensorimotor systems, and in 

judging probable consequences for matching behavior" 

(Bandura, 19 76, p. 29). Far from a mechanical copying 

process, modeling emerges as actively judgmental, 

rule-governed (Bandura, 1971; Zimmerman & Rosenthal, 

1974), and constructive. 

Several recent studies demonstrate the constructive 

uses of modeling. Meyer and Raich (1983) conducted a 

study in which results of a behavior modeling training 

program for sales representatives were evaluated in 

relation to effects on the sales performance of study 

participants. The researchers found that subjects who 

received the behavior modeling training increased their 

sales by an average of 7% during the ensuing six months, 

while their counterparts in the control group showed a 

3% decrease in average sales. Another interesting 

application of modeling occurred as part of the training 

of paraprofessionals within community counseling agencies 

(Uhlemann et al., 1982). In an examination of the theory 

and practice of behavioral modeling. Parry and Reich (1984) 

criticized this technique for simplistic models, boring 

classes, the use of poor examples, and weak transfer of 
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training. The researchers also note that behavioral 

modeling tends to focus only on skills, not attitudes. 

Modeling was used in the present training to allow 

for skills practice. The sequence of learning activities 

involved in modeling includes: (a) a clear statement of 

the behaviors to be applied; (b) demonstration of the 

skill being applied; (c) practice by the trainees through 

role playing; (d) reinforcement of correct role playing 

behaviors; and (e) trainee planning for transfer of the 

newly acquired skill back to the workplace (Goldstein & 

Sorcher, 1974). As part of AD training, the researcher 

modeled "positive" interactions between AD caregiver and 

patient. This was accomplished through role playing the 

AD patient and soliciting suggestions for caregiving 

strategy from the student trainees. 

Mixed Training Techniques 

To promote individual attitude change and inter

personal skills improvement, the two mixed training 

techniques of conference discussion and case study 

analysis was used in training LVN students on AD. 

Utgaard and Davis (1970) found conference discussion 

ranked high among the various discussion techniques in 

training. Utgaard and Davis consider this method superior 

to pure lecture or auto-instruction for the following 

reasons: (a) It engenders the involvement of trainees. 
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(b) provides for clarification of any misunderstandings, 

and (c) allows feedback from discussion leader and par

ticipants to serve as powerful reinforcers/punishments. 

The conference discussion method is not without 

problems, however. First, it is necessarily limited to 

use by relatively small groups. Second, unless carefully 

planned and skillfully led, conference discussion becomes 

little more than the verbal exercise of opinion. Hinrichs 

(1976) writes that "effective conference leadership 

requires considerable skill and finesse, particularly 

when the conference is used in a 'process' mode" (p. 852). 

Case study analysis is the second mixed training 

technique to be included in the present study. Patten 

(1971) points out that 

using cases on an intermittent basis is perhaps 
the easiest way to make the transition from 
traditional cognitive styles of learning in 
orthodox training classrooms to more dynamic 
learner-involved participatory and existential 
styles of learning.(p. 144) 

What is hoped is that through case study, trainees will 

heighten their understanding while developing their skills 

of logical thought. Feedback regarding the judgments of 

trainees in case study work helps to teach decision 

consequences and implications. 

Of particular concern in case study is how much 

information to include in the study to allow for balanced 

trainee judgments. A second area of concern is the role 
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of discussion leader. As was the case in the conference 

discussion, the group leader in case study is critical to 

training success. Without effective leadership, case 

analyses often become solution-oriented rather than 

understanding-oriented, thus limiting generative thought 

for future use. But, with quality leadership, case study 

analysis can be a dynamic and involving learning activity, 

"useful both for imparting substantive knowledge about an 

area of concern as well as for teaching approaches to 

decision-making and problem-solving" (Hinrichs, 1976, 

p. 852) . 

Person Analysis: The LVN 

Most of the research on person analysis in needs 

assessment has focused on personnel selection (Campion, 

1972; Laabs, Panell, & Pickering, 1977) and promotion 

(Bray, 19 76). In these studies, tasks deemed important 

were used to diagnose deficiencies in applicants' work 

performance upon job entry and/or promotion. 

More recently, a new approach to person analysis was 

proposed by Yukl (1981, 1982). This approach focuses on 

observable behavior rather than abstract skills, using a 

managerial behavior typology consisting of 23 behaviors 

measured by the Managerial Behavior Survey (MBS) (Yukl & 

Kanuck, 1979; Yukl & VanFleet, 1982). Managerial behavior 

is described by respondents (e.g., subordinates, peers. 
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and superiors) using the MBS. Using a parallel 

questionnaire, these respondents then rate the optimal 

level of behavior for managerial success in the position. 

A discrepancy between "actual" and "ideal" behavior 

(Wexley, 1984) is computed. Discrepancies are most often 

found to be a matter of actual managerial behavior being 

less than optimal behavior. Two possible reasons for this 

discrepancy are (a) a given manager is unaware of the 

behavior's importance, or (b) additional training to 

improve task performance may be indicated (Wexley, 1984) . 

Similarly, Klimoski (1982) used the ratings of managers' 

peers and subordinates, but added self-evaluations. 

Wexley (1984) writes: "This survey-based approach to 

person analysis fits nicely with the mechanics of 

developing a personalized training program for each 

manager" (p. 526). Wexley adds that the survey-based 

approach is strikingly similar to survey feedback (French 

& Bell, 1978) and performance appraisal feedback approaches 

using rating scales that are behaviorally based (Wexley, 

1982). 

One of the more important questions asked by research 

is: "V7hom should we survey?" Many of the newer approaches 

to needs assessment turn to employees themselves for 

diagnosis of training needs (Mealiea & Duffy, 1980). 

General conclusions about the validity of self-

evaluation of ability are not easily made because of 
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the large standard deviation of the correlations. 

Results are inconsistent. However, it appears that 

self-evaluations of performance (past and future) tend 

to be more valid than evaluations of ability (Wexley, 

1984). Wexley advised that future research be directed 

at better understanding the "development of valid self-

evaluation skills, the person variables (e.g., internal 

locus of control) associated with accurate evaluations, 

and the interaction of person variables and measurement 

conditions" (p. 526). 

Kayser and Minnigerode (19 78) found that LVNs and 

nursing assistants expressed the greatest interest in 

working with institutionalized aged. Through survey of 

SMEs in task analysis, and recognition that LVNs also 

cluster in employment at hospitals (Moses & Roth, 1979), 

where 60% of beds are occupied by the elderly (Steffi, 

198 4) , the LVN student is targeted for training on AD 

and related dementias. A cursory profile of LVN 

students follows. 

LVN students are widely variant in age, educational 

background, and socioeconomic status. For this reason, 

generalizations about student characteristics are neces

sarily suspect. However, several observations can be 

made in relative safety. First, the LVN is a technical 

nurse (DeChow, 1980), trained for work with patients 

presenting common, recurring nursing problems. Licensed 
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Vocational Nurse interventions are therefore derived from 

"established nursing protocols where probably outcomes are 

predictable" (Division of Associate Degree Programs, 1978, 

p. 3). Routine in nature, the interventions of the LVN 

require less creativity in diagnosis and less sophistica

tion in clinical practice than those of other nursing 

personnel. Second, only Ik years of higher education are 

required to graduate LVNs. This fact makes the program 

desirable to older students. Licensed Vocational Nurse 

programs may also attract students of lesser academic 

ability, as the usual setting for technical nursing 

education is the 2-year community college where admission 

standards tend to be lower. Finally, LVN programs may 

well draw students of lower socioeconomic status, since 

educational costs increase with additional years of study. 

These student characteristics will necessarily guide the 

design of this study's proposed training on AD and related 

dementias. 

Attitude Change 

Attitudes may be regarded as "evaluative dispositions 

or tendencies to make favorable or unfavorable statements 

or judgments concerning objects or events" (Eagly & 

Himmelfarb, 1978, p. 528). Attitudes are thought to be 

comprised of the following three components: (a) cognition 

(the distinguishing properties attributed to the object of 
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thought); (b) affect (how much the object is liked); and 

(c) conation (the cognition and affect put into behavioral 

action) (McGuire, 1985). A plethora of research has been 

directed toward attitudes and the complex process of 

attitude change. Himmelfarb and Eagly (1974) noted that 

"after several decades of research, there are few simple 

and direct empirical generalizations that can be made 

concerning how to change attitudes" (p. 594). In their 

1978 review of persuasion research, Eagly and Himmelfarb 

observed that "ambiguities and unknowns still abound" 

(p. 544). Certainly this continues to be the case more 

than a decade later (Chaiken & Stangor, 1987), despite 

developments produced by rejoining motivation (Cooper & 

Croyle, 1984) and affect to the social cognitive approaches 

already permeating attitude study. Cooper and Croyle 

(1984) contend that this problem has been particularly 

acute in analyses of the impact of persuasive comjnunica-

tions, since much of the research has been descriptive 

and not guided by well-formulated theory. 

In at least one review of contemporary attitude 

change theorizing (Eagly & Chaiken, 1984), a distinction 

was drawn between process theories of persuasion that 

provide qualitative descriptions of the mechanisms 

involved in accepting communications (e.g., attributional 

reasoning), and combinatorial theories that essentially 

provide quantitative descriptions of how message 
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recipients integrate information to form an overall 

judgment (e.g., information integration theory) (Anderson, 

1981). By far, process perspectives reflect the most 

current persuasion research. 

Two broad approaches to persuasion are fashionable, 

with one emphasizing and the other de-emphasizing detailed 

information processing. Attitude change theories epito

mizing the first approach have been termed central routes 

to persuasion by Petty and Cacioppo (1981). Representa

tive of the second theoretical approach is Petty and 

Cacioppo's (1981, 1986) peripheral route perspective. 

The central-peripheral framework, also called the 

Elaboration Likelihood Model (ELM) (Petty & Cacioppo, 

1986), postulates that central processing occurs when a 

message recipient is both able and motivated to contem

plate the message and attitude issue. Recent research 

suggests a number of variables act to enable or motivate 

recipients to participate in message- and issue-relevant 

thought. Three situational factors important to the 

proposed study include high (versus low) personal relevance 

of the topic of communication (Petty & Cacioppo, 198 4), 

repeated (versus single) exposures to messages (Cacioppo 

& Petty, 1985), and increased (versus single) sources of 

persuasive messages (Harkins & Petty, 1981). 

Greater cognitive effort and elaboration take place 

when high issue involvement (Petty & Cacioppo, 1979), 
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repeated message exposure (Cacioppo & Petty, 1985), and 

increased message sources (Harkins & Petty, 1981) motivate 

an individual to pay close attention to the content and 

quality of a persuasive message. With message processing 

enhanced, either increased or decreased acceptance can 

result, depending upon whether the persuasive arguments 

presented represent strong attitudinal positions (i.e., 

those not easily counterargued) or weak ones (i.e., those 

easily counterargued, thereby strengthening attitudes 

opposite to those espoused in the persuasive communication). 

Under high involvement conditions, then, character

istics of the message content (e.g., number of argumients 

used and their quality) should have maximal impact. In 

support of this conjecture, Chaiken (1978) reported that 

subjects were decidedly more affected by the number of 

arguments employed in a persuasive communication under 

high than low involvement conditions. Additional support 

comes from Cooper and Croyle (1984) who summarize that 

"persuasion is more dependent on argument quality when 

contextual factors allow or encourage respondents to put 

forth a greater amount of message-processing effort" 

(p. 415). High involvement persuasion situations may 

thus be governed by what cognitive psychologists have 

called "controlled processing" whereas low involvement 

persuasion situations may be ruled by more "automatic 

processing" (Petty & Cacioppo, 1979, p. 1924). 
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Ample research evidence exists to suggest that when 

persuasion is not tied to extensive processing of com

munication content (i.e., takes place via peripheral 

route), as when a message concerns a topic of low 

involvement, nonmessage cues (e.g., source credibility, 

expertise, trustworthiness, likeability, and physical 

attractiveness) should have maximal impact (Petty & 

Cacioppo, 1979) . The credibility of the persuasive 

communicator has been traditionally construed as an 

objective stimulus characteristic. It is important to 

note, however, that at least one contemporary model views 

credibility as the product of subjective inferences made 

by communication recipients (Eagly, Chaiden, & Wood, 1981). 

In a review of research related to communicator credibility, 

Eagly and Himmelfarb (19 78) found a variety of communicator 

behaviors conveyed information concerning credibility--

"Namely, speed of talking, verbal and nonverbal expressions 

of communicator confidence, and attributes of oral style 

such as listenability and vocabulary diversity" (p. 522). 

