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The purpose of this study was to test the effects of guided imagery on 

cognition, depression, anxiety, quality of life, behavior symptoms, and 

perceptions of self and others in people with dementia. A nonequivalent control 

group quasi-experimental design was used to compare an attention control group 

to the intervention group. Repeated measures ANOVA yielded significance only 

for quality of life in the intervention group. Cohen’s D showed an increase in 

quality of life of almost two-thirds of one standard deviation in the intervention 

group and no change in the control group.  



Qualitative findings were inconclusive as to intervention effects due to 

the high levels of cognitive impairment in the participants. However, rich 

qualitative data from participant commentaries were coded and the following 

themes were identified; reality orientation, influence of the social environment, 

thought processing/self-talk, social intuition, social position, redirection, coping, 

religion, resilient wisdom and negative self-labeling. The qualitative findings 

provide a framework for including people with dementia in research studies on 

the experience of dementia.  

An important finding of this study was that quantitative measurements 

suggested that the experience of people with dementia was stable across time 

while the qualitative data showed large changes in perceived reality in these 

samples of cognitively impaired older adults. 
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The Effects of Relaxation Techniques on the Quality of Experience in People with 

Dementia 

CHAPTER ONE: Introduction 

Problem Statement 

 The predicted increase in cases of Alzheimer’s disease (AD) and other related 

dementias will present many social and economic difficulties in the United States 

(US) in the future. Currently, there are five million people in the US alone diagnosed 

and living with probable AD. This number is expected to increase to between 11 and 

16 million by the year 2050 (Alzheimer’s Disease Facts and Figures, 2007). The 

predicted increases in people with dementia (PWD) presents systemic challenges to 

the current healthcare and housing systems. Billions of dollars have been spent to 

identify the cause and to try and find a cure for this disease. Research funding on 

dementia has primarily been focused on biomedical aspects and it was not until 

recently that the field has been challenged by pioneers like Kitwood (1997) and Sabat 

(2001) who have urged researchers in dementia to include not only biomedical and 

caregiver considerations, but also to focus on the experience of dementia with the 

goal of improving overall quality of life.  

 Psychosocial research for PWD is a growing area of research because after 

decades of biomedical research, few disease altering medications have been offered to 

substantially slow disease progression. The care industry is challenged with providing 

quality care to the predicted millions who will be afflicted with this disease in the 

near future. Due to the recent emphasis on expanding our knowledge of the 

psychosocial components of this disease, research will continue to be exploratory in 
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nature. The experience of PWD continues to be complicated by the unknown causes 

and triggers of the disease. Research has been conducted to identify and investigate 

how additional diagnoses, such as depression (Sheehan, D’Souza, Thein, & 

O’Malley, 2007; Weiner, Svetlik, &Risser, 1997; Zubenko, et. al. 2003) and anxiety 

(Ballard, Boyle, Bowler, & Lindesay, 1997; Porter, et al., 2003; Qazi, Shankar, & 

Orrell, 2003) affect PWD. Quality of life is another expanding area of research and 

efforts have been made to find ways to assess, identify and involve PWD in the 

exploration process. It is difficult to detect and address many psychosocial aspects of 

dementia because verbal self-report becomes increasingly difficult as the disease 

progresses.  

 Kitwood’s (1997) individualized, person-centered approach can be very 

helpful in increasing knowledge about the experience of dementia, resulting in more 

effective research and care practices. Several areas of research on the experience of 

dementia have emerged. Prominent areas include: self-identity theory (Li & Orleans, 

2002; Sabat, 2005; Vittoria, 1998), personhood (Kitwood; 1997, O’Connor, et al., 

2007), emotion-oriented care (Finnema, Droes, Ribbe, & Tilburg, 2000; 

Schrijnemaekers, et al., 2000), self-awareness (Hellstrom, Nolan & Lundh, 2005; 

Clare, 2002), validation therapy (Bleathman & Morton, 1988), reminiscence therapy 

(Spector, Orrell, Davies & Woods, 2000), sensory integration (Robichaud, Hebert, & 

Desorosiers, 1994), subjective well-being (Zank & Leipold, 2001) and meditation-

based therapies (McBee, 2003,). Research in areas of the experience of dementia will 

be reviewed in more detail in the review of literature chapter. 
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 These studies add to a knowledge bank that will empower the individual, 

family and professionals to have more control over this devastating disease. Many of 

the aforementioned studies indicated that the influence of a psychosocial component 

on disease progression has been underestimated. Bender (2006) suggested that 

psychosocial interventions may be useful in changing the trajectory of dementia and 

encouraged further research. There is a growing body of literature that suggests that 

psychosocial approaches may be useful in helping PWD. 

 The goal of research on the experience of dementia has been to identify a 

treatment or therapy that will increase quality of life for PWD. Even with the use of 

mood medications, behavioral disturbances continue to be a problem for individuals 

with dementia. Dementia is a disease that affects every individual differently. For this 

reason, research efforts have been slow and sometimes inconclusive. There is a need 

for additional psychosocial behavioral studies that target specific types of dementia at 

different stages. The classifications for dementia are vast and there is much ground to 

cover. For this study, several interventions have been reviewed and are discussed in 

later chapters. Using the available literature on the experience of dementia and 

psychosocial interventions, a specific treatment intervention has been chosen with the 

hope that it will increase quality of life for people with dementia. 

  

CHAPTER TWO: Review of Literature 

 The history of how dementia has been represented in the scientific literature is 

paramount in understanding where it stands today and which direction the research 

will progress in the future. Since its discovery in 1906, Alzheimer’s Disease (AD) 
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and related dementias have puzzled researchers because the causes are still unknown 

and the frequency and progression of dementia symptoms is uncontrollable. 

Additionally, the changing face of dementia has largely influenced how it has been 

studied. Dementia, anxiety and quality of life have also emerged as burgeoning 

research areas because people with dementia (PWD) are likely to experience 

increased symptoms, resulting in lower levels of happiness. The use of psychosocial 

and behavioral interventions with PWD will be examined to inform the design of the 

treatment intervention. The use of complementary medicines or interventions among 

older adults will be reviewed, suggesting the likely acceptability of the proposed 

intervention to the participants in the present study. Additionally, one landmark 

behavioral intervention study by Alexander, Langer, Newman, Chandler and Davies 

(1989) was highly influential in the formation of this study’s methodology and will be 

discussed. Lastly, there have been various theories about dementia and the self. Sabat 

(2003) suggests that there are three selves for PWD. These selves include the personal 

identity, the physical and mental attributes and the social personae. These selves will 

be clarified in more detail and this study will aim to explore specifically how the third 

self is influenced by this intervention. 

History of dementia research 

 Knowledge of the history of dementia research provides insight into how 

dementia has been perceived in the research community. The most commonly 

recognized type of dementia was discovered by Alois Alzheimer in 1906, after he 

noticed symptoms of memory loss and performed autopsies using a staining 

technique that uncovered tiny plaques and tangles in the brains of those suffering 
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such deficits. The medical discovery of this condition helped to categorize it as a 

disease, and this language has ultimately influenced how society pursues treatment.  

 Using therapeutic intervention to help ameliorate the effects of dementia is not 

a new development in this field. Bender (2003) found that therapeutic intervention 

studies with dementia patients were increasing steadily during the early 1980’s. The 

studies from the 1980’s included validation therapy (Feil, 1992), reminiscence 

(Norris, 1986), reality orientation (Holden and Woods, 1995) and resolution therapy 

(Stokes and Goudie, 1990) and were explored for their ability to mediate the external 

environment and in turn help those with dementia. Validation therapy is the practice 

of recognizing and validating the orientation of PWD. Reminiscence techniques 

include encouraging PWD to engage in interactive storytelling which has been shown 

to increase quality of life. Reality orientation helps PWD decrease confusion by 

reorienting them through the use of verbal cues. Resolution therapy is the practice of 

observing behaviors of PWD as signs or attempts to communicate needs which they 

are otherwise unable to express. These studies all emphasized manipulation of the 

external stimuli or environment to positively influence the experiences of PWD. 

Bender concluded that, “these attempts were undermined by a general adherence to 

the belief that the person with dementia was unable to learn” (Bender, 2006, p. 22), 

and this general belief discouraged this direction of research. Psychosocial research 

shifted from PWD to caregivers because they were considered more valid suppliers of 

information. They also directly benefited from sharing their experiences as caregivers 

because they were so heavily affected by the cognitive declines of their loved ones. 

The concept of ‘caregiver burden’ (Zarit, Orr & Zarit, 1985, Bengston et al., 1996) 
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became the focus of research for over a decade. The caregiver’s experience has been 

studied extensively. Research has included topics such as socioeconomic strain, role 

strain, increased stress, and emotional loss (Pearlin, Mullan, Semple, & Skaff, 1990).  

 Kitwood (1997) is responsible for prompting a paradigm shift in dementia 

research with his emphasis on individual approaches to helping PWD. Kitwood writes 

of malignant social psychology which draws attention to the influence of social 

position on the psychosocial health of an individual with dementia by using negative 

labeling. His work also includes what he labeled as six routes to understanding. 

These methods of helping someone with dementia drew attention to the importance of 

understanding how to communicate with PWD. Further, it provided researchers and 

practitioners with a framework for understanding how to communicate with PWD by 

immersing themselves in the individual’s experience. These approaches include 

learning through accounts written by people who have dementia; carefully listening to 

what PWD say, while in an interview or group context; attending carefully and 

imaginatively to what PWD say and do in the course of their ordinary lives; 

consulting with people who have undergone an illness with dementia or dementia-like 

features; using poetic self-imagination; and lastly, using empathy, or what Kitwood 

labeled role play, which is to take on the part of someone who has dementia and live 

it out in a simulated care environment. His emphasis was on asking researchers to 

step back and refocus on the person with dementia as a whole, rather than as a person 

with a disease. Kitwood also highlighted the psychosocial aspects of dementia and 

suggested that attention be paid to attachment, comfort, identity, occupation, and 

inclusion.  
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 Studies continue in biomedical research, caregiver support and the experience 

of dementia. The financial resources allocated to biomedical research continue to 

exceed research funds delegated to investigating caregiver health and the experience 

of dementia. However, the uncertainty of biomedical findings is highlighting the 

importance of understanding how to help those who are currently dealing with this 

disease. Biomedical studies are still very important and should be conducted in 

conjunction with psychosocial studies to ensure that all aspects of PWD are being 

addressed. Specifically, the psychosocial aspects will contribute to an expanding 

knowledge base that will help de-stigmatize and change the future for millions of 

people who currently or are predicted to have AD or a related dementia. The future 

outlook is optimistic.  

 Depression, anxiety and decreased quality of life in PWD are growing areas of 

research. These topics have emerged because they are prevalent in PWD. Exploratory 

research has helped to identify and illustrate how PWD exhibit depression, anxiety 

and quality of life, with the hope that suitable and effective interventions will be 

created to reduce negative experiences in PWD.  

Depression 

 The similarities between dementia, depression, and delirium diagnoses have 

been problematic for practitioners and researchers. The distinctions among these three 

diagnoses have influenced the advancement of research on depression in PWD. The 

scientific community has to created protocols for accurate diagnosis. Deciphering the 

three separate diagnoses requires special attention to age-related differences, potential 

medical interferences, and specialized diagnostic assessment methods (Ginter, 1995).  
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 Studies on depression in dementia have focused on identifying what 

depression is and how to decrease depressive symptoms for PWD.  This review 

included studies on depression and dementia that are diverse and focus on several 

aspects of depression. These articles focus on the following topics: depression 

symptom differences (Weiner, Svetlik & Risser, 1997), care home influences on 

depression in PWD (Sheehan, D’Souza, Thein, & O’Malley, 2007), non-

pharmacological interventions (Teri, Logsdon, Uomoto, & McCurry, 1997), 

relationship of severity of dementia to subjective well-being (Zank & Leipold, 2001), 

and minor and major episodes of depression in PWD (Starkenstien, Jorge, Mizrahi, & 

Robinson, 2005; Lyketsos, Steele, Baker, Galik, Kopunek, Steinberg, and Warren, 

1997). 

 Weiner, Svetlik and Risser (1997) interviewed 30 patients with Alzheimer’s 

disease and their caregivers. After completing interviews using independent 

psychiatric evaluations and caregiver reports, they found no relationship between 

reported depressive symptoms and the level of cognitive impairment in the person 

with dementia. They also found inconsistencies between self-reports and caregiver 

reports of depressive symptoms. They concluded that most depressive symptoms 

were a result of individual losses rather than mood disturbances suggesting that 

environmental changes may help moderate prevalence of symptoms. 

 Sheehan, Svetlik, and Risser (2007) evaluated whether or not moving into a 

care home induced depression in PWD. The purpose of their study was to follow a 

group of PWD before their move into a care home and follow them through the 

transition to conclude whether or not their environmental change influenced levels of 
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depression. Their findings suggested that care homes are not inducing depression in 

PWD. Rather, those with dementia often experience depressive symptoms prior to 

moving into care homes, but previous studies have not captured this well. They 

recommend that future studies include longitudinal data on depression well before a 

transition into a care home. 

 Teri, Logsdon, Uomoto, & McCurry (1997) evaluated the use of two separate 

non-pharmacological interventions in decreasing depressive symptoms among PWD. 

In their study, they had caregiver-patient dyads use two different behavioral 

approaches including emphasis on positive patient events and caregiver problem-

solving. After comparing the pre-test and post-test results to a control group, the 

findings suggested that these interventions significantly decreased the prevalence of 

depressive symptoms in PWD. These improvements were also maintained for 6 

months after the study ended. Their findings also indicated that caregivers 

experienced fewer depressive symptoms than the control group after employing these 

behavioral interventions with their loved ones.  

 Zank and Leipold (2001) conducted a landmark study on the relationship 

between severity of dementia and well-being. Depression, life satisfaction and 

perceived social support were the variables used to test levels of well-being.  Their 

cross-sectional study included 63 participants with varying levels of dementia 

severity. Their study indicated that those with mild levels of dementia were more 

likely to experience increased depressive symptoms than those with more severe 

dementia, excluding those with increased health conditions. Even though this study 



                                       Relaxation and Dementia      
 

                  

 

11 

 

was not longitudinal, it illustrated a curvilinear relationship between severity of 

dementia and depressive symptoms experienced by PWD. 

 Studies have also been conducted to identify and classify the severity of the 

depressive episodes into the categories major, minor, or not depressed. Using the 

DSM-IV clinical assessment guidelines, Starkenstien, Jorge, Mizrahi, and Robinson 

(2005) found in their study on depression and AD that nearly half of their sample (N 

= 670) did not exhibit any depressive symptoms, while 26% of their sample had 

major depression and 26% had minor depression. Major depression was experienced 

by people with all three levels of dementia. However, those with minor depression 

were less likely to have severe Alzheimer’s disease. They also found that those 

experiencing minor or major depression had increased functional impairment, 

suggesting that physical limitations caused by health or other diagnoses may 

contribute to depression levels.  

 Lyketsos and colleagues (1997) reported similar findings, with 51% of their 

sample experiencing few to zero depressive symptoms, 27% experiencing minor 

depression, and 22% experiencing major depression. Their study found that major 

depression was associated with impairment in activities of daily living (ADL), 

behavioral disturbance and frequent wandering. Minor depression was also associated 

with wandering and behavioral disturbance.  

 The focus of studies on depression and dementia are still exploratory in nature 

and the scientific community is learning about depression prevalence during the 

progression of varying types of dementia. The studies mentioned in this review all use 

different measurements and guidelines for dementia, making it difficult to compare 
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their findings. One commonality that has emerged in studies on AD is that 

psychosocial interventions can be used to mediate the environment and influence how 

often PWD experience depressive symptoms. 

