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ABSTRACT 

 

 Individuals with dementia have language and memory deficits that interfere with 

their functional abilities, such as conversation skills.  A variety of treatments have been 

developed to address these deficits during group conversation activities.  Interventions 

that provide various sensory cues (e.g., visual, verbal, tactile) have been found to 

facilitate conversation groups.  The current research attempted to evaluate the effects of 

auditory plus tactile and auditory plus written conditions on the conversational behavior 

of five persons with dementia in a group activity using an alternating treatment design.  

In a listening treatment condition (auditory plus tactile) participants listened to a story 

read by a staff facilitator while holding an object that was related to the story and 

answered questions about the story.  In the reading treatment condition (auditory plus 

written), participants took turns reading aloud the story text and then took turns reading 

aloud questions about the story to elicit conversation.   

 The quantity and quality of utterances for the participants and the facilitator were 

scored from transcripts of the audiotaped sessions. The results revealed no treatment 

effects for the quantity and quality of utterances by the participants for either condition.  

The treatments were subsequently modified to reduce the length and complexity of the 

story stimuli.  With the treatment modification, only one participant demonstrated a clear 

increase in quantity and quality of utterances after treatment was implemented.   

Naïve judges’ ratings of seven conversational quality indicators corroborated the 

lack of treatment effects.  Baseline sessions were judged to be more comfortable, more 

clear, having more novel information, more on-topic utterances, more equality of turns, 

more participant-led discussion, and more participant engagement than either treatment 

condition. 



 x x   

 Factors related to the participant characteristics, the treatment protocol, and the 

physical environment may have contributed to the lack of treatment effects in this study 

as compared to other more successful conversational interventions.    



 

 

 

CHAPTER 1 

INTRODUCTION 

Statement of the Problem 

 

 Dementia is an acquired neurological disorder caused by structural and 

chemical changes in the brain that results in loss of intellectual and functional 

abilities.  Approximately 6-10% of all individuals over 65 have some type of 

dementia (Hendrie, 1995).  The most common type of dementia is Alzheimer’s 

disease, which accounts for over one-half of all dementia diagnoses (Alzheimer’s 

Disease Education and Referral Center, 2000).  Currently there are approximately 4 

million people with Alzheimer’s disease in the United States (National Institute of 

Aging and National Institute of Health, 2000), including 360,000 new cases 

diagnosed each year (Brookmeyer, Gray, & Kawas, 1998).  The cause of Alzheimer’s 

disease is unknown, although changes in the cholinergic system, diffuse cell loss, and 

unique neurological markers that include neurofibrillary tangles, granulovascular 

degeneration, and amyloid plaques are seen at autopsy (Osimani & Freedman, 1995).   

 Currently there is no cure for Alzheimer’s disease.  Pharmacological and 

behavioral treatments focus on alleviating the symptoms and problem-behaviors 

exhibited by individuals with the disease.  For example, anxiety is commonly treated 

with benzodiazepines like lorazepam and clonozepam.  General cognitive functioning 

has been treated with drugs like tacrine and donepezil that impede the breakdown of 

acetylcholine, a neurotransmitter that is depleted in Alzheimer’s disease.  Selegiline 

and Vitamin A have been used successfully to delay the progression of the disease 

(National Institute of Health and National Institute on Aging, 1997).  Behavioral 

interventions, such as modifying the environment and training caregivers to more 

effectively manage the problem behaviors, may alleviate caregiving challenges 
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temporarily.  None of these treatment options, however, completely arrest the disease 

progression and they all become less effective over time due to the continued 

progression of the disease.     

The Diagnostic and Statistical Manual-IV (American Psychiatric Association, 

1994) defines dementia as an acquired condition that results in the loss of intellectual 

abilities including memory, judgment, attention and language.  The loss of these 

abilities affects all areas of functioning and impairs an individual’s social and 

occupational functioning.  Specific cognitive, linguistic, and behavioral symptoms 

change in severity over the course of the disease.   

Specific changes are evident for all areas of language, with the most pervasive 

changes occurring within semantic and pragmatic functioning (Kempler, Van Lacker, 

& Read, 1988).  These changes interact with changes in cognitive function, like 

increased memory impairment and decreased attention to task.  All of these changes 

affect functional communication.  Researchers and practitioners from a variety of 

fields have identified strategies that help individuals with dementia compensate for 

these deficits.  Compensatory strategies, including cueing techniques, have been 

developed to assist individuals with dementia participate more fully in group 

activities, including discussion groups (e.g., Elman, & Bernstein-Ellis, 1999; Gee, 

1991; Reichenbach, & Kirchman, 1991).  In some cases, volunteers and staff with 

minimal training have successfully implemented the strategies.  These strategies 

allow individuals with dementia to participate more fully in social activities which 

positively affects quality of life in the area of interpersonal communication and 

socialization. 

There is still a need for experimental support for group treatments that 

improve the quantity and quality of interactions among individuals with dementia.  

There are experimental data on cue types for improving language with individuals 

with dementia, but the focus has been on language function in dyads (e.g., Bourgeois, 

1993).  There are also experimental data on group treatment, but these reports often 

combine several cue types (e.g., Gee, 1991; Hanley, McGuire, & Boyd, 1981) making 
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it difficult to determine which factor(s) of the treatment were most influential in the 

changes in behavior of the participants.  In addition, in the group treatments, there are 

rarely measures of social interaction with the exceptions of reports on the Breakfast 

Club (Santo Pietro & Boczko, 1998) and Question Asking Reading (Stevens, Camp, 

King, Bailey, & Hsu, 1998; Stevens, King, & Camp, 1993).  Neither of these reports 

addresses quality of responses by participants.  Therefore, this study will investigate 

the relationship of specific cue types for facilitating qualitative changes in language 

and social interaction among persons with dementia in a group treatment setting. 



 4

 

 

 

CHAPTER 2 

LITERATURE REVIEW 

Language Changes 

 

 Language impairments in Alzheimer’s disease affect all areas of patient 

functioning.  Speech-language pathologists are uniquely qualified to address these 

speech and language changes as they are trained in this area.  As such, speech-

language pathologists may be consulted to design and/or modify activity interventions 

for this population.  In order to ensure that these interventions are effective, speech-

language pathologists must consider the characteristics of speech and language in 

individuals with dementia in order to enhance social interactions.   

Language impairments in Alzheimer’s disease are a direct result of the 

neurological changes.  These changes are diffuse and they result in a variety of 

language changes.  Specific language characteristics are unique to each individual; 

however, there are general trends in language impairment.  Language is impaired in 

both receptive and expressive language abilities and such impairment becomes more 

severe over the course of the disease. 

Language changes in Alzheimer’s disease are usually documented in one of 

three ways.  Standardized aphasia assessments like the Token Test (Spreen & Benton, 

1977), the Western Aphasia Battery (Kertesz, 1980) and the Boston Diagnostic 

Aphasia Examination (Goodglass & Kaplan, 1972) are often used.  Dementia specific 

assessments like the Arizona Battery for Communication Disorders of Dementia 

(Bayles & Tomeoda, 1993) and Functional Linguistic Communication Inventory 

(Bayles & Tomeoda, 1996) are also helpful for documenting language changes.  

Some investigators use experimental tasks developed specifically to test a specific 

aspect of language functioning.  For example, investigators may have participants 
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name pictures from a set of words based on categories or word frequency levels.  

Finally, investigators analyze spontaneous speech samples of individuals with 

dementia to describe language functioning. 

Receptive Language  

Receptive language abilities refer to a person’s ability to understand spoken 

and printed language (Wertz, 1996).  Language may be received through auditory 

channels (i.e., speech) or visual modes (i.e., reading or gestures).  With all of these 

input modes, the person must receive the message and then assign meaning to it.  

Individuals with dementia have impairments in receptive language abilities that affect 

their ability to function effectively in their communicative environment. 

Auditory comprehension.  There is evidence that receptive language abilities 

are impaired for both single words and sentences.  Tasks used to assess auditory 

comprehension include following verbal commands and pointing to pictures after a 

verbal prompt.  One caveat concerns the procedures with which this evidence is 

obtained.  Tasks described as for single word comprehension are often given in a 

sentence format (e.g., point to…), and therefore are not tests of word-level 

comprehension. 

In general, the auditory comprehension impairment increases with the severity 

of the disease.  In addition, auditory comprehension is more impaired for more 

complex tasks.  For example, participants with Alzheimer’s disease were more 

accurate for identifying concrete words (e.g., point to car) than for more abstract 

concepts (e.g., point to happy) (Appell, Kertesz, & Fisman, 1982).  Similarly, 

participants had difficulty with an auditory comprehension task in which they listened 

to spoken idioms and proverbs and selected a picture depicting the phrase from a field 

of four (Kempler, Van Lacker, & Read, 1988).  Auditory comprehension abilities 

decrease as the length of the verbal command increases (Murdoch, Chenery, Wilks, & 

Boyle, 1997).  Grammatical complexity also influences auditory comprehension as 

individuals with Alzheimer’s disease have more difficulty with less common sentence 
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types (e.g., passive sentences) than common types (e.g., simple active declarative) 

(Bickel, Pantel, Eysenbach & Schroder, 2000). 

There is evidence that changing the complexity of the task changes 

participants’ abilities to complete the tasks.  Small, Kemper and Lyons (1997) 

modified verbal sentence presentation by grammatical complexity, rate of 

presentation, and by repeating the sentence.  Repeating the sentences, either verbatim 

or paraphrased, was beneficial for increasing auditory comprehension.  Participants 

with dementia had more difficulty comprehending complex grammatical sentences 

(e.g., sentences with embedded clauses) than simple grammatical sentences (e.g., 

simple active declarative sentences).  Decreasing the rate of production did not 

influence the participants’ abilities to complete the task. 

Reading comprehension.  Reading comprehension is also impaired in 

Alzheimer’s disease.  As with auditory comprehension, many factors influence 

reading comprehension ability including the individual’s overall cognitive status, 

complexity of the reading stimuli, and complexity of the reading task.  One difference 

between assessment of reading comprehension and auditory comprehension is that 

there is less demand on working memory during reading comprehension tasks, as the 

stimuli are stable, and not transient like auditory stimuli.   

For simple reading comprehension tasks, like reading simple active 

declarative sentences, individuals with mild dementia may perform similarly to 

normal peers (Cummings, Houlihan, & Hill, 1986).  With more complex tasks, like 

reading a paragraph and answering questions about it, individuals with early stage 

Alzheimer’s disease have more difficulty with reading comprehension tasks 

compared to age-matched peers (Murdoch, Chenery, Wilks, & Boyle, 1987).  

However, there is implied evidence of comprehension in oral reading tasks as 

individuals with dementia accurately commented on the meaning of active, 

declarative sentences when prompted after orally reading the sentence (Bourgeois et 

al., 2001).  As the disease progresses, individuals may have difficulty with word-

picture matching (Noble, Glosser, & Grossman, 2000).  More abstract tasks, like 
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differentiating real words from non-words, are more impaired than for following 

directions after written instruction (Cummings, Houlihan, & Hill, 1986). 

Expressive Language   

 Expressive language ability is the ability of an individual to communicate 

information verbally or in writing (Wertz, 1996).  Tasks used for assessment include 

naming (both written and verbal), verbal description tasks, and conversational tasks.  

Expressive language encompasses an individual’s ability to use phonemes or 

graphemes, morphological markers, syntax, semantics, and pragmatics.  Experimental 

tasks usually focus on a limited number of these abilities within a narrowly defined 

context.  For example, participants may read aloud and correct grammatical errors in 

a sentence without being required to demonstrate comprehension of the sentence. 

 The deterioration of expressive language abilities corresponds with the 

progression of the dementing disease (Kempler, 1995).  In general, syntactic, 

phonological, and morphological functions are relatively preserved, and semantic and 

pragmatic abilities are the most affected, although there are exceptions (Croot, 

Hodges, Xuereb, & Patterson, 2000).  Word-finding difficulties are often the first 

language symptom noted by family members of an individual with dementia (Orange, 

1995).  As with receptive language, contrived, complex and abstract tasks are more 

difficult for individuals with dementia than familiar, concrete, and simple tasks. 

Oral reading.  Oral reading is expressive language in that it requires the 

individual to use verbal output, but it does not require that the speaker comprehend 

the written message.  In fact, in contrast with reading comprehension, oral reading is 

relatively preserved in dementia.  Although there has been limited research on oral 

reading ability in dementia, there is evidence that oral reading is preserved until late 

in the disease process (Cummings, Houlihan, & Hill, 1986; Noble, Glosser, & 

Grossman, 2000).  However, as with the other language tasks, performance on oral 

reading is influenced by the complexity of the task.  

 In general, individuals with Alzheimer’s disease have minimal difficulty with 

routine oral reading tasks such as reading single words, like those found in 
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standardized aphasia batteries (Altmann, Kempler, & Anderson; 2001; Vuorinen, 

Laine, & Rinne, 2000).  Individuals with dementia were found to accurately read 

short, declarative sentences during oral reading tasks over half of the time (Bourgeois 

et al., 2001).  However, individuals with dementia have more difficulty with more 

complex tasks like reading aloud words that do not follow standard grapheme to 

phoneme conversion, especially if those words are low-frequency words (Noble, 

Glosser, & Grossman, 2000).   

 Syntax.  Most studies report few difficulties with syntax for individuals with 

Alzheimer’s disease (Bayles, 1982; Kempler, Curtiss, & Jackson, 1987; Schwartz, 

Marin, & Saffran, 1979; Waters, Rochon, & Caplan, 1998).  However, Altmann, 

Kempler, & Anderson (2001) analyzed 200-word spontaneous speech samples of 

individuals with Alzheimer’s disease and age-matched pairs and reported that 

individuals with Alzheimer’s disease had significantly more grammatical errors than 

their peers, although inaccurate words counted for less than 1% of words.  Therefore, 

although there was experimental evidence that individuals with Alzheimer’s have 

decreases in syntactic ability, this discrepancy may not be clinically significant. 

 Semantics.  Semantic impairment is noted in both oral naming and in 

discourse.  Based on assessment of individuals’ oral naming, researchers report that 

individuals with Alzheimer’s disease exhibit anomia (Cappa, Binetti, Pezzini, 

Padovani, Rozzini, & Trabucchi, 1998), circumlocution (Appell, Kertesz, & Fisman, 

1982; Bayles, Caffrey, Tomoeda, & Trosset, 1990; Huff, Corkin, & Growdon, 1986) 

and semantic substitutions (Huff, 1988; Martin & Fedio, 1983).  Substituting 

semantically related words suggests that the decrease in specific semantic labels may 

not be caused by loss of semantic information.  Some authors have reported that 

individuals with dementia pointed to an object or picture of an object after a verbal 

prompt even when they had not orally named the item during confrontational naming 

tasks (Bayles, Caffrey, Tomoeda, & Trosset, 1990; Huff, Corkin, & Growdon, 1986).  

There is evidence that anomia is not attributed to visuospatial deficits or the loss of 

semantic information (Bayles, Caffrey, Tomoeda, & Trosset, 1990; Huff, Corkin, & 
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Growdon, 1986).  Rather, the problem seems to be in the retrieval of information for 

production.  That is, there may be difficulty in locating the lexical information or in 

retrieving the phonological form that corresponds with it. 

These semantic deficits are evident in spontaneous speech as in empty speech 

(Nicholas, Obler, Albert, & Helm-Estabrooks, 1985; Ulatowska & Chapman, 1995).  

Empty speech is characterized by verbal output that does not add information to the 

conversation or detracts from the exchange.  Examples of empty speech include 

indefinite terms, paraphasias, and repetitions (Nicholas, Obler, Albert, and Helm-

Estabrooks, 1985).   These deficits are directly related to the individual’s inability to 

access the specific semantic labels. 

 Providing additional cues to individuals with dementia increases their ability 

to complete oral naming tasks.  Phonemic cues were beneficial for increasing oral 

naming in mildly impaired individuals with dementia (Neils, Brennan, Cole, Boller, 

& Gerdeman, 1988).  Having a picture cue present during conversation increased 

content and use of referents for individuals with dementia (Ulatowska & Chapman, 

1995).  Tactile cues have also been used to increase oral naming ability (Bayles, 

Caffrey, Tomoeda, & Trosset, 1990). 

 Pragmatics.  Deficits in pragmatic functioning are closely tied to deficits in 

semantic functioning.  Pragmatics includes the use of language in social situations, 

including conversations, which is necessarily affected by deficits in semantics.   For 

example, the underlying cause of empty speech is a deficit in semantic function.  

However, it is exacerbated by the individual’s inability to take the listener’s 

perspective and inability to interpret non-verbal communication from the listener that 

indicates that the content of the speech is inadequate for comprehension.   

Individuals with dementia exhibit a number of other pragmatic difficulties.  

First, individuals with dementia take more, but shorter and less informative, turns 

than age-matched peers (Hier, Hagenlocker, & Schindler, 1985; Ripich, Carpenter, & 

Ziol, 2000; Ripich & Terrell, 1988).  Verbal perseverations are evident in 

spontaneous speech (Bayles, Tomoeda, Kaszniak, Stern, & Eagans, 1985).  
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Individuals with dementia are significantly impaired on topic maintenance abilities 

compared to age-matched peers (Wilson, Dagenais, & Rubin, 2001).  Over-learned 

social behaviors (e.g., greetings) are less impaired than more complex social tasks 

(e.g., maintaining a conversational topic) (Fromm & Holland, 1989; Kempler, 1995).  

Individuals with Alzheimer’s disease used more frequent, but shorter turns than non-

impaired elderly (Ripich & Terrell, 1988).   