In fact, when salient characteristics effectively communi

cated source credibility, comprehension of the persuasive 

communication by recipients was found to be unnecessary 

for attitude change (Chaiken, 1980) . Examples of source 

characteristics so salient as to communicate credibility 

include intelligence, high level of education and 
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professional attainment, and familiarity with the topic 

of communication (Hass, 1981). 

The accumulated literature on communicator credibility 

has firmly established the expert communicator as being 

more persuasive than the communicator lacking in expertise 

(Cooper & Croyle, 198 4) . With regard to trustworthiness, 

results reported in the literature are less consistent. 

Still, source knowledgeability per se, when not reinforced 

by other characteristics like trustworthiness, has been 

found to contribute surprisingly little to persuasive 

impact (Kelman & Havland, 1953). Thus it would seem that 

besides appearing expert enough to know the "truth," the 

source must appear trustworthy enough to want to report 

it. Trustworthiness derives from the source's apparent 

sincerity, disinterestedness in the outcome of communica

tion, lack of intent to persuade, etc. (Wheeless & Grotz, 

1977; McGinnes & Ward, 1980). All considerations taken 

into account, there is now a strong consensus that either 

communicator expertise or trustworthiness are likely to 

be more important to the persuasion equation when the 

recipient lacks motivation to process the communication 

(Petty, Cacioppo, & Goldman, 1981). Likewise, research 

reviews suggest that a communicator's physical attractive

ness (Chaiken, 1980) or likeability (Chaiken & Eagly, 

1983) often provide a simple decision cue when the 

recipient prefers to make an effortless response to 
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the persuasive communication. Interestingly, Mills and 

Harvey (19 72) found that attractive communicators were 

capable of influencing others simply through their 

association with a position, without having to give 

arguments v/hich provide cognitive supports for an 

attitude change. Norman (19 76), in a comparison study 

of expert and attractive sources concluded that "the 

fundamental dynamics underlying the persuasive impact 

of an expert source are more dependent on the audience's 

processing and acceptance of arguments than is the case 

for an attractive source" (p. 299) . 

Taken collectively, conclusions from the forementioned 

studies and literature reviews indicate that to maximize 

a communication's persuasive impact, the topic should be 

of high personal relevance to recipients. In this way, 

message- and issue-relevant thought is facilitated. The 

communication should contain strong, quality arguments in 

favor of the desired attitude change, with repeated 

exposures from a communicator perceived to be credible, 

trustworthy, likeable, and, if at all possible, attractive. 

Strong messages from multiple sources in possession of 

these source characteristics could prove even more 

effective in producing desired attitude change. 

In the present study, an attempt was made to maximize 

the persuasive impact of training content through step-by-

step consideration of experimenter/subject variables. 
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First, LVN students were chosen as the subjects of this 

study due.to the likelihood that they will one day, if 

not already, engage in work with the aged. Believing 

these students stood only to gain from a training program 

on AD and related dementias, their issue involvement was 

thought to be high. If true, recipients of the training 

could be expected to exhibit greater cognitive effort and 

elaboration of the training content. Second, the litera

ture on attitude has shown that message characteristics 

(e.g., number of arguments used and their quality) are 

most important when recipients are highly involved in the 

training, and therefore highly motivated to process 

training content. For this reason, subjects were provided 

several key persuasive messages related to work with 

demented aged. These messages, given at the opening and 

closing of training, may be translated as alternate ways 

to perceive the aged and one's work with them (e.g., as 

vocational challenge rather than sentence, with oppor

tunities to make significant differences in individuals' 

immediate quality of life, etc.). 

Third, since recipients of persuasive communications 

also process information in more automatic ways (i.e., via 

peripheral route) Petty & Cacioppo, 1981, 1986), factors 

external to the persuasive communication but central to 

the communication source were also considered (e.g., 

communicator credibility, trustworthiness, etc.). The 
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experimenter/trainer was introduced by the three Vocational 

Nursing Directors as a credible and trustworthy source of 

information on AD and related dementias. Further, select 

characteristics of saliency (e.g., level of education, 

professional attainment, communicator confidence and 

vocabulary diversity, etc.) were addressed by either formal 

or informal means. It is true that the communicator was 

the sole live source of persuasive communication throughout 

the four-hour training module. However, it is believed 

that the use of varied training techniques (i.e., lecture, 

audiovisual presentations—film and slides, modeling, 

conference discussion, and case analysis), taking into 

account different modes of learning, acted to reinforce 

the principal persuasive communicator and content. 



CHAPTER III 

STATEMENT OF THE PROBLEM 

As previously stated, it is well documented that 

"dementia is one of the most common clinical syndromes in 

the geriatric population" (Ware & Carper, 1982, p. 472). 

Today, in the United States, "more than three million 

Americans are affected to some degree by AD" (Teusink & 

Mahler, 1984, p. 152), making AD the "4th or 5th most 

common cause of death, after heart disease, cancer, and 

strokes" (Toseland et al., 1984, p. 213). 

Since nursing exists as a profession to meet the 

health needs of society, these needs being dictated at 

least in part by the society's age distribution, nursing 

in America must face in the direction of the aged. It 

has been stated that adjustments will be forced on the 

health professions, 

particularly as the social, medical and 
nursing maintenance of the increased numbers 
of aged persons becomes more costly and re
quires a steady growth in facilities, services, 
and personnel, as well as a proliferation of 
knowledge and skills. (Davis, 1986, p. 30) 

Clearly, the nursing profession is in need of a 

curriculum which will prepare nurses to meet the demands 

created by this aging trend. Such a curriculum would be 

63 
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"more responsive to society's needs—a curriculum 

emphasizing geriatric specialization" (Kayser & Minnigerode, 

1978, p. 229). At present, training in geriatrics v/ithin 

nursing curricula is rudimentary, at best. Training on 

specialty areas, such as select disease processes, is 

quite often absent altogether from nursing education. It 

is imperative that those health care professionals most 

involved in care for the aged (i.e., LVNs and LVN students) 

have accurate knowledge of AD and related dementias. Only 

through increased knowledge can more effective caregiving 

be provided the demented, in hospital, institutional, and 

private home settings. 

In the present study, a training program on AD and 

related dementias was designed and presented to LVN stu

dents at three area campuses of South Plains College 

(i.e., Plainview, Lubbock, and Levelland). Although all 

three groups received the training module, one group, 

chosen at random, acted as control by virtue of the 

order of testing/training. The three groups were used 

to assess the differential effects (if any) of such a 

training program on LVN students' knowledge of AD, and 

attitudes toward the aged. 

The four-hour training module provided LVN students 

covered material related to the diagnosis, etiology, 

clinical course of, and neuropsychological deficits 

present in AD. Emphasis was placed on ways to improve 
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caregiving of the demented. Tips on how best to interact 

with the demented were offered, as were problem-solving 

strategies related to daily activities like eating, 

bathing, dressing, toileting, and sleeping. General 

safety concerns were covered in the training, with 

particular focus on the demented's wandering behaviors. 

The design of the training module included varied training 

techniques (i.e., lecture, audiovisual presentations— 

film and slides, modeling, conference discussion, and 

case analysis) and took into account different modes of 

learning. Subjects were also provided several key 

persuasive messages related to work with demented aged. 

These messages, given at the opening and closing of 

training, may be translated as alternate ways to perceive 

the aged and one's work with them (e.g., as vocational 

challenge rather than sentence, as an opportunity to make 

a significant difference in one's immediate quality of 

life, etc.). These messages were aimed at altering 

students' attitudes toward the aged. 

Only three studies could be found which bore any 

resemblance to the present study. In 1977, Palmore, 

used his instrument, "Facts on Aging: A Short Quiz" as 

an indirect measure of bias toward the aged in groups of 

undergraduate, graduate, and faculty from Duke University 

and Pennsylvania State University, and found students to 

make more anti-aged errors than pro-aged errors. This 
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was not the case, however, with his sample of faculty 

members, suggesting that with increased information about 

aging, bias toward the aged diminishes. Hannon (198 0) 

found that students' level of information increased fol

lowing a course on aging in a graduate nursing curriculum 

(as measured by Palmore's Quiz). Students tended to make 

more anti-aged errors than pro-aged errors; however, 

students had less anti- and pro-aged errors following the 

course. Finally, Tarbox, Connors, and Faillance (1987) 

longitudinally examined attitudes toward the aged among 

medical students and the impact of medical education on 

such attitudes. The researchers surmised that attitudes 

towards the aged may be more favorable in society in 

general and in medical schools in particular. Study 

results showed the medical education process to impact 

favorably on the attitudes of medical students over 

their three years of training. 



CHAPTER IV 

METHOD 

Subjects 

The subjects of this study were community college 

students enrolled in LVN training programs at South Plains 

College's three area campuses of Plainview, Lubbock, and 

Levelland. Current enrollment rosters of second semester 

LVN students were used by the respective Directors of the 

Vocational Schools of Nursing to determine students 

appropriate for study inclusion. Students' participation 

in this study was required by the Directors as part of 

their LVN geriatric nursing curricula. 

A subject's data were used in this study only if all 

three instruments for all three test administrations (i.e.. 

Time 1, Time 2, and Time 3) were completed. A total of 

63 LVN students completed all instruments at all test 

times. Of the 63 total students, 18 were from the 

Plainview Campus, 25 from the Lubbock campus, and 20 from 

the Levelland campus. Only two of the 63 LVN students 

were males. Students' ages ranged from 19 years or less 

to 50 years or more, with the mean age within the range 

of 23-30 years. 

67 
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Instruments 

Demographic Questionnaire (DQ) 

A comprehensive Demographic Questionnaire (See 

Appendix E) was administered to all subjects imjnediately 

prior to the first test administration of both AD knowledge 

and attitude (i.e., bias) instruments. Select questions 

were again asked of subjects at the times of training and 

follow-up (See Appendix F for Abbreviated Demographic 

Questionnaire). One of the demographic questions was 

examined for relevance to subjects' knowledge acquisition 

and change in bias toward the aged. This question 

required subjects to self-rate sense of professional self. 

The question reads as follows: How would you describe 

your overall attitude toward your professional [italics 

added] self? 

Questionnaire on AD and Related 
Dementias (ADQ) 

A second instrument of assessment employed in the 

present study was the Questionnaire on AD and Related 

Dementias (See Appendix G). This Questionnaire was 

developed by the researcher. The ADQ followed in format, 

and utilized six of the Self-Assessment Questions on AD 

(i.e., numbers 3, 11, 12, 14, 21, and 26) developed by 

Blass (1985), in his volume on AD for the journal, 

Disease-a-Month. The researcher obtained written 

permission from Blass to include these six questions 
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among ADQ items. Other of the ADQ items were taken 

from The Alzheimer's Family Care Guide, a guide to AD 

caregiving, authored by Long Beach Community Hospital 

(1984). 

The Questionnaire on AD and Related Dementias was 

developed by the researcher according to established 

psychometric principles and procedures. First, face 

validity was given the ADQ through inclusion of only 

those items relevant to the medical aspects of AD (i.e., 

diagnosis, etiology, symptomatology, clinical course, and 

neuropsychological deficits) and the physical/emiOtional 

aspects of AD caregiving—the principal focuses of AD 

training. Second, content validity for the ADQ was 

established through use of McGehee and Thayer's (1961) 

threefold approach to needs assessment (organization, 

task, and person analyses), where the geriatric training 

needs of the nursing profession, the specifics of training 

content and technique, and the nursing personnel appropri

ately targeted for training intervention were determined, 

respectively. The details of each analysis were written 

earlier in this paper (see pages 32-54), and for this 

reason, will not be iterated here. Suffice it to say 

that the procedures required to complete these analyses 

v/orked to ensure the validity of the ADQ with regard to 

content appropriateness and representation. Third, the 

internal consistency of the ADQ v/as calculated to be .373, 
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using Kuder-Richardson's reliability formula (Anastasi, 

198 2). It can be shown mathematically that the Kuder-

Richardson reliability coefficient is actually the mean 

of all split-half coefficients resulting from different 

test splittings (Cronbach, 1951). On the other hand, the 

standard split-half coefficient is based on a planned 

split designed to yield equivalent sets of items. Hence, 

unless the items are highly homogeneous, the Kuder-

Richardson coefficient will be substantially lower than 

the split-half reliability. The more numerous the types 

of test items (e.g., items covering various medical and 

caregiving aspects to AD), the lower the test homogeneity 

and consistency of test-taker performance across all items. 