Anxiety 

 Chemerinski, Petracca, Manes, Leiguarda, and Starkstein (1998) define 

anxiety for Alzheimer’s disease as “either a psychological response to the progressive 

cognitive decline, or as nonspecific symptoms of the illness, such as difficulties with 

concentration, agitation, or paranoid thinking” (p.166). As with depression and 

dementia , there are several variations of anxiety characteristics in dementia. Studies 

on anxiety in dementia have focused on identifying anxiety characteristics, frequency 

of symptoms and treatments to decrease symptoms. Topics for this review on anxiety 

in dementia include characteristics of anxiety among Alzheimer’s disease and related 

dementias (Ballard, Boyle, Bowler & Lindesay, 1996), anxiety characteristics in 

dementia (Porter, et al., 2003), prevalence and correlates of symptoms (Chmerinski, 

Petracca, Manes, Leiguarda, & Starkstein, 1998), and management of anxiety in 

PWD (Qazi, Kuttalingam & Orrell, 2003).  

 Ballard and colleagues (1996) were interested in identifying what individual 

anxiety disorders participants in their study were experiencing.  Of the 109 

participants in their study, 22% experienced subjective anxiety, 11% experienced 

autonomic anxiety, 38% experienced tension, 13% experienced situational anxiety 

and 1.8% experienced panic attacks. Nearly 30% of the sample experienced one or 

more disorder. “The descriptive information suggests that there are three main 

categories of anxious/demented patient, those with anxiety in the context of 
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depression, those with anxiety in the context of psychosis and those with situational 

anxiety” (p.989). The classification of these anxiety disorders illustrates areas where 

researchers and practitioners can focus on the creation of interventions. Situational 

anxiety is caused when the participants are aware of their limitations and they are 

fearful that they will make mistakes in their interactions with others. Changing the 

environmental context is thought to be the easiest way to positively influence PWD 

and hopefully decrease instances of anxiety caused from these interactions. 

 Chemerinski, Petracca, Manes, Leiguarda and Starkstein (1998) in their study 

of nearly 400 AD patients, found a low prevalence of Generalized Anxiety Disorder 

(GAD) in people with Alzheimer’s Disease (AD) after using standardized 

neuropsychiatric evaluation criteria. AD patients with GAD (5%) showed increased 

symptoms of depression and other behavioral disorders, compared to those without 

GAD.  Porter and others, (2003) found that anxiety characteristics were more 

common in people with vascular dementia and frontal lobe dementia, but for those 

with AD who experienced symptoms, anxiety increased as cognition decreased and 

when AD had an earlier onset age. 

Quality of Life 

 From a psychiatric perspective, Spitzer (1987) defined quality of life as “the 

concept which includes physical functioning, social functioning and mental status in 

addition to burden of symptoms in perception of a sense of well-being”. Quality of 

life research for PWD is an area of research that has grown dramatically in the last 

decade as the observed quality of life in PWD continues to be a problem, despite 

other research advances. There is a growing interest in how to identify quality of life 
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in PWD, as well as how to improve it. Studies have been conducted on how to 

identify quality of life in institutional settings (Gonzalez-Salvador, Lyketsos, Baker, 

Homanec & Roques, 2000), accurate testing (Nagamoto, Kita, Takigawa, Nomaguchi 

& Sameshima, 1997), and quality of life trajectories in PWD (Selwood, Thorgrimsen, 

& Orrell, 2005). The literature base has grown as more is learned about the 

progression of dementia in individuals.  

 Gonzalez-Salvador and colleagues. (2000) completed a comprehensive 

evaluation of quality of life as it related to patient characteristics in long-term care. 

After completing diagnostic tests on their sample including 120 participants who 

lived in assisted living or nursing care settings, they found lower quality of life in 

those who lived in the nursing setting. They had worse orientation, higher levels of 

depression, greater physical dependency and were taking more anxiolytic medications 

than those in assisted living. The authors reported that levels of quality of life in their 

participants were higher than they expected. Four strategies were identified to 

enhance quality of life in dementia patients, including reorientation, activity therapy, 

depression treatment, stricter medication management (avoidance of 

benzodiazepines), with the goal of improving orientation and physical abilities. They 

also suggested further research in behavioral strategies and psychosocial 

interventions. 

 Nagamoto et al. (1997) focused their study on assessing quality of life in 

PWD using psychological testing. Their sample consisted of 51 older adults living in 

a nursing home in Japan. They were interested in effectively evaluating how physical 

and cognitive impairment influenced quality of life in their dementia participants. 
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Their study revealed that quality of life in PWD is largely influenced by the degree of 

cognitive impairment and Activities of Daily Living (ADLs). Subjective symptoms 

(somatic and psychotic symptoms) were not as influential, but did influence the 

quality of life in their participants. 

 Selwood et al. (2005) studied how quality of life changes over time. Their 

one-year follow-up study included 60 participants, 40 of whom were alive and able to 

complete the Quality of Life Alzheimer’s Disease scale (QoL-AD), Dementia Quality 

of Life instrument (DQoL), and the EuroQoL-5 Domain (EQ-5D). Their findings 

revealed minor changes related to increases and decreases in certain individuals, but 

no change in the mean scores. Those remaining in the study after one year appeared 

to have an easier time answering questions, despite increases in cognitive impairment. 

Overall, it was concluded that the participants in the study did not perceive changes in 

their quality of life. The authors suggested additional research in this area with larger 

sample sizes. 

Psychosocial Approaches 

 Several psychosocial interventions emerged as the need to understand and 

care for PWD increased. These non-pharmacological methods and approaches include 

attempting to understand the progression of the disease, and changing environmental 

influences to meet the needs of the PWD. These theories and approaches to care 

included self-identity theory (Li & Orleans, 2002; Sabat, 2005; Vittoria, 1998), 

personhood (Kitwood; 1997, O’Connor, et al., 2007), emotion-oriented care 

(Finnema, Droes, Ribbe, & Tilburg, 2000; Schrijnemaekers, et al., 2000), self-

awareness (Hellstrom, Nolan, & Lundh, 2005; Clare, 2002), validation therapy 
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(Bleathman & Morton, 1988; Feil, 1992), reminiscence therapy (Spector, Orrell, 

Davies, & Woods, 2000), sensory integration (Robichaud, Hebert, & Desorosiers, 

1994), subjective well-being (Zank & Leipold, 2001) and meditation-based therapies 

(McBee, 2003).  

 Self-identity theory is based on identifying and maintaining personhood or 

self construct in PWD. This area of study emerged in response to claims that PWD 

experience a loss of self (Cohen & Eisdorfer, 1986). Cohen-Mansfield et al. (2000) 

found that individuals with AD do not lose their sense of self, rather they lose the 

ability to communicate their selves with others. Self-identity theorists found that 

rather than experiencing a loss of self, dementia impacts the observers’ perceptions of 

how the self remains intact. People with dementia adopt new strategies and languages 

for maintaining self-identity that require closer attention from those around them (Li 

& Orleans, 2002; Sabat, 2005). Li & Orleans (2002) found that nursing home 

residents lacked language ability, but found other ways to convey meanings to those 

around them by using unique styles of interaction. Self-identity theorists concur that 

PWD maintain self-identity within the context of the world in which they are living 

and that those around them develop a subjective interpretation that PWD cannot 

maintain a sense of self. Li & Orleans (2002) discussed how the family members who 

took more time to accept the diagnosis of AD were also more likely to have difficulty 

recognizing their family member’s self-maintenance needs. 

 O’Conner et al. (2007) investigated important principles of personhood that 

influence the experience for PWD. They summarized personhood as a combination of 

the subjective experience of PWD as the immediate interaction with the environment, 
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and broader social and cultural contexts. Perry and O’Connor (2002) found that 

spouses had developed unique ways of preserving personhood in their partners. 

Preserving personhood in spousal relationships included operationalizing the 

following strategies: maintaining continuity, supporting competence, protecting from 

incompetence and strategizing encounters. Maintaining continuity was defined as 

having the caregiver spouse retain a sense of identity for their partner by verbally 

sharing past and recent historical events, despite the progression of the disease. 

Supporting competencies included identifying present abilities in their spouses setting 

up situations where remaining abilities could be utilized and validated, providing 

opportunities for the spouse with dementia to feel useful and appreciated.  

 In contrast to supporting competencies, protecting from incompetencies 

requires the caregiver spouse to continually identify challenging areas for their spouse 

with dementia, and work to avoid situations where difficulties may arise. Lastly, 

strategizing encounters was a way for spouses to handle interactions with the outside 

world. Careful attention was paid to the environment and providing safe and 

comfortable situations for the spouse with dementia to avoid any damaging 

experiences that may potentially have caused harm to the person with dementia. 

Personhood is dependent on interactions with people and the environment. Emphasis 

on personhood research continues to help build stronger person-centered practices, 

resulting in more individualized and higher quality care.  

 Self-awareness (Hellstrom, Nolan, & Lundh 2005; Clare, 2002) has been 

studied for its usefulness in understanding how relationships can continue to be 

successful throughout the progression of the disease. The theory places emphasis on 
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the fact that both parties in the relationship must openly acknowledge the diagnosis 

and trajectory of the progression in order to remain functioning in a nurturing way. 

The acceptance of a dementia diagnosis allows for growth and healthy transition in 

relationships. 

 Validation therapy is the act of respecting and validating the orientation of 

people with dementia, allowing them to live in a less stressful state (Bleathman & 

Morton, 1996). This type of therapy has been widely used and also widely criticized. 

The scientific validity of validation therapy has been questioned because caregivers 

contribute their own interactive approaches to care that buffer the effects of this 

technique. This therapy continues to be used in conjunction with several approaches 

and therapies for PWD and further research is needed to determine the individual 

effects of validation therapy. 

 Spector, Orrell, Davies and Woods (2000) defined reminiscence therapy as 

vocal or silent recall of events in a person's life, either alone, or with another person 

or group of people. This therapy is often administered once a week and the use of 

music, photos, videos and personal objects are encouraged to help illustrate events or 

stories from the past. When this approach was first introduced, it was considered to 

have therapeutic potential for PWD. However, the therapy was not successful and 

there is little documentation on the efficacy of this therapy (Spector, et al., 2000).   

Sensory integration (Robichaud, Hebert, & Desrosiers, 1994; Hope, 1997) is less 

concerned with verbal or social interaction and is more focused on changing the 

environment to stimulate the senses for PWD. Changes in lighting, or adding tactile 

objects, or the use of relaxing aromatic scents are all examples of enhancements that 
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have been made to the environment to provide an opportunity for PWD to connect 

with the environment in a new way.  

 Finnema, Droes, Ribbe, and Van Tilburg (2000) categorized various emotion-

oriented approaches. Their study reviewed validation therapy, sensory integration, 

and reminiscence therapy, as they were being used in 24-hour care environments. 

They defined emotion-oriented approaches of care as coping with cognitive 

impairment by providing emotional and social support. Their findings revealed that 

overall, emotion-oriented approaches show potential in helping improve quality of 

life. The various therapies also offer variety and the option of individualizing care to 

meet the needs of the person with dementia. Finnema and colleagues (2000) also 

discussed the methodological limitations involved with most studies, making it 

difficult to compare them to one another. They encouraged the replication and 

exploration of these approaches both with each other and in combination with other 

psychosocial approaches being used for PWD.  

 There are several forms of meditation-based therapies (Langer, 1989; Kabat-

Zinn, et al., 1992). However, few studies have explored the use of meditation-based 

relaxation therapies for PWD (McBee, 2003). The appropriate type of meditation 

relaxation therapy has the potential to provide PWD another avenue for relieving 

stress, or to provide PWD an opportunity to have a positive activity that may improve 

their experience with dementia. Mindfulness based stress reduction (MSRB) 

techniques have been extensively studied by Kabat-Zinn et al. (1992) with adults who 

were able to follow direction without the interference of cognitive impairment. Of all 

the cited studies involving psychosocial approaches to improving quality of life, 
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meditation based relaxation techniques have yet to be used specifically with the 

dementia population 

Treatment Interventions 

 The behavioral intervention literature is extensive and includes applications 

for varying problematic behaviors in persons with several types of disorders. Various 

interventions have been used for children with autism, adults with complicated mental 

health diagnoses and most recently, interventions have become more widely used for 

those with dementia. A review of the various behavioral interventions for PWD will 

provide the framework necessary to conduct a study that involves direct interaction 

with this population. Behavioral interventions for PWD have been conducted 

specifically to improve behaviors associated with the progression of the illness. The 

most common behaviors that have been addressed in the intervention literature 

include: disruptive vocalization (Burggio et al., 1996), wandering (Cohen-Mansfield 

et al., 1990), physical and verbal aggression (Burggio et al., 1989), and excess 

dependency (Baltes, 1988). It is suggested that the most effective approaches for 

managing difficult behavior involve changing the environmental stimuli.  

 Behavioral interventions in the literature that have been successful in 

managing disruptive vocalizations include: intrasubject designs (Spayd & Smyer, 

1988), planned ignoring and reinforcement (Carstensen & Fremouw, 1981), and 

redirection and reinforcement (Whelihan, 1978), along with group interventions 

including the use of consistent stimuli within the environment (Allen-Burge, Stevens 

& Burgio, 1999). Intrasubject designs are based on specifically assessing the 

disruptive vocalizations in the individual, and creating a plan to meet their specific 
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needs in a given environment. Planned ignoring and reinforcement is an approach that 

requires identification of the disruptive vocalization and a planned approach on how 

to react to each outbreak, and this approach either ignores a negative behavior, or 

reinforces a positive behavior such as long periods of time without a disruption. 

Redirection and reinforcement emphasizes drawing attention away from a stimulus or 

situation and as a result, changes the attention and focus of the person in need of a 

behavioral intervention. Using consistent stimuli within the environment for group 

interventions varies depending on the needs of the group, but could include using an 

object to identify when it is acceptable to speak. This technique draws attention to 

one source, allowing for fewer facilitators or group leaders to exercise greater control. 

 Behavioral interventions for wandering have included providing a safe 

wandering space with limited negative interventions (Burgio et al., 1996) and also 

using visual, auditory and olfactory stimuli to produce a home-like or familiar 

environment (Cohen-Mansfield & Werner, 1998). For physical and verbal aggression, 

a combination of individually tailored behavior plans and techniques involving 

positive reinforcement with non-aggressive behavior (Vaccaro, 1990) have proven to 

be effective in decreasing behavior incidents. Incidence of excess disability has been 

mostly attributed to staff turnover and the relationships between the PWD and the 

new staff worker. The person with dementia is more invested in the interaction with a 

staff member than they are in their continuing abilities to be independent, leading to 

decreased functional status. Baltes et al. (1994) completed an exercise that trained 

staff to identify and increase independence and decrease dependence in residents 

using supportive and individual behavior management programs. Baltes et al. 
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designed this behavior management program to improve long-term behavior patterns 

in PWD, however their study indicated short-term changes in language are more 

effective with smaller scale intervention groups. This study proved the PWD may not 

always learn more effectively over time and that change over a short period is 

possible. 

 A review of the behavior intervention literature with persons with dementia is 

imperative because it allows those working directly with PWD to have the knowledge 

to identify and assist with difficult behaviors that may interfere with the experiment 

itself. Additionally, personal work experience of the principal investigator and the 

meditation practitioner will help with conducting this experimental study. 

Complementary and Alternative Medicine 
  
 Complementary and Alternative medicine (CAM) use has grown dramatically. 