In summary, deficits in pragmatic and semantic function interact with each 

other and affect functional communication abilities.  For example, reduced use of 

cohesive devices (e.g., referents) is prevalent in individuals with Alzheimer’s disease 

and it interferes with communication, as the listener may not be able to discern the 

topic of conversation (Ripich, Carpenter, & Ziol, 2000; Ripich & Terrell, 1988).  

There are several possible explanations for this phenomenon.  There may be the loss 

of semantic information or the inability to access semantic information, which causes 

the speaker to use a non-specific word.  Not attempting to use other means to 

communicate the missing referent may be a pragmatic disturbance as the speaker may 

not understand the listener’s need to know the referent in order to follow the 

conversation.  In this situation, the role of memory loss must also be explored, as 

memory impairment may also be a factor.  That is, the speaker may not remember the 

referent and may use non-specific words to maintain the flow of conversation. 

Theoretical Underpinnings of Memory 

 Memory problems in dementia interfere with language functioning and 

general cognitive abilities.  To conceptualize memory function in dementia, 

researchers have developed models of memory function. Any model of memory must 

account for the three major functions of memory: encoding, storing, and retrieving 

(Baddeley, 1996).  Encoding is the process of registering sensory information from 

the environment.  Storing information is the cataloging of the information and saving 

it for later access.  Finally, retrieving is the accessing of stored information. 

There is general consensus that memory is comprised of separate, but 

interactive components.  The evidence of multiple components is derived from 
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studying brain-damaged individuals who have selective impairments that effect one 

aspect of memory but leaving other memory functions intact (Greene & Hodges, 

1996).  Baddeley (1996) proposed a model that has two major systems.  Working 

memory is the system where memories are encoded.  It is sometimes referred to as 

short-term or primary memory.  Long-term or secondary memory is the system for 

durable storage of information.  Retrieving is the accessing information from long-

term memory and transferring it to short-term memory for processing. 

The role of short-term memory is to maintain information during processing.  

According to the Baddeley (1996) model, working memory is divided into three 

subsystems; the central executive system, phonological loop, and visuo-spatial 

sketchpad.  This conceptualization has been successful in the interpretation of an 

array of findings of memory function in research (Gathercole, 1997). The central 

executive system is responsible for managing the other two subsystems as they 

process information and interact with long-term memory.  The central executive 

system is also responsible for directing and sustaining attention to stimuli.  The 

phonological loop maintains information that is receiving information through 

rehearsal so it can be interpreted and acted upon.  Maintenance of linguistic 

information may be accomplished through the phonological store and subvocal 

rehearsal (Gathercole, 1997).  The subvocal rehearsal component converts 

nonauditory stimuli into phonologically-based stimuli (e.g., converting orthographic 

stimuli to phonological stimuli).  Information is then processed through the 

phonological store.  The visuo-spatial sketchpad is similar, but is responsible for 

maintaining visual images during processing.   

Long-term memory is also divided into subsystems.  The two major systems 

are declarative or explicit memory and nondeclarative or implicit memory.  

Declarative memory stores factual knowledge.  Nondeclarative memory stores 

information on motor skills and links between stored information. 

Declarative memory is further divided into two systems: semantic and 

episodic.  Semantic memory is general factual knowledge.  It includes basic 
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information about historical facts, word meanings, and other acquired knowledge.  

Episodic memory is personal history information; that is, the storage of memories 

from a person’s own experiences.  Autobiographical memory is a component of this 

system. 

Nondeclarative memory is separated into four components: priming, 

procedural learning, associative learning, and evaluative learning.  Priming occurs 

automatically when a memory is accessed and other related memories are also 

activated.  This automatic access is accomplished without conscious processing (e.g., 

after reading a list of animal names, speed of response for completing incomplete 

animal names increases). Procedural learning is the acquired knowledge of motor 

movement for an activity (e.g., learning to knit).  Associative learning is basic 

stimulus-response reactions, which also may occur without conscious processing.  For 

example, there is evidence that individuals respond to a stimulus presentation with a 

consistent physical response even when they cannot remember being conditioned to 

that response (Weiskrantz & Warrington, 1979).  These authors reported that 

participants with amnesia were conditioned to blink when a tone was presented, even 

though participants did not recall being conditioned to that behavior.  Finally 

evaluative learning is the ability to integrate previous experiences with current ones, 

even if those previous memories are not consciously recalled (e.g., rating previously 

unfamiliar music genre as more pleasant with each presentation even if participants 

do not recall any of the prior presentations) (Johnson, Kim, & Risse, 1985).  

Memory Loss in Dementia 

 Memory loss is the predominant feature in Alzheimer’s disease and the 

specifics of the memory loss have been an ongoing process of evaluation and 

description.  Memory impairment in Alzheimer’s disease has been documented to 

affect aspects of short-term and long-term memory.   

 Working memory is impaired in Alzheimer’s disease.  The impairment 

becomes more evident as the complexity of the task increases.  This impairment is 

evident in tasks that demand sustained attention (Baddeley, Cocchini, Della Sala, 



 13

Logie, & Spinnler, 1999).  Increased difficulty maintaining attention is the result of 

impairment in executive function and this impairment increases over the course of the 

disease (Baddeley, Logie, Bressi, Della Sala, & Spinnler, 1986).  One manifestation 

of this deficit is that there is a discrepancy between task performances given in ideal 

situations and when those same tasks are given in a more cognitively demanding 

situation like in the presence of background noise (Baddeley, Bressi, Della Sala, 

Logie, & Spinnler, 1991).  This discrepancy exists with normal adults, too, but is 

accentuated in individuals with Alzheimer’s disease.   

 This loss of working memory has many functional implications for individuals 

with dementia.  For example, decreases in working memory correlate with sentence 

repetition abilities in Alzheimer’s disease (Small, Kemper, & Lyons, 2000).  In this 

study, individuals with dementia had more difficulty repeating more complex 

sentences.  Similarly, individuals with dementia have increased difficulty 

comprehending more complex sentences presented verbally as they are unable to 

maintain the information in working memory to process it effectively (Waters, 

Rochon, & Caplan, 1998).  Individuals with dementia also have difficulty attending to 

multiple participants in a conversation (Alberoni, Baddeley, Della Sala, Logie, & 

Spinnler, 1992).  Therefore, there is evidence that decreases in working memory may 

affect auditory processing of cognitively demanding stimuli, as individuals with 

dementia are unable to effectively manipulate the information.  Deficits in short-term 

memory result in retrieval and encoding deficits even in early Alzheimer’s disease 

and these are further affected by deficits in long-term memory (Greene, Hodges, & 

Baddeley, 1995; Kopelman, 1992). 

 There is evidence of impairments in explicit long-term memory.  

Autobiographical memory is impaired, compared to normal elderly, even early in 

Alzheimer’s disease (Fromholt & Larsen, 1991; Greene, Hodges, & Baddeley, 1995).  

Knowledge of general historical events also decreases with the severity of dementia 

(Fama et al., 2000; Greene & Hodges, 1996; Sagar, Cohen, Sullivan, Corkin, & 

Growden, 1988).  Priming tasks have been used to demonstrate intact semantic 
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knowledge by demonstrating that associations exist among similar words and 

therefore the semantic information must still be intact (Nebes & Halligan, 1996).   

Although there have been assertions of loss of semantic information in 

dementia, Nebes, Martin, and Horn (1984) suggested that impairments on semantic 

assessments is due to the complexity of the task, and not to a loss of semantic 

information.  In their study that contrasted ability on an episodic memory task (i.e., 

list recall) with semantic memory tasks (i.e., priming task), they found that 

individuals with dementia performed significantly better on semantic memory tasks 

than on episodic memory tasks.  Although both tasks tapped into semantic memory, 

the episodic memory task required more effortful processing through demands on 

attention.    

Other differences in results among researchers may be due to differences in 

severity and type of dementia in the participants, and the operational definition of 

semantic memory (Camp & McKitrick, 1992).  For example, studies may clearly 

define the participants in terms of diagnosis or severity level, or may compare results 

of studies with two different participant populations.  Another difference may be in 

the scope of semantic memory that is being investigated.  For example, individuals 

with Alzheimer’s disease who attempt to recall a list of words after a delay inevitably 

have difficulty recalling the words (e.g., Moss, Albert, Butters, & Payne, 1986).  

Because the task is about factual knowledge, it qualifies as a test of semantic 

memory, but there is obviously a qualitative difference between recalling a list of 

random words in a non-functional task and recalling information about a specific 

historical event.  Therefore, in investigations of long term memory, the complexity of 

the assessment task is a central concern. 

 Implicit memory has received limited attention but it seems to be less 

impaired than explicit memory.  There is evidence for relatively preserved priming 

ability in Alzheimer’s disease (Nebes, Boller, & Holland, 1986; Nebes & Halligan, 

1996).  In fact, individuals with Alzheimer’s disease showed similar patterns of 

response to semantic priming as non-impaired elderly (Nebes, Boller, & Holland, 



 15

1986).  Individuals with Alzheimer’s disease demonstrated overall slower reaction 

times than the non-impaired participants, but response time for both groups was 

influenced by the context of the semantic stimulus. Procedural memory, especially for 

overlearned tasks, like self-feeding, is maintained until late in the disease process.  

Furthermore, individuals with Alzheimer’s disease are capable of learning new rote 

memory tasks at the same rate as normal peers (Butters, Heindel, & Salmon, 1990; 

Heindel, Butters, & Salmon, 1988).  Associative learning is maintained as individuals 

with Alzheimer’s disease respond positively to routines, although they may verbally 

deny that they have followed the routine previously.  No documentation of 

performance of evaluative learning in Alzheimer’s disease was found. 

 In summary, it is clear that individuals with Alzheimer’s disease have 

impairments in memory.  Research in memory deficits is complicated by the 

interrelationship of different components of memory and language.  Language and 

memory are intricately linked and each influences the other (Azuma & Bayles, 1997).  

Language impairments may hinder participants with Alzheimer’s disease from 

comprehending task instructions used in memory assessment.  Memory impairments 

may impede participants from attending to or maintaining the instructions required in 

language tasks.  Memory and language impairments are intimately connected and 

necessarily affect functional language ability.  The result of the impairments may be a 

functional level that is more impaired than assessments of isolated function may 

indicate.  This impairment is referred to as excess disability, which implies that the 

functional disability of an individual with dementia is more severe than impairment-

level assessments predict. 

Cueing in Alzheimer’s Disease 

To help overcome these memory and language impairments in dementia, 

researchers and practitioners use a variety of cues that are designed to facilitate the 

retrieval of information from long-term memory.  Types of cues include olfactory, 

tactile, auditory, and visual cues.  Cues may facilitate recall by reducing the load on 

short-term memory (e.g., using a visual stimulus that the individual may refer to 
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during the recall process) or by strengthening the cue so that sensory information in 

the stimulus is more salient (e.g., holding and looking at an object while trying to 

name it). Some of the suggestions on cue types to use with patients with Alzheimer’s 

disease have face validity but do not have empirical support. For example, reducing 

environmental distractions is often suggested, although there is no research that 

indicates what types of distractions are most critical to reduce (e.g., Nissenboim, 

1996; Sloane & Barrick, 1998; Trudeau, 1996).  Studies that investigate the use of 

cues have documented effects on a range of language, memory, and other behaviors, 

in a variety of situations from the laboratory to every day functional environments.  

To date, studies of the effects of cues with individuals with dementia have 

investigated either one or a combination of four of the senses in both contrived and 

naturalistic contexts.   

Olfactory Cues 

The sense of smell has been reported to facilitate memory.  Distinctive odors, 

such as baking bread or cookies is thought to trigger specific comforting childhood 

memories (Sanghoon, 1997).  A search of the literature revealed few studies of 

olfactory cuing with documented memory impairments such as Alzheimer’s disease 

and the results are often equivocal.  For example, Rusted, Marsh, Bledski, and 

Sheppard (1997) compared auditory cues and olfactory cues in assisting recall of the 

steps of a cooking activity by individuals with dementia.  The authors found that 

olfactory cues did not increase verbal recall of the activity more than auditory cues 

alone.  Although more research in this area is warranted, there is mounting evidence 

that individuals with Alzheimer’s disease may have olfactory identification deficits 

(Devanand et al., 2000; Graves et al., 1999; McCaffrey Duff, & Solomon, 2000).   In 

fact, there is a growing literature on the validation of a smell identification test to 

diagnose Alzheimer’s disease (Doty, 1995).  If anosmia, the failure to identify smells, 

is found to be an early diagnostic indicator of Alzheimer’s disease, olfactory cueing 

may not hold much promise for an effective memory enhancing strategy. 
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Tactile Cues 

The sense of touch is another avenue for generating information about objects 

in the environment or physical sensations that can trigger associated memories.  

Tactile cues, specifically allowing participants to hold an object were found to 

increase the ability of an individual with Alzheimer’s disease to recall the name of the 

object (Appell, Kertesz, & Fisman, 1982; Bayles, Caffrey, Tomeoda, & Trosset, 

1990).  In addition to the recall of the names of objects, tactile cues have been 

reported to affect other language and social behaviors.  For example, Gee (1991) 

demonstrated that gentle touch might be used to increase positive communication 

behaviors, like offering new information, during a group discussion.  The use of 

tactile cueing, therefore, holds some potential for cueing memories that can have a 

positive affect on behaviors that contribute to successful participation in the activities 

of daily living such as naming and conversation skills.   

Auditory Cues 

The sense of hearing is critical for daily function.  Information that is provided 

as an auditory signal ranges from sounds that alert us, that facilitate social 

interactions, (i.e., language), and that comfort us (e.g., music).  The literature on 

auditory stimuli for cues for behaviors distinguishes between non-verbal (e.g., sounds 

of nature, the environment) and verbal (i.e., language cues). While there are some 

studies that document the fact that non-verbal stimuli in the form of environmental 

sounds have calming effects on persons with agitation (e.g., Burgio, Scilley, Hardin, 

Hsu, & Yancey, 1996), the use of non-verbal cues to enhance other verbal behaviors 

has not been studied extensively.  In fact, the only study found on this topic reported 

equivocal results.  Namazi and Haynes (1994) used an audiotape of sound effects 

with a matched photograph to facilitate recall during a group discussion with 

individuals with dementia.  For example, a photograph of a dog was presented 

simultaneously with a tape of dog barking.  Anecdotal data indicated that the auditory 

cue was not beneficial for the participants who were frequently unable to identify the 

reminiscing topic even with both the audiotape and photograph presented. 
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Verbal, language-based cues are the most prevalent and universal stimuli for 

addressing changes in behavior.  Verbal cues may be given as a phoneme or syllable, 

word, or phrase.  They often include repeating or rephrasing information.  Phonemic 

cues have been successful in helping individuals with dementia access object names 

from semantic long-term memory (Appell, Kertesz, & Fisman, 1982; Neils, Brennan, 

Cole, Boller, & Gerdeman, 1988).   Single word category cues were beneficial for 

assisting individuals with Alzheimer’s disease recall items from a list previously 

presented verbally (Lipinska & Baekman, 1997). When semantic cues (i.e., category 

information) and phonemic cues (i.e., initial sound) were compared, phonemic cues 

were found to be more beneficial than semantic for eliciting object names after a 

picture of the object was presented (Davis & Mumford, 1984).  Based on this 

preliminary information, auditory cues seem to have potential for continued 

development for use with individuals with dementia.  Systematic research is needed 

to document the most effective ways to implement auditory cues. 

Visual 

The visual sense is a rich source of information that involves the perception, 

registration, and comprehension of an almost infinite amount of stimuli ranging the 

spectrum of light waves (e.g., light versus dark, color perception), environmental 

(e.g., landscape, people, faces), objects, symbols, and icons (e.g., street signs), 

graphics (e.g., pictures, photographs, drawings), and written symbols.  Visual stimuli, 

which are symbolic, like graphemes, may trigger behaviors such as reading.  Visual 

stimuli such as signs, object, photographs, and written words have been explored as 

cues for retrieving information from memory for persons with Alzheimer’s disease.  

For example, Hanley (1981) used signs (written word plus symbol) paired with 

orientation treatment (verbal rehearsal) to facilitate way-finding for individuals with 

dementia in a residential setting.  Shadowboxes containing personal items hung by 

residents’ doors helped individuals with dementia increase their ability to find their 

rooms (Namazi, Rosner, & Rechlin, 1991).  The presence of photographs during a 

group discussion was beneficial for helping participants with dementia maintain the 
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topic of conversation (Wilson, Dagenais, & Rubin, 2001).  Namazi and Johnson 

(1991) used pictures and simple written messages to increase participants’ abilities in 

finding the bathroom. 

Written cues may include object labels (i.e., single words) or sentences.  

Written statements were used successfully to help individuals with Alzheimer’s 

disease recall specific personal information independently (e.g., what time breakfast 

is served) and to decrease repeated questions about that information (Bourgeois, 

Burgio, Schulz, Beach, & Palmer, 1997).  Pictures or photographs with a declarative 

sentence printed underneath increased the recall of personally relevant information, 

including personal history, in the context of dyadic conversation (Bourgeois, 1990, 

1993; Bourgeois & Mason, 1996).   

The benefits of written cues have been investigated during a group activity 

using Question Asking Reading (QAR) with individuals with Alzheimer’s disease 

(Stevens, Camp, King, Bailey, & Hsu, 1998; Stevens, King, & Camp, 1993).  During 

QAR, participants took turns reading portions of a story aloud while the other 

participants followed along.  After the story was read, participants asked each other 

questions by reading aloud questions given to them on cue cards.  These procedures 

increased inter-participant questioning and commenting. 

 To date, a variety of studies have documented the benefits of visual cues for 

memory, language, social, and functional behaviors (recall of personal information, 

locations, conversation, questioning/commenting).  There is a need for more 

systematic research on the robustness and usefulness of the different types of visual 

cues for maintaining specific functional behaviors in this population.  