The 50-item ADQ is highly heterogeneous, not only in terms 

of item type as defined above, but type of format (e.g., 

true-false and multiple choice) as well. In retrospect, 

the ADQ could have been better established psychometrically 

had its items been broken down into homogeneous components 

and standardized on a pool of 1,000-1- subjects (i.e., 

approximately 20 per item). As it stands now, ADQ data 

reflects the low internal consistency of the test, and 

must necessarily be interpreted with caution. 

The ADQ's 50 items are scored either correct or in

correct. The higher the total score on the Questionnaire, 

the greater the knowledge about AD and related dementias. 

Scores on the ADQ can thus range from 0 to 50. 
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Facts on Aging: A Short Quiz (FA) 

The FA (Palmore, 1977) consists of 25 true-false 

items covering the basic physical, mental, and social 

facts of, as well as the most common misconceptions about, 

aging (See Appendix H). Palmore considers his Quiz to be 

an improvement upon several previous aging scales and 

tests in that it is short, well documented, and consists 

of factual statements only. The author recommends five 

uses for his instrument: (a) as a stimulus for group 

discussion and clarification of misconceptions; (b) to 

measure and compare different groups' overall levels of 

information about aging; (c) to identify the most frequent 

misconceptions about aging; (d) as an indirect measure of 

bias toward the aged; and (e) to measure the effects of 

lectures, courses, or other training programs by comparing 

before and after net anti- and pro-aged bias scores. In 

the present study, Palmore's FA was used to measure change 

in knowledge about and bias toward the aged pre and post 

training on AD and related dementias. 

Palmore (1977) classified the following 16 items as 

indicating a negative aged bias if answered incorrectly: 

1, 3, 5, 7, 8, 9, 10, 11, 13, 16, 17, 18, 21, 22, 24, and 

25. A positive bias was indicated if the following five 

items are answered incorrectly: items numbered 2, 4, 6, 

12, and 14. By subtracting the percentage of errors on 

the negative bias items from the percentage of errors on 
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the positive bias items, a net pro-aged or anti-aged 

score was computed. If the resulting score was found 

to be negative, it indicated a net anti-aged bias; if 

it was positive, it indicated a net pro-aged bias. 

This scoring procedure for determining pro- versus 

anti-aged bias was used in the present study. 

In Palmore's original study (1977), his FA was 

administered to three samples: (a) 8 7 undergraduates 

from Duke University, who were enrolled in Sociology 

classes; (b) 44 graduate students from Duke and 

Pennsylvania State Universities, who were studying 

Human Development; and (c) 11 faculty members from Duke 

and Pennsylvania State Universities, who were in the 

field of Human Development. Differences in the groups' 

overall levels of information about aging (undergraduates 

averaged 65% correct, graduates averaged 80% correct, and 

faculty members averaged 90% correct) support the FA's 

validity. Palmore's study (1977) revealed that under

graduate and graduate samples tended to have more 

anti-aged errors than pro-aged errors. However, there 

was little difference in anti-aged and pro-aged errors 

among faculty members, suggesting that with increased 

information about aging, bias toward the aged diminishes. 

Hannon (1980) used Palmore's FA to measure change in 

information level before and after a course on aging in a 

graduate nursing curriculum. Hannon found that the 
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students' level of information increased as a result of 

course participation. Hannon reported a mean score of 

8.1 for items scored incorrectly before the course, with 

standard deviation = 2.3; post course, the mean score was 

5.5, with standard deviation =1.5. It was further found 

that students made fewer pro- and anti-aged errors 

following the course on aging, although overall, they 

tended to make more anti- than pro-aged errors. 

Additional Materials 

Filmstrip: "Living with Grace" 

The informational film employed in the present study, 

titled "Living with Grace," was produced by the University 

of Maryland Video Services Department (Nevins, 1984) . The 

film follows an Alzheimer's victim and her devoted 

husband/caregiver through the course of a "typical" day. 

The film's principal characters are not professional 

thespians, but rather, "real people" coping with the 

ravages of the deteriorative course of AD. The film's 

length is approximately 27 minutes. 

Slide Presentation: AD Interaction 

The second audiovisual technique utilized in the 

present study was a slide presentation developed by the 

researcher. The presentation depicts an AD patient, his 

wife/caregiver, and the researcher in interaction during 

a visit to an area nursing facility, where the AD patient 
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then resided. In addition to showing the three engaged 

in one of many AD patients' favored activities, singing, 

the slide presentation demonstrates one of the most 

useful techniques of AD caregiving, that is, comfort 

offered by human touch. Also evident in the slides were 

select of the neuropsychological deficits (i.e., body 

contractures, body rigidity, fixed visual field, etc.) 

described earlier in this paper, as manifested in the 

AD patient. The slide presentation included 36 slides, 

and lasted approximately 8 minutes. 

Procedures 

In the Fall of 1987, before the start of the study, 

LVt̂  Program Directors of the three area campuses of South 

Plains College (Plainview, Lubbock, and Levelland) were 

contacted to target those LVN students most appropriate 

for study inclusion. Second semester LVN students were 

selected for two principal reasons: (a) It was known 

that AD training would occur in the Spring of 1988, which 

was the second semester of study for most of the college's 

LVN students; and (b) despite possibilities for use of 

other LVN students at Campux X due to ongoing enrollment, 

use of only second semester students would assure the 

three groups some degree of equivalence in terms of 

coursework completed. A total of 73 LVN students v/ere 

identified for study inclusion, with campus A n = 20, 
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campus X n = 27, and campus B n = 26. The campuses have 

been identified by letter to protect the identities of 

the individual LVN programs. 

Approximately two weeks prior to the scheduled AD 

training, all subjects were asked to complete the 

following three instruments: (a) The Demographic 

Questionnaire (DQ); (b) The Questionnaire on Alzheimer's 

Disease and Related Dementias (ADQ); and (c) Facts on 

Aging: A Short Quiz (FA), as pretraining indicators of 

AD knowledge and attitude toward the aged. These three 

instruments were administered by the LVN Program Directors 

so that experimenter influence was limited to training. 

Program Directors were asked to help the experimenter 

assure subject anonymity by instructing students to 

identify themselves on instruments by social security 

number only. No other known instructions were provided 

the subjects. Neither the Program Directors nor subjects 

were informed of the study's specific hypotheses. Subjects 

believed the experimenter's primary purpose was to provide 

training on AD and related dementias, with emphasis on 

offering strategies for more effective caregiving. 

Following this first test administration, the means 

and standard deviations of data for the three campuses 

were studied to learn if any of the campuses differed 

significantly from the others with regard to AD knowledge 

and/or knowledge of aging and the aged, as measured by the 
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ADQ and FA instruments, respectively. The Questionnaire 

on Alzheimer's Disease and Related Dementias means for the 

three campuses (A, X, and B) were 33.1, 31.88, and 32.76, 

with corresponding standard deviations of 3.61, 3.49, and 

3.5, respectively. For FA, in order, the means for the 

campuses were 14.25, 16.88, and 14.16, with corresponding 

standard deviations of 1.99, 2.5, and 1.7. Pretraining data 

for campuses A, X, and B were calculated based on sample 

sizes, in order, n = 20, n = 26, and n = 25, indicating a 

loss of two subjects from study initiation. It should be 

noted that a subject was dropped when his or her data was 

in excess of six incomplete items on either the ADQ or FA 

during any test administration. Based upon this initial re

view of the data, campus X was dropped from consideration as 

a potential control group for the study, and instituted as 

an additional experimental group. A coin was then tossed to 

randomly choose which of the remaining two campuses would 

serve as the study's control group. Campus A was selected. 

Statistical analyses performed later in the study 

lent support to the early decision to omit campus X from 

control group consideration. While no significant pretest 

differences were found among campuses with regard to AD 

knowledge, F (2, 60) = 0.25, p>.05 (see Table 1), a 

second analysis of variance revealed highly significant 

differences related to knowledge of aging and the aged, 

F (2, 60) = 12.87, p<.0001 (see Table 2). Post hoc 
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Table 1: Pretest Analysis of Variance for ADQ Scores 

Source df SS MS F 

Campus 2 6.265 3.133 0.25 

Error 60 753.29 12.554 
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Table 2: Pretest Analysis of Variance for Knowledge of 
Aging/Aged Taken from FA 

Source df SS MS 

Campus 

Error 60 

120.225 

280.188 

60.112 

4.670 

12.87* 

*p < .0001 
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investigation using Schef fe's S Test (Kirk, -1982) shov/ed 

campus X to be deviant where knowledge of aging and the 

aged were concerned, with confidence intervals for 

pairwise comparisons corresponding to the .05 criterion 

of significance (Welkowitz, Ewen, & Cohen, 1982). 

The control campus was provided training on AD and 

related dementias identical to the two experimental 

campuses, but received the training immediately following 

a second testing on the forenamed instruments. The ex

perimental campuses received AD training immediately before 

the second testing. Subject groups were last tested on the 

instruments in follow-up, six weeks after training. At the 

second and third testings, an abbreviated version of the 

Demographic Questionnaire was utilized. The ADQ and FA, 

however, were administered in forms consistent with those 

at first testing. All three testing sessions occurred 

across the College's three campuses at approximately the 

same time (i.e., within 7-12 days of each other). 

Since an additional eight subjects were lost at the 

time of second testing, LVN Program Directors were asked 

to remind subjects to complete all follow-up items. At 

the end of the three test administrations, complete data 

had been secured for study N = 63, with sample sizes for 

campuses A, X, and B a t n = 1 8 , n = 2 5 , and n = 20, 

respectively. 
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It should be noted that a third analysis of variance 

revealed significant differences across campuses at first 

testing with regard to attitude tov/ard the aged, F (2, 60) 

= 10.87, £ <.0001 (see Table 3). Post hoc investigation 

with Sheffe's S Test again showed campux X to be deviant 

from the remaining campuses in terms of aged bias. Confi

dence intervals for all Scheffe pairwise comparisons 

corresponded to the .05 criterion of significance. 

Having discerned campus X to be significantly 

different from A and B campuses in terms of both 

knowledge of and attitude toward the aged, it was decided 

that campus X would be omitted from further experimentwise 

analyses. As a result, the effects of AD training on both 

knowledge and attitude variables were better tested across 

the two more closely similar groups, campuses A and B. 

However, data obtained from campus X were studied and used 

descriptively as additional support for the effects of 

training on AD knowledge gain, and as indication of one 

program's efforts to positively alter attitudes toward 

the aged. 

Hypotheses 

The following serial hypotheses were examined in the 

current study: 

1. The second test mean for the Experimental Group 

(B) will be significantly greater than the second test 
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Table 3: Pretest Analysis of Variance for Bias Toward 
the Aged Taken from FA 

Source df SS MS 

Campus 2 1.709 .854 10.87* 

Error 60 4.715 0.078 

* £ < .0001 
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mean for the Control Group (A) with regard to knowledge 

of AD and related demientias. 

2. The second test mean for the Experimental Group 

(B) will be significantly greater than its first test 

mean with regard to knowledge of AD and related dementias. 

3. The third test mean for the Experimental Group 

(B) will be significantly greater than its first test 

mean with regard to knowledge of AD and related dementias. 

4. The second test mean for the Experimental Group 

(B) will be significantly greater than the second test 

mean for the Control Group (A) with regard to attitude 

toward the aged. 

5. The intercorrelations among AD knowledge, 

knowledge of aging and the aged, and attitude toward 

the aged scores for the three test times will be positive 

and significantly greater than zero, as tested by the 

Pearson Product Moment Correlational Method. 



CHAPTER V 

RESULTS 

This chapter will present the findings of the current 

study in the following order: (a) subject characteristics, 

(b) data analyses for the testing of hypotheses, and (c) 

supplemental analyses performed on a demographic variable. 

Subject Characteristics 

Table 4 presents information about the sex and age 

of the study's 63 subjects who completed demographic, AD 

knowledge, and knowledge of aging/attitude instruments at 

all three test administrations. Data are presented by 

campus. 

Mean scores and standard deviations for the Question

naire on Alzheimer's Disease and Related Dementias (ADQ) 

are presented in Table 5. Mean scores and standard 

deviations for Facts on Aging: A Short Quiz (FA), in 

measurement of knowledge of aging and the aged, are 

presented in Table 6. Table 7 shows the mean scores 

and standard deviations for the FA, in measurement of 

attitude (i.e., bias) toward the aged. 