Astin, Pelletier, Marie & Haskell (2000) found that 41% of older adults have used at 

least one form of complementary medicine. Several treatments and therapies are 

categorized as complementary and alternative medicines. These include herbal 

supplements, massage, chiropractics, music therapy, art therapy, yoga, acupuncture 

and meditation (Mackenzie & Birget, 2006). There has been a growing interest in 

how CAM therapies and techniques can help different populations such as older 

adults (Lindberg, 2005) and those with dementia (Sierpina, Sierpina, Loera & 

Grumbles, 2005).  

 Lindberg (2005) focused her review on meditation and spirituality, and her 

findings suggest that meditation-relaxation strategies can be taught to older adults, 

reducing anxiety and decreasing despair. Overall, Lindberg found that, “participating 
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in meditative experiences was shown to reduce anxiety and depression, enhance one’s 

sense of ability to cope, and positively affect physical, emotional, and spiritual health 

of elders” (p. 375). Lindberg also concluded that persons with advanced dementia are 

able to follow meditative exercises with support and guidance and that participation 

in these activities can be highly beneficial and warrants further research. 

 Sierpina and colleagues (2005) reviewed complementary and integrative 

approaches to dementia. Their review focused on several types of CAM that have had 

beneficial effects for people with dementia. The three classifications of CAM 

mentioned in their review include psychosocial support (encouragement of cognitive 

activity), herbal medicines and nutritional supplements, and most pertinent to this 

study, mind-body therapies (Tai Chi and Yoga). The authors emphasized the potential 

benefits of meditation in these practices. Their findings indicated that while Tai Chi 

has positive physical effects, both meditation based techniques are helpful in 

improving mood states in those with dementia. A separate examination of guided 

imagery did not yield any clinical findings (Sierpina et al., 1005) yet it has been 

documented that PWD can learn how to participate in guided imagery because this 

exercise is not dependent on stored memory (Zahourek, 1997). 

 There are few studies that use meditation techniques to improve quality of life 

for PWD. As noted above, the history of dementia research has been dynamic and 

fraught with conflict and difference of opinion. Despite the large number of scientific 

measures and procedures that have been developed up to this point, understanding the 

human experience with dementia remains an elusive goal. Fortunately, this has not 

discouraged all dementia researchers from seeking such an understanding.  
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Additional Areas of Research 

 Snowden’s landmark Nun Study (2001) indicates that there is a potential link 

between spirituality and the progression of dementia. Snowden’s study included 678 

Catholic sisters who shared their personal and medical records and also agreed to 

have their brains autopsied after death. This allowed Snowden to examine their brains 

post-mortem and make connections between personal and medical conditions that the 

nuns experienced while they were living. Snowden found that some nuns from his 

study showed physiological markers of dementia, however they did not present with 

any cognitive impairment. He also found some post-mortem brains that did not show 

signs of later-stage dementia, even when symptoms and behaviors of dementia had 

been exhibited. 

 Snowden’s (2001) findings revealed that the ‘standard paradigm’ that many 

research scientists adhere to that dementia is an organic brain disease and is the sole 

cause of cognitive deterioration (Bender, 2006) may be incomplete. However, there 

might be a mediating factor related to living a nun’s life that buffered the effects of 

cognitive impairment. Clearly, these notions need further research, and the proposed 

use of meditation intervention may provide support for Snowden’s original findings. 

The nun’s dedication to their spiritual practices makes it difficult to replicate his 

findings. However if partaking in meditation practices slows the progression in any 

way, this could have profound implications for existing care structures. Any delay in 

the onset of the symptoms that accompany moderate to late stages of this disease has 

the potential to  
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save millions in projected healthcare costs and more importantly, reduce the suffering 

of patients. 

 Alexander, Langer, Newman, Chandler and Davies (1989) evaluated the 

effects of using various meditation interventions within the nursing home 

environment. The sample size for this study was drawn from 8 different homes and 

included 73 participants (N = 73). The average age of the participants was 81 years. 

The study examined the use of three different treatment groups and had one control 

group which allowed for understanding variance between groups.  Transcendental 

Meditation, mindfulness training, and a relaxation group were compared to a no 

treatment group. Results showed that transcendental meditation and mindfulness 

training yielded the most improvement in areas of associative learning, cognitive 

flexibility, mental health, blood pressure and ratings of behaviors and treatment 

efficacy. Those in the mindfulness training showed the most improvement in areas of 

word fluency and control. The most stunning findings from this study were revealed 

three years later when the survival rate of those who practiced transcendental 

meditation was 100% and the survival rate for those who practiced mindfulness 

training was 87.5%, both of which were higher than the rates of the other groups. 

These findings suggested that older adults are receptive to mind body techniques and 

they can be positively affected in many ways. Of the techniques used in Alexander 

and colleagues study (1989) the mindfulness-based techniques seemed most 

appropriate for PWD.  

 An additional therapy mentioned in the literature is the Mindfulness-Based 

Stress Reduction (MBSR) therapy that was created at the University of Massachusetts 
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by Kabat-Zinn (1979). MBSR therapies have been widely shown to be effective in 

lowering levels of anxiety, reducing panic episodes and levels of depression (Kabat-

Zinn, Massion, Kristeller, Peterson, Fletcher, Pbert, Lenderking and Santorelli, 1992), 

and improving cognitive processes and affect in patients with depression (Ramil, 

Goldin, Carmona, & McQuaid, 2004). MBSR continues to be used for different 

populations with different needs. 

 McBee (2003) has focused much of her research on Mindfulness-Based Stress 

Reduction techniques and in one of her studies, shortened the MBSR protocol to be 

suitable for dementia residents in a nursing home. The original protocol for MBSR 

therapies consists of 8 weekly two-hour sessions, with one 6-hour weekend session 

and daily 30 minute audio taped exercises. The sessions were filled with varying 

interventions that focused on guided instruction in mindfulness meditation practices, 

gentle stretching, mindful yoga, and inquiry exercises to enhance awareness in 

everyday life. McBee (2003) recognized that the required exercises demanded a level 

of cognitive concentration that would not be appropriate for PWD and instead, chose 

to adapt the warm-up exercises that consist of breathing and body awareness, and 

retained guided imagery exercises. Nursing home staff reported improved mood and 

functioning of those involved with the adapted guided imagery exercises, leading 

McBee to stress the need for further research in this area. 

 There are no research studies that focus on guided imagery in dementia 

(Sierpina et al., 2004). The guided imagery technique has been used in conjunction 

with various other therapies in a study of Wellness Models by Lantz, Buchalter and 

McBee (1997). This group approach to therapy focused on nursing home residents 
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who were feeling lonely, isolated, depressed, anxious, or helpless and encouraged 

their participants to regain some sense of independence by engaging in this project 

that focused on techniques of relaxation, sensory awareness, meditation and guided 

imagery. Findings from this study included increased levels of self-awareness, self-

esteem, and body awareness, resulting in higher levels of life satisfaction for those 

involved.  

Theoretical Implications 

 Alzheimer’s disease and other related dementias have received attention for 

their ability to strip individuals of their selves or identities. An alternative hypothesis 

is that the self seems to be constructed and expressed in different ways. The social 

constructionist theory proposes that the environment is highly influential in the 

construction of an individual’s reality. For PWD, this may hold more truth because as 

cognition impairment increases, the person with dementia is more likely to base her 

or his reality on interactions with others and their situation in the immediate 

environment.  

 Sabat has worked extensively with people who have dementia. His years of 

research on the experience of dementia has helped him to develop ideas and theories 

of the self. In his book entitled, The Experience of Alzheimer’s Disease: Life Through 

a Tangled Web (2001), Sabat proposes that there are three selves that contribute to the 

overall self of the PWD. Self 1 is considered the personal identity and includes traits 

such as bodily attributes, or characteristics of personality. These traits are best 

observed over time and gradually contribute to who a person is. Sabat explains this 

self as most commonly linked to the use of pronouns and states, “we express our own 
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sense of self as a singular person, a particular individual who has a continuous and 

single point of view in the world space and time from which an individual 

experiences the world, is located at each moment in a particular point in space, 

necessarily grounded in the body” (p. 277). Self 2 is characterized by physical and 

mental attributes. Examples of Self 2 attributes include level of education, sense of 

humor, vocational pursuits and physical features. These characteristics can last for a 

short or long time, but do change with the passage of time. This is where the onset of 

Alzheimer’s disease as an illness would be classified, because it is not part of an 

original identity, but occurs later in life and lasts indefinitely. Self 3 is regarded as the 

social personae and is referred to as the selves that are formed through interactions 

and perceptions from others. These selves are grounded in the social constructionist 

view and provide insight into how PWD make meaning from interactions with 

family, professionals and the community. These interactions can influence how PWD 

believe they are perceived and this becomes reality for them.  

 Sabat (2002) elaborates on how the multiple self 3, also known as the social 

personae, can be positive with the assistance of others who do not define persons by 

their illnesses, or self 2 attributes. Sabat explains that if those around the individual 

with dementia characterize them by their disease, they are limited to their role as “the 

patient”. If those around the individual with dementia focus on the healthy self 2 

attributes, the individual will be more likely to construct a positive self image and 

may be able to experience happiness and validation. Most of Sabat’s findings come 

from individual case studies. For this study, a group intervention will be used to 

influence self 3. 
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 Levy (2003) has similar social constructionist views and states her interest “in 

examining an alternative approach: whether debilitation might be at least partly a 

result of a social psychological construct, in the form of aging self-stereotypes, rather 

than an inevitable biological process” (p.205). Her work emphasized the power of 

aging self-stereotypes and questions the assertion that illness is a result of physical 

and cognitive health decline only. Levy conducted studies in a laboratory that 

monitored writing, exercise, gait and walking speed before and after she used certain 

descriptive words, such as wisdom, decrepit, senile, and shaky. After a review of 

similar studies, she found that nearly 80% of the studies showed behavioral changes 

related to the activated stereotypes. Those who were spoken to with negative labels 

completed the exercises more poorly than those spoken to with positive labels. 

CHAPTER THREE: Present Study 

 This study will focus on a meditation-based relaxation technique known as 

guided imagery that is already being informally used in the field, but has not been 

studied extensively by the scientific community. Guided imagery is a practice that has 

proven to be useful in decreasing stress for those in chemotherapy (Walker et al., 

1999), decreasing severity and frequency of tension headaches in hospital patients 

(Mannix, Rohit, Chandurkar, Rybicki,Tusek, & Solomon, 1999) and helping to lower 

levels of anxiety and depression, while increasing self-esteem in first time mothers 

(Rees, 1995). This technique has proven to be useful for individuals who are dealing 

with stressful life conditions. It is inexpensive and does not demand high levels of 

cognition or processing, making it especially appropriate for PWD. Alexander, 

Langer, Newman, Chandler, and Davies (1989) also conducted a study involving 
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several types of meditation and relaxation therapies that proved beneficial and 

culturally acceptable within a nursing home.  Kabat-Zinn et al.(1992) developed 

Mindfulness-Based Stress Reduction (MBSR) and found success in helping 

individuals decrease anxiety and stress.  McBee (1999) continued with similar 

therapies and adapted a guided imagery group for her most frail participants, some of 

whom had dementia. Although her results were not formally studied, her exploratory 

findings indicated positive effects on those involved in the weekly guided imagery 

group.  

Studies on the use of CAM with older adults have been successful in decreasing 

anxiety and stress. The studies described earlier also have identified how changing 

the external environment by using different verbal patterns, making aesthetic changes, 

using different approaches to care or offering group treatments have improved quality 

of life for PWD. This study will involve changing the environment through 

participating in a relaxation session that will include guided imagery. In a positive 

group setting, administering relaxation techniques to those with dementia may 

decrease depression, decrease anxiety, increase quality of life and could potentially 

increase cognition leading to an overall improved quality of life despite the 



                                       Relaxation and Dementia      
 

                  

 

31 

 

progressive decline due to this degenerative disease. This is illustrated in Figure 1.     

 

Figure 1  Research Study Diagram 

 

Research Questions 

Seven research questions have been identified, five of which can be addressed with 

quantitative data and two of which are exploratory and qualitative in approach. What 

effects do relaxation interventions have on depression? What effects do relaxation 

interventions have on anxiety? What effects do relaxation interventions have on 

quality of life? What effects do relaxation interventions have on behaviors or 

symptoms of dementia? Compared to a control group, does a relaxation intervention 

slow the course of cognitive deterioration? In the qualitative aspect of the present 

study, can the effect of engaging in the relaxation intervention influence the 

participants’ social personae? Lastly, and more generally, how do PWD feel they are 

perceived by those around them? 

Definition of Terms 

 For the purposes of understanding the study more thoroughly, Alzheimer’s 

disease, related dementias, complementary and alternative medicine, guided imagery 

and social personae have been defined. Alzheimer’s disease (AD) is a disease of the 
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brain that causes problems with memory, thinking and behavior, and has a probable 

diagnosis until an autopsy can be performed to confirm the pathology of the disease. 

For the purpose of this study, only vascular/multi-infarct dementia and mixed 

dementia will be defined as related dementias. Vascular or multi-infarct dementia 

refers to impairment caused by reduced blood flow to parts of the brain. Mixed 

dementia is a condition in which Alzheimer’s disease and vascular dementia occur 

together. Complementary and Alternative Medicine (CAM) is a group of diverse 

medical and health care systems, practices, and products that are not presently 

considered to be part of conventional western medicine. Guided imagery is viewed as 

a type of directed daydreaming in which the imagination conjures images (visual, 

auditory, tactile, etc.) and the individual manipulates these images to heal the body or 

to obtain a goal (Laures and Shisler, 2004). Social Personae as defined through 

Sabat’s (2004) three selves, is the multiple selves that are formed through interactions 

with others. Sabat discusses the influence of interactions on the formation of socially 

created selves. These can be influenced by both negative and positive interactions and 

shape how PWD present themselves to others.  

CHAPTER FOUR: Methods 

Design 

 This was a nonequivalent control group quasi-experimental design (Campbell & 

Stanley, 1966). This design was chosen because the control group and treatment group 

were not randomly assigned. It was not permissible to randomly assign the participants 

to different groups because of their geographic location and the harm that could result 

from removing the participants from their respective communities. Despite this 
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limitation, the samples were quite similar in levels of cognition, type of dementia, age, 

years of education, sex, and occupation. 

 This particular mixed methods research design was chosen to highlight the 

potential changes that occurred as a result of the intervention. The approach was 

intended to empower, as well as to study the respondents, giving them an opportunity to 

direct their energy towards their own wellness. It also indicated the importance of their 

quality of life and was intended to offer some control in a world where losing control 

has slowly dictated their daily actions and interactions with others. This study also 

focused on answering questions about whether or not this intervention has any 

measurable benefits for PWD.  Specifically, the quantitative elements of the design are 

focused on capturing change, ideally positive change, in cognition, quality of life, 

depression, anxiety, and behaviors associated with dementia. The open-ended 

questionnaire was included and it was hoped that the questions would provide 

information on how this intervention influenced perceptions of self and the perceptions 

of others.  

Quantitative Methods 

 Quantitative methods used in this study include descriptive statistics, a repeated 

measures ANOVA and Cohen’s d. Data will be categorized by time 1 and time 2, as 

well as by treatment and control group. The diagnostic tests used at time 1 and time 2 

included a cognitive impairment scale (Mini Mental Status Exam), demographic 

questionnaire, Self-Reported Dementia Quality of life measure (DQoL), Geriatric 

Depression Scale (GDS), Beck anxiety inventory (BAI), and the Functional Dementia 

Scale (FDS). The MMSE, Quality of Life Scale, GDS and BAI were read aloud to each 
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participant during data collection testing times. The demographic questionnaire was 

given to the family or legal guardian directly or by mail at the beginning of the study. 