Combining Cues 

It can be argued that these types of sensory cues are rarely available in 

isolation or as singular cues unless presented in laboratory settings.  For example, in a 

conversation group that is using primarily visual cues in the form of texts to read and 

written questions, (e.g., Question Asking Reading; Stevens, Camp, King, Bailey, & 

Hsu, 1998), participants also receive auditory cues in the form of the spoken words 
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that are read aloud, and tactile cues from holding the written text.  Therefore, it is 

important to consider the complexity of analyzing multiple cues in treatment studies 

with individuals with Alzheimer’s disease.  Treatment studies of multi-modal 

programs that use a variety of cues have reported improved target performance as a 

result of multiple cues (e.g., Baines, Saxby, & Ehlert, 1987; Gerber, Prince, 

Atchinson, Dubois, & Kilgour, 1991; Santo Pietro & Boczko, 1998; Tappen & 

Weber, 1992; Vance & Porter, 2000).).  Multi-modal programs may include any 

combination of a variety of cues, such as photographs, reading materials, objects, and 

audiotapes.  However, verbal instruction and verbal cueing are typically the primary 

type of cueing.  Especially in group treatment settings, an activity is usually 

introduced verbally by the group leader, who then distributes whatever materials will 

be used to cue desired behaviors.  Treatment effects are therefore the effects of all 

treatment components and cue types and it may be impossible to identify the effects 

of a single cue type.  Furthermore, it is not clear if one cue type might be better for 

certain tasks or in certain conditions.  To ascertain the benefits of individual cue 

types, it will be necessary to design studies that control for the effects of individual 

cue types. To date, this emergent literature has revealed several promising areas of 

investigation. 

Cues in Treatment 

Group treatment activities have been designed to improve either semantic or 

pragmatic functioning.  A variety of sensory cues, such as names and features of 

objects that are being discussed, have been effective in facilitating access to semantic 

information (e.g., Maloney & Daily, 1986).  For example, a group discussion on the 

topic of “ Summer” using props such as sun tan lotion and sand was designed to 

facilitate semantic recall through visual, tactile, and olfactory cues.  In another group, 

direct instructions, verbal explanations of turn-taking and watching others’ use of 

these behaviors increased the performance of pragmatic behaviors in individuals with 

Alzheimer’s disease (e.g., Gee, 1991; Santo Pietro & Boczko, 1998).  Frequently one 

treatment facilitates both semantic and pragmatic function.  For example, in a series 
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of studies using memory books, participants used written information to facilitate 

conversation behaviors (Bourgeois, 1990, 1993; Bourgeois & Mason, 1996).  The 

reading aloud of written sentences by individuals with Alzheimer’s disease cued 

related semantic information resulting in conversation that was topically and 

semantically coherent and led to increased pragmatic behavior in the form of turn-

taking.  Question Asking Reading (QAR) is another example of a multi-modal cueing 

treatment that improves semantic and pragmatic participant functioning (Stevens, 

Camp, King, Bailey, & Hsu, 1998).  The written information increases access to the 

semantic information needed to participate in a topical discussion and the use of 

scripted questions encourages turn-taking and inter-participant discussion. 

Another potential cueing strategy that does not fall into the sensory cue 

classification scheme outlined above, is the use of routine or repetition of a series of 

instructions, behaviors, tasks, or responses.  In group treatment, the routine or 

repeated presentation of the verbal instruction for the activity, the visual stimulus of 

the written text, the auditory stimulus of the reading aloud, and the visual stimulus of 

the written question leads to the targeted behavior of providing the verbal response 

(e.g., Question Asking Reading; Stevens, Camp, King, Bailey, & Hsu, 1998).  The 

repetition of the identical sequence of cues within the treatment session and across 

treatment sessions during the week has been reported to facilitate memory for the 

targeted behaviors, decrease latency of responding, and increase group participation 

(Stevens, Camp, King, Bailey, & Hsu, 1998). Indeed, successful interventions 

typically have incorporated a clear procedural routine (e.g., Bourgeois, 1990; 

Maloney & Daily, 1986; Santo Pietro & Boczko, 1998).   

Many of the group interventions reported in the literature are implemented in 

long-term care settings (e.g., Jordan, Worrall, Hickson, & Dodd, 1993; Maloney & 

Daily, 1986), psychiatric in-patient facilities (e.g., Gerber, Prince, Snider, Atchinson, 

Dubois, & Kilgour, 1991), and adult day care facilities (e.g., Bourgeois & Mason, 

1996; Tappen & Weber, 1992).  Group treatment has some advantages in that it 

allows participants to use communication in a natural environment, it positively 
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affects psychosocial function, and it is cost-effective (Elman & Bernstein-Ellis, 

1999).  Clark (1995) also suggested that group activities might increase self-esteem 

and emotional comfort for individuals with dementia.  In addition, treatments in 

group settings have been found to be enjoyable and beneficial for participants with a 

broad range of dementia severity levels (Finnema, Droees, Ribbe, & Tilburg, 2000). 

Volunteers and staff members with minimal training have successfully 

implemented specific group strategies (e.g., Bourgeois & Mason, 1996; Jordan, 

Worrall, Hickson, & Dodd, 1993; Stevens, Camp, King, Bailey, & Hsu, 1998).  These 

studies are compelling because, in addition to achieving the targeted changes with 

participants, they were successful in modifying the role of the staff facilitator during 

the activity.  Studies have demonstrated that staff members often dominate the 

conversation with individuals with dementia (e.g., Dijkstra, Bourgeois, Burgio, & 

Allen, 2002; Hoerster, Hickey, & Bourgeois, 2001).  These studies and the ones by 

Stevens and colleagues (1993, 1998) demonstrated that communication intervention 

could decrease the amount of staff commenting and increase the amount of 

participant commenting.   

Two group programs that reported successful results for individuals with 

dementia are the Breakfast Club program (Santo Pietro & Boczko, 1998) and 

Question Asking Reading (Stevens, Camp, King, Bailey, & Hsu, 1998; Stevens, 

King, & Camp, 1993).  Both of these programs incorporated visual and auditory cues 

to facilitate communication among individuals in dementia.  Furthermore, both 

treatments reported positive increases in communication function due to treatment.   

Santo Pietro & Boczko (1998) compared inter-participant commenting for 

individuals with dementia participating in a discussion group versus those 

participating in a multi-modality treatment called The Breakfast Club.  During the 

Breakfast Club, participants prepared and ate breakfast together.  During the activity, 

there were a variety of cues present including olfactory, visual, and tactile cues.  In 

addition, the facilitator used a variety of verbal prompts to encourage participation 

including direct instruction (e.g., “Ask Joe what he wants to eat for breakfast.”) 
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During the discussion group, participants were served coffee and were encouraged to 

discuss a specific topic.  There were also written cues (i.e., visual) present to help 

participants recall the discussion topic.  Verbal cues were the most prevalent type of 

cue in this condition.  The number of inter-participant comments was counted during 

each activity.  The authors reported that individuals in the Breakfast Club group had 

significantly more inter-participant utterances than those in the control group. 

Question Asking Reading is a procedure for implementing a reading group for 

individuals with dementia (Stevens, Camp, King, Bailey, & Hsu, 1998; Stevens, 

King, & Camp, 1993).  These studies investigated the quantity and quality of 

utterances during reading activities.  Participants in Question Asking Reading took 

turns reading aloud portions of a story.  Each participant generated a question about 

the story from a written cue on an index card.  The questions addressed the reading 

material (e.g., “Ask about the main idea.”) The authors compared the commenting of 

participants in this reading group with a traditional reading group.  In the traditional 

reading group, participants read the story in unison, and marked key words together.  

Participants in the Question Asking Reading group had significantly more on-topic 

utterances than participants in the traditional reading group. 

 To summarize, it is clear that there are a variety of cues that are beneficial for 

assisting individuals with Alzheimer’s disease participate in activities.  Sensory cues 

of all types have aided participants in accessing memories and information that 

contribute to improved social functioning (e.g., Bourgeois, 1993; Neils, Brennan, 

Cole, Boller, & Gerdeman, 1988). Cueing strategies are typically easy to incorporate 

into group treatment and have been implemented successfully by volunteers or staff 

with minimal training (Bourgeois & Mason, 1996; Stevens, Camp, King, Bailey & 

Hsu, 1998). 

Research needs 

This treatment literature encompasses a vast array of treatments with different 

purposes, designs, methodologies, and outcomes. Although evidence is beginning to 

accumulate on the benefits of specific cues and under which conditions, there are 
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gaps in the literature that need to be addressed to better understand the relationship 

between cue type and targeted behaviors.  Some of the needs include measurement, 

treatment specificity and design issues.  Problems with measurement include 

researchers not choosing instruments that demonstrate robust treatment effects or 

choosing pre-test/ post-test measures that are too removed from the treatment to 

detect reasonable changes after treatment.  There are also problems with treatment 

specificity and fidelity within the research.  Without clearly defined procedures, other 

researchers and clinicians are unable to replicate successful treatments.  Finally, there 

are basic design issues, with some of the studies having no or weak experimental 

designs. 

Within the treatment literature, there is a wide range of dependent measures 

that are used to evaluate the effectiveness of the intervention.  Pre- and post-treatment 

scores on standardized assessments are frequently used such as Beck Depression 

Scale (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), Communication Outcome 

of Functional Independence (Santo Pietro & Boczko, 1997), and Physical Self-

Maintenance Scale (Lawton & Brody, 1961).  However, these tools may not be 

sensitive to the clinically significant changes in the behaviors targeted by the 

treatment.  For example, the Mini-Mental State Examination (Folstein, Folstein, & 

McHugh, 1975) is often used to measure treatment effects (e.g., Baldelli et al., 1993; 

Goldwasser, Auerbach, & Hawkins, 1987; Vance & Porter, 2000) but because it is a 

global  measure of cognitive ability, it may not reflect positive changes in behavior in 

the specific behaviors changed by the treatment.  In addition, some studies assess 

behaviors that are not clearly linked to treatment, and therefore do not show a 

treatment effect.  For example, studies targeting change in language and social 

interaction behaviors have used measures of physical functioning (e.g., Tappen & 

Weber, 1992), depression (Goldwasser, Auerbach, & Hawkins, 1987), apathy and 

withdrawal (Hanley, McGuire, & Boyd, 1981), and blood pressure (Namazi & 

Haynes, 1994) to document treatment effects with less than robust outcomes.  The 

specific treatment targets, such as turn-taking and quality of responses, are less often 



 25

monitored with a few notable exceptions (Bourgeois, 1990, 1993, 1996; Santo Pietro 

& Boczko, 1998; Stevens, Camp, King, Bailey, & Hsu, 1998).  These studies seem to 

report stronger treatment effects as a result of measuring changes in specific 

behaviors targeted by the treatment.  Although it is always important to report 

anecdotal observations of treatment effects, it is critical for researchers to design 

studies that set out to measure the specific functional behaviors that the treatment 

hopes to improve and to measure these variables in a meaningful way.  For example, 

in a study designed to improve positive communication behaviors, Gee (1991) 

measured increases in positive communication behaviors, such as eye contact, over a 

period of three months.  This type of systematic collection of specific behavioral data 

will be most helpful for understanding the relationship between treatment and 

functional behavior. 

 Another methodological problem in the current literature is the lack of 

attention to describing, monitoring, and implementing the independent variable.  Too 

often the treatment and treatment procedures are described in such an abbreviated and 

cursory manner that it is difficult to understand how the study proceeded.  Replication 

of treatment effects is difficult, if not impossible.  Treatment studies also rarely 

include treatment fidelity data, so there is not strong evidence that the treatment was 

carried out in the prescribed manner.  Treatment fidelity encompasses documentation 

of training procedures, including treatment manual, training of the treatment 

implementers, and periodic treatment implementation reliability checks, with booster 

training as necessary.  Without such data, consumers of this literature should be 

cautious in their expectations of replication of treatment effects with other 

populations. 

 Finally, there is a problem in the literature with the experimental design used 

to evaluate these treatments.  Too often, no experimental designs were used; 

clinicians simply describe non-experimental treatments (e.g., Gee, 1991; Maloney & 

Dailey, 1986; Touzinsky, 1998).  Although there are some experimental studies 

comparing treatment groups to control groups, the diversity of the treatments and 
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behaviors targeted and measured makes it difficult to compare treatment procedures 

and outcomes of these studies.  For example, Hanley, McGuire, and Boyd (1981), 

Namazi and Haynes (1994) and Reichenbach and Kirchman (1991) all used a 

randomized group pre-test/post-test design with control group.  However, the 

differences in the dependent (e.g., orientation scores, blood pressure, morale scale 

score) and independent variables (reality orientation, multi-sensory reminiscence 

discussions, sensory stimulation) make it impossible to draw conclusions about the 

relative effects of different treatment procedures.  In addition, problems with many 

group studies include lack of control group (e.g., Santo Pietro & Boczko, 1998) and 

small number of participants (e.g., Namazi & Haynes, 1994; Tappen & Weber, 1992).  

Single subject design experiments typically have more rigorous control, but have 

limitations in generalizability (e.g., Bourgeois, 1990).   However, based on the current 

literature, there is still a need to utilize single subject designs to explore the 

specificity of treatment effects and the relationship of cue types to intended responses 

and behaviors. 

When multiple components are mixed, it is difficult to ascertain which cue is 

the most beneficial.  In addition, when two treatments are compared there are usually 

multiple variables on which the two treatments differ which makes it difficult to 

determine which alterations are the most instrumental in the differences in outcomes.  

For example, Namazi and Haynes (1994) compared two treatment groups that 

differed in two critical areas.  One group used auditory and visual cues during a 

discussion of present/future topics, and another group used auditory only cues during 

a discussion of past topics.  Therefore, when the benefits of the treatments differed, it 

was difficult to distinguish which factors were critical for the disparity in the results.  

There is a need for research that compares treatments that are similar on all but one 

variable (e.g., the cue type) so that the comparisons between the two cue types can be 

more clearly defined. 

Research also needs to address social validation of treatment procedures.  That 

is, if a treatment is effective, then the benefits should be evident to naïve observers.  
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For example, Bourgeois (1990) reported that although her objective data 

demonstrated that participants improved communication after treatment, this 

improvement was not evident to participants’ spouses.  Naïve observers, however, 

rated participants higher in their social language abilities for post-treatment sessions 

than baseline sessions.  Social validation addresses a very important clinical concern.  

That is, in order for a treatment to be truly beneficial, there must be objective data to 

demonstrate that treatment effect, and subjective data to demonstrate that others can 

discern a functional difference in participant behavior after treatment. 

In summary, there needs to be research that systematically evaluates specific 

cues with well-described procedures to demonstrate a clear and robust relationship 

between the cues and targeted language and social behaviors.  This research needs to 

demonstrate scientific rigor in the design, implementation of the independent 

variable, and the scoring of the dependent variable.  Furthermore, future research 

needs to utilize dependent measures that are clearly defined and related to the 

behaviors that are addressed by the treatment.  Finally, research needs to address the 

social validation of these treatments. 
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CHAPTER 3 

RESEARCH PROPOSAL 

 

It is clear from the review of the literature that there are interventions that are 

effective in improving communicative function in dementia.  Successful treatments 

use a variety of cue types to increase positive communication behaviors in 

participants.  There is evidence that treatment may influence communication between 

individuals with dementia and non-impaired individuals. However, there is a need for 

treatment studies that evaluate the relative contributions of different specific cues to 

the desired behaviors.  Comparing two similar treatments that utilize different cueing 

systems is also needed for evidence on the relative strengths of different cues.   

 Conversational groups are an appropriate context for the investigation of the 

cues as there is emerging data that indicates that general discussion groups and ones 

that focus on reminiscing are an enjoyable and beneficial activity for individuals with 

dementia.  Conversational groups that focus on reminiscing may function to provide a 

meaningful communication context for the participants.  Because reminiscing 

requires the individual to retrieve information from memory to make a contribution to 

the group discussion, individuals with dementia may require a variety of cues to 

participate in a group activity of this nature.  To date, there has not been a study of 

conversational reminiscence groups with persons with dementia that has evaluated the 

cues used to prompt or support memory recall or retrieval.  The use of reminiscing as 

a basis for discussion for individuals with dementia needs additional empirical 

evidence to support its continued use (Finnema, Droees, Ribbe, & Tilburg, 2000).  

This study was an attempt to design specific procedures for increasing 

communication behaviors during a group activity and to evaluate the relative effects 

of different types of cues on these behaviors.  The study compared the social 
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interactions of individuals with dementia during two treatment conditions (listening 

and reading cues), which have been used successfully in other interventions.  In the 

listening condition (auditory plus tactile cues), the group facilitator provided a 

topically-related object to each participant to hold while she read a brief story about 

that object as an introduction to a reminiscence discussion.  In the reading condition 

(auditory plus visual cues), each participant was given a copy of the written text of 

the story to read aloud in turn and written discussion questions to prompt a 

reminiscence discussion.   

Based on the current literature, it was predicted that having visual and tactile 

cues available to participants would increase their ability to access long-term 

memories.  Furthermore, it was expected that decreasing the burden on working and 

long-term memory function would allow participants to increase their quality and 

quantity of utterances.  It also was predicted that participant language behavior would 

be positively influenced by a modification to the facilitator’s behavior.  Specifically, 

it was anticipated that when the facilitator decreased her number of utterances, 

participants would increase their number of utterances.  Finally, it was expected that 

the increase in quality and quantity of participant utterances would be apparent to 

naïve raters.  Therefore, it was assumed that naïve observers would rate treatment 

sessions higher than baseline sessions on a series of behavioral indicators. 