No significant first test differences were found 

among the three campuses with regard to AD knowledge, 
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Table 4: Subject Characteristics 

A^e 

19 or Less 

20-22 Years 

23-30 Years 

31-40 Years 

41-50 Years 

50 or Older 

Campus 

A B X 

Sex 

Female 18 19 2 4 

Male O i l 

2 

2 

8 

4 

2 

0 

2 

2 

7 

6 

2 

1 

0 

5 

12 

5 

3 

0 
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Table 5: Means and Standard Deviations of ADQ Knowledge 
Scores by Campus 

Test Time 

2 

18 

32.83 

3.71 

18 

34.22 

4.43 

18 

40.0 

4.63 

Campus A 

n 

M 

SD 

Campus B 

n 

M 

SD 

Campus X 

n 25 25 25 

M 32.08 44.72 39.72 

SD 3.41 3.98 4.04 

20 

32.55 

3.55 

20 

44.25 

2.20 

20 

38.25 

3.99 

Note: Campus X data are presented for purposes of 
description and supplemental analyses. 
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Table 6: Means and Standard Deviations of FA Knowledge 
Scores by Campus 

Test Time 

Campus A 

n 

M 

SD 

Campus B 

n 

Campus X 

n 

SD 

18 

14.39 

2.03 

18 

14.33 

2.20 

18 

13.77 

2.86 

20 20 20 

M 13.95 13.20 14.75 

SD 1.73 2.52 2.15 

25 25 25 

14 16.96 17.04 16.68 

2.52 2.54 2.11 

Note: Campus X data are presented for purposes of 
description and supplemental analyses. 
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Table 7: Means and Standard Deviations of FA BIAS Scores 
by Campus 

Test Time 

Campus A 

n 

M 

SD 

Campus B 

n 

M 

SD 

Campus X 

n 

18 

- 0 . 3 2 

. 2 3 

18 

- 0 . 3 8 

. 1 7 

18 

- 0 . 4 0 

. 1 5 

20 

- 0 . 2 4 

.32 

20 

- 0 . 4 0 

.28 

20 

- . 2 7 

.28 

25 25 25 

M .05 -.0003 -.03 

SD .276 .30 .32 

Note: Campus X data are presented for purposes of 
description and supplemental analyses. 
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as measured by the ADQ, F (2, 60) = 0.25, £ >.05 (see 

Table 1). However, analysis of variance revealed highly 

significant differences related to knowledge of aging 

and the aged, as measured by the FA, F (2, 60) = 12.87, 

£ <.0001 (see Table 2). A post hoc investigation using 

Scheffe's S Test (Kirk, 1982) revealed campus X as the 

deviant one where knowledge of aging and the aged were 

concerned, with confidence intervals for all pairwise 

comparisons corresponding to the .05 criterion of 

significance. A third analysis of variance was performed 

to discern if there were significant differences among 

campuses at the time of first testing with regard to 

attitude toward the aged, as measured by the FA. Results 

showed a highly significant difference, F (2, 60) = 10.87, 

£ <.001 (see Table 3), with Scheffe's post hoc S Test again 

exposing campus X as deviant from the remaining campuses 

in terms of aged bias. Confidence intervals for all 

Scheffe pairwise comparisons corresponded to the .05 

criterion of significance. Having found campus X to be 

significantly different from both A and B campuses on one 

of the study's two dependent variables, attitude toward 

the aged, as well as on a variable of supplemental 

interest, knowledge of aging and the aged, it was decided 

to drop campus X from further experimentwise analyses. 

Campus X data were used descriptively and in various 

supplemental analyses. 
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Data Analyses 

Tests of the Hypotheses 

Hypothesis 1 

The second test mean for the Experimental campus B 

will be significantly greater than the second test mean 

for Control campus A with regard to knowledge of AD and 

related dementias. 

As predicted, subjects of Experimental campus B 

demonstrated a significantly greater mean knowledge of 

AD and related dementias (M = 44.25; SD = 2.19 7) at second 

testing than did subjects of Control campus A (M = 34.222; 

SD = 4.426), t (36) = 8.995, £ <.0001 (see Figure 2). 

Results of the between groups t-test for independent 

means thus support the hypothesis. 

Subjects provided the 4-hour training module on AD 

and related dementias prior to second testing (i.e.. 

Experimental campus B subjects) did evidence greater AD 

knov/ledge than subjects provided the same training imme

diately following second testing (i.e., subjects of 

Control campus A). This result, having established a 

decided difference between the two groups at second 

testing, indicates that training was indeed effective 

in producing AD knowledge gain in subjects. In addition, 

this result sanctions within group analyses of AD knowledge 

gain over time. 
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Figure 2: Interaction of Campus by Time for ADQ Scores 

50-

40-

30-

A 

B 

A - Control Campus 

Time of Testing 

B - Experimental Campus 
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Hypothesis 2 

The second test mean for the Experimental campus B 

will be significantly greater than its first test mean 

with regard to knowledge of AD and related dem.entias. 

As predicted, subjects of the Experimental campus B 

demonstrated a significant increase in knowledge of AD 

and related dementias from first testing to second testing 

(D = 11.70; SD = 4.42), t (19) = 11.822, £ < .0001 (see 

Figure 2). Results of the within group t-test for 

correlated means support the study's second hypothesis. 

Subjects of Experimental campus B significantly 

increased in knowledge of AD and related dementias from 

first to second test administrations. This result sub

stantiates AD training as effective in producing knowledge 

gain. Additional support for AD knowledge gain, pre and 

post training, is provided by two supplement t-tests for 

correlated means. First, subjects of campus X, the 

Experimental campus dropped from formal experimentv/ise 

analyses, also demonstrated a significant gain in AD 

knowledge from first to second testing as shown by the 

statistic, D, the mean difference between first and 

second testing occasions (D = 12.64; ^ = 4.110), 

t (24) = 18.189, £ <.001. This knov/ledge increase was 

also seen in subjects of Control campus A from second 

to third testings (i.e., the test adm.inistrations pre 

and post AD training) (D = 5.777; SD = 4.110), 
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t (17) = -5.965, £<.001 (see Figure 2). One final t-test 

analysis was performed as a manipulation check of control 

group findings related to AD training. A t-test for 

correlated means demonstrated no significant increase 

in AD knowledge for subjects of Control campus A from 

first to second testings (D = 1.389; SD = 4.286), 

t (17) = 1.375, £>.05 (see Figure 2). Since both first 

and second testings for group A were carried out prior 

to training, the effect found in t-test analysis of AD 

knowledge gain from test times two to three (given above) 

can largely be attributed to AD training. 

Hypothesis 3 

The third test mean for Experimental campus B will 

be significantly greater than its first test mean with 

regard to knowledge of AD and related dementias. 

As predicted, subjects of Experimental campus B 

retained their significantly increased level of AD 

knowledge at the time of third testing as compared to 

first (D= 5.7; SD= 3.84), t (19) = 6.638, £< .001 

(see Figure 2). Results of the within group t-test 

for correlated means support the third hypothesis. 

In this extended examination of training effects, 

it was found that subjects of Experimental campus B not 

only significantly increased in knowledge of AD as a 

result of training, but retained that knowledge over 
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6-week follow-up. Additional support for the retention 

of AD knowledge gain over time is provided by a supple

mental t-test for correlated means. Subjects of campus X, 

the experimental campus dropped from formal experimentwise 

analyses, demonstrated the same AD knowledge retention at 

third testing as compared to first (D = 7.64; SD = 4.27), 

t (24) = 8.944, £<.001. The fact that Control campus 

subjects significantly increased their AD knowledge scores 

from second to third testings, even after six weeks' time 

passage (D = 5.777; SD = 4.110), t (17)= - 5.965, £ < .001 

(see Figure 2) further indicates retention of AD material 

over time by campus subjects. The tests of hypotheses 1, 

2, and 3 firmly establish the effectiveness of AD training 

to produce AD knowledge gain. 

Hypothesis 4 

The second test mean for the Experimental campus B 

will be significantly greater than the second test mean 

for Control campus A with regard to attitude toward the 

aged. 

The prediction that subjects of Experimental campus B 

would demonstrate a significantly more positive mean bias 

toward the aged (M =-0.399; SD = 0.283) at second testing 

than would subjects of Control campus A (M = -0.385; 

SD = .173) was not supported, t (36) =-0.182, £>.05. 

Results of the between groups t-test for independent means 

necessitate rejection of the study's fourth hypothesis. 
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Neither Experimental campus B nor Control campus A 

subjects given training on AD with persuasive pro-aged 

communications showed positive change in bias toward the 

aged. Because this result failed to establish any signif

icant difference between the two groups regarding attitude 

toward the aged, training cannot be thought to have posi

tively influenced attitude, despite persuasive pro-aged 

messages in its content. 

In general, training appears to have had little 

effect on attitudes toward the aged (see Table 7). First, 

subjects of Control campus A did not evidence a significant 

change in attitude from test administrations two to three 

(i.e., pre and post training) (D = 0.013; S^ = .2), 

t (17) - .280, £ >.05. Second, subjects of campus X, the 

Experimental campus dropped from formal experimentwise 

analyses, also did not change significantly from first to 

second testing (those testings pre and post training) 

(D = -0.053; SD = 0.245), t (24) = -1.081, £>.05. A 

final t-test analysis was performed as a manipulation 

check of Control group findings related to bias tov/ard 

the aged. A t-test for correlated means demonstrated 

no significant change in anti-aged bias for subjects of 

Control campus A from first to second test administrations 

(D = -0.062; ^ = .202) , t (17) = -1.298, £ > .05. Since 

both first and second test administrations were carried 

out prior to AD training, and no significant attitude 
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change was found pre and post training for control or 

experimental campuses, training appears to have had 

virtually no effect on attitudes. Means and standard 

deviations indicate that Experimental campus B and 

Control campus A subjects' attitudes toward the aged were 

negative at study initiation and remained so throughout 

study participation. Subjects of Experimental campus X, 

relative to the remaining two subject groups were unbiased 

in attitude toward the aged (see Table 7). 

Hypothesis 5 

The intercorrelations among AD knowledge, knowledge 

of aging and the aged, and bias toward the aged scores 

for the three test times will be positive and significantly 

greater than zero, as tested by the Pearson Product Moment 

Correlation. 

The intercorrelations among AD knowledge, knowledge 

of aging, and bias toward the aged scores are presented 

by campus in Tables 8, 9, and 10. Correlational coeffi

cients for campus A are presented in Table 8. Table 9 

shows correlational coefficients for campus B. Table 10 

presents the correlational coefficients for campus X. 

Control campus A data suggest some relationship 

between knowledge of AD and related dementias and 

knowledge of aging, with three correlations positive 

and significant between the two variables. All three 
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significant correlations occurred at the third 

administration of the ADQ. Thus, it may be that early 

knowledge of aging acted to sensitize students to the 

importance of training, thereby enhancing learning of 

AD material. Correlations between knowledge of aging 

and bias toward the aged indicate little relationship 

between the two variables. Only one of nine correlations 

was positive and significant. This correlation suggests 

that early attitude toward the aged was related to 

campus A students' pre-training knowledge of aging. It 

should be noted that no relationship was found between AD 

knowledge and bias toward the aged. Two of three intra-

correlations for ADQ were significant, indicating a strong 

relationship between early and later knowledge of AD. 

Additionally, all three FA intracorrelations were signif

icant, showing a powerful relationship between early and 

later knowledge of aging. Only one of three bias 

intracorrelations was significant for campus A, indicating 

only a pre-training relationship between early and later 

aged bias. Review of Table 7 reveals that campus A's 

pre-existing negative bias toward the aged held over time. 

Experimental campus B data show a consistently strong 

relationship between knowledge of aging and bias toward 

the aged (six of nine correlations positive and significant). 

Since four of these six correlations occurred at the time 

of training for campus B students (i.e., second test 
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administration) or afterward (i.e., third test 

administration), AD training may be implicated in the 

relationship between variables. However, this seems 

unlikely given the small changes in campus means and 

standard deviations for bias scores given in Table 7, and 

knowledge of aging scores given in Table 6. Correlations 

between AD knowledge and knowledge of aging scores for 

campus B indicate little relationship between the two 

variables. Only one of nine correlations was positive 

and significant. This correlation showed the two 

variables to be related only at first test administration. 

As was the case for campus A students, no relationship 

was found between AD knowledge and bias toward the aged. 