Direct caregivers employed at the assisted living communities were asked to fill out the 

FDS at each data collection time.  

Qualitative Methods 

 Along with completing the diagnostic tests with the participants, a 9-question 

open-ended interview was used to examine how the participants perceived themselves 

and their interactions with others both before and after the intervention. These questions 

were created with the intention of prompting rich qualitative exchange, as well as for 

comparison between time 1 and time 2 perceptions of self and others. A grounded 

theory approach (Strauss, 1987) was used to analyze the data once it was transcribed. 

Interviews were conducted and recorded. The interviews were transcribed and prepared 

for the coding process. The principal investigator identified themes and observations 

during the open-axial coding process and this included constant comparison of groups, 

category building and awareness of saturation. Themes emerged in the data and were 

used to answer questions about whether or not the treatment and control intervention 

changed the way the participants perceived themselves and others. 

Procedure 

 There were two different groups, one relaxation-based treatment using guided 

imagery, and one attention control group treatment that observed the BBC television 

series entitled, “The Planet Earth”. Both treatment groups received the treatment one 

time weekly for one hour. Both groups were led by an instructor, and both groups 

engaged the participants. The treatment group was the meditation based guided 
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imagery group and the treatment consisted of breathing exercises, body stretches and 

guided imagery. The treatment group was led by an instructor who has several years 

experience conducting group meditation exercises directly with people who have 

dementia within a professional setting. The control group spent the first 8-week session 

observing a video series. The investigator led the video control group in order to 

provide the same amount of attention that was given by the instructor to the relaxation 

group. The control group received the guided imagery after the first group had 

completed the exercises.  

Figure 2 illustrates the organizational processes involved in this study. 

 

 

Week One Weeks 1-8 Weeks 8-9 Weeks 10-18 

Treatment 

Group (n= 17) 

Pretest Treatment 

(weekly) 

Posttest Video Viewing 

(weekly) 

Control Group 

(n= 16) 

Pretest Video viewing 

(weekly) 

Posttest Treatment 

(weekly) 

Figure 2  Study Organization 

 

Data collection was conducted during weeks 8 and 9. The control group was then 

offered the intervention during weeks 10-18 to ensure that both groups had a chance to 

benefit from the intervention. The results from the first post-test revealed how effective 

the guided imagery exercises were with the treatment group, as well as how the video 

series influenced the control group. 

Intervention  

 The process of selecting the appropriate relaxation technique has been guided 

by the successes of other researchers, as well as the principal investigator’s 
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experience with dementia patients. Using the Alexander et al.’s (1989) study as a 

starting point, Kabat-Zinn’s Mindfulness-Based Stress Reduction technique was 

examined further. Mindfulness training, Mantra, and Transcendental Meditation were 

all ruled out because of logistical and application difficulties that would likely arise 

when working with the dementia population. It was also apparent in the literature that 

other dementia researchers felt more comfortable using tenets from Kabat-Zinn’s 

MBSR technique and individually tailoring them to meet the needs of their study 

population (McBee, 2003). There have been studies that have used similar meditative 

exercises and rearranged them to be less time consuming and cognitively intensive.  

 There are several informal meditative practices occurring in therapeutic and 

clinical settings. Local older adult mental health programs are already incorporating 

the use of combined mind/body therapies and the results from several of these 

informal operations have not yet been recorded. Specifically, there have been no 

clinical studies of guided imagery and its effectiveness with persons with dementia 

(Sierpina et al., 2004). In the pioneering spirit that other researchers have had in 

conducting studies with older adults and those with Alzheimer’s disease and/or 

related dementia, this study will explore the use of guided imagery in a group setting. 

McBee (2003) conducted a similar exercise in which she facilitated a weekly group 

that participated in guided imagery. Her group started out with calming breathing 

exercises, gentle stretches and ended with a guided imagery scenario. “Aromatherapy 

and music helped to create a sacred space in the midst of a noisy hospital dining room 

where confused residents often wandered in and out” (McBee, p. 261). The relaxation 

sessions for this study were very similar to McBee’s structure. 
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 The groups were escorted to a common living area, where chairs were 

arranged in a circle. The space was prepared in advance with subtle aromatherapy, 

calming music and dimming of the lights. Once the entire group was present, the 

session started with 5 minutes of calming breathing exercises. The facilitator then 

walked the group through an exercise usually lasting about 5 minutes where they 

were to imagine a healing cloud of mist above them. This healing cloud of mist then 

swirled around and through the participants, as described by the facilitator. The 

participants were encouraged to feel happiness, peace and contentment as they 

visualized their bodies as being free from illness. During several of the exercises, the 

participants’ facial expressions became positive and often their posture straightened. 

After this exercise, the facilitator would begin the guided imagery portion of the 

session and this would last for 40 minutes. Scenarios included trips to mountain lakes, 

ocean beaches, prairie fields and moonlit walks in the snow. During the walk through 

these environments, the facilitator would encourage the participants to use their 

senses. Fragrant flowers, beautiful butterflies, playing children, fresh baked bread and 

cold lemonade were all examples of imaginary aids used to help the participants 

envision their surroundings. Each guided imagery scenario would end with a building 

and each participant was encouraged to imagine a familiar building from their past 

that they could return to. They were instructed to step over the threshold, and return 

back into this room meaning back into the room in the care community. Often times, 

the participants would open their eyes on their own and some needed guidance in 

coming back to consciousness. After everyone was awake, the facilitator led some 

light physical exercises to help everyone become alert again. The remaining 5 
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minutes were used to inquire whether or not the participants were able to successfully 

envision the guided imagery scenarios. Many agreed that they were able to follow, 

while some admitted that they sometimes fell into a deep sleep, or couldn’t 

remember. The consensus from these question and answer sessions was usually that 

everyone was able to feel more relaxed than they did when they first arrived.  

Control Group 

 The control group met for weekly 1 hour meetings to account for the potential 

impact that receiving attention in a group setting may have on the participants who 

live in a care setting. The control group observed the BBC television series entitled, 

“The Planet Earth”. This series offers several episodes that explore life on the planet 

earth. This programming provides factual information along with stunning video 

images of animal and plant life that is not regularly seen in daily life. During the 1 hour 

sessions, there were comments on the programs and afterwards, a formal discussion 

was conducted. The participants were asked to comment on their favorite segments. 

This discussion was very similar to the debriefing that occurred after the guided 

imagery sessions. 

Population and sample 

  The population consisted of Assisted Living Community residents from 

Farmington Square Communities in Beaverton, Oregon and Tualatin, Oregon. The 

Administrators identified and collected a general list of those with a dementia 

diagnosis. Letters were sent out to each potential participant’s family member or legal 

guardian and consent forms were sent back to the community in a self addressed 

stamped envelope, or a phone call was made to continue with the consent process. 



                                       Relaxation and Dementia      
 

                  

 

39 

 

Initially, 64 letters were sent out.  The response rate was 72% with 46 responses from 

potential participants’ and their families. The consent process was completed with 46 

participants and of those, 2 additional participants were unable to complete the first 

interview due to their high level of cognitive impairment. Initial interviews were 

conducted with the remaining 44 participants. Eight additional participants declined 

to attend the sessions for two reasons. Six participants elected not to leave their rooms 

or their building to attend the activity. Two participants attended the first session and 

informed the researcher that they did not enjoy the session and did not want to return. 

One participant had hearing impairment too severe to participate in the relaxation 

sessions. Two additional participants passed away during the study.  The total sample 

size for the study was 33 participants (N=33). The treatment group had a total of 17 

(n=17) and the control group had 16 participants (n=16). The sample included 28 

women (85%) and 5 men (15%). The participants’ ages ranged from 72 to 95. The 

median age was 85. Initially, only one of the participants in the study were African 

American. However, this participant passed away before the study concluded 

resulting in a sample that was 100% Caucasian.  

Nearly one third of the sample reported a household income between $0 and $50,000. 

The mode for income, however, indicated that 45% of participants reported 

household incomes between $50,000 and $200,000. Almost 25% of the sample 

reported a household income of $200,000 or more. A majority of the sample had a 

high school education (73%).  Three participants (9%) had attended an additional 2 

years education, while 4 participants (12%) reported a bachelor’s degree. Two 

participants had less than 12 years of education. One had a sixth grade education and 
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one had an 8th grade education. Over half the population (51%) had a diagnosis of 

Alzheimer’s Disease. Forty percent of the population had a diagnosis of Dementia not 

otherwise specified (NOS).  Vascular dementia was reported by 2 participants, and 1 

participant reported cognition impairment. Twenty four participants (73%) reported 

being widowed, with 4 widows reporting being widowed twice. Seven participants 

(21%) reported still being married, while 2 participants reported being divorced. 

Dementia Research Considerations      

 Conducting research with persons who have dementia requires a certain level 

of knowledge of the disease and certain considerations need to be made when 

including PWD in the data collection process. Sabat (2002) discussed three 

epistemological issues that occur when studying PWD and they were:  the social 

situations and interpersonal dynamics, the issues surrounding scoring discrepancies 

and interviews, and dangers of generalizing findings in group studies. Sabat’s 

epistemological issues highlight the importance for study facilitators to recognize 

how this disease affects the environment and the interactions that ensue. Planning to 

have group meetings in controlled environments, building a rapport with the 

participant, and remaining cautious about generalizing the study results strengthen the 

outcome of the study. 

 McBee (2003) has practical advice for conducting research and engaging 

PWD in mind/body intervention techniques. McBee found that when administering 

meditation relaxation techniques, the facilitator must remain aware of their presence 

while conducting the treatment. McBee stated,  

When I was centered and calm, even residents who 
could not follow instructions or respond cognitively to 
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the techniques, were able to respond positively. While 
some might not understand the guided imagery or 
instructions, all could respond to the tone of my voice, 
my body language, and an environment of acceptance 
and healing (p. 9) 

 
McBee’s observations of the importance of her own presence also reaffirms how 

vitally the social environment is related to the responses of her study participants. 

Having awareness of the details involved with the mechanics of this study will help 

ensure that the results reflect the benefit of the treatment, rather than achieving results 

that are obscured by obstacles that could have been prevented. 

Instrument and Measurements 

 Measurement selection for this study is very important. The theoretical 

framework proposed by Sabat (2001) reinforces the careful consideration that should 

be taken when interacting with people who have dementia. He asserts that opinions of 

others can influence how the person with dementia will view themselves and their 

abilities. In this study, the Quality of Life measurement, the Geriatric Depression 

Scale, and the cognitive impairment scale will be administered directly to the 

participant, rather than to a caregiver proxy. The Functional Dementia Scale will be 

given to the primary caregiver to record changes in daily life.  

 The first instrument is the Mini-Mental Status Exam (MMSE)(Cockrell & 

Folstein, 1988) and is used to assess cognitive mental status and assesses five key 

areas; orientation, short-term recall, attention, language, and the ability to follow 

commands involving reading and writing. There are some limitations when using this 

cognitive assessment tool. Crum, Anthony, Bassett, & Folstein (1993) found that the 

MMSE required a certain level of education, at least a 9th grade education to score 29 
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out of 30. The test itself also must be administered as consistently as possible. The 

target population experiences changes day to day as their condition progresses. Some 

PWD might have consistently lucid mornings, but be exhausted and disengaged in the 

late afternoon. Individually checking with the participants and their caregivers 

allowed for specific arrangements to be made in an attempt to control for these 

inconsistencies. 

 The 15-item Geriatric Depression Scale (GDS) has been chosen for its utility. 

The 15-item scale has been tested as reliable and valid and has been chosen over the 

5-item scale so that change intra-individual change can be easier to identify. The 15-

item version of the GDS also takes a minimal amount of time to complete, while 

accurately representing how depressed the PWD is. Almeida & Almeida (1999) in 

their review of shorter version depression scales for older adults found the highest 

levels of reliability in the 15-item version of the GDS (Cronbach’s Alpha = 0.81). 

 The Dementia Quality of Life Instrument (DQoL) was chosen as the quality of 

life instrument because it was designed to be given to PWD. The scale uses item-

stems for simplicity and a visual scale that includes 5-point multiple choice 

responses. There are also special prescreening questions that ensure that the 

participants understand the instructions before starting. Ready and Ott (2003) 

administered the DQoL to a sample group of 99 PWD (n=99) who had mild to 

moderate dementia (MMSE from 12 to 21) and 96% of the participants were able to 

answer the pre-screening questions and completed the entire scale. Convergent 

validity was found with the Geriatric Depression Scale. The scale has adequate 
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interrater reliability (intraclass r = .90) and internal consistency (Cronbach's alpha = 

.81). 

 The DQoL also consistently took no more than 10 minutes to complete. Selai 

and Trimble (1999) remark that, “it seems clear that at a certain stage of cognitive 

decline there will come a point where QOL self-assessment will no longer be 

possible”. However there is research (Logsdon et al., 2002) that indicates that 

moderate cognitive impairment, as evidenced by a score of 4 out of 30 on the MMSE, 

does not always interfere with the individuals’ ability to express their opinions when 

asked questions about their lives. It does speak to how we are judging cognitive 

impairment and if we should really be using our current scales to assess verbal and 

word finding ability in dementia patients.  

 The Beck Anxiety Inventory (BAI) (Beck, 1988) was designed for adults with 

the intention of distinguishing anxiety symptoms from depressive symptoms.  This 21 

item scale consists of anxiety symptoms and takes 5 to 10 minutes to complete. 

Participants are asked to report the frequency with which they have experienced the 

symptoms during the past week on a scale of 0 – 3. Morin, Landreville, Colecchi, 

McDonald, Stone, and Ling (1999) examined psychometric properties of the BAI and 

found this scale to be reliable and valid (Cronbach’s alpha = 0.89) and especially 

useful with older adult populations. 

 Moore, Bobula, Short & Mischel (1983) created the Functional Dementia 

Scale (FDS). The scale was created to assess and measure the severity of functional 

disabilities related to the progression of dementia. It is designed as a proxy 

measurement and along with the demographic questionnaire will be the only form of 
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data collection requiring the opinion of the caregiver. The 20-item scale is reliable 

and valid (Cronbach’s alpha = 0.90), and includes measurement of activities of daily 

living, orientation and affect. 

CHAPTER FIVE: Results and Discussion 

Overview 

Descriptive Statistics 

 The data was entered and using Stata. Descriptive statistics were tabulated to 

assess the similarity between groups, as well as between time intervals. A correlation 

table was examined to find significant correlations between measures. A correlation 

table of the demographic variables did not yield any significant findings. However, 

there were robust correlations between time 1 and time 2 variables for all the 

participants on all measures. The relationship between these two waves of data 

illustrates that the participants with cognitive impairment provided answers that were 

stable from time 1 to time 2. There was relative consistency in self-reports of the 

participants as exhibited in the following table. 

 

 

 

 

 

 

 

 

Table 1 
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Participant reports of Cognition, Quality of Life, Depression, Anxiety, and Care worker reports 

of Participant Symptoms and Behaviors of Dementia at Time 1 and Time 2: Correlations and 

Descriptive Statistics (N = 33) 

 
*p < .05. 
 
A table listing the variables, both at time 1 and time 2 shows differences in the means, 

standard deviations, and the ranges. 

 There was also a significant negative correlation between depression and 

quality of life, indicating that as depression scores decreased, quality of life increased. 

This relationship is investigated using repeated measures of ANOVA, paired t-tests 

and Cohen’s d effect size calculations.  