Both treatments were described completely in order to make the study 

replicable.  The treatments were delivered by an individual who was trained to follow 

the treatment procedures as outlined to a criterion level of 90% accuracy.  The 

treatment procedures followed a specific, repetitive routine that was designed to 

facilitate learning of the procedures and to maximize potential for positive outcome 

(Clark, 1995; Santo Pietro & Boczko, 1998; Small, Kemper & Lyons, 1997).  Both 

treatments had verbal cues in the form of the leader stating the instructions, 

prompting behaviors (e.g., to read aloud and answer questions), and either visual or 

tactile cues (i.e., reading materials and topical object).  
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The dependent variables of interest were the quantity and quality of utterances 

these cueing conditions elicited.  The overall number of utterances and the quality of 

these utterances were measured.  In addition, similar behaviors of the facilitator were 

also measured.  Both the quality and quantity of language used by participants and 

facilitators have been measured in other published research.  Quantity of utterances 

by individuals with dementia has typically increased with experimental intervention 

(e.g., Dijkstra, Bourgeois, Burgio, & Allen, 2002; Hoerster, Hickey, & Bourgeois, 

2001; Santo Pietro & Boczko, 1998).  Treatments are typically designed to decrease 

the number of comments by facilitators, which have been decreased with training 

(e.g., Dijkstra, Bourgeois, Burgio, & Allen, 2002; Horerster, Hickey, & Bourgeois, 

2001).  Quality of responses (e.g., on-topic comments and questions) also typically 

increases with intervention (e.g., Bourgeois, 1990,1993; Bourgeois & Mason, 1996), 

although one study reported an increase in the quantity of statements after 

intervention, but a decrease in the quality (Cartensen & Erickson, 1986). 

In addition to these measures of language function, the study also documented 

the social validation of the treatment.  Measures of social validation are not frequently 

included in treatment research, although there are exceptions (e.g., Baines, Saxby, & 

Ehlert, 1987; Bourgeois, 1990, 1993).  Social validation is an important facet of 

demonstrating treatment effectiveness because participants, facilitators, and other 

caregivers should be able to identify positive changes after the intervention.  If there 

is objective data showing that a treatment is effective, but others do not perceive the 

differences, the treatment changes may not be viewed as clinically significant.  To 

this end, the experimental questions were: 

1. Does auditory plus tactile or auditory plus written cueing result in a greater 

number of utterances for individuals with dementia participating in a discussion 

group? 

2. Does auditory plus tactile or auditory plus written cueing produce differential 

effects on the quality of responses for individuals with dementia participating in a 

discussion group? 



 31

3. Are there changes in the quality and quantity of group facilitator utterances during 

discussion groups as a function of treatment condition? 

4. Are changes in client discussion group participation rated differently by naive 

observers as a function of group condition? 
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CHAPTER 4 

METHOD 

Participants 

 

Day-care Clients   

Five individuals with dementia were selected from the clientele of an adult 

day care center to participate in the study based on staff recommendations.  Staff 

identified clients with dementia who were non-participators or infrequent 

participators in group discussions.  Regular attendance and a high level of family 

involvement were considered important indicators for possible candidates.  The 

researcher reviewed the charts of all potential participants for a diagnosis for 

dementia.  She communicated with the primary caregiver and/or legal guardian of 

each potential participant and described the study.  The researcher answered questions 

about the study posed by the caregivers.  Informed consent and assent was obtained 

for all five participants.    

Potential participants were screened for inclusion criteria prior to enrolling 

them in the study. Criteria for inclusion consisted of a minimum score of 5 on the 

Mini-Mental Status Exam (MMSE; Folstein, Folstein & McHugh, 1975), a diagnosis 

of dementia by a physician, and 0-5 errors (out of 24) on a reading screening test 

(Bourgeois, 1992).  Participants passed a hearing screening at 500 Hz and 1 kHz at 30 

dB and 2 kHz at 35 dB binaurally, aided if the participant typically wore hearing aids.  

Participants passed the Rosenbaum vision screening with 20/40 visual acuity, aided or 

unaided for at least one eye.  All five participants passed the screenings and were 

enrolled in the study. 

As part of the initial intake, participants were given a short battery of 

assessments designed to evaluate their cognitive and language functioning.  
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Participants completed the Functional Linguistic Communication Inventory (FLCI; 

Bayles & Tomoeda, 1994), and The Communication Outcome Measure of Functional 

Independence (COMFI; Santo Pietro & Boczko, 1997).  The FLCI is a screening test 

of language behaviors that specifically addresses language behaviors in moderate to 

severe dementia.  It includes sub-tests for reading, writing, naming abilities, and 

others.  The COMFI is an observational assessment designed to assess the behaviors 

in dementia during functional activities, including independence in eating, and ability 

to initiate and maintain conversations. Participants also described the Cookie Theft 

picture (Goodglass & Kaplan, 1972) during a 2-minute conversation with the 

examiner.  The monologue and conversation were transcribed and evaluated for 

percentage of Correct Information Units (CIUs; Nicholas & Brookshire, 1993). 

Participant characteristics and evaluation results are presented in Table 1.  

Three participants were male and two were female.  Participants ranged in age from 

73-88 years, with a mean age of 81.4 years.  Four participants were Caucasian and 

one was African-American.  Educational level ranged from 3-12 years, with a mean 

educational level of 8.2 years.  None of the three males in the study completed high 

school, but all had job-related training and had worked throughout their adult lives 

until retirement.   

Participant evaluation results are presented in Table 2.  Participant scores on 

the Mini-Mental Status Examination  (MMSE; Folstein, Folstein, & McHugh, 1975) 

ranged from 6-17 with a mean of 13.  Participants’ verbal description was 

characterized by from 35%-70% correct information units with a mean of 51% 

(Nicholas & Brookshire, 1993).  The scores on the Functional Linguistic 

Communication Inventory (Bayles & Tomoeda, 1994) ranged from 40-74 with a 

mean score of 61.6.  Despite impairments in communication and cognition, 

participants seemed to compensate well for their deficits as evidenced by scores on 

the Communication Outcome Measurement of Functional Independence (Santo Pietro 

& Boczko, 1997) that ranged from 81-97 with a mean score of 91.  Also, despite 

deficits in other areas, participants demonstrated good oral reading skills for short,  
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Table 1.   

Participant characteristics. 

 

 Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 

Age 82 84 73 80 88 

Gender Female Female Male Male Male 

Diagnosis Dementia Dementia Dementia Dementia dementia 

Education 12 years 12 years 3 years 8 years 6 years 

Race Caucasian Black Caucasian Caucasian Caucasian 

 

 

 

 

Table 2 

Participant evaluation results. 

Measures Participant 1 Participant 2 Participant 3 Participant 4 Participant 5 

MMSE 17 6 12 17 13 

CIU N/A 35% 70% 35% 63% 

FLCI 74 40 63 71 59 

COMFI 96 81 88 97 93 

Reading 24 22 22 24 22 

MMSE: Mini-Mental State Examination (Folstein, Folstein, & McHugh, 1975); 0-30 points 

CIU:   Correct Information Units (Nicholas & Brookshire, 1993) ; Percentage of Correct Information 

Units  

FLCI: Functional Linguistic Communication Inventory (Bayles and Tomoeda, 1994); 0-87 points 

COMFI: Communication Outcome Measure of Functional Independence (Santo Pietro & Boczko, 

1997); 0-100 points 

Reading:  Reading Screening (Bourgeois, 1992); 0-24 points  
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simple sentences as evidenced by the scores of 22-24 (mean score of 22.8) on the 

Reading Screening (Bourgeois, 1992). 

Facility Staff 

The staff person who routinely led reminiscence groups was asked to 

participate in the study as the group facilitator.  The staff person was a female 

certified nursing assistant, age 41 years.  She had worked at the day care for two years 

at the time of the study.  The staff person was informed that during the study she 

would be taught a new way to lead group activities.  She also was informed that her 

sessions would be observed and videotaped.  The specific research goals were not 

discussed at any time during the experiment. 

Setting and Apparatus 

Physical Setting 

 This study was conducted at an adult day care center that is a freestanding 

facility operated by a not-for-profit hospital.  The main client area is a large room that 

has approximately 1080 square feet, loosely divided into three distinct areas that are 

differentiated by changes in flooring and furniture.  The rest area is carpeted and has 

10 recliners.  The dining area is tiled and has eight square tables. The living area is 

carpeted and has two couches, and four rocking chairs.  There is also an area that is 

usually kept open, but has stackable chairs that can be placed in the open area.  In 

addition to these spaces there are one staff and two client bathrooms, two offices, a 

shower room, a kitchen, and an equipment room. 

The facility averaged 18 clients and 7 staff persons per day during the 

duration of the study.  Clients of the facility were individuals, between the ages of 62 

and 94, with at least one type of neurological impairment including Parkinson’s 

disease, post-stroke, and dementia.  They spent an average of seven and one-half 

hours a day at the facility.  Staff members included a licensed practical nurse, three 

geriatric nurse specialists, a social worker, an activity coordinator, and a program 

manager. 
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Screening and Intake Sessions 

 All screening and intake sessions occurred in a quiet office where the 

participant and clinician sat side-by-side at a desk.  The door was closed to decrease 

noise levels and to insure optimal quality of recording.  The assessment sessions were 

recorded on a SONY cassette-corder model TCM 453V.  The researcher or a trained 

graduate student completed all of the initial testing.  Total assessment time was 

approximately 60 minutes for each participant.  Typically, participants participated in 

Mini-Mental State Examination (Folstein, Folstein, & McHugh, 1975), and the 

Reading Screening (Bourgeois, 1992) in the first session to verify that participants 

met criterion for participation.  Participants completed the Functional Linguistic 

Communication Inventory (Bayles & Tomeoda, 1994) and the picture description task 

during a second session.  Participants were observed and scored on the 

Communication Outcome Measure of Functional Independence (COMFI; Santo 

Pietro & Boczko, 1997) by a graduate student during a separate assessment time.  The 

graduate student was familiar with the setting and participants prior to assessment and 

spent approximately 30 minutes per participant in completing the COMFI (Santo 

Pietro & Boczko, 1997).   

Experimental Sessions 

 Experimental sessions took place in the area adjacent to the dining area that 

was approximately 8’x10’.  The area was closed off on two sides by two portable and 

one permanent wall that were placed to decrease visual distractions during the 

sessions. During experimental sessions, participants sat in upholstered chairs arranged 

in a semi-circle within the treatment space.  The facilitator sat at one end of the semi-

circle.  Participants did not have assigned seats and the order that they sat in varied 

with each session.   

 All sessions were audio and videotaped.  Videotaping was completed with a 

Panasonic Palmcorder VHS-C model PV-A207 mounted on a stand approximately 

eight feet in front of the group and focused to film the entire group.  For each 

treatment session, three participants wore Samson VHF FM Transmitter Model ST-2 
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lavaliere microphones, so that every other participant was wearing a microphone.  

The microphones transmitted to a Samson FM receiver model SR 22 which was 

connected to a Yamaha multi-track cassette-recorder model MT 100.  The receiver 

and recorder were placed on the floor approximately four feet behind the group 

members. 

Stimuli 

Conversation Topics   

Sixteen conversation topics were identified for use during this study based on 

a review of typical topics provided in treatment books like Remembering: Recall and 

reminiscence exercises for memory-impaired older adults (Teegardin, 1986) and 

Moments to Remember (Karras, 1989).  A story for each topic was modified from 

Sensory Reminisce (Eldergames, n.d.).  The list of topics is included in Table 3, 

which also includes the number of words per story and the grade level readability 

score.  The average number of words per story was 189.75, ranging from 152-241 

words.  The average reading level was 6.4, ranging from 5.8-6.8 grade level using the 

Flesch-Kincaid grade-level scores (Kincaid, Fishburne, Rogers, & Chissom, 1975).     

These stories were available in two forms (Appendix A for an example).  In 

the original form, the stories were typed and printed on a single page using a 

minimum 20-point Times New Roman font.  Shorter stories were printed in larger 

font so that the entire page was filled with text.  Each story was composed of a title 

and four paragraphs.  The title was labeled on the page and each subsequent 

paragraph was numbered.  Each person’s copy had a different portion of the text (i.e., 

either the title or a paragraph) underlined to distinguish it from the other text.  The 

facilitator’s copy had no portion of the story underlined. 

The stories were also modified to a less complex form.  These stories were 

comprised of five sentences from the original story.  The sentences were chosen 

because they were adequate for answering the discussion questions.  In this form, 

there was one sentence written in bold 26-point Times New Roman Font per page.  

The paper was mounted on thin cardboard.  Each stimulus card was numbered.     



 38

Table 3 

Length and reading level of conversational stories and associated object 

Story Title Number of 

words 

Grade level* Object Picture 

 

 

Apples 162 6.5 Apple Apple 

Baskets 200 6.5 Basket Basket 

Corn 155 6.8 Corn Corn 

Hardware Stores 204 6.4 Bolt Bolt 

Wash day 215 6.4 Clothespin Laundry line 

Cotton bags 168 5.8 Cotton cloth Flour bag 

Spring 205 6.5 Flower Flower 

General stores 208 6 Hard candy Hard candy 

Leaves 205 6.3 Leaf Leaf 

Playing marbles 183 6.6 Marble Marble 

Money 162 6.2 Penny Penny 

Vegetable gardens 182 6.7 Potato Potato 

Shoes 241 6.2 Shoelace Shoe 

Farm life  152 6.6 Straw Haystack 

Bath day 218 6.8 Soap Soap 

House calls 176 6.2 Tongue 

depressor 

Stethoscope 

 

* calculated as Flesch-Kincaid Grade-Level Score (Kincaid, Fishburne, Rogers, & 

Chissom, 1975) 
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In the modified form, the facilitator’s stimulus was a 4”x6” index card with the title 

and five sentences typed on it.  The sentences were numbered to correspond with the 

participants’ stimuli.  

In addition to the text, each story had an associated object and picture.  A 

small, hand-held object was selected for each story to represent a salient feature of the  

story.  The objects were the actual item (e.g., an actual apple and not an imitation 

apple).  The pictures were down-loaded from several public domain clip art sites and 

were black-line drawings.  The pictures were hand-colored and were on the same 

piece of paper as the sentence in the modified story stimuli.  Although the sentences 

differed, the pictures were identical for the five sentences of one story.  See Appendix 

B for an example of the original story with the two modifications and questions. 

Discussion Questions 

 A set of five questions was developed to serve as conversation prompts.  The 

specific questions were: (1) What was the story about? (2) Who used (the object)?  

(3) When was (the object) used? (4) What was (the object) used for? (5) What 

memories do you have about (the object)? 

 These questions were provided in several forms (Appendix C).  For the 

facilitator, the five questions were typed onto a 4”x6” index card.  For the 

participants, the initial form was a single question on a 4”x6” index card.  The 

questions were printed in 20-point Times New Roman font and were numbered.  In 

the modified form, one or two words were hand-printed in black marker on the center 

of the back of the modified story stimuli.  The text was the beginning of one of the 

original discussion questions followed by a question mark.  For example, one card 

had written on it, “What…?” 

Dependent Variables 

Transcripts of Sessions 

The audiotapes of all experimental sessions were transcribed by the experimenter 

using a Panasonic transcription machine Model RR-830.  Videotapes  

were used to supplement the audiotapes and at times to determine who was speaking 
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or clarify unclear utterances.  In addition, a doctoral student in Communication 

Disorders who was experienced in transcription was enlisted to provide transcription 

reliability.  The student received didactic instruction in one session of approximately 

20 minutes.   

Audiotapes of the sessions were transcribed using the transcription 

conventions described in the Systematic Analysis of Language Transcripts (SALT; 

Miller, & Chapman, 1984-2000).  In addition, transcribers listened to unintelligible 

utterances no more than three times, and if one were still unintelligible after those 

reviews, the utterance was marked as ambiguous.  After the tape was transcribed, the 

transcriber listened to the tape one more time, following along with the transcription.  

Each session resulted in a transcript consisting of sequentially numbered utterances,  

identified by speaker.  Each utterance from the transcript was then coded by the 

experimenter. 

 Participant and facilitator discourse utterances were the dependent variables.  

The researcher coded each utterance for the dependent variable onto the Data Coding 

Sheet (see Appendix D).  The frequency of each utterance type was recorded for each 

session and for each participant on a Data Summary Form (Appendix E). 

The definitions of the participant and facilitator utterance types follow.  An 

example of each type of utterance of facilitator and facilitator utterance are provided 

in Tables 4 and 5, respectively. 

Participant Utterances 

Participant utterances, as shown in Table 4, were divided into two broad 

categories: facilitative and non-facilitative. Facilitative utterances included: 1) novel 

on-topic comments, 2) novel on-topic questions, 3) script comments, 4) script 

questions, 5) cohesive devices, 6) repetitions, and 7) requests for repetition. On-topic 

comments were statements of fact that added novel information to the discussion. On-

topic questions were questions appropriate to the topic and encouraged continued 

discussion of the topic by seeking novel information.  These could be general  

questions posed to the group or directed toward another participant or the facilitator.   
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Table 4 

Participant utterance types and examples for topic of “Playing marbles” 

 

 

Utterance type  Example Non-example 
   

Novel On-topic 

statement 

 

“I never liked playing 

marbles much.” 

“I want something to 

drink.” 

Novel On-topic 

question 

“Do you remember 

tiger eyes?” 

 

“When is lunch?” 

Script Question “What was the story 

about?” 

 

“Are we done?” 

Script Comment 

 

“A boy and his 

marbles were 

inseparable.” 

 

“I like marbles.” 

Cohesive device 

 

“That’s interesting.” “I like marbles, too.” 

Off-topic statements 

or questions 

 

“I like marble cake.” “I like playing marbles.” 

Repetition “When did you play 

marbles?” 

 

“I played marbles.” 

 

Request for repetition “What did you say?” 