One of three intracorrelations for ADQ was significant, 

as was one of three intracorrelations for FA, indicating 

some relationship between early and later AD knowledge, 

and early and later knowledge of aging, respectively. All 

three intracorrelations for bias scores were significant, 

revealing a powerful relationship between early and later 

aged bias for campus B students. As can be readily seen 

from Table 7 data, campus B students began the study with 

pre-existing negative bias toward the aged, and maintained 

this bias throughout study participation. Thus, correla

tional data for campuses A and B suggest that stereotypes 

toward the aged persist over time and are resistant to 

change. 
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Correlational data for campus X, the experimental 

campus dropped from formal experimentwise analyses, reveal 

no significant relationships among the variables, AD 

knowledge, knowledge of aging, and aged bias. It should 

be recalled that campus X was found to be deviant from 

campuses A and B with regard to both knowledge of aging 

and bias toward the aged (see Tables 6 and 7, respectively). 

Campus X students demonstrated greater mean knowledge of 

aging across test administrations than did students of 

campuses A and B, while maintaining a decided lack of 

aged bias. It should seem that increased knowledge of 

aging helps lessen negative aged bias; yet, no statis

tically significant relationship was found to exist between 

the two variables. However, all three intracorrelations 

for knowledge of aging were significant, as were all three 

intracorrelations for aged bias, indicating powerful rela

tionships between early and later aging knowledge, and 

early and later aged bias, respectively. Finally, two 

of three intracorrelations for AD knowledge were positive 

and significant for campus X students, suggesting a 

consistently strong relationship between early and later 

knowledge of AD. An overall review of the correlational 

data for AD knowledge and aged bias across all three 

campuses show results consistent with those of at least 

one previous study (Huszti, 1987), indicating that 

knowledge, however specialized or effective, does not 
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necessarily alter the directional status of attitudes or 

affect their strength. 

Supplemental Analyses of a 
Demographic Variable 

In addition to the study's formal hypotheses 

regarding knowledge gain and attitude change, it was 

hoped that program participation would act to enhance 

LVN students' feelings of professional worth. Means and 

standard deviations for subjects' ratings of professional 

self are presented in Table 11. 

Results of the between groups t-test for independent 

means, t (36) = .769, p>.05, did not support the expecta

tion that subjects of Experimental campus B would 

demonstrate a significantly more positive rating of 

professional self (M = 1.65; ^ = .489) at second testing 

than would subjects of Control campus A (M = 1.5; SD = 

.707). Because this result failed to establish any 

significant difference between the two groups regarding 

subjects' sense of professional self, training cannot be 

thought to have positively influenced the vocational 

esteem of subjects. 

In general, training appears to have had very little 

effect on self-rated vocational esteem (see Table 11). 

First, subjects of Control campus A did not evidence a 

significant change in self-rated professional worth from 

test administrations two to three (i.e., pre and post 
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Table 11: Means and Standard Deviations of Subjects' 
Ratings on Variable, Professional Self, by 
Campus 

Campus A 

n 

M 

SD 

Test Time 

2 

18 

1.833 

.618 

18 

1.5 

.7 

18 

1.611 

.608 

Campus B 

n 

M 

SD 

20 

2.0 

.649 

20 

1.65 

.489 

20 

1.65 

.587 

Campus X 

n 

M 

SD 

25 

1.72 

.542 

25 

1.52 

.51 

25 

1.44 

.507 

Note: Campus X data are presented for purposes of 
description and supplemental analyses. 

Five-point rating scale for the demographic 
question was as follows: 1 = very positive; 2 = 
positive; 3 = fair; 4 = negative; 5 = very negative 
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training) (D = -0.11; SD = .583), t (17) = -0.809, p >.05. 

Second, subjects of campus X, the Experimental campus 

dropped from formal experimentwise analyses, also did not 

change significantly from first to second testing (those 

testings pre and post training) (D = -0.20; SD = .577), 

t (24) = -1.732, £>.05. One final t-test analysis was 

performed as a manipulation check of control group findings 

related to self-rated professional esteem. A t-test for 

correlated means found significant change in vocational 

esteem for subjects of Control campus A from first to 

second test administrations (D = -0.333; ^ = .485), t 

(17) = -2.915, £ <.01. Since the experimental manipulation 

had not yet occurred for control subjects at the time of 

second testing, changes in subjects' ratings of professional 

self cannot be thought to have resulted from training. It 

may be that some in vivo factor or factors (e.g., clinical 

experience concomitant with training) occurring between 

testings negatively impacted subjects' perceptions of 

professional worth. Whatever the cause of significant 

change for campus A, because of it, the campus did not 

function as a control group with regard to the demographic 

variable, professional self. Thus, the results from 

analyses of professional self data are at best, highly 

suspect, if at all interpretable. 



CHAPTER VI 

DISCUSSION 

This chapter first discusses the findings for the 

study's five formal hypotheses. It should be noted that 

Hypotheses 1 and 2, both concerned with pre versus imme

diate post test effects of AD training, have been combined 

in discussion to avoid unnecessary repetition of material. 

Discussion of analyses for a demographic variable of 

interest follows. General conclusions and limitations 

of the study are addressed. Finally, recommendations are 

advanced for future training programs on demientia. 

Results and Implications of Hypothesis 
Testing and Supplemental Analyses 

Hypotheses 1 and 2 

1. The second test mean for the Experimental Group 

(B) will be significantly greater than the second test 

mean for the Control Group (A) with regard to knowledge 

of AD and related dementias. Results confirm that 

Experimental subjects did evidence a significantly 

greater mean knowledge of AD and related dementias 

at second testing that did Control subjects. 

2. The second test mean for the Experimental campus 

B will be significantly greater than its first test mean 

105 
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with regard to knowledge of AD and related dementias. 

As predicted, subjects of the Experimental campus B 

demonstrated a significant increase in knowledge of AD 

and related dementias from first to second test admin

istrations. 

It is not surprising that the study's training module 

worked to increase subjects' knowledge of AD and related 

dementias. Because the topic is not comprehensively 

covered within geriatric nursing curricula, subjects of 

the current study may have been more motivated to learn 

the material presented in training. 

The significant increase in Experimental subjects' 

scores at test administration two no doubt reflects the 

fact that testing was completed imm.ediately following the 

training which provided information needed to correctly 

answer all ADQ items. Thus, subjects of Experimental 

Groups B and X (t-analysis of campus X was presented as 

supplemental to hypothesis 2 testing), had to retain 

training material only briefly to score well on the ADQ 

at second administration. However, the effectiveness 

of training to produce significant gain in knowledge of 

AD is not to be underestimated, since this gain was also 

seen for subjects of Control campus A, pre and post 

training administrations, test times two and three, 

respectively, despite the passage of six weeks. 



107 

It should be qualified that the ADQ's format likely 

contributed to subjects' high scores at post training test 

administrations. The ADQ, developed by the current 

researcher, contains both multiple choice and true-false 

items. Both types of questions require subjects to simply 

recognize the correct answers, rather than recall/reproduce 

them through memory. 

However, the final two questions of the ADQ tested 

information beyond the material presented in training 

(see Appendix C). Of the study's 63 subjects, 43 answered 

question #49 correctly, while 62 responded correctly to 

item #50, suggesting that many students had processed AD 

material beyond that which was required to merely recognize 

the correct response. To the extent this is true, it is 

encouraging of students' abilities to independently, indeed 

creatively, process information into problem-solving 

technique. 

There are no previous studies to which the current 

study may be compared. To the experimenter's knowledge, 

no educational programs to date have been developed by 

independent sources to teach material on AD and related 

dementias. However, it is important to note that on 

February 15, 1988, a meeting was held of the Texas Council 

on Alzheimer's Disease and Related Disorders, whose 

legislative charge is to develop standards of excellence 

for employees in long term care of demented patients. 
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These standards of excellence will necessarily presuppose 

medical and caregiving expertise gained from educational 

and experiential processes. 

Hypothesis 3 

The third test mean for Experimental campus B will 

be significantly greater than its first test mean with 

regard to knowledge of AD and related dementias. As 

predicted, subjects of Experimental campus B retained 

their significantly increased level of AD knowledge at 

the time of third testing as compared to first adminis

tration. 

This examination of extended training effects 

clarified that experimental subjects did not significantly 

decline in AD knowledge, even after six weeks' time pas

sage. Supplemental support for retention of AD material 

is provided by the finding that subjects of Experimental 

campus X also retained their significantly increased level 

of AD knowledge at six-week follow-up. Additionally, 

subjects of Control campus A retained sufficient AD 

material to significantly "increase knowledge scores at 

post training administration, which occurred for them, 

six weeks later. 

Knowledge retention is perhaps the foremost goal 

of educational programs. The AD training module developed 

by the researcher for the current study appears to have 
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met this goal, at least for six v/eeks' time passage. 

Results from the testing of hypotheses 1, 2, and 3 confirm 

that it is possible to develop a time- and cost-effective 

program on geriatric dementia that will produce significant 

knowledge gain in students. This is important information 

given the Senate Committee's recent recommendation to the 

70th Legislature of Texas that encouragement be given to 

"state-supported medical, allied health, nursing, and 

social work schools to include in their curriculum the 

study of geriatric dementia" (Medders et al., 1987, p. 32). 

As noted by Brody, Lawton, and Liebowitz (198 4), 

demented patients "require highly skilled and sensitive 

attention because they cannot articulate their needs, the 

symptoms that signal illness, or even negative reactions 

to drugs" (p. 1382). Effective training is essential to 

sensitize nursing personnel to the needs of demented 

patients. Training on AD and related dementias would 

also benefit those direct care staff in long term facili

ties left uninformed of the medical reasons for behavior 

of the demented and unaware of more effective caregiving 

strategies. This benefit is well recognized by the Texas 

Council on Alzheimer's Disease and Related Disorders, 

charged with developing standards of excellence for 

employees in long term care of the demented. Training 

could also be used to advantage in disease support and 

therapy groups. In fact, application of the current 
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study's training module is limited only by one's lack of 

imagination. 

Hypothesis 4 

The second test mean for Experimental campus B will 

be significantly greater than the second test mean for 

Control campus A with regard to attitude toward the aged. 

Results did not support the prediction that subjects of 

Experimental campus B would demonstrate a significantly 

more positive mean in bias toward the aged at second 

testing than would subjects of Control campus A. Neither 

campus B nor A subjects who had been provided training on 

AD with persuasive pro-aged communications showed positive 

change in bias toward the aged. Since no significant 

difference was found between the two groups regarding 

attitude toward the aged, the current study's training 

module on AD and related dementias cannot be thought to 

have positively influenced attitude, despite persuasive 

pro-aged messages in content. 

In general, training appears to have had very little 

effect on subjects' attitudes toward the aged. Means and 

standard deviations indicate that Experimental campus B 

and Control campus A subjects' attitudes toward the aged 

were negative at study initiation and remained so through

out study participation. Subjects of Experimental campus 

X, relative to the remaining two subject groups were 



Ill 

unbiased in attitude toward the aged (see Table 7). 

Several factors which may have contributed to the lack 

of change in aged bias include the fact- rather than 

opinion-based nature of the instrument used to assess 

bias in the current study (FA), making attitude contingent 

upon knowledge of aging, and the likely impact of in vivo 

factors (e.g., clinical work in nursing homes and hospi

tals concomitant with training) on attitude toward the 

aged. It is also well established in the literature 

that "attitude change does not closely parallel content 

learning" (McGuire, 1985, p. 274). Further, in America, 

the elderly have long been negatively stereotyped 

(Gerbner et al., 1980; Kubey, 1980). Certainly, the 

more prevalent the stereotype, the stronger its 

resistance to change. 

Hypothesis 5 

The intercorrelations among AD knowledge, knowledge 

of aging and the aged, and bias toward the aged scores 

for the three test times will be positive and signifi

cantly greater than zero, as tested by the Pearson 

Product Moment Correlation. Correlational data, presented 

by campus, showed some relationship between knowledge of 

AD and knowledge of aging (three of nine correlations 

positive and significant), little relationship between 

knowledge of aging and aged bias (one of nine correlations 
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positive and significant), and no relationship between AD 

knowledge and bias toward the aged for campus A students. 

Campus B correlational data showed little relationship 

between knowledge of AD and knowledge of aging (only one 

of nine correlations positive and significant), a con

sistently strong relationship between knowledge of aging 

and aged bias (six of nine correlations positive and 

significant), and no relationship between knowledge of AD 

and aged bias. Finally, correlational data from campus X, 

the experimental campus dropped from formal experimentwise 

analyses, revealed no relationships among the three vari

ables, AD knowledge, knowledge of aging, and aged bias. 

Intracorrelations for the ADQ, FA knowledge, and FA bias 

scores overall indicated strong relationships between 

early and later AD knowledge, early and later knowledge 

of aging, and early and later aged bias, respectively 

(with data for all three campuses summarized collectively). 