Variables 1 2 3 4 5 6 7 8 9 10 

1. Time One Cognition −          

2. Time One Quality of 

Life 

.13 −         

3. Time One Depression .14 -.47* −        

4. Time One Anxiety .00 -.23 .09 −       

5. Time One Behaviors -.10 -.06 .05 .33 −      

6. Time Two Cognition .77* .07 .10 .10 -.07 −     

7. Time Two Quality of 

Life 

.08 .69* -.50* .08 -.06 .03 −    

8. Time Two Depression -.14 -.63* .61* .17 .10 -.03 -.69* −   

9. Time Two Anxiety .12 -.19 -.04 .62* .17 .12 .03 .23     −  

10. Time Two Behaviors -.03 -.15 .07 .28 .85* -.19 -.14 .12 .10 − 
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Table 2    

PWD and Care Facility Reports of Variables, Time 1 and Time 2, Means, 
Standard Deviation and Ranges. 
 

MMSE = Mini-Mental Status Exam, DQOL = Dementia Quality of Life Scale, GDS = Geriatric 

Depression Scale, BAI = Beck Anxiety Instrument, FDS = Functional Dementia Scale 

 

 

 

Quantitative findings 

 Quantitative methods were used to answer the first five research questions for 

this study. The descriptive statistics provided insight into which variables were most 

influenced by the intervention. Repeated measures ANOVA tests were used to identify 

any statistically significant findings. The following table indicates that the Dementia 

Quality of Life instrument was the only measure that indicated an interaction effect. 

 M SD Range 

Variables 
T1 T2 T1 T2 T1 T2 

 MMSE control group 15 14 4.24 5.20 10-26 2-25 

MMSE, treatment group 14.1 14.2 4.53 5.21 7-25 9-26 

DQoL, control group 106.43 106.31 10.09 9.90 94-127 86-121 

DQoL, treatment group 100.71 106.53 11.92 10.85 79-116 86-121 

GDS, control group 5.23 5.69 4.13 4.54 0-14 0-14 

GDS, treatment group 7.76 6.47 4.57 6.62 2-20 0-22 

BAI, control group 8.69 7.94 7.01 6.61 0-22 0-22 

BAI, treatment group 8.71 7.41 5.03 5.09 5-22 1-23 

 FDS, control group 29.50 25.93 19.35 13.68 8-60 8-58 

 FDS, treatment group 32.41 32.23 11.23 10.73 7-53 17-53 
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The results of the repeated measures ANOVA are listed in Table 3. The only measure 

that achieved significance was the Dementia Quality of Life Measurement (DQoL).  

Table 3 

Repeated Measures ANOVA findings for measurements. 
 

 

 

 

 

 

 

*p ≤ .05.  MMSE = Mini-Mental Status Exam, DQOL = Dementia Quality of Life Scale, GDS = 

Geriatric Depression Scale, BAI = Beck Anxiety Instrument, FDS = Functional Dementia Scale 

All questions were answered by using tests for statistical significance and the answers 

for the research questions are as follows: 

 

 

Research Question 1 

 What effects did the relaxation intervention have on depression? There were 

no significant effects from either the treatment or control group on depression scores 

in the study. The only statistically significant data regarding depression scores was 

indicated in the correlation table. The results suggest that depression scores are 

negatively related to quality of life scores in the entire sample. 

Research Question 2 

Time Group by Time Interaction                                 

 F ג
 F ג

MMSE .996 .111 .983 .542 
DQOL .882 4.128* .873 4.498* 
GDS  .993 .213 .958 1.373 
BAI .960 1.286 .997 .091 
FDS .982 .566 .995 .155 
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 What effects did the relaxation intervention have on anxiety? There were no 

significant effects from either the treatment or control group on anxiety scores in this 

study. 

Research Question 3 

 What effects did the relaxation intervention have on quality of life? As 

mentioned before, quality of life was negatively related to depression scores, 

indicating that less depression was associated with better quality of life in the entire 

sample. The repeated measures  ANOVA was used to compare the treatment group to 

the control group and yielded significant results indicating that there was a group x 

time interaction, F(1, 31) = 4.128, p = .05. Additionally, computing effect sizes 

across time for the two groups revealed an effect of nearly 60% of a standard 

deviation for the treatment group and now effect for the control group, Cohen’s D = 

0.58. Thus, there appears to have been an effect of treatment on quality of life that 

was obscured by the fact that the ANOVA averaged the treatment effects at time 1 

and time 2. Inasmuch as there were no group differences at time 2, there was not 

group x period interaction.  

 The figure 3 illustrates the change in quality of life between the intervention 

and control group.  
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Figure 3 

Research Question 4 

There were no significant effects on the symptoms and behaviors of dementia in this 

study in either the control or treatment group. 

Research Question 5 

In comparison to the control group, there were no significant findings indicating that 

the intervention slowed the course of cognitive deterioration.  

Quality of life was the only variable that showed statistically significant change. 

Qualitative Findings 

The last two research questions were examined using open-ended questionnaires that 

would be coded for themes and compared. The initial intent was to compare time 1 

and time 2 interviews to each other to examine for changes in self perception and 

presence of potential social personae. After completing the interviews, it was evident 

that several factors influenced how the participants perceived their surroundings, 
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making it difficult to generalize change as it related to participation in treatment or 

control groups. 

Research Question 6 

There was no evidence that the relaxation intervention affected the participants’ 

social personae. The open-ended questions did not prompt the rich qualitative 

exchange between time 1 and time 2 necessary to examine whether or not this 

intervention positively influenced the self 3 as Sabat (2002) suggested. It is likely that 

this occurred because PWD in this sample scored lower on cognition instruments 

(MMSE, M = 14.7) and perceptions of self and others were not captured by these 

questions. Another potential reason could be that PWD with lower levels of cognition 

do not have any negative perceptions that influence their social personae. In other 

words, interactions with those around them do not have a lasting negative influence 

that can be captured by time spent in two 60 minute interviews. Sabat (2002) made 

his observations of how the self 3 is influenced by social interactions with others 

through case studies, and after conducting this study, it is apparent that additional 

observations would be helpful in answering these questions. 

Research Question 7 

There were no obvious changes between how the participants felt they were perceived 

or how they perceived themselves after receiving either the intervention or control 

group treatment. When the participants were asked questions about self-perception, 

the tone of their voice and their responses indicated to the principal investigator that 

this was not an aspect of their experience that they could reflect on in an interview. 
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 In this study, the open-ended questionnaire was used to learn more about the 

long-standing influence of social interactions for PWD. There was evidence of 

negative self-talk, but it was not reflected in the answers given for the open-ended 

questions. Additionally, evidence of influential social interactions became present in 

the participants’ reports of smaller exchanges within the community and from their 

pasts.  

 Most of the participants answered the open-ended questions without hesitation 

and most reported having no problems with how they are treated by others. Of the 

few participants (12%) who reported negative feedback from others, none showed 

evidence of changes in perceptions of self or of those around them between times 1 

and time 2. The negative interactions did not seem to have a cumulative effect on 

their social personae, most likely due to the advanced nature of their disease. In the 

mild to moderate stages of the disease, moment-to-moment interactions appear to 

have had less influence on the construction and maintenance of social personae. The 

open-ended questions are more suitable for people with milder forms of dementia.   

Emergent Qualitative Findings 

 The standardized scales did promote exchange that produced appropriate 

qualitative data for analysis. As the participants were asked to provide self-reported 

responses to the standardized scales, most included additional interpretation or insight 

into why they chose certain answers. Most of the qualitative commentary was 

provided when answering the Dementia Quality of Life Measure (DQoL). The DQoL 

asked the participants to rate how often they experienced feelings that were both 

positive and negative, which seemed to provide an opportunity for explanations. All 



                                       Relaxation and Dementia      
 

                  

 

52 

 

data that was relevant to the experience of dementia was subjected to coding and 

themes have been identified. Themes included reality orientation, influence of the 

social environment, thought processing/self-talk, social intuition, social position, 

redirection, coping, religion, resilient wisdom and negative self-labeling. These 

aforementioned themes will be discussed and excerpts from the interviews have been 

included for reference.  

Reality Orientation    

 Reality orientation has been mentioned previously in this paper (Holden and 

Woods, 1995) and was defined as providing factual details to help re-orient the 

person with dementia to the reality of the present place and time. For the purposes of 

this paper and the task of understanding the experience of dementia, the principal 

investigator or person without dementia must orient themselves to the reality or 

realities of the person with dementia. Holden and Wood’s (1995) approach was not 

well received because changing the reality of PWD is very difficult and introduces 

issues of trust and respect to an already unsteady interaction. In contrast to Holden 

and Wood’s method, more success in interacting and communicating with the PWD 

in this study was found through inquiring, respecting and validating the experienced 

reality of the person with dementia. In this study, several aspects of life such as age, 

occupation, physical location and emotional state were acknowledged. There is value 

in how individuals are experiencing life from their perspective.  

 After the first round of interviews was complete, more knowledge about the 

experience of the participants was obtained by asking them what year they thought it 
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was. The following excerpts are examples of how this reality was discussed and even 

debated: 

P Well I know it is 1924 because that is how old I am. 
I What if I told you that wasn’t 1924? 
P Well I would say it is 25,26, 27. I was born in 1924. 
I Yes and now it is 2008. 
P Ohhhh. (9 – 24)  
 
I What year do you think it is? 
P Oh.. 2110? (93 – 31) 
 
The two following participants, when informed of their actual ages, were not 

convinced and chose to believe what their intuition was telling them. The principal 

investigator then addressed them as if they were that age. 

I How old are you again E? 
P Oh I don’t know. I’m about 100 and… oh gosh… either 14 or 15. Or am I 
more than that? Now wait a minute. So many things have happened that I’m so 
confused. 
I So you are 94 years old. 
P I don’t think I’m that old. I think we should stick with the 80’s. (5 – 16)  
 
I How old are you again? 
P well I was born in 1922, so….  
I How old are you? I’m bad at math? 
P Well let’s see, I think I’m in my 50s. 
I I think you might be in your 80s? 
P Oh no, I’m not in 80s. I’m in my 50’s. (71 – 42)  
 
 The participants were asked as part of the cognition exercise if they knew the 

name of their present location. They had various accounts of where they were at and 

why. The following two participants reported that they were in buildings for work or 

professional meetings. 

I Do you know where we are at right now? 
P Well this building has a name to it. But I’ve forgotten what they call this 
building. But it is a professional building and they have meetings here all the time and 
that is how I became acquainted with this building, because I attended many 
professional meetings in this building. I had many free meals in this building. 



                                       Relaxation and Dementia      
 

                  

 

54 

 

 (65 – 37)  
 
I Do you know what this place is called? 
P Well this is a…..ah.. I think I came here because the board of education is in 
this building. Actually when I first started I got a phone call and they were asking me 
about my school and I told them I signed up with the catholic school and they said, 
that is what we want to know and all that. and ahhh… then they said, how you doing? 
Same as any school. (86 – 26)  
 
 The following participant believed that she was living a very real college life 

and when the principal investigator mentioned her own affiliation with a nearby 

University, there was an instant rapport. The participant was a very shy individual, 

yet she immediately shared intimate details with the principal investigator that might 

not have otherwise been shared. 

I What place are we in? 
P I’m in a residence hall at University of Idaho. 
I Ah ha, so you are a Vandal are ya? 
P You bet! 
I Well I am a cougar. (Washington State University, located 8 miles from 
University of Idaho) 
P Ah HA!, I think the ambition between the two, Idaho is forestry and 
Washington is pretty general and it is a good school. Both schools are good. 
Congratulations to both of us. Well, now I’m a senior and I’m going to miss it very 
very much. Not the social part, because I didn’t do very much, socializing. I don’t 
care to get married, or I might never get married as far as that’s concerned. That 
doesn’t matter anyways, as long as I don’t get pregnant (laugh laugh). I don’t even 
have a boyfriend right now. Life goes on. That is the lesson. (35 – 1) 
 
 The following participant was aware of her stay at the care center, but had a 

different interpretation of how she ended up there. Her transition into the care center 

included a large family discussion and was not on a trial basis. She was clearly in a 

state of emotional duress and this continued throughout the entire interview.  

P This is the care center and I was stupid enough to come here. 
I …You’re upset that you came here? 
P Yes… I did it myself. And I told my daughter that I wanted to come here after 
my husband passed away. And it is hard for me. So I thought I could come here. I 
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said I want to go there and be there just for the day. Well my day has turned out to 
be..  (18 – 12)  
 
 The following participant believed that he was in his 50’s. Throughout the 

entire interview, he was enmeshed in his role as a lead custodian/grounds manager in 

his job, as well as a husband worried about paying the bills. Most of the conversation 

pertained to operations at work and his anxiety over paying the bills. 

I Are you happy with your situation? 
P Well lately, I have been more happy about what is going on at home. Well all 
the bills are payable and J has been … well you know I was pushing that bush (career 
as lead custodian/grounds manager). I finally felt that that thing was pretty heavy and 
that dirt wasn’t getting pulled and I for sure needed to find something to get in there 
and get it. And also it was lodged in there in a barrel. That is why we keep that dirt 
and someone on the truck comes and gets it. (23 -13)  
 
Just minutes later in the interview, this participant responded to a question with the 

acknowledgement that he is not living at home.  

I Do you feel depressed when you are here? Ever? 
P No… Well there were times when I first started here.. And I thought.. well 
they got me.  
 
 Many other participants (58%) shifted mid-conversation from one reality to 

another, with some seeming to have as many as three realities.  These were based on 

different periods in their lives and often included childhood, working/raising family, 

and the present time. 

 There were also emotional and confused states that the participants described 

during the interviews. The following participant had no understanding of why she 

was unable to continue with the activities of wife and mother that made up so much 

of her identity. She could not recall how she ended up there, except for stating that 

she felt her family didn’t know what to do with her. She felt as though she didn’t have 

any say in why she was there and in turn didn’t feel as though she was happy. 
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I How often are you happy? 
P Well that also depends on the situation I’m in…. I don’t know, because I don’t 
understand why I’m here?  
I Where should you be? 
P I should be a good wife and mother. In this.. in the other scheme of things. I 
was a good wife and I was a good mother. So that was all I could go by. Now I don’t 
have the opportunity to be a good wife or a good mother. 
I …Did your husband pass away? 
P. (pause)….Well…..I don’t know…. I don’t know what happened to him. I, ah, 
I don’t know what happened to a lot of things. 
I Sometimes, does it feels like there are blanks in your memory? 
P Yeah. 
I Maybe that is part of the reason why you are here? 
P (Laugh laugh)….I don’t know. No I don’t think that’s why I’m here. I’m here 
because they don’t know what else to do with me… Ahh.. well, I don’t understand a 
lot of things and ah, I think in time I will..Gosh I got have some water. ….Well I 
don’t have the opportunity to feel happy. (41 – 28) 
 
 For those without dementia, adapting to someone else’s reality can be a real 

challenge. It forces people without dementia to enter a foreign domain that can be 

uncomfortable. This is useful in two ways. First, it allows the person without 

dementia to relate to the person with dementia by validating their experience. This is 

helpful for effectively communicating with PWD and continuing dialogue with them. 

When PWD are unable to understand the actual current reality and are repeatedly 

corrected, they can feel frustrated and choose to end the conversation. For this reason, 

it is important to understand and validate their reality and experience. Second, this 

allows the person without dementia to reverse the roles and play the part of the 

insecure and confused person. This can be a very enlightening experience for 

someone who has not been able to fully understand how devastating it can be to ‘not 

know’. 