 

“Can I have a drink?” 

Ambiguous or 

unintelligible 

utterance 

“He liked it.” 

 

“I played marbles.” 
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Cohesive devices were verbalizations like “uh-huh” or “O.K.” that served to continue 

the conversation.  Script comments were statements read directly from the stimulus 

materials and were appropriate to the current discussion.  When participants read a 

portion of the text to answer a question, this was considered a script comment.  Script 

questions were one of the scripted questions from the question stimuli.   Repetitions  

of information were direct repetitions of an earlier question, statement or portion of a 

statement spoken by the facilitator or another group member.  The repetition could 

occur any time during the session, and did not add new information to the discussion.  

Requests for repetition were utterances that elicited a direct repetition or clarification 

of the previous question or comment.  These were statements or questions that 

indicated that the participant did not hear the question or comment of another 

participant or the facilitator.    

Non-facilitative utterances included 1) off-topic comments or questions, and 

2) ambiguous or unintelligible utterances.  Off-topic comments or questions were 

utterances that did not fit the context of the conversation.  Utterances that were read 

from a portion of the stimuli that did not directly relate to the previous utterance were 

considered off-topic.  Ambiguous or unintelligible responses were statements that 

could not be classified, as they were unclear in content, lacked clear referents, were 

incomplete, or were unintelligible.     

Facilitator Utterances 

 Facilitator utterances, shown in Table 5, included 1) questions, 2) repetitions, 

3) on-topic comments, 4) cohesive devices, and 5) ambiguous/unintelligible.  

Questions were posed to either the group or an individual, to elicit either a novel or 

scripted response.  The questions were either read from her script or were novel 

questions.  Repetitions were statements that were either a direct repetition of a 

question, statement, or portion of a statement spoken by the facilitator or other group 

member.  These utterances did not add new information to the discussion.  On-topic 

comments were statements that added new information to the discussion.  Cohesive  
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Table 5 

Facilitator utterance types and examples for topic of “Playing marbles” 

 

 

Type 
 

Example Non-example 

Questions “Who did you play 

with?” 

 

“I like marbles, too.” 

Repetition “You like marbles?” “When did you play 

marbles?” 

 

On-topic comment “I play marbles with 

my son.” 

 

“O.K.” 

Orienting “Let’s begin with the 

question time.” 

 

“Did you like the 

story?” 

Cohesive Device “O.K.” “Who do you play 

with?” 

 

Ambiguous or 

Unintelligible 

 

“When did you do 

that?”…” 

“Good.” 
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devices and fillers were utterances used by the facilitator to maintain the flow of the 

conversation (e.g., O.K., uh-huh, etc).  These added no new information to the 

discussion.  Ambiguous or unintelligible utterances were statements that could not be 

classified, as they were unclear in content, referent, were incomplete or unintelligible.   

Coder Training 

 An undergraduate student in Communication Disorders was enlisted to assist 

with coding the transcripts.  She was provided initial didactic training of 

approximately 60 minutes, which included reviewing definitions of the utterance 

types.  The session also included the researcher and student coding one transcript 

together and then a second one separately.  The student received one practice 

transcript to complete independently.  Reliability for the practice transcript was 75%.  

Although this did not meet the minimum criterion of 80% accuracy for inter-rater 

agreement, one-third of her errors involved coding utterances as on-topic instead of as 

cohesive.  The definition of cohesive utterances was reviewed.  In addition, every 

discrepancy in coding was discussed and the coder verbalized comprehension of the 

coding scheme.  Coding reliability was checked every second transcript.  The initial 

reliability of each transcript was used to calculate inter-coder reliability, and coding 

differences were verbally reviewed to ensure continued reliability.   

Design 

This study used an alternating treatment design to compare the effects of cues 

on language behaviors during a conversational group. This design has the potential to 

determine which treatment is more effective for changing the target behaviors 

(McReynolds & Kearns, 1983).  For this population, the alternating treatment allows 

for the rapid exploration of two treatments which is important due to potential 

attrition of participants and changing cognitive function (Stromgren & Kolby, 1996).   

After completing the baseline phase, participants received two treatment 

conditions each day, counterbalanced for time of day (i.e., morning and afternoon).  

Appendix F contains the schedule of topics and treatment time.  Treatment 1 was the 

reading cue condition and Treatment 2 was the listening cue condition.  A modified 
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treatment condition was designed in the event that there were not clear differences 

between the two conditions.  Frequency data for the target behaviors were graphed 

daily.  Through visual inspection of the graphs, it was expected that there would be a 

clear differentiation in the level and slope of the lines representing the two treatments.  

When that did not occur, the modified treatment condition was implemented.   

Procedures 

Baseline 

Baseline sessions were conducted by the facilitator who was blind to the target 

independent and dependent variables. Baseline sessions occurred when at least four of 

five of the participants and the facilitator were present.  The researcher and facilitator 

worked together to set up the chairs and portable walls in the treatment area.  After 

the physical surroundings were arranged, the recording equipment was positioned.  

When the treatment area was completely ready, the facilitator and researcher invited 

participants to attend a group activity.  After all the participants were seated, the 

researcher attached their microphones to their clothing. The researcher was 

responsible for turning on the recording equipment (both audio and video).  

Recording began when the facilitator introduced the topic.  The facilitator was given a 

conversational topic in the form of a printed story and was instructed to lead a five-

minute conversation group on the topic of the story.  She was not informed of how 

she could use the story.  A baseline session began when the facilitator introduced the 

topic.  The facilitator conducted the session in her usual style of asking questions and 

encouraging responses from participants.  The session continued until the researcher 

signaled that five minutes had elapsed.  The participants then returned to the large 

group activities of the day care. 

Baseline sessions continued until there was evidence of stability in the 

frequency of total on-topic utterances for three of the five participants and the 

facilitator.   
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Pre-study procedures 

 To ensure that the treatment procedures were reasonable, the researcher 

developed a training manual (Appendix G) that included a script for each treatment 

condition and a Treatment Fidelity Form to monitor adherence to the script 

(Appendix G1).  Data were collected on the experimental procedures with a group of 

five volunteers attending another day care center.  Both types of treatment were 

provided once during a 30-minute session.  A trained observer used the Treatment 

Fidelity Form to score the researcher and to verify that procedures were followed 

accurately.   Treatment fidelity scores were 97% for the reading treatment and 98% 

for the listening treatment.  

Facilitator Training 

The facilitator was provided with the Training Manual that included a 

description of the specific instructions for each treatment condition (Appendix G).   

The researcher spent two sessions, approximately 45 minutes each, reviewing the 

written instructions and answering questions with the staff facilitator.  The initial 

training period was considered complete when the facilitator reported that she 

understood the procedures and indicated that she was ready to demonstrate the 

procedures with a practice group.  The facilitator led six practice group sessions using 

volunteer clients who were not participating in the study. To assist the facilitator, a 

single cue card with the basic instructions was provided to remind her of key 

treatment features.  These sessions were videotaped to review with the facilitator for 

positive and negative examples of treatment compliance.  Treatment fidelity forms 

were used by the experimenter to ensure that the facilitator followed the treatment 

protocol (Appendix G1).  After each practice session the facilitator received 

immediate verbal feedback and the treatment fidelity form was reviewed with her to 

inform her of her treatment compliance. Training was considered complete when the 

facilitator completed two consecutive practice sessions for each type of treatment 

with 90% accuracy in treatment compliance.  The facilitator had access to the training 

manual and Treatment Fidelity Form throughout the study. 
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Treatment Procedures 

After the facilitator was trained, treatment sessions began.  Treatment sessions 

were provided at least one to three days per week depending on the availability of the 

facilitator and at least four of the participants.  Both types of treatment were provided 

each day.  One treatment was provided in the morning and one treatment in the 

afternoon.  The facilitator led groups according to the counterbalanced treatment 

schedule (Appendix F).    Table 6 displays the stimuli associated with each treatment 

condition. 

For both types of treatment, the set-up procedures were identical to baseline.   

The researcher and facilitator worked together to arrange the chairs and portable walls 

in the treatment area.  After the physical surroundings were arranged, the recording 

equipment was positioned.  The recording equipment was tested daily to ensure that it 

was in working order.  When the treatment area was completely ready, the facilitator 

and researcher invited participants to attend the group activity.  After all the 

participants were seated, the researcher attached their microphones to their clothing.  

The researcher then turned on the recording equipment (both audio and video).     

Listening Treatment.  Prior to beginning listening treatment, the facilitator 

assembled the stimuli for the session including the story, objects, and questions.  She 

also obtained her procedures card.     

To begin the listening treatment, the facilitator handed each group member the 

object associated with that session’s story (Table 3) as she greeted group members 

and thanked each one for attending.  She then sat down and welcomed the group, 

stated the date and introduced the conversational topic.  Next she instructed the group 

members to listen to the story and she read the story aloud slowly and clearly.   

At the end of the story, she introduced the question time, and she asked the group the 

first of the five questions.  She followed a specific cueing hierarchy to facilitate 

responses.  After 15 seconds, if the question had not been answered, she repeated the 

question.  After 15 seconds, if the question still had not been answered, she called on  

 a group member by name, and then repeated the question.  Whenever the question 
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Table 6 

Treatment condition and associated stimuli 

 

Session Type Conversational topic Visual cue Question stimuli 

Reading Title + 4 paragraphs Entire story Complete question on 

index card 

 

Listening Title + 4 paragraphs Associated object Complete questions 

 

Modified Reading 5 sentences One sentence + picture Question cue (1-2 

words) 

 

Modified Listening 5 sentences Associated object Complete questions 
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was answered, she provided general comments like, “That’s right” or “That’s 

interesting.”  She did not provide any additional comments or questions, although she 

was instructed to answer questions that were posed to her.  She continued in this 

manner until all of the questions were asked and answered and at least five minutes 

had passed.  If all of the questions were asked and answered in less than five minutes, 

the facilitator asked general questions like “Is there anything else?” until five minutes 

had passed.  At the conclusion of the discussion, she thanked each participant for 

attending.   She then collected the objects and microphones from the participants.  

Participants then returned to the group area. 

Reading Treatment.  Prior to treatment, the facilitator assembled the stimuli 

including the stories for participants, question cards, and her procedure and story 

cards.  To begin treatment, the facilitator greeted each participant individually and 

gave him or her a copy of that session’s story.  She then welcomed everyone and 

stated the date.  She introduced the activity and asked participants to follow along on 

their copy of the story as each person read aloud.   

She asked that someone read aloud the title, without calling on a specific 

person.  She waited 15 seconds to allow the designated participant (i.e., the one with 

that portion underlined) to read aloud the title.  If the participant did not initiate 

reading, the facilitator called on that person to read aloud his or her part.  If the 

participant declined to read, the facilitator called for a volunteer to read that 

numbered portion.  The facilitator prompted the next person to read by saying, 

“Someone please read the first paragraph.”  Each section was read following this 

procedure. 

After the story was read, the facilitator introduced the question portion and 

handed each participant a numbered index card with a discussion question.  The 

facilitator asked the participant with the first question to read the question aloud.  She 

allowed participants 15 seconds to read their question, and if there was no response 

she called on the participant by name to read aloud the question.  After the question 

was asked, she allowed 15 seconds for a response.  If there was no response after 15 
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seconds, she repeated the question verbatim.  If there was still no response after 15 

more seconds, the facilitator called on someone to answer the question.  The 

facilitator did not interject any comments until the group members had an opportunity 

to respond.  After the comments were concluded, the facilitator requested that the 

next question be read aloud.  The treatment continued until all five questions had 

been asked, with the facilitator asking one of the questions when a participant was 

absent.   The facilitator was instructed to have the question time last five minutes.  If 

all of the questions had been asked and answered in less than five minutes, the 

facilitator asked general questions like “Is there anything else?” until five minutes had 

passed.  She thanked the participants for attending.  She then collected the story and 

question cards and microphones.  Participants returned to the group area of the 

facility.   

Modified Treatment Procedures.  In the modified listening treatment, the story 

stimuli were changed to the simplified version shown in Appendix A.  Therefore, in 

the modified listening condition, the facilitator followed all of the procedures above, 

with the only change being the story she read was now the five sentence version.  In 

the modified reading treatment, the facilitator handed out the story stimuli in the form 

of one sentence per card.  Each participant received only one numbered card with one 

question on the back of the card. She then introduced the topic by saying, “Let’s talk 

about (topic).” She called the participant’s name who had the first sentence and asked 

him, “Would you like to add something to that?”  She then waited 15 seconds to 

allow the designated participant to comment.  If the participant did not respond, the 

facilitator asked the person to read aloud the sentence on his or her card.  If the 

participant declined to read, the facilitator called for a volunteer to read that 

numbered sentence.  Each participant was invited to comment following this 

procedure.  A participant’s turn was considered complete when he read the sentence 

on his card or generated a novel on-topic sentence about the topic. 

After the story was read, the facilitator introduced the question portion and 

instructed participants to turn over their stimulus card so that they were able to see the 
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question cues.  She told them that they were going to discuss the story.  The facilitator 

told the participant with the first discussion cue “Ask a question about the (topic)”.  

She allowed the participant 15 seconds to create a question, and if he did not respond, 

she modeled a question for him.  After the question was asked, she allowed 15 

seconds for a response.  If there was no response after 15 seconds, she repeated the 

question verbatim.  If there was still no response after 15 more seconds, the facilitator 

called on someone to answer the question.  The facilitator did not interject any 

comments until the group members had an opportunity to respond.  After the 

comments were concluded, the facilitator requested that the next participant ask a 

question.  The participants were prompted to ask questions in the same order as in the 

commenting portion of the discussion.  The treatment continued until all five 

questions had been asked, with the facilitator asking one of the questions when a 

participant was absent.   The facilitator was instructed to have the question time last 

five minutes.  If all of the questions had been asked and answered in less than five 

minutes, the facilitator asked general questions like “Is there anything else?” until 

five minutes had passed. 

Social Validity 

 A videotape with excerpts of baseline and treatment sessions was created for 

the purpose of investigating the social validity of the treatments.  This tape consisted 

of 3 three-minute segments of baseline, 2 three-minute segments of the listening 

treatment and 2 three-minute segments of the reading treatment in a randomized 

sequence.  The first three minutes of each five-minute segment were selected.  Three 

baseline sessions were randomly chosen for the tape.  One baseline session served as 

a practice session to train the volunteers on the rating system.  For both reading and 

listening treatments, the three most effective sessions and the three least effective 

sessions were identified based on the total number of participants’ facilitative 

utterances.   One of the most effective and one of the least effective for each type of 

session was randomly selected for inclusion, for a total of two reading (high and low) 

and two listening (high and low) sessions.  The sessions were randomly ordered and 
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recorded onto a videotape with 30-second pauses between segments and each 

segment graphically identified.   

Twenty-one volunteers from an undergraduate class from the Psychology 

Department at Florida State University were recruited to participate in determining 

the social validity of the treatments.  Volunteers rated seven quality indicators for 

each treatment type.  They rated each session in terms of comfort level, clarity of 

comments, amount of novel information, on-topic utterances, equality of turns, 

amount of participant-led discussion, and amount of participant engagement.  During 

one class session, the volunteers received verbal and written instruction on 

completing the Social Validation Form (Appendix H).  The volunteers were told that 

they were going to be watching a group of individuals with dementia having a group 

discussion.  The researcher instructed the volunteers to review the form and seven 

rating dichotomies.  She called their attention to the horizontal line for each question.  

She told the volunteers that for each segment, they were to make a vertical mark on 

the horizontal line that represented their opinion of the degree to which the quality of 

interaction were present in that segment.  The volunteers were instructed to judge the 

quality of the participants’ interactions and not the facilitator’s participation.  At the 

end of the verbal instruction, the researcher asked and answered questions posed by 

the students.  No information about the treatments, including the goals was provided.  

The volunteers then watched the practice session.    At the conclusion of the practice 

session, the researcher paused the videotape to allow the volunteers to rate the 

segment.  The researcher reviewed the rating instructions and answered all questions 

before proceeding with the rest of the tape.   Volunteers recorded their judgments on 

the Social Validity Form within the 30-second time frame between segments.  Visual 

analog scales similar to this one are reported as being sensitive to changes in behavior 

(Bond & Lager, 1974). 

Responses were scored by measuring with a ruler the distance between the left 

edge of the horizontal line to the vertical mark made by the observer.  Measurements  
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were calculated to the nearest ¼”.  These scores were analyzed using MANOVA with 

a significance level of <.001.   



 54

 

 

 

 

CHAPTER 5 

RESULTS 

Reliability 

 

Treatment Fidelity 

A total of six training sessions were conducted with the facilitator.  She 

achieved the criterion of >90% accuracy after two sessions of the listening treatment 

and four sessions of the reading treatment procedures.   

The researcher was present for all 32 experimental treatment sessions.  Of 

these, 60% of sessions were formally observed by the researcher using the Treatment 

Fidelity Form (Appendix G1).  For the listening treatment, the facilitator averaged 

98% treatment compliance (range of 89-100%).  For the reading treatment, the 

facilitator averaged 96% treatment compliance (range of 91-100%). 

Dependent Variable 

Five percent of all the baseline and treatment session transcripts were 

randomly chosen for transcription reliability using point-to-point observer reliability 

procedures.  Each utterance was compared, and the mean inter-coder reliability was 

85% (range of 79%-89%). 

In addition, 30% of the transcripts were randomly chosen for point-to-point 

inter-observer reliability checks for the coding system.  On these transcripts, each 

utterance code was compared for agreement.  The mean inter-observer agreement was 

calculated by dividing the number of agreements by the total number of utterances 

and multiplying by 100.  The mean inter-observer agreement was 80% with a range 

of 66-94%.  
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Primary Data Analysis 

The Effects of Training Condition on Number of Participant Utterances 

   The first experimental question addressed increasing participants’ utterances 

in two different cueing conditions.  Figure 1 illustrates the total number of participant 

utterances during baseline, treatment, and modified treatment conditions.  In the 

baseline phase, the five participants said a total of approximately 60-80 utterances per 

session.  Visual inspection of the baseline phase reveals a slightly increasing trend in 

the data and moderate variability.   