Results suggest that negative bias toward the aged 

persists over time and is resistant to change. Fortu

nately, the relative lack of aged bias in campus X 

students also held over time. Correlational data also 

suggest that knowledge, however specialized or effective, 

does not necessarily alter the directional status of 

attitudes or affect their strength. 
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Supplemental Analyses of a 
Demographic Variable 

In addition to the study's formal hypotheses regarding 

knowledge gain and attitude change, it was hoped that pro

gram participation would act to enhance LVN students' 

feelings of professional worth. Results of the between 

groups t-test for independent means did not support the 

expectation that subjects of Experimental campus B would 

demonstrate a significantly more positive rating of 

professional self at second testing than would subjects 

of Control campus A. Because this result failed to 

establish any significant difference between the two 

groups regarding subjects' sense of professional self, 

training cannot be thought to have positively influenced 

the vocational esteem of subjects. 

In general, training appears to have had very little 

effect on self-rated vocational esteem. Means and standard 

deviations indicate that experimental and control subjects 

rated themselves similarly across test times (i.e., with 

professional self falling between "Positive" and "Very 

Positive" rating categories). Only control subjects 

demonstrated a significant change in self-rated profes

sional worth from first to second testing. Since the 

experimental manipulation had not yet occurred for control 

subjects at the time of second testing, changes in subjects' 

ratings of professional self cannot be thought to have 
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resulted from training. it may be that some in vivo 

factor or factors (e.g., clinical work concomitant with 

training) worked to negatively affect subjects' percep

tions of professional worth. Regardless of the cause 

of significant change for campus A, because of it the 

campus did not function as a "true" control group with 

regard to the demographic variable of professional self. 

For this reason, results from analyses of professional 

self data are at best, highly suspect, if at all 

interpretable. 

General Conclusions From 
the Current Study 

Since nursing exists as a profession to meet the 

health needs of society, these needs being dictated at 

least in part by the society's age distribution, nursing 

in America must now face in the direction of the aged. 

Alzheimer's disease ranks as the fourth most common cause 

of death in the United States, explaining in part why it 

is termed one of two "diseases of the century." Still, 

nursing curricula often omit detailed training material 

on this disease of aging. 

This study demonstrated that it is possible to 

develop a time- and cost-effective training program on 

AD and related dem.entias which will produce significant 

increases in recipients' knowledge of the disease. It 
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is encouraging that these knowledge gains were maintained 

over six weeks' time passage. 

It is discouraging, but not surprising, that attitudes 

toward the aged were not positively altered by either the 

AD training or the persuasive pro-aged communications 

within its content. Results showed that subjects main

tained attitudes over study duration, with no change in 

directional status and little change in strength. 

Any attempt to positively alter attitudes toward 

the aged is not without merit. However, it would seem 

that to maximize the potential success of programs designed 

to positively change attitude, persuasive pro-aged content 

should be provided message recipients over protracted time 

periods, with provision for concomitant positive behavioral 

interactions with the attitude object. 

Limitations of the Current Study 

Paramount among limitations of the current study were 

the instruments selected to measure AD knowledge, knowledge 

of aging and the aged, and bias toward the aged. First, 

the ADQ was necessarily developed for use in the current 

study since no psychometrically established instruments 

to measure knowledge of dementia yet exist. The ADQ was 

accorded face and content validities through careful 

selection of items based on recommendations by individuals 

considered to be SMEs in the area of AD and related 
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dementias. The primary purpose of the ADQ was to assess 

LVN students' knowledge of AD before and after training 

on the subject. Thus, it is most accurately regarded as 

a test, rather than scale. Regardless, the calculated 

internal consistency of the ADQ needs to improve over 

.373, the coefficient obtained from Kuder-Richardson's 

reliability formula (Anastasi, 1982). The Kuder-

Richardson 's reliability calculation was performed, rather 

than Cronbach's alpha (Anastasi, 1982), because responses 

to the ADQ are either correct or incorrect instead of 

scaled. Cronbach's alpha is designed for use with Likert. 

type items only. Anastasi noted that the Kuder-Richardson 

reliability coefficient is substantially lower than the 

split-half reliability when test items are heterogeneous, 

as is the case for the ADQ. With careful revisions to 

increase test homogeneity, both items and format types, 

and proper standardization, the ADQ would likely increase 

in measured internal consistency. At present, however, 

any conclusions based on use of the ADQ must be made with 

caution. 

Second, the FA may not have been the most appropriate 

instrument for measurement of attitude toward the aged. 

Certainly, the fact that it is short and well documented 

works in favor of its use. The FA was also beneficial in 

that two scores were obtained from its use, attitude 

toward the aged, and knowledge of aging and the aged. 
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Since the instrument consisted of 25 true-false items 

covering the basic physical, mental, and social facts of, 

as well as the most common misconceptions about aging, 

subjects' knowledge of aging and the aged was easily and 

quickly determined. The fact-based nature of the FA seems 

particularly appropriate for use within the educational 

setting, particularly when targeted at persons slated to 

work with the aged (e.g., LVN students). 

Although correlational data from Tables 8 and 10 

indicate a strong, positive relationship between early 

and- later aged bias as measured by the FA, several problems 

remain with its use. First, given the fact that present 

training in geriatrics within nursing curricula is rudi

mentary at best, it cannot be assumed that LVN students 

possessed the information necessary to perform well on the 

FA. Since incorrect answers to select sets of questions 

are used in computation to determine pro- versus anti-aged 

bias, ignorance of the facts on aging may virtually 

predict negative bias. Second, no reliability or validity 

data were available on the FA, despite its use in several 

studies (see the Chapter on Methods). It may be that the 

FA lacks psychometric data due to the relative absence of 

aging research within nursing education, or the data may 

have gone unreported. 

A second major limitation of the current study is 

found within the training module on AD and related 
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dementias. The module included material related to the 

diagnosis, etiology, clinical course of, and neuropsycho

logical deficits present in AD. Emphasis was placed on 

improving care provided the demented through presentation 

of interactional tips and problem-solving strategies 

for daily health care. This material alone would have 

been sufficient to fill the four hours designated for AD 

training. However, the experimenter wished to vary 

training technique to include audiovisual presentations, 

conference discussion, and case analysis. Thus, the 

module's material was presented at a pace perhaps too 

fast for processed comprehension. Although the material 

was retained at follow-up, this was accomplished via 

recognition, rather than recall. Relatedly, there was 

insufficient time to involve students in the learning 

process by conference discussion and case analyses. These 

training components were necessarily abbreviated. It is 

believed that students would have derived greater benefit 

from the module had it been extended to one day in length. 

Such an extension may have also served to permit the 

communication of more pro-aged persuasive messages. 

Recommendations for Future 
Dementia Research 

Due to decreased infant mortality, and advances in 

medical science and social welfare, persons aged 60 and 

over will comprise approximately 10% of the world's 
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population by the year 2000 (Roth, 1980). With dementia 

being one of the most common clinical syndromes in the 

geriatric population (Ware & Carper, 1982), and AD 

accounting for roughly 51% of all dementia cases (Teusink 

& Mahler, 1984) , the implications for future nursing care 

in America are staggering. Adjustments will be forced on 

the nursing professions, 

particularly as the social, medical and 
nursing maintenance of the increased numbers 
of aged persons becomes more costly and re
quires a steady growth in facilities, services, 
and personnel, as well as a proliferation of 
knowledge and skills.(Davis, 1986, p. 30) 

Training in geriatrics within nursing curricula is 

often rudimentary. Training on specific disease processes 

is often excluded from curricula due to educational time 

constraints. Thus, many nursing personnel enter the 

profession with little information applicable to very 

pressing caregiving concerns. 

The current study attempted to design a time- and 

cost-effective training module on AD and related dementias 

for presentation to those health care professionals most 

involved in care of the aged, that is LVNs and LVN stu

dents. It was hoped that this training would significantly 

increase both the AD knowledge and attitudes of its 

recipients. 

Results of the current study indicate that educational 

programs about AD and related dementias can produce signif

icant gains in knowledge of the topic, with at least short 
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term (i.e., six weeks) retention of material. Certainly 

other such training programs can be developed toward 

assuring our aged more sensitive and enlightened caregiving 

by health care professionals who are proud of their work 

and recognize its value to society. 

The experimenter recommends that future training 

programs on dementia again target LVNs and LVN students. 

Their need of information is tremendous, and it is they 

who stand to benefit most from learning the material. A 

second reason for targeting LVN personnel is their low 

status among nursing professionals. Their skill level is 

perceived as technical only, and too frequently, their 

contribution to the nursing profession is seen as minim.al. 

For these reasons, they are often overlooked for valuable 

training opportunities. 

Research efforts should continue to work toward 

promoting positive attitudes toward the aged by nursing 

personnel, since studies reveal negative attitudes and 

preferences against work with the aged are common among 

nurses (Kayser & Minnigerode, 1978; Wilhite & Johnson, 

19 78) . Training programs should present information on 

aging to allow for the possibility that increased 

knowledge of aging and the aged may produce less stereo

typing of the aged. Perhaps most importantly, educational 

institutions must make commitments to proffer pro-aged. 
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bias among students, over time and content of learning. 

It seems unlikely that any short term training project 

will have any significant effect on longstanding negative 

stereotypes of the aged. 
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TRAINING RECOMMENDATIONS OF SUPPORT GROUP 

SUBJECT MATTER EXPERTS 

1- Read The 36-Hour Day (Mace & Rablins, 1981) 
2. Provi(3e "gentle" care of patient (e.g., speak in soft tones 

when aciciressing the patient) 
3. Do not tease the patient; increases confusion 
4. Do not correct the patient even if he/she is wrong 
5. Do not argue with the patient 
6. Treat the patient with ciignity and understanding 
7. Avoid restraint of patient if at all possible 
8. Make frequent checks of restrained patients 
9. Provide loving care of patient 

10. "Hug and touch the patient" 
11. Supervise patient more closely 
12. Provide behavioral guidelines for the expenditure of excess 

energy displayed by the patient 
13. Provide for wandering behaviors 
14. Employ patience in caregiving 
15. Understand the frustrations and anger experienced by the 

patient attempting to communicate 
16. Learn the "psychology" of Alzheimer's (i.e., the "tricks" 

that help the patient through trying situations) 
17. Be aware of the physical condition of the patient, with 

frequent checks for toileting accidents and needed 
clean-up 

18. Learn historical information on patient to assure status 
as a "real" person 

19. Hold monthly meetings with the families of patients for 
feedback relevant to caregiving 

20. Provide lots of personal care of and attention to the 
patient 

21. Maintain loving, caring contact, tinted with kindness 
22. Train on problem-solving for the welfare of all involved. 
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PROBLEMS IN AD CAREGIVING AS IDENTIFIED 

BY THERAPY GROUP SUBJECT MATTER 

EXPERTS 

1. Threats and incidents of violence displayed by the patient 
2. The "guilt" stemming from myriad thoughts/events (e.g., "I 

should have known earlier"; or in response to the patient 
saying: "I do the best I can"; etc.) 