Influential social environment 
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 For PWD, there are several factors that influence their experiences. As 

mentioned above, the reality that is played out in the mind influences orientation. It 

has also been observed that interactions within a group and between individuals 

influence how PWD perceive their role in the environment, similar to Sabat’s 

findings that self 3 is developed through interactions with others in the environment. 

Several of the participants were unable to recall taking part in the study sessions, yet 

on several occasions they mentioned social interactions they had within the 

community that influenced them in some way. While these observations were not 

related to the treatment or control group sessions, it was apparent that social 

interactions were important enough for several of the participants to remember and 

recall. 

 The following three excerpts exemplify how interactions can leave a lasting 

impression on PWD. For these participants, the actions of others influenced how they 

acted and interacted with the environment.  

I How often do you get anxious? 
P .... since I’m here now and things have been going coo coo. Things take place 
that way and that gets me kind of upset and wanting to get away from everybody and 
it all depends upon what is taking place and happening. 
I so what is your theory for getting through that? When you have time for 
yourself? 
P Yes, when I have a little bit of time for myself to get a way from the people 
who are making trouble and then when I get back with them it is usually okay. (3 – 4) 
 
P I don’t know… maybe it is just me… it seems like everybody else is more 
interested in something else than I would be. 
I Right, so you just don’t have common interests with the people here. 
P Yeah, well I hear them talking all day and all evening… for hours, not that it 
bothers me. It doesn’t. It is just that I’m not into all that. I have always had a lot of 
friends and everything. But I don’t have a lot of friends here. (21 – 7)  
 
I How often do you feel embarrassed? 
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P Actually, not that often, no, because they come around and they say, “oh that 
is a pretty dress” or “what a nice pair of pants you have”. And I oh.. one day I think I 
had like 4 girls that were out there doing these things and they said, “there she is” and  
they said, “what are you doing?” And I said, “well I’m not really sure”. We were all 
kind of walking around trying to get some flush ideas of how people do these things, 
and not one of them said a single word. And I thought to myself, “You know, I should 
have something in my pocket that says that this is what I give to people who don’t 
know what I’m doing”, and that was kind of what I was doing. (30 – 46)  
 
 It is difficult to ascertain how influential these interactions were on the 

participant’s social selves. The main observation from the three excerpts above was 

that these participants noticed differences between themselves and those around them 

and were able to comment on how they were influenced by others. 

Social interactions also contributed to meaning-making and personal identities. The 

following excerpts illustrate how being helpful to others in the community continues 

to shape who this participant is. At every meeting, this participant maintained a 

helping identity by looking after the group and ensuring that everyone’s needs were 

met. 

I So how often would you say that you feel useful? 
P I would say quite a bit, because I attempt to help other people and they have 
gotten to be… they are starting to expect me to do what ever they need… I try. 
I How often do you feel lovable? 
P Again, I like, I like people, and I like to try to make them feel good and think 
about it and maybe get busy of making it things…. so that would be my thing. I like 
to help make other people feel better. (61 – 32)  
 
P I just want to be as understanding about each and everything with each and 
every person. That’s what makes up my life. I hope I’m doing it right. (64 – 1)  
 
 There were also participants who identified themselves often as part of a 

collective unit. The participants lived in group settings and spent time with the same 

individuals every day. At one site, there were several women who participated in 
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group activities all day. In the following three excerpts, these participants explained 

the influence of the group on their actions and mood. 

I Do you think about the worst thing happening? 
P I think that I would go out there and see what was going on (She immediately 
started to think about herself within a group context). (63 – 22)  
 
I How often do you feel lonely here? 
P Well, I don’t have any reason to feel lonely here. Because everybody is so.. 
we eat dinner together, we eat breakfast together, we eat lunch together. So I don’t 
have any reason to feel lonely. (67 – 42) 
 
I How often do you feel cheerful 
P I think that I feel cheerful as far as where the people and the group are at that 
moment. If there is something distracting… then I get down and out as they do….. I 
feel what they are feeling. (88 – 14) 
 
 Group dynamics were not captured formally in the interview sessions. 

However, the principal investigator noticed that group dynamics were influential in 

the group mood. This was more evident in the treatment group than the control group. 

During the relaxation sessions, there were two separate non-verbal types of 

communication that influenced the group dynamic. First, there were two participants 

who at times showed their disinterest in the relaxation techniques. They would initiate 

eye contact with others and often would leave the group early. On a few occasions, 

this prompted others to leave a few minutes early, but overall this did not influence 

how the other participants reported their experience. The second observation 

indicating the importance of group dynamics came during the first 10 minutes of each 

session. The relaxation facilitator asked the participants to close their eyes. Often 

times, there were at least 2 or 3 participants who would look to their friends, as well 

as to the principal investigator to see if they had closed their eyes too. This informal 
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non-verbal exchange happened frequently, indicating the influence of others actions 

on the decision-process of a few of the participants.   

 One participant was more lucid during her second interview. She was able to 

identify how her interactions with others around her made her feel needed. As she 

explained how beneficial it was to make conversation with others, she also 

commented on the value of the interview for her. This participant had a very difficult 

time finding words and conversation was usually an awkward event. This participant 

was interviewed shortly after the relaxation session and spoke with great clarity and 

insight. It cannot be concluded that her clear speaking was a result of the relaxation 

session, but should be noted as a potential contributing factor. For the principal 

investigator, this was among the most meaningful interactions during the entire study. 

I …Do you like to talk? 
P  If, if, if by liking to talk means how much I like people, then yes. But to stand 
and make words, and show that they are important is difficult and yet I know that 
they need it as much as I need it. Does that make sense?   
 …Oh your , I’m gonna cry.  
I …Don’t cry. 
P No, but you have just done a lot for me. (91 – 32)  
 
 Social interaction influences PWD in various ways. Sabat (2001) discusses 

how it validates different social roles and identities and for several participants in this 

study it did. Through social interactions, participants in this study played the role of 

friend, team member, caregiver, and conversationalist. Social interactions with family 

and friends not living in the communities, as well as memories of social roles also 

continued to shape the identities of the participants. It is not known how these 

influences are prioritized or if they are pre-determined as the brain deteriorates. It is 



                                       Relaxation and Dementia      
 

                  

 

61 

 

clear that for each participant, social interaction with others was highly influential in 

their experience as a person with dementia. 

Thought processing/self talk/rationalization 

 When asked questions, several participants exhibited an out-loud thought 

process that seemed to be helpful in making decisions or rationalizing memory loss. 

These verbal self-talks were used when participants felt unsure of how to answer and 

needed to process and organize their thoughts. This process permitted observations of 

the decision-process to be made from the participants’ perspective, illustrating the 

often abstract nature of how thoughts flow for PWD. 

I  How often do you feel confident? 
P Well, it depends upon how, if, when things turn out as they should, or people 
believe what I have to say. I may be saying everything that is absolutely right and that 
is the same with everyone and that happens to. And then maybe somebody thinks I’m 
wrong. (2 – 38) 
 
P … I try to think about it and that’s all. 
I How do you get through that moment? 
P I try to get it out of my head. 
I How do you get it out of your head? 
P If I’m nervous, if something came up and I’m so nervous I couldn’t think 
about it, then it comes back. (12 – 1)  
 
I How often do you feel nervous? 
P Well I’ve been talking to myself about that. 
I What are you saying.. 
P Well think about this I’m telling myself, “is this any of your business”, 
“should you be in there helping them”. They have gotten ahead of it. They have 
gotten it going right. (23 – 35)  
 
I Is it harder for you to talk? Or do you just not talk much? 
P I still talk as much, I used to be anyways. I used to dance a lot. With my 
husband, but he died so I don’t have a husband anymore…. Oh I don’t 6 months to a 
year or so (husband died). So then I had to go and live in this other place near my 
children and they came to see me often. They are good to me. (48 – 38)  
 
I How often do you feel depressed? 
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P Well if I have to do anything and I don’t really want to do it., My head says, 
well get down there and do it. And so that is what my head says….  Not really, the 
head is okay. I have never thought about it before. (53 – 29)  
 
 The following two excerpts illustrate how the thought process helps these two 

participants justify their memory loss by stating that remembering is not beneficial to 

them. 

I Do you think you have more problems with your memory than most? 
P  No, I forget a lot of things and I think its because its not worth remembering, 
but then all the sudden it comes up and I gotta remember and I start thinking, why 
was I trying not to remember that. and then it dawns on me, it is something that isn’t 
going to do any good for me? I say if I forget about it, so what. (86 – 46)  
 
P That is our son and his wife. 
I What happened to him? (referring to her son who passed away) 
P Well, I can’t remember, you see I’m very forgetful. I guess I don’t think of 
things you know, on purpose so I won’t start crying about it. (29 – 15)  
 
 The out-loud thought process was demonstrated by 81% of the participants, 

indicating a common method for decision-making and rationalizing. This may also 

provide some insight into how the thinking process evolves throughout the 

progression of dementia. Further observational research is needed to learn more about 

this process. 

Social intuition and humor 

 Almost all the participants, regardless of cognition or orientation, maintained 

a sense of social intuition. Most of the participants were culturally sensitive, attentive 

to human emotion, aware of status and social position and able to use humor to relate 

to the principal investigator and each other. Social intuition seemed to serve as a 

buffer between the losses caused by dementia progression and maintenance of self 

and sense of normalcy.  

Social Position 
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 On several occasions, the principal investigator sensed a shift in the power 

dynamic in many conversations. This was not purposive, but as occupations and other 

life characteristics were discussed during rapport building, the participants felt pride 

that prompted them to direct conversation. The following excerpt illustrates how after 

a candid exchange of how this participant’s dementia negatively influenced his 

abilities, he attempted to end the conversation until the principal investigator returned 

to a topic of discussion that was comfortable for him. The tone of voice changed for 

this participant as conversation became more challenging and once the participant 

was able to talk about cars and his job, he willingly continued with the interview. 

I ….does it make you feel not as smart? (referring to inability to find words) 
P I think it is time I rested. (awkward  laugh) 
I I know, we are talking about some pretty deep stuff. 
P Well see now I’m 82, so I’m getting up in years.  
 
(interview notes: We then talked about cars, I told him about my Ford, knowing that 
he spent his life as the director of the VW customer service department. We talked 
about foreign oil. We talked about the cost of gasoline and B was talking about when 
gas was 19 cents. This made him feel more at ease.) (15 – 1) 
 
 One interview took an awkward turn when the participant reminded the 

interviewer that she could read. The protocol for the quality of life instrument asks 

that the scale be read aloud to the participant. The response was as follows, 

P  “I can read good and well”. (28 – 20)  
 
This participant was insulted and this was evident by the comment and the tone of her 

voice. An apology was offered and the interviewer informed the participant of the 

protocol for the instrument. The principal investigator carefully monitored the social 

position of the participant throughout the rest of the interview to avoid insulting her 

again. 
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 The following excerpt was from a participant who had problems expressing 

herself verbally. She did however influence the power dynamic of the conversation 

with the tone of her voice and her opinion on the assigned task. 

I Can you repeat these three words after me? 
P (pause)……..Well it is not my favorite thing we are doing! 
(interview notes: She seems to get upset as we go on, but when asked how she is 
doing, she says okay. Her affect is just flat.) 
….. it’s not my good day. (33 – 33)  
 
This participant was having word finding problems, but was able to easily change the 

tone of the interview and in turn influence my reaction to her for the remainder of our 

time together. 

 One participant worked on establishing social position by discussing her 

leadership in the church in the past. When she explained her role as a leader, her 

posture changed and she held her head high. 

P ….When I was in Michigan, I had real friend(s) and people who listened. I 
was in a congregation, I would lead the room, my son-in-law… would listen to me 
talk to two big rooms. They wanted to hear what was in the bible. I had to… What is 
left. I had good friends. I even convinced, from day to day, I was led from Russia, but 
she wrote me when her son was in the service. …..I know I’m in Jehovah’s hand. 
 (45 -33) 
 
 Social position is often important to people. It should not be assumed that 

PWD are devoid of this sense of importance. In fact, establishing and maintaining 

social position is one way that PWD can maintain selfhood and their identities. It is 

also influential in validating the experience of PWD, allowing for them to continue 

contributing to their environment and others despite their losses. In this study, social 

position was coded as a theme because of the noted decrease in social position in the 

interview. More research is needed on social position to understand how to use it to 

increase quality of life in PWD. 
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Redirection 

 A common practice in the field of dementia care is redirection. This practice is 

used to distract PWD when they are stuck on a thought that is influencing the quality 

of their experience. In this study, it became apparent that PWD also use this technique 

when they wish to no longer discuss something that brings them discomfort.  

I  Did he pass away? (referring to her husband) 
P Well I think he is still living. It is hard to keep up with him all the time? 
I Did you end up divorcing your husband or are you still with him now? 
P Well actually, I have a husband, but I don’t think it has anything to do with 
what we are doing now. (66 – 13)  
 
I Did you continue to see your real mother after you moved in with your new 
(foster) mother? 
P My… ahh… (doesn’t answer question here) …well the government took us 
because we were without a real home. And I was this tall and he was this tall and we 
were homeless. We were here there and everywhere and we were just taken over. (2 – 
32)  
 
 The following excerpts illustrate how participants purposely redirect those 

around them when they are in a situation where memory fails them. 

I Have you been treated differently when you can’t remember things? 
P I don’t have problems with my memory.. I don’t.. No I can function with it. 
Or I can say something funny that everybody will laugh at…. I don’t think so. I think 
they have learned that I do things safely and stuff like that. (51 – 38)  
 
P God, I don’t know..  Isn’t this awful that I don’t know what I’m doing? 
I Do you know why? It is because you have a connection that is not happening 
in your brain. You did nothing to deserve this.  
P Oh really?  
I Just because the word doesn’t come, doesn’t mean it is not in there. 
P Yeah, I know that. 
I How do you cope when you can’t come up with a word. 
P Well, I ask them if they want to go to a movie? 
I You change the subject? 
P YES!!  (55 – 6)  
  
 In such instances, the participants realize that there will be times when their 

cognition will interfere with their ability to socialize and they have alternatives in 
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mind to use when these situations occur. It is not clear if the participants developed 

this skill, or if it was a personality characteristic that they had before they were 

diagnosed with dementia. 

Coping      

 The participants in this study all experience their dementia in individual ways. 

Likewise, they coped with the progression of their disease in different ways. Some 

participants had long-term attitudes about life, while others employed short-term 

solutions to their problems.  

I Do you have any words of wisdom for younger generations about coping? 
P I just sort of…. took things as they come and you just learn to live with it. 
And I chose to be ornery. Well as I said, I was bull-headed. (17 – 16)  
 
I So how often do you feel hopeful here? 
P Well I can’t sit down and analyze it, because I’m living here. 
I Are you hopeful or rational? 
P I hope I’m rational because I can’t sit around worrying myself to death or I 
will kill myself. So I try to keep my mind on happy things, so one of the ways I do 
that is by watching television. So if I’m feeling a little depressed or down, I will see 
what is on television. I will look for a good program. (68 – 38)  
 
I How often do you feel sad? 
P No… I don’t worry about that either.  Sometimes I start to feel that way and I 
tell myself, “snap out of it!”. Because I’m alone because my husband died. (74 – 5)  
 
P Well I’m not feeling afraid right now about anything…. I would say seldom 
because I’m in this building and it is patrolled all the time. I mean it is patrolled all 
the time. That just makes me feel so safe. And not only that, but I push this heavy 
table up against that door and I push this heavy chair against the table over there. You 
can see where I have done it. So that people can’t open the door and come in here 
when I’m asleep by myself. (67 – 33)  
 
 These examples illustrate coping with situations that will not change, as well 

as problem-solving that helps with coping with the immediate situation. To some 

degree, most of the themes in this section could be classified as one form of coping or 

another. Again, the role of personality in coping is worthy of additional research. 
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Does an optimistic or pessimistic outlook influence the trajectory of dementia in 

individuals? Longitudinal studies on personality and social skills may shed insight on 

this question. 