At Session Six, when treatment was initiated, the total number of utterances 

was reduced compared to baseline.  For both treatment types there was considerable 

variability over the length of this phase for both conditions.  The range for the 

listening treatment was approximately 20-70 utterances per session and the range for 

the reading treatment was approximately 20-60 utterances per session.  There were no 

clear differences in the trends between the two conditions, and both trend lines were 

fairly flat.   

Due to the lack of differentiation between the two treatment conditions, the 

modified treatment was implemented during Session 14.  Both treatment conditions 

demonstrated an initial increase after the introduction of the modified stimuli.  Within 

the first three sessions, the number of utterances ranged from 45-90 in the listening 

treatment and 50-80 in the reading treatment.  After the fourth session in this phase, 

performance returned to the prior treatment condition levels.  The slopes initially 

increased, but had decreasing slopes by the completion of the phase.  Overall, the 

number of utterances for both treatment types in this phase was at a level similar to 

the initial treatment level.  Both conditions continued to exhibit significant variability.  

The range for the listening treatment was approximately 30-90 utterances per session.  

The range for the reading treatment was approximately 50-120 utterances per session. 

To investigate the possibility that grouping the data masked individual 

differences, data for individual participants’ number of utterances for baseline,  
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Figure 1.  Total  number of utterances for all participants per session. 
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treatment, and modified treatment are presented in Figure 2 for participants 1-5 

respectively.    A visual inspection of the data reveals that the effects of treatment 

were quite discrepant for the participants.  Three of five of the participants 

(Participants 1, 2, and 5) demonstrated an increasing baseline, but the other two 

(Participants 3 and 4) had a decreasing baseline.  Participant 1 had a range in baseline 

of 5-35 utterances per session.  Participant 2 had a range in baseline of 5-20 

utterances per session.  Participant 3 had a range in baseline of 1-12 utterances per 

session.  Participant 4 had a range in baseline of 5-28 utterances per session, and he 

was absent for two of the five baseline sessions.  Participant 5 had a range in baseline 

of 10-32 utterances per session. 

During treatment, the number of utterances was at or lower than baseline 

levels for four of five participants (Participants 1, 2, 3 and 5) for both conditions.  

Participant 1 was hospitalized during 14 of 16 treatment sessions.  Her number of 

utterances for the two remaining sessions was significantly lower than her 

performance at the conclusion of baseline.  Participant 2 exhibited variable utterance 

rates, and the level for both treatments decreased during the treatment phase.  She had 

a range of 0-30 utterances per session for listening treatment and a range of 1-25 

utterances per session for reading treatment.  Participant 3 had fewer utterances in the 

listening treatment than baseline, and he had more utterances in the reading treatment 

than the baseline.  His performance was fairly stable.  Participant 3 had a range of 0-5 

utterances per session for listening treatment and a range of 2-12 utterances per 

session in the reading treatment.  Participant 4 demonstrated an increase in utterances 

with a slightly increasing trend for the reading condition and a slightly decreasing 

trend for the listening treatment during the initial treatment phase.   He had a range of 

10-25 utterances per session for listening treatment and 8-25 utterances per session 

for reading treatment.  Participant 5 had a fairly flat trend for the listening treatment 

condition which was lower than baseline and a decreasing trend for the reading 

treatment with considerable variability for both conditions.  He had a range of 5-45  
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Figure 2.  Total Number of Utterances per Participant by Session 
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utterances per session for listening treatment, and a range of 2-28 utterances per 

session for reading treatment. 

During the modified treatment, three of five participants (Participants 1, 2 and 

5) increased their total number of utterances as compared with initial treatment with 

the change in stimuli, but for Participant 1 these decreased over time and returned to 

below baseline levels.  Participant 1 had a range of 10-20 utterances per session for 

both listening and reading treatments.  Participant 2 increased the number of 

utterances for the reading and listening treatments at the initiation of the modified 

treatment, as compared to treatment levels.  She maintained this difference during the 

phase.  For Participant 2, the number of utterances for the reading treatment were 

higher than that for the listening treatment in both the initial and modified treatment 

phases. She had a range of 0-30 utterances per session for listening treatment and 1-

28 utterances per session for reading treatment.  The other two participants 

(Participants 3 and 4) had decreasing trends in the number of utterances for both 

modified conditions.   Participant 3 had a level of utterances higher than the end of 

the initial treatment phase, but these decreased over time. He had a range of 0-40 

utterances per session for listening treatment, and 2-20 utterances per session for 

reading treatment.  Participant 4 was absent for several sessions during this phase; 

however, he had a similar level and trend for the number of utterances in the initial 

and modified treatment phases.  His range of utterances was 5-25 utterances per 

session for listening treatment and 5-30 utterances per session for reading treatment.  

Participant 5 also had several absences during this phase.  He had an increase in the 

level of the number of utterances for the reading condition and a decrease in the level 

of the number of utterances for the listening condition as compared to the initial 

treatment.  However, Participant 5 had a fairly flat number of utterances for the 

reading treatment and a decreasing level for the number of utterances for the listening 

treatment. Participant 5 had a range of 15-40 utterances per session for listening 

treatment and 1-35 utterances per session for reading treatment. 
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In general, there is not a clear treatment effect for either cueing condition.  

The initial treatment did not seem to have a positive effect in increasing the total 

number of utterances of participants.  However, based on the increase of total number 

of utterances for all participants during the modified reading treatment phase, there is 

evidence that the modified reading treatment was more effective than the initial 

treatment, although this effect was modest and not above baseline levels.  Participant 

2 had the most positive response to the modified reading treatment where she had 

more total utterances than during baseline or initial treatment sessions. 

The Effects of Treatment Condition on the Quality of Participant Utterances 

 The second experimental question focused on increasing the quality of 

participant utterances.  This question was operationalized by totaling the number of 

facilitative utterances used by participants during the session.  Facilitative utterances 

included: on-topic comment (either novel or scripted), on-topic question (either novel 

or scripted), requests for repetition, repetitions, and cohesive devices.  Figure 3 

illustrates the number of facilitative utterances used by all participants during each 

session during baseline, treatment, and modified treatment phases.  A visual 

inspection of the data reveals an increasing baseline with a range of approximately 

40-70 facilitative utterances per session.   

During the initial treatment, the number of facilitative utterances for the 

reading treatment decreased to a range of 15-45 utterances per session.  The number 

of facilitative utterances for the listening treatment was above the number for the 

reading treatment but it was more variable.  The range of facilitative utterances for 

the listening treatment was 20-70 utterances per session.    

During the modified treatment, there was a slight increase in facilitative 

utterances for both conditions after the introduction of the modified stimuli.  

Participants had a range of 25-70 facilitative utterances per session for the listening 

treatment and 30-90 facilitative utterances per session for the reading treatment.   

variability than in the treatment phase.  Both modified conditions had trend lines 

above the levels in the treatment phase. 
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ently there were slightly decreasing trends for both conditions with more  
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To investigate individual differences that may have been obscured in the 

group data, individual data also are provided.  Figure 4 shows each participant’s 

number of facilitative utterances per session during baseline, treatment, and modified 

treatment.  A visual inspection of the data reveals that three of the five participants 

(Participants 1, 2, and 5) had increasing baselines.  Participant 1 had a range of 3-35 

facilitative utterances per session.  Participant 2 had a range of 2-15 facilitative 

utterances per session.  Participant 5 had a range of 10-30 facilitative utterances per 

session.  Two of the five participants (Participants 3 and 4) had a decreasing baseline.  

Participant 3 had a range of 2-12 facilitative utterances per session.  Participant 4 had 

a facilitative range of 5-20 utterances per session. 

Participant 1 had only two treatments of the initial treatment and for these 

treatments she had fewer facilitative utterances than during baseline.  She had 0 

facilitative utterances during the listening condition and 3 facilitative utterances 

during the reading condition.  Two participants (Participants 2 and 3) demonstrated a 

similar number of facilitative utterances as baseline. Both had fairly flat trend lines 

for both treatment conditions.    Participant 2 had a range of 0-5 facilitative utterances 

per session in the listening condition and a range of 1-10 facilitative utterances per 

session in the reading condition.  Participant 3 had a range of 0-5 facilitative 

utterances per session in the listening condition and a range of 1-12 facilitative 

utterances per session in the reading condition.  Participant 4 demonstrated an 

increase in the number of facilitative utterances for both treatment conditions at the 

initiation of treatment; however, the trend for the reading treatment was slightly 

increasing, and the trend for the listening treatment was fairly flat.  Participant 4 had a 

range of 10-25 facilitative utterances per session in the listening condition and a range 

of 5-25 facilitative utterances per session for the reading condition.  Participant 5 had 

the most variability of all the participants with a range for the reading treatment of 2-

20 facilitative utterances per session and the range for the listening treatment of 5-40  
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Figure 4. Total Number of Facilitative Utterances per Session by Participant 
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facilitative utterances per session.  For Participant 5, there was an increasing trend for 

the listening treatment and a decreasing trend for the reading treatment, and both 

conditions were below baseline levels.   

During the modified treatment phase, Participants 1 and 5 demonstrated an 

increase in the number of facilitative utterances for both treatment conditions as 

compared to the initial treatment levels.  For Participant 1 the trend for both 

conditions was fairly flat and was below baseline levels.  Participant 1 had a range of 

8-18 facilitative utterances per session for the listening condition and a range of 10-22 

facilitative utterances per session for the reading condition.  Participants 2 and 3 had 

an increase in the number of facilitative utterances per session over the initial 

treatment for both conditions.   Participant 2 had an increasing trend for the reading 

condition and a decreasing trend for the listening treatment, but both were above 

initial treatment levels for the number of facilitative utterances.  Participant 2 had a 

range of 0-20 facilitative utterances per session for both listening and reading 

conditions. Participant 3 had a decreasing number of facilitative utterances for the 

listening treatment and an increasing number of facilitative utterances for the reading 

treatment.  Participant 3 had a range of 0-5 facilitative utterances per session for the 

listening treatment and a range of 1-12 facilitative utterances per session for the 

reading treatment.  Participant 4 had a level of facilitative utterances that was similar 

to the initial phase with fairly flat trends for both treatment conditions.  Participant 4 

had a range of 5-25 facilitative utterances per session for the listening treatment and a 

range of 10-25 facilitative utterances per session for the reading condition.  

Participant 5 had a clear increase in the number of facilitative utterances per session 

for the modified reading treatment as compared to the initial treatment.  He had a 

decreasing trend for the number of facilitative utterances per session for the listening 

treatment condition. 

Overall, there was not an increase in the number of total facilitative utterances 

for the participants for either treatment condition.  However, participants had more 

facilitative utterances during the modified treatments than during the initial 
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treatments.  Individual participant data reveals that Participant 2 demonstrated an 

increase in quantity and quality of utterances for the modified treatment condition.  

Participants 3 and 4 demonstrated a modest increase in facilitative utterances over 

baseline sessions in the modified reading and listening treatments, but no treatment 

was clearly the more beneficial.  The remaining two participants (Participants 1 and 

5) had no positive increase in facilitative utterances over baseline levels. 

The Effects of Training Condition on Number of Facilitator Utterances 

 The third experimental question addressed the behavior of the facilitator.  It 

was hypothesized that the training would result in a decrease in facilitator utterances.  

Figure 5 shows the total number of utterances spoken by the facilitator during each 

session for baseline, treatment and modified treatment.  Visual inspection of the data 

reveals that there was an increasing trend in the number of utterances during baseline.  

She had a range of approximately 40-55 utterances per session during baseline.   

With the implementation of treatment, there was a sharp decrease in her 

number of utterances to a level clearly lower than baseline levels.  The facilitator had 

a range of 5-10 utterances per session for the listening treatment and a range of 15-25 

utterances per session for the reading treatment.  The number of utterances for both 

treatment conditions was fairly stable.   

During the modified treatment there was an increasing trend for the number of 

utterances, especially for the reading condition.  Her range for total number of 

utterances per session was 10-25 in the listening condition and 15-40 in the reading 

condition. This was likely due to the change in procedure.  She provided more 

instruction during this condition, which explains the increase.  However, even with 

the increase, she did not return to baseline levels for number of utterances per session. 

In summary, the facilitator decreased the number of utterances after initial 

training.  Furthermore, she maintained this change in her behavior over time.   

The Effects of Training Condition on Quality of Facilitator Utterances 

 The third experimental question also addressed the quality of facilitator 

utterances.  Specifically, during the two treatment conditions, the number of questions  
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Figure 5.  Total Number of Facilitator Utterances per Session 

 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

Figure 6.  Total Number of Facilitator Questions per Session 
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posed by the facilitator was monitored. Figure 6 illustrates the number of questions 

posed by the facilitator during baseline, treatment, and modified treatment phases.   

During baseline sessions, the facilitator relied on questions to maintain the interaction 

in the discussion group and a visual inspection of the data demonstrates that she had a 

high rate for number of questions with a range of approximately 12-28 during 

baseline sessions.  This represented approximately 20-60% of her total utterances.  

The facilitator style was to use questions to facilitate participation in the group. 

After training there was a clear and immediate decrease in the number of 

questions posed after the introduction of the initial treatment phase for both 

conditions ranging from 5-10 questions per session, which represented approximately 

20-50% of her total utterances.  In addition, the number of questions was very stable 

for both level and trend.  During the modified treatment, there was no difference in 

the number of questions until the fourth session when there was a slight increase in 

number of questions for both treatment types; however, they did not reach baseline 

levels.   

Alternate Explanations 

As there were no clear differences between the two treatment conditions for 

the participants in terms of quality or quantity of utterances, alternate hypotheses 

were explored.  Based on clinical observations of the sessions, two hypotheses were 

explored.  Participants seemed to have more opportunities to speak because of the 

distribution of questions resulted in increased turn-taking.  Also, it appeared that 

some of the stories generated more interest and discussion than others.  Therefore, 

turn-taking and effects of topic on participation was explored.   

The Effect of Treatment Condition on Participant Turn-Taking 

One of the premises of the treatment was that modifying the facilitator’s 

behavior (i.e., reducing her number of questions) would allow participants to increase 

their number of utterances.  However, although the facilitator was clearly talking less, 

the participants did not seem to be talking more as measured by the number of 

utterances.  Clinically this was felt to be a difference in the pattern of interaction that 
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might be better captured by investigating the effects of treatment on turn-taking.  The 

protocols were designed to ensure that each participant had opportunities to 

participate.  Therefore, the transcripts were re-scored for the number of turns per 

participant.  A turn was defined as each time there was a change in speakers.  That is, 

if one participant spoke several utterances in a row, only one turn was counted.  

Figure 7 demonstrates the number of turns taken by the participants during baseline, 

treatment and modified treatment sessions.   

During baseline there was an increasing trend in the number of turns.  

Participants had a range of total turns from approximately 40-60 turns per session.     

The number of participant turns decreased with the implementation of 

treatment.  For both treatment types, the number of turns decreased from baseline 

levels.  The range was 10-50 turns per session for the listening treatment and 15-45 

turns per session for the reading treatment. The trend line is fairly flat, but quite 

variable.   

For the modified treatment, there was an increasing trend in the number of 

turns by participants for both conditions, although the data is quite variable.  The 

range for the listening treatment was 20-70 turns per session and the range for the 

listening treatment was 20-80 turns per session for the reading treatment.  While there 

was an increase in number of turns during the modified treatment, the final level was 

less than the baseline level. 

Overall, there were minimal changes in the number of turns throughout the 

phases.  The modified treatment had a higher level of turns than the baseline, but the 

level was still below the baseline level.  It is not clear from the data whether more 

turns or fewer turns were desirable, as there are two possible interpretations.  Fewer 

turns may mean that participants are speaking in longer stories.  Alternately, more 

turns may indicate that participants are interacting more with each other. 

The Effects of Topic on the Total Number of Participant Utterances.   

Another alternate explanation for the lack of treatment effects was that the 

variability in performance across sessions could have been due to differences in the  
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Figure 7.  Total Number of Turns by All Participants per Session 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sessions

0 5 10 15 20 25

N
u
m

b
e
r 

o
f 
T

u
rn

s

0

20

40

60

80

100

Listening

Reading

TreatmentBaseline Modified Treatment



 70

level of interest and/or familiarity of the different topics of discussion.  As each topic 

was discussed in a counterbalanced fashion in both listening and reading conditions, 

it was possible to examine differences related to specific topics.  Twelve of the topics 

were used in both treatment conditions.  Figure 8 demonstrates a comparison of the  

number of participant utterances for each condition grouped by topic.  For five of 

twelve of the topics (i.e., baskets, farm life, vegetable gardens, wash days, and 

money), the participants had a similar number of utterances for the topic in each 

condition.  For the five of the remaining topics (i.e., house calls, apples, corn, spring, 

and shoes) participants had a higher number of utterances for the listening treatment 

than for the reading treatment.  For the other two topics (i.e., hardware stores and 

cotton bags) participants had a higher number of utterances for reading treatment than 

listening treatment. 

A correlation coefficient analysis was completed to compare the relationship 

of treatment type to topic.  It was found that there was a .62 correlation between the 

topics at the .03 level.  Using a paired t-test, there was not a significant difference 

between the two treatment types at the .001 level. 

Overall, there is evidence that topic had an influence on the amount of total 

utterances spoken by participants.  The topic interacted with the treatment conditions, 

and had an affect on the total number of utterance, although this does not completely 

explain the lack of treatment effect.   