3. The acimission that one can no longer care for the patient 
alone 

4. The reality of incontinence 
5. Aggression out of caregiver control (e.g., while staying at 

a nursing facility) 
6. Wandering away; being lost for hours on end 
7. Restraint of a loved one, and the dangers presented by such 

restraint 
8. Frustration dealing with the Veterans Administration (i.e., 

attempting to get for patient what "he deserves" in terms 
of patient care) 

9. The realization that conversation with the patient was no 
longer possible 

10. The patient's inability to communicate effectively 
11. Hallucinations experienced by the patient, and ways to 

diplomatically manage them 
12. Dealing with the paranoia experienced by the patient 
13. Not being able to reason with or explain to the patient 
14. The patient's perpetual moving and losing of items, with 

resulting accusations of caregiver theft 
15. The patient's growing apraxias and loss of house chore ability 
16. Keeping anger in check, and patience and tolerance at the 

forefront of caregiver/patient interaction 
17. Medical problems (e.g., stroke with resulting paralysis) as 

the eye-opener to AD 
18. Recognizing and accepting the loss of business function in 

the patient 
19. Acceptance of the reality that AD is deteriorative; things 

will "only get worse" 
20. Difficulties with bathroom function (e.g., teaching the male 

patient to urinate while sitting) 
21. The management of dressing apraxia (e.g., mismatched shoes, 

pants put on backward) 
22. When the patient no longer smiles 
23. The patient's attempts to "go home" to childhood 
24. The patient's loss of recognition of his children 
25. The patient's disorientation as to "where he is" 
26. The patient's loss of recognition of his wife 
27. The patient's loss of ability to eat alone 
28. The patient's loss of ability to walk alone outside the home 
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29. The patient's loss of weight 
30. The patient's loss of physical stature (i.e., posture is 

no longer maintained; shoulders slump) 
31. The kaleidoscope behavior of the patient 
32. The patient's loss of control of minor, everyday abilities 
33. Not being able to talk to the patient 
34. Not being able to travel with the patient 
35. Not being able to "share" with the patient 
36. Learning how to celebrate the everyday 
37. Getting others (i.e., hospital staff, caregivers, family) to 

see the patient "as a person in need of respect and value as 
a human being" 

38. Getting people to CARE—"REALLY CARE" 
39. The lack of readily available information on AD 
40. The lack of needed services for patient care 
41. Being ignored by friends; the lack of support 
42. The inability to adequately care for self, given the demands 

of the patient (e.g., during physical illness) 
43. The patient being asked to "leave the job" because of 

incompetence 
44. The patient's increasing disorientation to time (e.g., inability 

to name the President of the U.S. at time of mental status 
exam) 

45. The patient's constant repetitions of everything said 
46. The patient's belief that his functioning remains superior to 

the caregiver's (e.g., over-the-shoulder supervision of the 
caregiver) 

47. The inability to rest, given the demands of the patient (i.e., 
inadequate sleep) 

48. The effect of the patient's condition on the caregiver (e.g., 
ulcers, congestive heart failure, etc.) 

49. Nursing home placement of the patient 
50. The patient's loss of recognition of his caregiver 
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TRAINING RECOMMENDATIONS OF LVN PROGRAM 

DIRECTORS AS SUBJECT MATTER 

EXPERTS 

1. AD etiology 
2. AD symptomatology 
3. Emotional aspects to the care of demented patients 
4. Treating the demented patient with respect and care 
5. Ethical dilemmas encountered in the care of demented 

patients 
6. Description of environmental facilities and type of 

structured care most conducive to patient well-being 
7. How to provide support to the families of demented 

patients 
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ALZHEIMER'S DISEASE AND RELATED 

DEMENTIAS TRAINING OUTLINE 

I - Introduction 

A. The trainer's experiences with Alzheimer's disease (AD) 
1. Research on the stresses/coping mechanisms of Alzheimer 

caregivers (Summer, 1985) 
2. President of the Alzheimer Disease Family Support Group 

of Lubbock (September, 1985-September, 1987) 
3. Therapist for the Alzheimer Therapy Group sponsored 

through the TTU Psychology Clinic (October, 1985-Present) 
4. Trainer for South Plains Association of Governments. 

Topic: "Emotional Reactions of Alzheimer Families" 
(March, 1987) 

B. Why AD training is critical 
1. Dementia is one of the most common clinical syndromes 

in the geriatric population; AD accounts for approxi
mately 51% of all dementia cases 

2. In the U.S., the increase in those over age 60 is now 
outstripping that of all other age groups; 11% of U.S. 
population is over age 65 

3. AD is considered the fourth most common cause of death 
in the U.S., after heart disease, cancer, and strokes 

4. The incidence of AD in the U.S. is expected to double 
over the next 45 years 

5. A large percentage of nursing home and hospital beds 
in the U.S. are occupied by the elderly, many of whom 
are demented 

6. LVNs most often care for these individuals 
7. Training is needed to advance LVN students' knowledge 

of AD and AD caregiving; an added assurance that AD 
patients will receive quality care 

II. Alzheimer's Disease and Related Dementias: Design of the Training 
Module 
A. Content Training Technicjues (Lecture, Audiovisual Presenta

tions 
1. Lecture on AD will include cursory reviews of: 

a. The diagnosis of AD (emphases: requirements for AD 
diagnosis; exclusionary status of diagnosis; mention 
that over 60 medical conditions resemble AD; associa
tion of AD with Parkinson's Disease; insidious onset) 

b. The etiology of AD (highlighted: 7 most researched 
and supported causative theories, including: 
1. Genetic/Familial Theory—Genetic studies concen

trate on populations with Guam-Parkinsonism-
Dementia Syndrome (G-P-D), and Down's Syndrome. 
Familial studies show 3-4X greater likelihood of 
occurrence in families presenting with AD. 
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2. BBB and Neurotoxic Theory--lndirect evidence 
points to BBB involvement in the pathogenesis 
of AD. With BBB permeability, potentially toxic 
environmental agents (most notably, silicon and 
aluminum) are free to act on the brain. 

3. Viral Theory—Only the "slow" viruses (scrapie, 
Kuru, etc.) show evidence of being directly asso
ciated with one of the primary pathologic changes 
seen in AD: the development of neuritic or 
amyloid plaque. There is no definitive clinical 
or epidemiological evidence for human-to-human 
transmission of Alzheimer's dementia. 

4. Neurotransmitter Defect Theory—The evidence for 
acholinergic deficiency in AD comes from numerous 
sources, leading to the development of a treatment 
strategy: 1,2,3,4—tetrahydro-9-aminoacridine 
(THA). Other neurotransmitter and neuropeptide 
deficits occur in AD. 

5. Immune Theory—Unknown is whether observed immune 
functions result from or are actually precursor 
to AD. 

6. Cerebrovascular Incompetence Theory—Radioactive 
procedures show a definite overall decrease in 
blood flow in senile dementia. The more severe 
the degree of intellectual deficit, the less blood 
flowing to the brain. Upon autopsy, it has been 
found that the areas in which blood flow was de
creased were the same areas in which brain decay 
and histologic changes of AD were manifest. 

7. Head Trauma Theory—Confiirmatory evidence exists 
for an etiological association between head trauma 
and AD. The specific mechanisms by which inci
dences of head trauma may act as a risk factor 
several decades later is unknown. However, where 
concussions are sustained, BBB permeability is 
increased, opening the brain to numerous toxins, 
viruses, and other serum proteins. 

c. The clinical course of AD: Stage differentiation 
through use of Reisburg's 7-stage "Cognitive Function 
Scale" (emphasis will be on the insidious onset of 
AD, and first signs of dementia; disease progression 
shows generalities as well as idiosyncrasies) 

d. The neuropsychological deficits in AD (outlined will 
be the progression from language disorders to apraxias 
and agnosias to contractures/body rigidity, personal/ 
spatial/temporal disorientation, incontinence, and 
death) 

The film "Living with Grace" will be shown to expose LVN 
students to one patient's Alzheimer symptomatology 
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3. Slides of an AD patient, his wife/caregiver, and the 
researcher will be shown. Disease progression in the 
patient will be described. Select neuropsychological 
deficits previously reviewed (i.e., contractures/body 
rigity, and agnosia) will be seen in patient 
symptomatology 

4. Class discussion of all content training materials 
B. Process Training Techniques (Modeling, Role-Play) 

1. Discussion of "sensitive" treatment of the demented 
patient (behaviorally defined by SMEs' stated problems 
in AD caregiving, and recommendations for improved 
caregiving), accompanied by modeling of "positive" 
interactions between AD patient/caregiver in daily 
functions (e.g., meal and bath times; toileting) 

2. students will role-play caregiving strategies/techniques 
C. Mixed Training Techniques (Conference Discussion, Case Study 

Analysis) 
1. Conference discussion will involve situational problem-

solving through the demonstrated understanding of AD 
processes (e.g., repeated utterances underlie need for 
reassurance, refusals are means by which patient asserts 
self rather than reflecting bonafide choices of action) 

2. Case study analysis will be used to heighten students' 
understanding of disease processes while developing 
skills of logical thought (e.g., reality versus situ
ational orientation). Decision consequences and 
implications will be emphasized in feedback given 
students 

3. Class discussion of both process and mixed model 
training techniques 

III. Training Wrap-Up (Question-and-Answer Period, Training Summary) 
A. Question-and-Answer Period 
B. Training Summary 
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DEMOGRAPHIC QUESTIONNAIRE 

PLEASE ANSWER ALL QUESTIONS CAREFULLY 

On this sheet, circle the response or provide the response that 
answers the question accurately for you. 

1. I am a: (a) Male (b) Female 

2. My age is: (a) 19 or less (b) 20-22 (c) 23-30 
(d) 31-40 (e) 41-50 (f) 50 or older 

3. .My ethnic heritage is: (a) Black (b) White, Non-Hispanic 
(c) White, Hispanic (d) Oriental 
(e) Other 

4. My religious heritage is: (a) Protestant (Baptist, Lutheran, etc.) 
(b) Catholic (c) Jewish (d) None 
(e) Other 

5. I was raised in an area that was: (a) Farm or small village 
(b) Town of 10,000 or less 
(c) Town of 10,000 to 50,000 
(d) City of 50,000 to 200,000 
(e) City of 200,000 or more 

6. How many brothers and sisters to you have? (a) None—only child 
(b) One (c) Two (d) Three (e) Four or more 

7. How many of your grandparents are living? (a) One (b) Two 
(c) Three (d) Four (e) More than Four 

(i.e., step-grandparents) 

8. Have you ever resided for an extended time with one or more 
grandparent(s)? (a) Yes (b) No 

9. Do you now have, or have you had, a grandparent or grandparents 
with the symptoms of dementia (i.e., loss of memory, confusion, 
personality change, etc.)? 

(a) Yes (b) No 

10. Do you now have, or have you had, other relatives (parents, 
aunts, uncles, etc.) with the symptoms of dementia? 

(a) Yes (b) No 

11. Do you know, or have you known other persons (non-relatives) 

with the symptoms of dementia? 
(a) Yes (b) No 
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12. How much exposure (overall) have you had to persons witr. the 
symptoms of dementia? 

(a) A great deal (b) Some (c) Very little (d) None 

13. Estimate the total number of hours of clinical experience you 
have working with the demented? total hours 

14. How would you describe your overall attitude toward the aged: 
(a) Very positive (b) Positive (c) Fair 
(d) Negative (e) Very negative 

15. How would you describe your overall attitude toward your 
professional self? 

(a) Very positive (b) Positive (c) Fair 
(d) Negative (e) Very negative 
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ABBREVIATED DEMOGRAPHIC QUESTIONNAIRE 

On this sheet, circle the response or provide the response that 
answers the question accurately for you. 

1. How much exposure (overall) have you had to persons with the 
symptoms of dementia? 
(a) A great deal (b) Some (c) Very little (d) None 

2. Estimate the total number of hours of clinical experience 
you have working with the demented? total hours 

3. How would you describe your overall attitude toward the aged? 
(a) Very positive (b) Positive (c) Fair (d) Negative 
(e) Very negative 

4. How would you describe your overall attitude toward your 
professional self? 
(a) Very positive (b) Positive (c) Fair (d) Negative 
(e) Very negative 
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QUESTIONNAIRE ON ALZHEIMER'S DISEASE 

AND RELATED DEMENTIAS 

B e v e r a l A . M i l l e r , M . A . * 

*Note . I am i n d e b t e d t o John B l a s s , M.D., Ph.D. (1985) , for use of 
q u e s t i o n s numbered 3 , 1 1 , 12, 14, 2 1 , and 26. 

*Note. I am a l s o i n d e b t e d t o Long Beach Community H o s p i t a l ' s (1984) 
p u b l i c a t i o n , The A l z h e i m e r ' s Family Care Guide, for o t h e r 
ADQ i t e m s . 
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QUESTIONNAIRE ON ALZHEIMER'S DISEASE 

AND RELATED DEMENTIAS 

B e v e r l y A. M i l l e r , M.A. 

Please respond to the following questions by circling the correct 
answer. 

Scoring 
Key 

A 1. Alzheimer's disease (AD) is considered the fourth most 
common cuase of death in the United States, after heart 
disease, cancer, and strokes, 
(a) True (b) False 

A 2. The incidence of AD in the United States is expected to 
over the next 45 years. 

(a) double (b) triple (c) quadruple 

B 3. The onset of AD is 
(a) characteristically sudden 
(b) characteristically insidious (slow and barely 

noticeable) 
(c) associated with a life change such as the death of 

a spouse 
(d) easy to date accurately in retrospect 
(e) by definition before age 70. 

4. Diagnosis of the dementia syndrome (AD accounts for 
approximately half of all dementia in geriatric 
patients) requires 
(a) significant global cognitive impairment 
(b) a duration of at least three months 
(c) a clear sensorium (clear sensory functioning) 
(d) a good history 
(e) all of the above. 

5. Global cognitive impairment typically involves 

(a) language 
(b) judgment 
(c) memory 
(d) calculations 
(e) any or all of the above. 