Religion 

 There were no open-ended questions about religion. However 12% of the 

participants reported that religion brought them comfort. 

I How often do you feel sad? 
P …..Well, I pretty much see things as they are and if something comes along 
that is making me feel sad, I feel sad.  
I you let yourself feel your emotions…. 
P Well I know that Jesus loves me. And I know he has me here with full 
purpose. (26 – 23) Helen 
 
P No. Ah… I’m a Christian, and so I ……. Belong to the lord…. And if I die, 
that’s where I will go, so that is it. There is no, no… that’s that. (42 – 24)  
 
I What is your quality of life? 
P My quality of life is gone, but I hold to what I know. Then I go to the 
Jehovah. 
 But it is not good because I’m alone. 
 I can not do anymore… (44 – 30)  
 
P Well… I think my faith. I’m Catholic, has a lot to do with positive thinking. I 
go to mass every Sunday morning and it is convenient with the sisters across the 
street. And of course when I’m able to drive again, I’ll be going down to St. Cecelias. 
But ah… no I have always been active in my church. It is an important part of my 
life. (47 – 12)  
 
 There was no way of determining how many of the participants were 

spiritually active before their diagnosis. For the participants who mentioned religion, 

only one was completely disoriented to her environment. The other 4 participants 

experienced lower levels of cognitive impairment in relation to the rest of the sample. 

Resilient wisdom 
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 The principal investigator was surprised on several occasions by comments 

that reflected the resiliency in the study participants. The interviews would often shed 

light on a difficult aspect of their lives, giving them an opportunity to verbalize their 

appreciation and thankfulness for what they have had. Their comments include the 

following: 

P I think I answered that and I have to explain. My life has taken a turn for the 
best. Ahhh somethings I have got that I never had. It is not with riches or anything 
like that. It’s got to do with the lady I’m with. She is a winner. (13 – 1)  
 
P …That was one thing my mother taught us. Make your own pleasure in your 
own thinking. My mother was a smart cookie. She is still working. Your own 
behavior I guess. Because you behave in such a way and then you go home and sweat 
it out. One makes ones own stance. (36 – 4) 
 
P I would say, it is very normal that you are going to have negative elements or 
situations in your life. It will pass and life will go on as it has in the past. (47 – 45)  
 
P I have been lucky all my life to get along. I haven’t always be happy but you 
take it where you can. (57 – 19) 
 
 Despite the uncontrollable life circumstances the participants were facing, 

almost all of them recognized something positive in their lives. Several instances 

during the interview process proved to be difficult and discomforting, yet those in this 

study showed great resiliency in their situation. 

Negative self-labeling 

 Several of the participants were able from moment-to-moment to identify 

when their memory or cognition had failed them. Just over 18% of the study 

participants assigned themselves negative self-labels when they were experiencing 

cognitive difficulties. For three of these participants, this labeling process seemed to 

influence them throughout the duration of the interview. The negative self-labeling 

occurred both before and after the interventions for these participants. It is difficult to 
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determine whether or not their dementia diagnosis triggered this response, or if they 

had assigned negative self-labels throughout their lives. 

I What year do you think it is? 
P Well I’m kind of dumb about that…. (29 – 27)  

P Let’s put it that way, because I really was… I thought what am I going to do? 
The pig is smarter than I am! (31 – 12)  
 
I How long were you married and what did he do for a living? 
P 40 years. I can hardly remember what he did? Was he a carpenter? No that 
was my sister’s husband, oh for goodness sakes lord, why can’t I remember all that… 
Lord…..Why am I a bad person Lord? (49 – 24)  
 
I Do you know what the date is? 
P Oh I don’t know I didn’t look today… You must think I’m real dumb ha? 
I What city are we in? 
P Ohhhh… What’s wrong with me? 
I It’s okay. (79 – 22) 
 
 It is unclear why the participants felt compelled to declare judgment upon 

themselves. It was clear that for three of these participants, these comments 

influenced the remainder of the interview.  

 

Emotive opportunities/general discussion 

 There were also emotive exchanges that did not fit any one category, but are 

worth mentioning. The interviews evoked real discussion about the progression of 

dementia and about life in general. The following participant was usually 

uncomfortable talking about his memory loss, but was open to a brief and candid 

discussion. His somber tone and eye contact with the floor indicated his level of 

comfort and acceptance of what was happening to him. 

P Well I’m losing a lot of mine (smart moments). 
I   you think you are losing them, or do you think they are just harder to find? 
P I don’t know? 
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I I don’t think you are losing them, I think they are in there. 
P Oh they are in there somewhere. 
I  They just don’t connect as fast as they used to. 
P  That’s what it is. (14 – 38)  
 
 The following participant became upset during our discussion, yet she wanted 

to continue. It seemed that she needed to express her emotions and felt safe doing that 

in the conversation.  

I Do you get angry? 
P No, I just get hurt….(crying) 
I You get hurt? Oh E, I don’t want you to cry. We should stop.  
P Oh no go ahead (crying) 
I Does it feel okay to talk about it? Because you don’t have a lot of people to 
talk to about it? 
P Uhmm Hmm (confirming tone). 
I Oh okay, so you said you feel hurt? How do you feel hurt? 
P I feel hurt because, all my time growing up, even when I was small. I tried to 
help people and do things for people and there were people I wanted to smack 
(laughing and crying)… Its hard. 
I Is it hard because you want to help other people or because you want help? 
P its hard because I want out of here. (19 – 2) 
 
 A similar exchange with another participant was extremely candid. This 

individual felt very strongly about where he wanted to be. After declaring what he 

really wanted for himself and finding validation for his wishes, he was more invested 

in the discussion and even felt at ease enough to share humor as indicated in his tone. 

P “Not very nice place to be”  
I Is that this place? 
P Yeah. 
I Where would you rather be? 
P In a cemetery. 
I What? You would rather be dead? You don’t strike me as the type of guy that 
would want to give up early. 
P Well my wife’s gone. Over a year I guess. That was bad. 
I She has been gone for a year.? 
P yeah. 
I  That was hard ha? 
P Oh yeah. 
I I’m sorry for your loss. (57 – 31)  
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 On several occasions, it seemed appropriate not to redirect participants when 

they had a difficult thought and instead to use a more therapeutic and expressive 

approach. People with dementia still experience emotion and this has a cumulative 

effect within the body just the same as it does for people who do not have dementia. 

The difference is that people without dementia have the ability to express or find an 

outlet for their emotion, whereas PWD are challenged with the complexities of living 

with dementia and coping as best they can with their emotional reactions. 

 Throughout the study, participants’ individual perspectives seemed to 

influence how they experienced the progression of their dementia. It was difficult to 

ascertain whether an optimistic or pessimistic outlook was present before the onset of 

dementia, or if the dementia progression or diagnosis contributed to changes in 

personality. The following excerpt shows the connection between how this 

individual’s outlook influenced her experience. 

P Yeah, it hurts… to ask somebody to help you. In fact I would just as soon lay 
here. 
I Is it a pride thing? Where does it come from? 
P I don’t know. I just know that I have been independent…. I don’t know. I just 
never did depend on other people… Don’t misunderstand me… I’ve asked for help 
and different things like that. But you can’t depend on somebody else. Well that is the 
way I feel. (20 – 37)  
 
 This participant struggled throughout the study. She was not receptive to 

learning new coping strategies and often dismissed the relaxation sessions. She also 

did not make any friends within the assisted living community. She was concerned 

with the well-being of others, but her overall presentation was distant and 

disinterested. Was it her independence that kept her from being as involved as others? 

This is a question worthy of further investigation. More research is needed to 
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understand if social preferences earlier in life influenced how she experienced 

dementia. 

 The last excerpt serves as a reminder that PWD are aware of their situation 

and they are human.  

I What state is this? What state are you in right now? 
P Restless anticipation! (giggle) (70 – 23) 
 
 The tremendous insight and honesty from this comment caught the principal 

investigator completely by surprise but reflects how little we know about the 

experience of dementia. 

 In this exploratory qualitative analysis, several themes have been identified 

and discussed. These themes included reality orientation, influence of the social 

environment, thought processing/self-talk, social intuition, social position, 

redirection, coping, religion, resilient wisdom and negative self-labeling. It is difficult 

to make any predictive generalizations with these themes, as they are preliminary 

findings taken from interactive interviews with people who have mild to moderate 

levels of dementia.  

Discussion 

Study Findings 

 This non-equivalent control group quasi-experimental design (Campbell & 

Stanley, 1966) was conducted with the goal of learning how influential relaxation 

techniques, specifically guided imagery are for PWD. There were no formal studies 

examining the use of guided imagery with the dementia population. In fact, 

psychosocial research has largely been collected using proxy instruments. The 

principal investigator for this study wanted to complete the study using self-reports of 



                                       Relaxation and Dementia      
 

                  

 

73 

 

PWD. This process required special attention to the limited literature on including 

PWD in the research process. The data collection procedures from this study 

confirmed that with preparation and guidance, PWD can be included in the data 

collection process. It is difficult to judge how accurate self-reports were of 

participants in the study, but the correlation table indicates a relationship between 

time 1 and time 2 variables for both the control and the treatment group. The 

correlation table also indicated a significant negative correlation between depression 

and quality of life, suggesting the potential for additional significant findings.  

 A repeated measures ANOVA was used to compare the treatment and control 

group while observing for an interaction effect. This test did find significance in 

group x time interaction. There were significant effect sizes across time for the two 

groups, specifically an effect of nearly 60% of a standard deviation for the treatment 

group and no effect for the control group. The study needs to be replicated with a 

larger sample and additional comparison groups to account for a regression to the 

mean.  

 The qualitative hypotheses in this study presented many challenges that were 

originally unexpected by the principal investigator. First, the literature (Sabat, 2002) 

explained the relationship between social interaction and the formation of social 

selves in a person-to-person setting rather than a group setting. Sabat documented his 

observations through case studies with individuals who had lower levels of cognitive 

impairment than those in this study. The questions that were asked to prompt 

qualitative exchange were not successful in identifying identity formation and the 

influence of social interactions with others. Despite this setback, the principal 
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investigator’s individual interview with each participant provided an opportunity for 

data to surface.  

 Several themes were identified as contributing to the experience of dementia 

within an interview context. These themes included reality orientation, influence of 

social environment, thought processing/self-talk, social intuition, social position, 

redirection, coping, religion, resilient wisdom, negative self-labeling and emotive 

exchange. The themes generated during the interviews will be most helpful in 

understanding the experience of dementia and may be used as preparation for future 

studies involving self-reports from PWD. These themes may also be beneficial 

studied more in the context of care environments, or caregiver dyads.  

  What does this mean in the context of dementia experience research? Despite 

limitations, this study confirmed that PWD can be included in research studies, 

because they are capable of providing consistent and valid information about their 

experience. This study also confirms that while researchers may be unfamiliar with 

PWD’s experience, it is very real to them and warrants further research. This study 

has attempted to formally study the effects of guided imagery approaches in group 

settings by measuring cognition, quality of life, anxiety, depression and dementia 

symptoms/behaviors. Although this study did not stabilize or increase cognition or 

decrease levels of depression, anxiety, symptoms/behaviors, it did improve quality of 

life as reported by the participants in this study. The intervention provides an 

alternative to pharmacological interventions that can be costly and non-productive 

with potential side effects. This study needs to be replicated with a larger sample size 

and possibly more sophisticated cognition measures.  
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 Another important finding from this study was that the quantitative 

measurements suggested that cognitively older adults are capable of answering 

consistently for themselves, when asked. This was illustrated in the correlation table. 

These findings are in contrast to the qualitative findings that suggest that this sample 

reported changes in perceived reality, indicating that quantitative measures are not 

necessarily representative of the experience of dementia. Further investigation is 

needed to determine how to effectively study the experience of dementia. 

Research with PWD 

 The themes found in the qualitative portion of this study are all helpful in 

informing future research involving PWD. This study has helped identify how 

individuals with mild to moderate dementia (M=15) respond to interview style 

questions about difficult life topics. Elaboration on these themes will help provide a 

stronger foundation, and hopefully contribute to richer data. The principal 

investigator became aware of different interview styles that were both helpful and 

hindering. Specifically, the rapport building process that is necessary for discovering 

personal details can be easily damaged if the individual with dementia feels 

threatened in any way. Several of the participants were disoriented to time and place, 

but knew exactly where they were in the context of the social interaction. Very little 

is known about how dementia progresses and why it affects each individual 

differently. Assumptions should not be made, and instead researchers and care 

practitioners need to focus more on re-programming how they perceive those with 

dementia in order to be most helpful. 

Strengths and Weaknesses 
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 As discussed by Campbell and Stanley (1966), the quasi-experimental control 

group design is subject to both internal and external threats to validity. Internal threats 

include history, maturation, testing, instrumentation, statistical regression, selection, 

experimental mortality and interaction effects. For this population, maturation, 

experimental mortality and interaction effects pose the greatest threat to internal 

validity. The attention span and energy levels will vary individually for each participant 

and this may pose a maturation threat when participants complete the instruments and 

interview. There is also a chance that participants will be unable to complete this study 

due to illness or death. Interaction effects may also occur when selection and 

maturation interact and produce results that may be mistaken as results of the treatment 

variable. 

 General threats to external validity include reactive or interaction effects of 

testing, interaction of selection and treatment, reactive effects of experimental 

arrangements and multiple treatment interference. The chosen research design does 

protect against many threats to external validity. It is uncertain how repeated testing, or 

the Hawthorne Effect influences the data collection. However, it is proposed that the 

nature of memory loss inherent to this population will minimize the likelihood of this 

occurring. There is a possibility that the interaction of selection and treatment will 

occur, because those who are willing to participate in this study may be more open to 

receiving CAM therapies than others in the community. There is also a chance that 

multiple treatment interference may occur, as these participants will be residing in a 

community where several different activities will be occurring simultaneously, 

however, few are classified as therapeutic as the treatment for this study. 
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 There are additional weaknesses to this study. The population is continually 

undergoing change as it relates to the progression of the cognitive decline. This makes 

it difficult to measure exactly how much change or stabilization of illness is due to or 

related to the intervention itself. The current cognitive test (MMSE) has been deemed 

reliable over time, but is not specific or indicative of where decline is occurring. For 

example, many external factors can influence the test scores on an MMSE and a 

systematic protocol is the best way to ensure as consistent results as possible. This is 

where personal experience giving this test over time will be useful, as a standard 

procedure has been the focus of all MMSE’s that have been administered by the 

principal investigator. There is also uncertainty related to the accuracy of the self-report 

of those who have dementia. This is a focal point to this research project. While it can 

not be proven that its results are completely reliable and valid, it may provide some 

insight on the theoretical argument stated previously.  

 An additional limitation to this study was the popular use of oral medications 

such as Aricept and Memantadine. These cholinesterase inhibitors are enzymes that 

stop the breakdown of acetylcholine, which is a chemical in the brain that is essential 

for learning and memory. When used at the right stage of Alzheimer’s disease, there 

has been some evidence of slowing of the progression of the disease. However, these 

effects are not permanent and discontinuing the medication will cause the PWD to 

progress to where they would have been had they not been taking the medication at all.  