In summary, neither of the alternate hypotheses significantly contributes to 

analysis for the lack of treatment effect.  The turn-taking data adds insight to the 

discussion of treatment effect, although it falls short of completely explaining it.   

The Effects of Training Condition on Observers’ Perception of the Treatment 

The fourth experimental question addressed the degree to which 21 naïve 

observers could rate the baseline and two treatment conditions differently in terms of 

the quality and quantity of interaction among participants.  Social validation was 

considered important because if there are positive changes in participant behavior as 

reflected in the objective data, these changes need to be obvious to casual observers.  
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The results of the seven indicators were analyzed using MANOVA at the .001 

significance level.  Table 6 displays the mean score and standard deviation for each 

segment for each question as calculated with a One Way Repeated MANOVA.  Each 

baseline and treatment score was compared with the other baseline and treatment 

score using a pairwise multiple comparison procedure (Tukey Test).  The judges rated 

the two baseline scores statistically equal for all indicators.  Furthermore, baseline 

session scores were consistently higher than the treatment session scores, although 

this difference was not always statistically significant.  The baseline scores were 

significantly higher than least effect (i.e., low) reading and listening session scores for 

all seven questions.   

Question 1 addressed the level of comfort for the participants.   The observers 

rated the baseline sessions significantly more comfortable [F(20,5)=17.246, p<.001] 

than all of the other sessions with one exception.  The most effective reading 

treatment (i.e., high) was rated as statistically as comfortable as Baseline B.  It was 

also rated as more comfortable than the low reading treatment.  No other comparisons 

were significantly different. 

The second question dealt with the clarity of information being expressed 

during the session.  The observers rated the baseline sessions as more clear [F(20, 

5)=8.538, p<.001] than all treatments except the high listening treatment.  No other 

comparisons were statistically different. 

The third question concerned how much novel information was provided by 

the participants.  The observers rated the baseline sessions as having significantly 

more novel information [F(20, 5)=22.192, p<.001] than all other sessions except the 

high listening session.  The high reading treatment was rated as having significantly 

more novel information than the low reading treatment.  Similarly, the high listening 

treatment was rated as having significantly more novel information than the low 

reading treatment. No other comparisons were significantly different than the others. 
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Table 7.  Results of social validation analysis (mean and standard deviation).   
  

 

 

 Baseline 

A 

Baseline 

B 

Listening 

High 

Reading 

High 

Listening 

Low 

Reading  

Low 

 

Comfort level 

 

2.988 

.503 

3.619 

.753 

1.821 

.956 

2.298* 

1.042 

1.274 

.99 

1.464 

1.041 

Clarity 

 

2.607 

.857 

2.607 

.793 

2.143* 

.914 

1.595 

1.187 

1.821 

1.162 

1.575 

1.326 

Conveyed new 

information 

 

2.5 

.671 

2.226 

.965 

1.571 

.767 

1.881* 

.973 

.786 

.566 

.702 

.687 

Stay on topic 

 

 

2.821 

.795 

2.75 

.75 

2.345* 

1.029 

1.81 

.987 

1.488 

.995 

1.976 

1.267 

Taking equal 

turns 

 

2.571 

.841 

2.56 

.847 

1.405 

.9 

1.869 

.883 

1.333 

.946 

1.226 

.961 

Participants 

led discussion 

 

2.464 

.803 

1.929 

.891 

1.417* 

.909 

1.762* 

.973 

.667 

.644 

.798 

.797 

Participants 

engaged 

2.94 

.558 

2.548 

.74 

1.452 

.801 

1.964* 

1.062 

1.036 

.768 

1.107 

1.142 

 

The scale is 0 (not at all) – 4 (completely) 

 

*denotes treatment scores that did not differ significantly from the baseline scores. 
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The fourth question addressed how much the participants stayed on topic. The 

observers rated the baseline sessions as being significantly more on-topic  

 [F(20, 5)=9.4, p<.001] than all the other treatments except the high listening 

treatment.  No other comparisons were statistically different. 

Question 5 concerned the equality of turns among the participants.  The 

baseline sessions were rated as having significantly more equality in turns [F(20, 

5)=14.661, p<.001] than the treatment sessions.  No other comparisons were 

statistically different. 

The sixth question dealt with the amount that the participants led the 

discussion. The observers rated all of the baselines as having significantly more 

participant-led discussion [F(20, 5)=16.298, p<.001) than the low reading and low 

listening treatments.  The high reading treatment was rated as having significantly 

more participant-led discussion than the low reading treatment.  Similarly, the high 

listening treatment was rated as having significantly more participant-led discussion 

than the low listening treatment. No other comparisons were significantly different. 

The seventh question addressed the participants’ level of engagement.  The 

observers rated both of the baseline sessions as having significantly more participant 

engagement [F(20, 5)=21.429, p<.001] than the treatment sessions with the exception 

of the high listening treatment.  The high listening treatment was rated as statistically 

similar to baseline.  The high reading treatment was rated as having statistically more 

participant engagement than the low reading treatment.  No other comparisons were 

significantly different. 

In summary, baseline sessions were consistently rated higher on all indicators, 

which seems to suggest that baseline sessions seemed more natural and more 

effective than treatment sessions.  Furthermore, the judges were able to differentiate 

between low and high treatment sessions on several variables.   
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CHAPTER 6 

DISCUSSION 

 

 This study was designed to evaluate the effects of two cueing treatments on a 

range of communicative behaviors for persons with dementia and a staff facilitator 

during a group conversational activity.  It was expected that having stable cues 

available for the participants (i.e., either the object or reading stimuli) would facilitate 

participant discussion by decreasing demands on participants’ working memory.  

Neither treatment was effective in increasing the quantity or quality of utterances by 

participants.     

 Participants as a group used fewer total utterances and fewer facilitative 

utterances in the reading and listening treatments compared to baseline.  

Modifications of the story stimuli had only a minor and temporary effect on the 

treatments.  Social validation ratings corroborate these negative findings as judges 

consistently rated the baseline sessions as more comfortable, having more novel 

information, more equality in turns, and more participant engagement than the 

listening treatment.  They rated baseline sessions as more clear, having more on-topic 

utterances, and more participant-led discussion than the reading treatment. 

 These findings are in contrast to those from other treatment studies that 

reported positive findings in group discussion behaviors for individuals when using 

reading stimuli (Stevens, Camp, King, Bailey, & Hsu, 1998; Stevens, King, & Camp, 

1993).  Similar to the current study, these studies used reading materials as a 

framework for discussion for a group of individuals with dementia who read aloud 

passages and then discussed them with a prompted questioning strategy.  In the 

discussion phase, which used written question prompts (e.g., “Ask about a word that 
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is hard to say”), participants increased the rate of total utterances, including a 

significant increase of on-topic elaborations.   

Similarly, the current study incorporated features of the Breakfast Club, which 

was also designed for individuals with dementia (Santo Pietro & Boczko, 1998).  The 

Breakfast Club treatment included verbal, visual and tactile cues to promote 

interactions among individuals with dementia.  It was reported that participants in this 

study increased inter-participant commenting (i.e., individuals with dementia 

speaking to each other) after treatment.  Although modeled after two successful 

treatments (Question Asking Reading and Breakfast Club), the current study did not 

yield the positive results expected from the enhanced sensory cues.   

The lack of treatment effect was evident not only from the objective data, but 

also the social validity data.   The volunteers consistently rated baseline sessions 

higher than treatment sessions.  The facilitator-directed sessions (i.e., baseline) may 

have seemed more natural than the treatment sessions and were consequently rated 

higher.  The volunteers rated the higher utterance treatments (both listening and 

reading) significantly higher than the lower utterance treatments (both listening and 

reading) on seven quality indicators.  These findings show a correspondence between 

the objective and subjective ratings of the treatment sessions.  That is, participants 

were more interactive in certain sessions, as measured by the total number of 

utterances and total number of facilitative utterances, and the volunteers were able to 

discern these differences.  For example, both the high listening and high reading 

sessions were rated as having significantly more novel information than the low 

listening and low reading sessions.   

The lack of change of conversational behaviors by the participants is not 

likely attributable to a lack of change in the facilitator’s conversational behaviors.  

The facilitator responded well to the group discussion training as evidenced by her 

excellent scores in treatment fidelity (range of 89-100% compliance).  After training 

on the treatment procedures, she decreased her total number of utterances and her 

number of questions.  This change was due in large part to the facilitator’s ability to 



 77

follow the script provided and adhere to follow specific guidelines on the amount and 

types of her interactions.  This positive finding corroborates previous studies that 

demonstrated that facility staff may be trained to implement specific treatment 

procedures with minimal training (Bourgeois & Mason, 1996; Stevens, Camp, King, 

Bailey, & Hsu, 1998). 

 Differences in the results in published studies may be explained by several 

factors that differ between the current study and the previous ones.  Discrepant 

findings between this study and previous studies seem to have two major sources: 

differences in participants and procedure.  One difference in participants may be 

cognitive levels of participants in this study as compared to participants in other 

studies.  There are several procedural differences that may help explain the 

differences in results between this study and the QAR and Breakfast Club studies 

(Santo Pietro & Boczko, 1998; Stevens, Camp, King, Bailey, & Hsu, 1998; Stevens, 

King, & Camp, 1993).  Procedural disparities include differences in the stimuli, 

independent variable, and physical environment.   

Differences in the degree of cognitive impairment of the participants in this 

study and QAR (Stevens, Camp, King, Bailey, & Hsu, 1998) and Breakfast Club 

(Santo Pietro & Boczko, 1998) studies may be part of the explanation for the 

divergent findings.  The participant scores on Mini-Mental Status Examination 

(MMSE; Folstein, Folstein, & McHugh, 1975) suggest the differences in the cognitive 

abilities among the three studies.  The mean score for participants in the QAR study 

(Stevens, Camp, King, Bailey, & Hsu, 1998) was 20 with a range of 13-26.  The 

mean score for participants in the Breakfast Club study (Santo Pietro & Boczko, 

1998) was 15 with a range of 5-24.  In the current study the mean score for 

participants was 13 with a range of 6-17.  A score of 20 is considered to be in the 

range of mild cognitive impairment whereas a score of 13 represents moderate 

cognitive impairment (Folstein, Folstein, & McHugh, 1975).  In addition, as there 

were individuals in the QAR and Breakfast Club studies with minimal cognitive 

impairment (i.e., scores on the MMSE of >24), the presence of these participants may 
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have positively influenced the discussion group scores.  This is particularly true as 

both of these treatments used a group design and the higher functioning participants 

may have positively skewed the group data.  Although in the current study, 

Participant 2 had the lowest score on the MMSE (6/30), she benefited the most from 

the modified treatment.  However, Participants 1 and 4 had the highest MMSE scores 

(17/30 for both participants), yet they did not demonstrate a positive treatment effect.     

A difference in cognitive abilities alone is not sufficient explanation for 

differences in results of the previous treatments with the current treatment.  An 

examination of differences in the treatment procedure demonstrates that disparities in 

the treatment procedures may have influenced the treatment results.  One procedural 

difference was in the stimuli of this study compared to the QAR studies.  Another 

procedural difference was the independent variable, including the use of a warm-up 

period, the frequency and schedule of treatment administration, and the role of the 

facilitator.  Finally, the physical arrangement differed from this study and other 

studies, as other treatments were designed to have participants seated at a table.    

The first procedural difference that may have affected the results in this study 

may have been the stimuli.  In the initial treatment, the reading stimuli were modeled 

after the stimuli in the QAR strategy (Stevens, Camp, King, Bailey, & Hsu, 1998).  

The stimuli from the QAR study were two paragraphs long and had a grade reading 

level of third to fifth grade. The specific length of the paragraphs, including number 

of words, was not specified.  The current study stimuli had a title and four paragraphs 

in the initial treatment with a reading level of 5.8-6.8 grade level and a range of 152-

241 words per story.  Therefore, the initial treatment stimuli were more difficult than 

the QAR treatment stimuli.  However, after this treatment was not effective in 

changing the desired behaviors of the participants, a modified treatment was 

implemented.  The modification simplified the stimuli by having only one sentence 

and a picture on each page and was designed to address the more impaired cognitive 

function of these participants.  The modified stimuli were modeled after the format of 

the memory book pages from the Bourgeois (1990, 1993) studies.  Specifically, each 
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stimulus card had one sentence and a picture that represented the topic.  This format 

was beneficial in eliciting conversation from individuals with dementia in the 

previous studies (Bourgeois, 1990, 1993).  Although the group data demonstrates an 

increase in total utterances and facilitative utterances after the implementation of the 

modified treatment, these levels continued to be below baseline levels.  However, 

Participant 2 responded positively to the modification to the reading stimuli.  She 

seemed to be better able to stay on task with the shortened stimuli, and the modified 

stimuli seemed to positively influence her ability to participate in the discussion.  Her 

quantity and quality of utterances increase over baseline and initial treatment after the 

implementation of the modified treatment procedures.  Her increase was particularly 

evident for the modified reading condition.  

The current treatment also differed from QAR procedures in the use of a 

warm-up period (Stevens, Camp, King, Bailey, & Hsu, 1998).  The duration of the 

warm-up period was not specified in the treatment description, and there were no 

criteria listed for determining the conclusion of the warm-up period.  Although the 

basic components of the warm-up time were included in this study (i.e., greeting and 

providing day, date, and location), this study did not include a warm-up period about 

that day’s topic, similar to that in the Stevens et al. (1998) study.  Also, in the current 

study, the facilitator did all of the talking during the warm-up period, but the role of 

the facilitator was not specified in the QAR study.  The use of warm-up periods 

before beginning treatment procedures is not unique to QAR, although the duration of 

these periods is not specified (e.g., Maloney & Dailey, 1986; Santo Pietro & Boczko, 

1998).  Perhaps the warm-up time facilitated recall and helped participants anticipate 

the discussion and was essential to the success of the treatment. 

 Another procedural difference may be the frequency of treatments.  The 

participants in the QAR treatment met three days a week for the first four weeks of 

the study (Stevens, Camp, King, Bailey, & Hsu, 1998) and those in the Breakfast 

Club met five days a week (Santo Pietro & Boczko, 1998).  Due to a variety of 

scheduling issues, including physician’s appointments, vacations, and illness, 
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treatment sessions in the current study were typically held twice a week.  Although all 

five participants were scheduled to attend the adult day care facility five days a week, 

as they needed to be present in the morning and afternoon, any variation in scheduled 

arrival or departure affected the facilitator’s ability to provide treatment. This 

difference in frequency may have negatively affected the ability of participants to 

develop a routine for participating in the treatment group. 

 In addition to the frequency of treatments, there were differences in the 

schedule of implementation of treatments.  The implementation of two separate 

treatments each day was unique to this study.  The QAR (Stevens, Camp, King, 

Bailey, & Hsu, 1998) and Breakfast Club studies (Santo Pietro & Boczko, 1998), 

were group studies and although they compared two treatments, each participant 

received only one treatment type.  In the current study, there may not have been a 

significant enough difference in the implementation of the two treatments to allow the 

participants to recognize and adjust to the differing treatment expectations.  In fact, 

multiple treatment interference is one of the most significant problems with 

alternating treatment design (Barlow & Hayes, 1979).   

Alternating treatment design has been used successfully in one treatment for 

an individual with dementia (Runci, Doyle, & Redman, 1999).  However, there were 

several significant differences between that treatment and the current one.  First of all, 

the target behavior was to decrease disruptive vocalizations in one individual with 

dementia.  That is, the treatment was designed to decrease a target behavior (i.e., 

disruptive vocalizations) rather than increase a target behavior (i.e., quality and 

quantity of utterances).  In addition, the two different treatments were not given on 

the same day.  Also, the difference between the two interventions was the language 

that the facilitator used during treatment (i.e., either English or Italian).  The 

participant was a native Italian speaker and the intervention was designed to decrease 

her disruptive vocalizations by singing and talking in two different languages.  The 

participant decreased the target behaviors more during the Italian than the English 

treatment sessions.  Therefore, the differences between that study and the current one 
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includes a clearer differentiation between the two treatment conditions, by alternating 

days and the clear differentiation of the two treatment conditions. 

Another procedure that differed between the current study and the Breakfast 

Club (Santo Pietro & Boczko, 1998) study was in the role of the facilitator.  That is, 

in the current study the facilitator’s utterances were scripted and highly regulated.  In 

the Breakfast Club, the facilitator was permitted to provide a variety of verbal cues 

and prompts.  For example, one of the procedures of the treatment was that the 

facilitator instructed the participants to greet one another, thereby increasing the 

number of inter-participant commenting.  In addition, the facilitator used a variety of 

verbal cues and prompts including carrier phrases (e.g., “A hot cup of ”) and paired 

choices (e.g., “Would you like sausage or bacon?”).   The study did not report the 

number of prompts used by the facilitator, but by reading the treatment procedures, it 

can be inferred from the description of their procedures that the facilitator used a 

variety of verbal cues and techniques designed to encourage participation.   

Unlike the Breakfast Club study (Santo Pietro & Boczko, 1998), this study 

sought to restrict that amount and types of utterances used by the facilitator.  These 

restrictions met two objectives: to increase internal validity of the procedures (i.e., to 

allow for replication) and to decrease the dominance of the facilitator in leading the 

group discussion.  However, those restrictions may have made the treatment too 

artificial.  For example, during treatment sessions, her utterances were confined to 

nods and other non-specific encouragement (e.g., “Mmm-hmm”); she could not 

provide more specific reinforcement and maintain treatment fidelity.  This restriction 

may have interfered with the facilitator’s natural ability in leading a group.  For 

example, on one occasion, after the facilitator completed the group time as 

prescribed, she asked some follow-up questions about the topic that had been 

discussed.  She seemed to have a genuine interest in learning more about the topic 

and she asked several additional questions to clarify earlier information.  The 

discussion that ensued was much more animated than the scripted conversation.  In 

other words, to maintain experimental control and reduce her number of utterances, 
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there was a loss of natural interaction.  The higher scores on the social validity 

measure for baseline sessions support this contention as the volunteers rated the 

baseline sessions higher on all variables, even though the facilitator dominated the 

discussion.   