:.:,a 
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6. The diagnosis of AD is complicated by, indeed confused 
with, numerous other neurologic and systemic diseases in 
the elderly. These diseases mimic or coexist with AD. 
In fact, to diagnose AD nearly different con
ditions need to be systematically eliminated from 
consideration. 
(a) 20 (b) 40 (c) 60 or more 

7. The diagnosis of AD 

(a) is made by exclusion in a patient with the dementia 
syndrome 

(b) can be made on the basis of special (research) 
laboratory tests 

(c) should not be made in a patient who has remained 
cognitively intact beyond age 70. 

8. Definitive diagnosis of AD can only be accomplished 
through histologic confirmation upon autopsy. 
(a) True (b) False 

9. Parkinson's Disease (PD) 
(a) is rarely associated with dementia 
(b) rarely develops in patients with AD 
(c) is associated with the clinical and pathologic 

changes of AD in as many as 30% of Parkinsonian 
patients. 

10. One of the theories of AD causation concerns the genetic/ 
familial aspects of the disease. Studies investigating 
the genetics of AD have focused largely on two primary 
populations, those afflicted with Guam-Parkinsonism-
Dementia syndrome (G-P-D), and those afflicted with 

(a) Down's syndrome 
(b) Cerebrovascular disease 
(c) Leukemia. 

B 11. Studies investigating the familial aspects of AD show 

greater likelihood of occurrence of AD 

in families presenting with AD. 
(a) 1-2 times 
(b) 3-4 times 
(c) 5-6 times 
(d) 7-8 times 
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A 12. Considerable evidence exists to support the involvement 
of the blood-brain barrier in the pathogenesis of AD. 
With increased permeability of the blood-brain barrier, 
potentially toxic environmental agents are free to act 
on the brain. The toxic agents most frequently involved 
are aluminum and silicon, 
(a) True (b) False 

B 13. There is both clinical and epidemiological evidence that 
AD can be transmitted human-to-human, 
(a) True (b) False 

A 14. At least one treatment strategy has been found to be 
effective in slowing, even reversing in some instances, 
the memory loss seen in AD. That treatment involves use 
of the drug 1,2,3,4—tetrahydro-9-amino-acridine (THA), 
which compensates for the cholinergic deficiency in AD. 
(a) True (b) False 

B 15. There is no evidence to suggest that immunological factors 
are involved in AD. 
(a) True (b) False 

B 16. Radioactive procedures have not been able to show decreased 
blood flow to the brain of demented patients, 
(a) True (b) False 

A 17. Evidence exists for a causative association between trauma 
to the head and AD in later decades, 
(a) True (b) False 

B 18. In early AD, it is always memory dysfunction that captures 
the first attention of patient, family, and physician. 
(a) True (b) False 

C 19. In 1984, Reisberg developed his "Cognitive Function Scale," 
in which disease stages, each representing a 

level of cognitive functioning with recognizable clinical 
features, were outlined. 
(a) three 
(b) five 
(c) seven 

A 20. It is important to remember that the course of AD varies 
across patients: The clinical course of AD is as 
idiosyncratic as it is general, 
(a) True (b) False 
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D 21. All of the following problems are relatively common in 
Alzheimer patients, with the exception of 
(a) short-term memory dysfunction 
(b) disorientation to person, place, and time 
(c) wandering behaviors 
(d) severe weight gain. 

E 22. During the deteriorative course of AD, focal manifesta
tions of neurologic disease develop. For example, the 
most common disorders of language skills include 
(a) dysnomia (difficulty naming objects) 
(b) dyslexia (reading impairment) 
(c) dysgraphia (writing impairment) 
(d) dyscalculia (reduction in mathematical skills) 
(e) all of the above 

A 23. In the end-stages of AD, the patient's vocalization is 
reduced to the production of repetitive sounds unrecog
nizable as language, with mutism occurring toward death, 
(a) True (b) False 

B 24. Body rigidity in AD patients rarely occurs, 
(a) True (b) False 

A 25. In AD, worsening apraxia (the inability to perform pur
poseful movements) may result in the patient's inability 
to perform all activities of daily living (for example, 
dressing, eating, bathing, etc.). 
(a) True (b) False 

B 26. Thankfully, AD patients do not experience perceptual 
difficulties—to the extent possible for their ages, 
AD patients remain able to accurately perceive their 
environments through sight and sound, 
(a) True (b) False 

B 27. Incontinence develops in end-stage AD 100% of the time, 
(a) True (b) False 

A 28. Some general tips on how best to verbally interact with 
the AD patient would include all but the following 
(a) speak loudly and firmly to be certain you have cap

tured the patient's attention 
(b) speak slowly and distinctly 
(c) use simple words and uncomplicated sentence structure 
(d) use only one question at a time and give the patient 

ample time to respond. 

•:.-,1 
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29 It IS always best to approach the AD patient from the 
front. It may startle and upset her if you touch her 
unexpectedly or approach her from behind, 
(a) Ture (b) False 

B 30. It is fine to use humor in conversation with the AD 
patient, even if it means "teasing" the patient, 
(a) True (b) False 

A 31. The feelings expressed in your voice when speaking to 
the confused person are as important as the words you 
say. For this reason, a soft, reassuring tone will do 
much to reduce the patient's confusion and fear, 
(a) True (b) False 

B 32. It is essential to keep the AD patient "in touch with 
reality." Therefore, if the patient provides you with 
information you know to be inaccurate, you should make 
every effort to correct the patient, 
(a) True (b) False 

B 33. Good-hearted "argument" between caregiver and patient 
often serves to sharpen the patient's thought processes, 
while maintaining alertness, 
(a) True (b) False 

A 34. Always remember the importance of demonstrating love and 
affection to the patient. Sometimes, holding or stroking 
the patient's hand, hugging, or praising some thought/ 
action of the patient will bring response when all else 
fails, 
(a) True (b) False 

B 35. Your expectations of what the patient can do should be 
slightly higher than what is realistic. In this way, 
you help the patient to perform at her best, thereby 
discouraging "excess disabilities." 
(a) True (b) False 

A 36. AD causes the patient to experience difficulty in the 
processing of information. For this reason, all tasks 
assigned the patient should be communicated one step 
at a time, 
(a) True (b) False 

i.'ji 
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D 37. Wandering is a serious problem in AD caregiving. Some 
common ways of handling this problem include all but the 
following 
(a) exercise the patient regularly to reduce the need to 

walk 

(b) provide a structured environment where staff can 
supervise the patient's wandering 

(c) physical restraint (only if necessary to protect the 
patient, and then only for short, supervised periods 
of time) 

(d) administer heavy dosages of tranquilizing medications. 

B 38. If a patient repeatedly asks a question, remember that he 
cannot remember the answer you have just given him. When 
this kind of repetition occurs, it is best to 
(a) repeat the answer as many times as the question is 

asked 
(b) repeat the answer 2-3 times, then simply reassure the 

patient that you are there with her and will not leave 
her helpless. 

A 39. AD patients are known to repeat the same act many times in 
sequence. The best thing to do when this occurs is 

(a) allow the behavior if it is not upsetting to the 
patient or your caregiving. It may be meaningful 
to the patient and provide relief from tension. 

(b) stop the behavior as quickly and firmly as possible. 
To allow the behavior to continue is demeaning to the 
patient and disruptive to caregiving. 

D 40. Bathing is particularly fearsome and difficult for the AD 
patient. The most common difficulties in bathing care
giving include 
(a) the patient's fear of falling 
(b) the patient's fear of drowning 
(c) the patient's inability to discriminate between cold 

and hot water, and the dangers posed by this lack of 
discrimination 

(d) all of the above. 

B 41. In initiation of the daily bathing ritual, it is best to 

(a) bring the subject up and thoroughly discuss it with 

the patient 
(b) avoid discussion altogether; simply usher the patient 

to the bathroom and begin the procedure by informing 
her what to do step by step, offering assistance as 
required. 
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(c) allow the patient to decide what time of day and by 
what means (for example, bathtub or shower) bathing 
should occur. 

D 42. Due to memory loss, the patient may take a very long time 
to dress herself. Even with unlimited time, she may 
inappropriately layer her clothes or forget to put on 
some part of her clothing. Some strategies to help the 
AD patient dress include all but the following 
(a) lay out the patient's clothes in the order in which 

she puts them on 
(b) simplify the clothing by eliminating the need for 

buttons, zippers, belt buckles, etc. 
(c) stay with the patient while she dresses, assisting 

and advising her as needed 
(d) peinnit the patient to dress as she pleases. To point 

out the inappropriateness of her dress is embarrassing 
to her. 

E 43. When using methods of physical restraint, it is absolutely 
essential that 
(a) the patient be restrained only for very brief 

periods 
(b) the patient be checked frequently for injury caused 

by either the restraint itself or the patient's 
emotional reaction to the restraint 

(c) the patient be checked frequently for toileting 
accidents 

(d) the patient be given toileting and exercise breaks 
(e) all of the above. 

A 44. In the Alzheimer patient, urinary incontinence (wetting) 
and bowel incontinence (soiling) can occur. These are 
separate problems and one often occurs without the other. 
(a) True (b) False 

B 45. Establishing a regular bathroom routine can decrease and 
perhaps eliminate problems with incontinence. A good 
starting place for establishing such a routine is to have 
the patient use the bathroom 
(a) every hour 
(b) every 2-3 hours 
(c) every 4-5 hours 
(d) once upon awakening in the morning, late afternoon, 

and at bedtime. 
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46. Wandering may occur in the event the AD patient is unable 
to find the bathroom. With this in mind, anytime the 
patient is found wandering aimlessly, as if looking for 
something, it makes sense to ask her if she needs to go 
to the bathroom. 
(a) True (b) False 

47. Safety for the AD patient rests with the caregiver. Even 
the mildly impaired individual may well have lost the 
judgment necessary to avoid accidents. To help make the 
AD patient's environment safer, the caregiver should 

(a) remove all objects that the patient can trip over 
(b) lock all medications out of reach 
(c) store all dangerous chemicals and s\ibstances safely 

out of reach 
(d) never let the person smoke unsupervised 
(e) all of the above. 

A 48. Sleep disturbances are common among AD patients, 
(a) True (b) False 

B 49. At some point in the disease course, the AD patient can 
no longer think for herself. For this reason, the AD 
caregiver must assume financial, legal, and personal 
responsibility for the patient. Many ethical issues 
come into play. One of the ethical issues has direct 
implication for nursing caregivers. It concerns the 
patient's 
(a) financial affairs 
(b) quality of life 
(c) legal right to be treated by a physician of choice 

A 50. Care of the AD patient is a taxing, emotion-filled 
activity. Support and care of the caregiver(s) is 
absolutely essential, 
(a) True V/ (b) False 
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FACTS ON AGING: A SHORT QUIZ 

Erdman Palmore, Ph.D. 

Please circle the answer you believe to be correct. 

Scoring 
Key 
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1. The majority of old people (past age 65) are 
senile (i.e., defective memory, disoriented, 
or demented). 

2. All five senses tend to decline in old age. 

3. Most old people have no interest in, or capacity 
for, sexual relations. 

4. Lung capacity tends to decline in old age. 

5. The majority of old people feel miserable most 
most of the time. 

6. Physical strength tends to decline in old age. 

7. At least one-tenth of the aged are living in 
long-stay institutions (i.e., nursing homes, 
mental hospitals, homes for the aged, etc.). 

8. Aged drivers have fewer accidents per person 
than drivers under age 65. 

9. Most older workers cannot work as effectively 
as younger workers. 

10. About 80% of the aged are healthy enough to 
carry out their normal activities. 

11. Most old people are set in their ways and 
unable to change. 

12. Old people usually take longer to learn 
something new. 

13. It is almost impossible for most old people 
to learn new things. 

14. The reaction time of most old people tends to 
be slower than reaction time of younger people. 

15. In general, most old people are pretty much 
alike. 
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16. The majority of old people are seldom bored. 

17. The majority of old people are socially 
isolated and lonely. 

18. Older workers have fewer accidents than 
younger workers. 

19. Over 15% of the U.S. population are now age 6 5 
or over. 

20. Most medical practitioners tend to give lower 
priority to the aged. 

21- The majority of older people have incomes 
below the poverty level (as defined by the 
Federal Government). 

22. The majority of old people are working or would 
like to have some kind of work to do (including 
housework and volunteer work). 

23. Older people tend to become more religious as 
they age. 

24. The majority of old people are seldom irritated 
or angry. 

25. The health and socioeconomic status of older 
people (compared to younger people) in the 
year 2000 will probably be about the same 
as now. 
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