Implications for future research 

 Kitwood (1997) envisioned research that would value the experience of the 

individual with dementia, despite the uncertainty and discomfort it may bring to the 
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researcher. This study was conducted with the intent to focus on the person and their 

experiences, rather than the person with dementia who is being cared for by their 

family or in a care setting. It is difficult to assess the overall impact of including PWD 

on their identity-formation and identity maintenance, however this study will hopefully 

generate discussion and ideas about how we can help PWD. 

 Individual characteristics, including social skills and disposition, seemed to be 

influential in how the participants perceived their short-term and long-term situations. 

A longitudinal investigation of how personality influences how individuals experience 

their progression would provide additional information on whether or not outlook is 

influential in the decline process. If Bender’s (2006) assumptions about psychosocial 

influence are correct, maybe the next step is to evaluate how those with optimistic 

outlooks differ from individuals with pessimistic outlooks. Are there any external 

changes we can make to influence the progressive trajectory of this disease? 

Longitudinal investigations will also help researchers decipher how PWD at different 

cognition levels receive interventions. There are many questions to be answered and 

studies addressing these subtopics are needed in order to identify ways in which to 

improve quality of life for all individuals with dementia. 
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Appendix A 
Demographic Information  

 
ID Number:_______ 

Age:_____________ 

Sex:      Male        Female 

Financial Status:     0 - $50,000         $50,000 - $200,000       $200,000 – or more        
N/A 
 
Ethnicity/Race:_______________________________________________________ 

Education:___________________________________________________________ 

Dementia type:_______________________________________________________ 

Dementia first diagnosed:_______________________________________________ 

Married Status:_______________________________________________________ 

Occupation History:____________________________________________________ 

Current Memory Medications:____________________________________________ 

Other Medical Diagnoses:________________________________________________ 
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Appendix B 
 

Mini Mental Status Exam 
 

 

Maximum 
Score Score     

      ORIENTATION  
5 (     )   What is the: (year)   (season)  (date)  (day)  (month) 

5 (     )   Where are we: (state)   (county)  (town)  (facility)  (floor) 

      REGISTRATION  
3 (     )   Name three objects and have person repeat them back. Give one point for 

each correct answer on the first trial.    
1. _______   2. _______   3. _______ 
Then repeat them (up to 6x) until all three are learned.   
[Number of trials ____ ] 

      ATTENTION   AND CALCULATION  
5 (     )   Serial 7's.   Count backwards from 100 by serial 7's.  One point for each 

correct answer.   Stop after 5 answers.  [ 93  86  79  72  65 ] 
Alternatively spell "world" backwards.  [ D - L - R - O - W ] 

      RECALL  
3 (     )   Ask fo rthe names of the three objects learned above.  Give one point for each 

correct answer. 
      LANGUAGE  
9 (     )   Name:  a pen (1 point) and a watch (1 point) 

Repeat the following:  "No ifs, ands, or buts" (1 point) 
Follow a three-stage command:  "Take this paper in your [non-dominant] 
hand, fold it in half and put it on the floor". (3 points)  
[1 point for each part correctly performed] 
Read to self and then do: "Close your eyes" (1 point) 
Write a sentence [subject, verb and makes sense] (1 point) 
Copy design [ 5 sided geometric figure; 2 points must intersect]  
(1 point) 

Score:       /30                     Alert           Overtly Anxious            Concentration Difficulty           
Drowsy 

 

CLOSE YOUR EYES 
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Sentence:  

 

 
   

    

   
 

Appendix C 
 

Dementia Quality of Life Instrument 
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(DQOL) 
 

Name_________________________________________

 Date_______________________ 

TEST QUESTIONS 

 
NOTE: It is acceptable for the patient to engage in conversation around the question. 
More repetition and discussion can be expected than when assessing non-demented 
patients. An effort should be made to make the patient feel relaxed and comfortable before 
beginning questions. 
 
Use scale #1 to ask test questions and questions 1-5. 
 
DIRECTIONS: (TO BE READ TO PATIENT) 
I am going to ask you some questions about how you have been doing recently. I would like 
you to use this scale to answer the questions that I’m going to ask (Hand patient a full-page 
copy of scale #1 for them to hold). Before we start, I’d like to ask you a couple of practice 
questions, so that I can explain to you how to use the scale. This first scale is about enjoying 
things. The scale goes from not at all enjoying something, enjoying it a little, enjoying it 
some, enjoying it quite a bit or enjoying something a lot. 

 
NOTE: Point to each choice as you read it out loud. Additionally, after each question you 
may repeat the choice options if necessary (e.g. for test question #1, please say: “would the 
person not enjoy the meal at all, enjoy the meal a little, enjoy the meal some, enjoy the meal 
quite a bit, or enjoy the meal a lot?) 

 
Test 1. 
If I (interviewer point to self) did not enjoy a meal, which choice would I pick to describe 
how much I enjoyed it? 
 
 correct incorrect 
 
Test 2. 
If I (interviewer point to self) enjoyed a meal a lot, which choice would I pick to describe 
how much I enjoyed it? 
 
 correct incorrect 
 
Test 3. 
If YOU (point to patient) really enjoyed a meal which choice would you pick to describe 
how much you enjoyed it? (NOTE. either option 4 or 5 is acceptable) 
 
 correct incorrect 
 
*************************************************** ************************
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**************** 
NOTE: Do not proceed unless patient gets at least 2 out of 3 test questions correct. 

*************************************************** ************************
**************** 

Do not reproduce or translate without the written permission of: 
Dr. Meryl Brod 
The Brod Group 
219 Julia Avenue 

Mill Valley, CA 94941 
415.389.5957 (Phone) 
415.381.0653 (Fax) 

mbrod@thebrodgroup.net 
© November, 1998 

 
DIRECTIONS TO INTERVIEWER: Present the patient with the appropriate scale before 
asking the group of questions for that scale. Ask the first question in the group and then read 
off (and point to) the answer choices for that question. Repeat the scale choices as necessary 
for subsequent questions. Repeat the item stem for each question. 
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SCALE #1 
 
NOTE: Continue with scale #1, and read the following: “Do you have any questions about 
how to use this scale? …now I am going to ask you some questions about YOU.” 
 
Recently, how much have you enjoyed: 
 
_____ 1. Listening to music 

_____ 2. Listening to the sounds of nature (birds, wind, rain) 

_____ 3. Watching animals or birds 

_____ 4. Looking at colorful things 

_____ 5. Watching the clouds, sky, or a storm 

 

 

SCALE #2 
 
NOTE: Read the following: “This next scale is about how often YOU have had certain 
feelings. The scale goes from never to seldom, to sometimes to often, to very often (point to 
each choice on the scale as you read it off)... do you have any questions about how to use 
the scale?” 
 
Recently, how often have you felt: 

_____ 6. Useful 

_____ 7. Embarrassed 

_____ 8. Lovable 

_____ 9. Confident 

_____ 10. Satisfied with yourself 

_____ 11. That people liked you 

_____ 12. That you’ve accomplished something 

Recently, how often have you: 
 
_____ 13. Found something that made you laugh?  
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Recently, how often have you felt: 
 
_____ 14. Afraid 

_____ 15. Happy 

_____ 16. Lonely 

_____ 17. Frustrated 

_____ 18. Cheerful 

_____ 19. Angry 

_____ 20. Worried 

_____ 21. Content 

_____ 22. Depressed 

_____ 23. Hopeful 

_____ 24. Nervous 

_____ 25. Sad 

_____ 26. Irritable 

_____ 27. Anxious 

_____ 28. How often do you joke or laugh with other people? 

_____ 29. How often are you able to make your own decisions? 

 

 

 

 

 

 

Optional Overall Item 

 

 
SCALE #3 
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NOTE: Read the following: “This scale is to rate what YOU think your quality of life is, it 

goes from bad to fair, to good, to very good, to excellent.” 

 
_____ Overall-How would you rate your quality of life? 
 
 

Thank you for your time 
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ENJOYED 
 
 
 
 
 
 
 
 1 2 3 4 5 
 NOT A LITTLE SOME QUITE A A LOT 
 AT ALL   BIT 
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HOW OFTEN 
 
 
 
 
 
 
 
 1 2 3 4 5 
 NEVER SELDOM SOMETIMES OFTEN  VERY  
 OFTEN 
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OVERALL 
 
 
 
 
 
 
 
 1 2 3 4 5 
 BAD FAIR GOOD VERY EXCELLENT 
    GOOD 
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Appendix D 
 

GERIATRIC DEPRESSION RATING SCALE 
Brink et al., 1982; Yesavage et al., 1983 - SHORT version  - Sheik et al., 1986 

(to be completed by a trained clinician) 

       DATE:           TIME (24hr):   

Choose the best answer for how you have felt over the past week:  

Yes / No  

[ ]   [ ]   1. Are you basically satisfied with your life? 

[ ]   [ ]   2. Have you dropped many of your activities and interests? 

[ ]   [ ]   3. Do you feel that your life is empty? 

[ ]   [ ]   4. Do you often get bored? 

[ ]   [ ]   5. Are you in good spirits most of the time? 

[ ]   [ ]   6. Are you afraid that something bad is going to happen to you? 

[ ]   [ ]   7. Do you feel happy most of the time? 

[ ]   [ ]   8. Do you often feel helpless?  

[ ]   [ ]   9. Do you prefer to stay at home, rather than going out and doing 
new things? 

[ ]   [ ] 10. Do you feel you have more problems with memory than most? 

[ ]   [ ] 11. Do you think it is wonderful to be alive now 

[ ]   [ ] 12. Do you feel pretty worthless the way you are now 

[ ]   [ ] 13. Do you feel full of energy? 

[ ]   [ ] 14. Do you feel that your situation is hopeless? 

[ ]   [ ] 15. Do you think that most people are better off than you are? 

TOTAL  GDS:   

(GDS  maximum score = 15) 
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0   -     4    normal, depending on age, education, complaints 
5   -     8    mild  
8   -   11    moderate 
12 -  15    severe 
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Appendix E 
Beck Anxiety Inventory 

 
Below is a list of common symptoms of anxiety.   Please carefully read each item in the 
list.  Indicate how much you have been bothered by that symptom during the past month, 
including today, by circling the number in the corresponding space in the column next to 
each symptom. 
 
 Not At All Mildly but it 

didn’t bother me 
much.  

Moderately - it 
wasn’t pleasant at 
times 

Severely – it 
bothered me 
a lot 

Numbness or tingling 0 1 2 3 
Feeling hot 0 1 2 3 
Wobbliness in legs 0 1 2 3 
Unable to relax 0 1 2 3 
Fear of worst 
happening 

0 1 2 3 

Dizzy or lightheaded 0 1 2 3 
Heart pounding/racing 0 1 2 3 
Unsteady 0 1 2 3 
Terrified or afraid 0 1 2 3 
Nervous 0 1 2 3 
Feeling of choking 0 1 2 3 
Hands trembling 0 1 2 3 
Shaky / unsteady 0 1 2 3 
Fear of losing control 0 1 2 3 
Difficulty in breathing 0 1 2 3 
Fear of dying 0 1 2 3 
Scared 0 1 2 3 
Indigestion 0 1 2 3 
Faint / lightheaded 0 1 2 3 
Face flushed 0 1 2 3 
Hot/cold sweats 0 1 2 3 

Column Sum 
    

 

Scoring - Sum each column.   Then sum the column totals 
to achieve a grand score.  Write that score here 
____________ . 
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Interpretation 

 
A grand sum between 0 – 21 indicates very low anxiety.  That is usually a good thing.  
However, it is possible that you might be unrealistic in either your assessment which 
would be denial or that you have learned to “mask” the symptoms commonly associated 
with anxiety.   Too little “anxiety” could indicate that you are detached from yourself, 
others, or your environment.   

 

A grand sum between 22 – 35 indicates moderate anxiety.  Your body is trying to tell you 
something.  Look for patterns as to when and why you experience the symptoms 
described above.  For example, if it occurs prior to public speaking and your job requires 
a lot of presentations you may want to find ways to calm yourself before speaking or let 
others do some of the presentations.  You may have some conflict issues that need to be 
resolved.  Clearly, it is not “panic” time but you want to find ways to manage the stress 
you feel. 

 

A grand sum that exceeds 36 is a potential cause for concern.  Again, look for patterns or 
times when you tend to feel the symptoms you have circled.  Persistent and high anxiety 
is not a sign of personal weakness or failure.  It is, however, something that needs to be 
proactively treated or there could be significant impacts to you mentally and physically.  
You may want to consult a physician or counselor if the feelings persist. 
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Appendix F 
 

Purpose: To evaluate an 
elderly patient for 

problematic behavior using 
the Functional Dementia 

Scale (FDS). 
    

Citation
s with 

docume
ntation. 
17.19.0

6 

Medal Project 
2001. See 
disclaimer. 

                  
Data Enter               
Are you 
evaluating a 
person for 
problematic 
behavior? (Y 
or N)               
gender of the 
patient (enter 
M or F)               
                  
enter an "x" in the appropriate column for each behavior (give only 1 answer per row)     
has difficulty 
in completing 
simple tasks  none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

on own (e.g., 
dressing, 
bathing, etc.)            Yes 4 
spends time 
either sitting 
or in 
apparently  none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

purposeless 
activity            Yes 4 
wanders at 
night or needs 
to be 
restrained  none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

to prevent 
wandering            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

hears things 
that are not 
there            Yes 4 
requires 
supervision or 
assistance in  none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

Eating            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

loses things            Yes 4 
appearance is 
disorderly if 
left to own  none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

Devices            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

Moans            Yes 4 
  none a little of some of a good most of all of     
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the time the time part of the 
time 

the time the time 

cannot control 
bowel function            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

Threatens to 
harm others            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

cannot control 
bladder 
function            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

needs to be 
watched so 
doesn't injury 
self            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

destructive of 
materials 
around him            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

shouts or yells            Yes 4 
accuses 
others of 
doing bad 
things which none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

you are sure 
are not true            Yes 4 
is unaware of 
limitations 
imposed by  none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

Illness            Yes 4 
Becomes 
confused and 
does not 
know where  none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

he is            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

has trouble 
remembering            Yes 4 

  none 
a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

has sudden 
changes of 
mood            Yes 4 
wanders 
during the day 
if left alone or 
has none 

a little of 
the time 

some of 
the time 

a good 
part of the 

time 
most of 
the time 

all of 
the time     

to be            Yes 4 
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restrained to 
prevent 
wandering 
                  
calculate result               
data 
complete?                
evaluation 
appropriate?                
activities of 
daily living 
subscale   in range 7 to 28           
orientation 
subscale   in range 6 to 24           
affect 
subscale   in range 7 to 28           
total 
functional 
dementia 
scale   in range of 20 to 80, or   of maximal problem behavior   
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Appendix G 
 

Interview Questions 
 
Perceptions of self 
 
We are interested in your experience of your memory loss, and would like to ask you a 
few questions about that and how it's affected your relationship with others. 
 
 
1. How long have you had your memory loss? 
 
 
 
2. Can you tell me when did you first recognize that this might be a problem?  
 
 
  
3. When did you first seek treatment?   
 
 
 
4. Do others treat you differently because you can’t remember things? 
 
 
 
5. Do you get more or less help than you need from those around you? 
 
 
 
6. Do you talk more or less since you have had memory loss?  Why do you think 
that it is?   
 
 
 
7. Sometimes do you feel like others aren’t listening to you? 
 
 
 
8.  Do you believe you can do most things with the right amount of help?   
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9. Can you tell me about a positive event or memory that you have had?   
 
 
 
 

 