Another variable that may have influenced the results was the physical set-up 

of the discussion group.  The setting itself may have negatively affected the 

discussion in the current study.  Specifically, as participants were seated in a semi-

circle, the arrangement may not have provided the participants with an inclusive, 

group discussion setting.  Also, this seating arrangement did not allow participants to 

easily observe participants seated next to them, which may have interfered with 

interactions.  Having participants seated at a table to allow them to set down their 

stimuli might have provided additional contextual support.  Indeed, both QAR and 

Breakfast Club studies had participants seated at a table (Santo Pietro & Boczko, 

1998; Stevens, King, Camp, Bailey, & Hsu, 1998).  In addition, there are other 

studies that demonstrate that the physical surrounding are important contextual cues 

for individuals with dementia (Gotestam & Melin, 1987; Namazi & Johnson, 1991). 

In summary, there are apparent participant and procedural differences between 

the current treatment and the QAR (Stevens, Camp, King, Bailey, & Hsu, 1998) and 

Breakfast Club (Santo Pietro & Boczko, 1998) studies.  Any of these differences, or a 

combination of them, may explain the discrepant findings between this study and 

those previous studies.  Changing these factors in a subsequent study may yield 

similar results.  In addition, the application of principles found in other treatment 

studies may offer possible suggestions for improving the treatment.   

For example, changing procedures to encourage more independence in the 

participants may positively affect the outcome.  Specifically, one goal of treatment 

was to increase the participants’ ability to initiate and maintain the discussion with 

minimal facilitator intervention.  However, even with written cues provided to 

increase discussion, and verbal encouragement given by the facilitator at the initiation 

of the discussion time to talk with each other, participants typically deferred to the 
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staff facilitator.  For example, when a participant asked a question from a cue card, 

another participant would ask the facilitator, “Who can answer that?” Participants 

looked to the facilitator to maintain the flow of the discussion and to regulate 

interactions.  Bourgeois (1993) demonstrated that participants increased their 

commenting toward other individuals with dementia when they had more clear 

control of the situation.  In that study, participants with dementia shared their memory 

books with other participants with dementia.  Bourgeois reported that participants 

who were using the memory book (i.e., they were acting as the conversational leader) 

assumed more conversational responsibility.  Perhaps simple adjustments, like having 

participants pass out the stimuli or having participants choose the topic of discussion 

from a limited set, might increase independence, and therefore positively influence 

discussion.  Another suggestion may be to train an individual with dementia to lead 

the discussion group.  This technique has been used successfully in a memory 

BINGO activity (Camp, personal communication, March 21, 2003).  

 Another suggestion that may be inferred from other treatments is that multi-

modality cueing may be an essential component to facilitating group discussion with 

individuals with moderate dementia.  Although one central goal of this experimental 

study was to separate out components used in group discussion treatments in order to 

evaluate the effectiveness of specific cue types, perhaps isolated cues are insufficient 

to prompt independent discussion in this population.  More impaired individuals with 

dementia, may require an abundance of cues available to assist with prompting the 

discussion.  This strategy has been used successfully in other studies that combined 

tactile, olfactory, visual, and auditory cues (e.g., Gerber, Prince, Snider, Atchinson, 

Dubois, & Kilgour, 1991; Maloney & Dailey, 1986).   

 Despite the lack of clear benefit from the treatments, there are still positive 

findings to be gleaned from the study.  First, the reading of the stimuli did not seem to 

be a factor in the difficulties with the study, particularly in the shortened reading 

version.  In the initial version, participants seemed to lose their place during the 

reading and had difficulty staying on task at times, but in general they seemed to read 
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adequately with minimal assistance from the facilitator.   Furthermore, participants 

read aloud the question cards and modified reading stimuli without difficulty.    

Therefore, reading is a viable cue for individuals with dementia, even in the moderate 

stage of the disease.  Finally, the study also provides evidence that using social 

validation is a legitimate source of outcome data as the volunteers observations 

correlated with the objective data.   

This study also supports previous research on the feasibility of having staff 

members implement language-based treatments.  In the current study, the certified 

nurse aid implemented specific treatment strategies with minimum teaching.  

Therefore, when effective treatment procedures are identified, these personnel may be 

taught to use these strategies.   

 One significant limitation to this treatment was that it was implemented with 

only one group with five individuals in only one setting.  There may have been 

something inherent to that group of individuals, the facilitator, or that setting that 

influenced the results.  In addition, as the remaining time at the daycare is staff-

facilitator led, perhaps this small time of treatment that encouraged participant 

leadership was insignificant to change the behavior.  Also, as the participants were 

already clients at the daycare at the time of enrollment, perhaps they had acclimated 

to the role of passive participant rather than interactive participator.  Finally, the 

alternating treatment design may have influenced the lack of effect by not creating a 

significant contrast in the two treatment conditions. 

Future Directions 

 There is a wide range of possible changes that could be made when this 

treatment is attempted again.  These changes are drawn from the literature for 

modifications that seem most likely to affect the treatment.  The changes include 

alterations to the facilitator utterances, changes in participants, the frequency and 

schedule of treatment, and physical changes to the treatment environment.   

The primary change should be modifications to the instructions to the 

facilitator.  It seems important to allow the facilitator more variety in verbal prompts.  
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However, it would be important to continue to monitor the number of these prompts, 

or perhaps the frequency of prompts.  For example, there may need to be a standard 

pause before she was permitted to provide another prompt (e.g., in the current study 

she waited 15 seconds).  This may decrease her number of utterances and allow time 

for participants to respond.  In this situation, restrictions in the type of facilitator 

utterances could be more flexible.   

Second, subsequent studies should continue to use single subject design 

procedures to investigate individual responses to treatment procedures.  Thus, when 

treatments have differential effects on participants, individual differences can be 

explored.  Hypotheses may be derived from these analyses to propose reasons for the 

different effects.  Investigating similarities and differences may offer suggestions for 

the type of participants who may best benefit from a specific treatment. 

Third, the frequency and schedule of the experimental treatment should be 

changed to increase the likelihood of participants developing a routine.  Treatment 

groups should meet four or five days a week to allow participants an opportunity to 

recognize treatment.  Similarly, using a design that does not require two different 

treatments per day may decrease confusion and increase treatment effects.   

Finally, the environment should be arranged in a manner more conducive to 

group discussion.  Specifically, participants should be seated in a circle that allows 

them to see all of the other members of the group.  In addition, having participants 

seated at a table may enhance treatment effects. 

Other areas of potentially interesting investigation have been suggested by this 

treatment.  For example, a study that investigates the role of topics would be 

interesting, as topic seemed to influence the amount of discussion.  The topic data 

demonstrates that some topics were discussed in similar amounts irrespective of the 

treatment condition.  One topic, corn, clearly produced the most utterances during the 

listening condition.  This topic accounts for the high data point on Session 18.  An 

experimental study could further investigate the role of topic.  Ideally, this line of 

questioning could lead to a core set of topics that seem to generate the most 
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discussion among individuals with dementia.  However, this may not be feasible, as 

the level of interest would be highly individualized.   

Another area of experimental investigation is the concept of turn-taking.  The 

implications of the data on turn-taking in the current study is unclear.  In fact, it is 

uncertain whether an increase or decrease in turn-taking is more desirable.  It could 

be argued that when there are more turns, there is evidence of increased inter-

participant interaction.  However, it may also be argued that a decrease in turns is 

evidence of participants telling longer, more complex stories.  There was no clear 

trend in turn-taking in this study, but it would be interesting to explore the concept 

experimentally and to correlate changes in turn-taking to other language 

characteristics. 

In summary, this study has added to the current literature on group treatments 

in dementia.  It has provided supporting data for some experimental questions (e.g., 

staff training).  However, it has also highlighted how modifications to treatment may 

have a significant affect on the outcomes of treatment.  Future studies need to explore 

treatment modifications to continue to develop appropriate, meaningful activities for 

individuals with dementia. 
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APPENDIX A  

 

SAMPLE STORY STIMULI 

Title:  Apples 

 
1.  “An apple a day keeps the doctor away.”  Since the 

beginning of time, people have always had an attraction 

with apples.  Back yards in small towns often had apple 

trees.  When apples would ripen, kids would scramble up 

the tree’s sturdy limbs to select a shiny apple.   

 

2. Students always brought an apple to the teacher on the 

first day of school.    No Halloween party was complete 

without the traditional bobbing for apples!   

 

3.   Stories are told of those “down on their luck” selling 

apples on street corners during the lean Depression years. 

Some families had lots of apples.  They wrapped the apples 

in papers and stored in a cool basement of pantry.   

 

4. Hardworking housewives would slice the apples and 

dry them in the sun.  Later they would hang them in cloth 

bags for future use.  During the fall months, families 

delighted in homemade applesauce, apple pie, cobbler, cider, 

and apple butter. 
 

Note: Original story had size 20-font, but it was decreased to fit this page. 
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Facilitator’s Copy of Modified Story 
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APPENDIX B 

SAMPLE STORY AND MODIFICATIONS 

Original story* Initial story Modified 

story 

Questions

     “A mother who continually 

repaired the knee of her son’s 

trousers knew, without a doubt, 

the he was serious about his 

marbles.  In 1925, a 5c bag of 

marbles could occupy a boy’s 

entire afternoon.  The game was 

intense and many boys 

continued long after knuckles 
were raw and sore. 

     To begin the game, a circle 

was drawn with a stick in the 

dirt.  Each player had a personal 

‘taw’ (shooter) which he had 

carefully selected as his most 

valuable marble.  An ‘agate’ or 

‘cat’s eye’ taw was a prized 

possession.  In some games, the 

use of ‘steelies’ (ball bearings 

or ‘clodhoppers’ (oversized 
marbles) was forbidden.  Lucky 

was the boy who shot first and 

‘broke’ the marbles.  If he was 

skilled, several marbles could 

be acquired on this play.  

Marbles that rolled outside the 

ring became a shooter’s 

possession ‘for keeps.’ 

     A boy and his marbles were 

inseparable.  It was a sad day 

for the boy who mistakenly 

dropped his marbles in the 
school classroom.  They 

became the teacher’s 

possession—for keeps!” 

1.  Title:  Marbles 

2.  A mother who continually 

repaired the knee of her son’s 

trousers knew, without a doubt, 

that he was serious about his 

marbles.  In 1925, a 5c bag of 

marbles could occupy a boy’s 

entire afternoon.  The game was 

intense and many boys 
continued to play long after 

knuckles were raw and sore. 

2.  To begin the game, a circle 

was drawn with a stick in the 

dirt.  Each player had a person 

“taw” (shooter) which he had 

carefully selected as his most 

valuable marble. An “agate” or 

“cat’s eye” taw was a prized 

possession.   

3.  In some games, the use of 
“steelies” (ball bearings) or 

“clodhoppers” (oversized 

marbles) was forbidden.  Lucky 

was the boy who shot first and 

“broke” the marbles.  If he was 

skilled, several marbles could be 

acquired on this play.  Marbles 

that rolled outside the ring 

became the shooter’s possession 

“for keeps.” 

4.  A boy and his marbles were 

inseparable.  It was a sad day for 
the boy who mistakenly dropped 

his marbles in the schools 

classroom.  They became the 

teacher’s possession—for keeps! 

1.  A mother 

who continually 

repaired the knee 

of her son’s 

trousers knew 

that he was 

serious about his 

marbles.   

 
2.  In 1925, a 5c 

bag of marbles 

could occupy a 

boy’s entire 

afternoon.   

 

3. To begin a 

game of marbles, 

a circle was 

drawn in the dirt.   

 
4.Lucky was the 

boy who shot 

first and “broke” 

the marbles.   

 

5.  Marbles that 

rolled outside the 

ring became the 

shooter’s 

possession “for 

keeps.” 

1.  What 

was the 

story 

about? 

 

2.  Who 

played with 

marbles? 

 
3.  What 

were 

marbles 

used for? 

 

4.  Why did 

they play 

with 

marbles? 

 

5.  What 
memories 

do you 

have about 

marbles? 

 

*From In Touch with The Past (Eldergames, n.d.) 
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APPENDIX C 

SAMPLE QUESTION STIMULI 
 

Participant Question Reading Card 

 

Facilitator Discussion Card 
 

1. What is the story about? 

 

2. Who ate apples? 

 

3. When were apples used? 

 

4. What did people do with apples? 

 

5.  What memories do you have about apples? 
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APPENDIX D 

DATA CODING SHEET 

 

Session #:__________ Date:____________  Topic:___________________ 

 

Utt F P1 P2 P3 P4 P5 Utt F P1 P2 P3 P4 P5 

1       26       

2       27       

3       28       

4       29       

5       30       

6       31       

7       32       

8       33       

9       34       

10       35       

11       36       

12       37       

13       38       

14       39       

15       40       

16       41       

17       42       

18       43       

19       44       

20       45       

21       46       

22       47       

23       48       

24       49       

25       50       

Facilitator (F) Codes   Participant (P) Codes 
Q=Question R=Repetition  OS=On-topic Statement R=Repetition 

O=Orienting E=Elaborating  OQ=On-topic Question RR=Request 
C=Cohesive A=Ambiguous  SS=Script statement A=Ambiguous 

SQ=Script question OT=Off-topic 

C=Cohesive  
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APPENDIX E 

 

DATA SUMMARY FORM 

 

Participant: 

 

Session # 

 

OS SS OQ SQ C OT R RR A TOT 

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

          

 

 

 

 

 

 

 

 



 94

 

 

Data Summary Form 

 

Facilitator 

 

Session 

# 

Question Repetition Elaboration Cohesion Ambiguous Total 
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APPENDIX F 

IMPLEMENTATION SCHEDULE 

 

Morning Session Afternoon Session 

Doctors: Reading Apples: Listening 

Farm Days: Listening Baskets: Reading 

Bath day: Listening Hardware Stores: Reading 

Vegetable gardens: Reading Wash day: Listening 

Corn: Listening Cotton cloth: Reading 

Money: Reading Spring: Listening 

Marbles: Reading General store: Listening 

Leaves: Reading Doctors: Listening 

Baskets: Listening Farm Days: Reading 

Hardware Store: Listening Bath Day: Reading 

Apples: Reading Marbles:  Listening 

Wash day: Reading Money: Listening 

General stores: Reading Vegetable gardens: Listening 

Shoes: Listening Corn: Reading 

Cotton cloth: Listening Shoes: Reading 

Spring: Reading Leaves: Listening 
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APPENDIX G 

TRAINING MANUAL 

 

Table of Contents 
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The researcher will read the following information to the facilitator of the 

reminiscent group.  The facilitator will have the information in written form to access 

as needed. 

Training Script 

 Thank you for agreeing to participate in this study.  Your part in the research 

is critical to the success of the study.  Your main role will be to lead a group of clients 

from this facility in a reminiscing group.  All of the materials that you need will be 

provided.  Your only responsibility is to lead the group as prescribed and complete a 

minimal amount of documentation.  It is very important that you follow the 

instructions exactly as they are written.  I will be providing you with a list that may 

help you remember the specific instructions.  If you ever have any questions on the 

procedures, please ask me. 

 You will be leading a group of clients that I will select based on willingness to 

participate and scores on the Mini Mental State Exam (Folstein, Folstein, & McHugh, 

1975).  The group will meet two times a day, three days a week during the entire 

study.  Before starting with this group I am going to have you practice leading group 

sessions with another set of clients who will not be participating in the study.  It is 

important that you have the opportunity to practice using the techniques I will be 

teaching you and for me to have the opportunity to watch you to make sure you are 

doing everything as I have planned for you to do it.   You will continue working with 

the practice group until you have led three group sessions in a row with 90% accuracy 

for following the script.  As soon as you have completed the training, you will begin 

working with the research group.  

 On the days that you are scheduled to have lead the two sessions, you will 

have two different procedures for each session.  I am interested in finding out which 

procedures are the most satisfying for the participants.  In the Listening Group you 

will read the participants a story and they will hold an object related to the story.  

After the story is read, you will ask clients about the story and about their experiences 

that relate to the story.  In the Reading Group, the participants will have their own 
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copies of the story and they will take turns reading the story aloud.  They will also 

read the discussion questions aloud using cue cards. 

   In both conditions I want the question portion to last at least five minutes. 

Your responsibility is to follow the session plans as I have written them. 

Set-Up Procedures  

Both sessions begin similarly.  You will begin by collecting all the supplies 

you will need and bring them to the table.  You should arrange chairs for each 

participant and yourself around a table.  The supplies for each day will be kept in the 

Director’s office on the shelf above the desk.  In the folder of information, there is 

also an implementation schedule so you will know which type of treatment you will 

be doing (Appendix F).  There will also be information about the stimuli that you will 

need for the session (Table 3).  You will need your copy of the tracking form 

(Appendix G1) so that you have the necessary information for the session.  On the 

front of the form is the script.  This is what I will be using to mark your compliance 

with the treatment procedures.  You can mark as you go through the session to verify 

that you are following the treatment procedures.  On the back of the form there are 

spaces for you to record date, time, the initials of the participants who are present, and 

any observational notes.  These notes may include environmental information (e.g., 

the room was noisier than usual which seemed to distract the participants), or other 

pertinent information (e.g., DC agreed to attend although she reported that she did not 

feel well and she seemed to speak less than usual).  For reading sessions bring a copy 

of the story and discussion question for each participant, and the cue card with the 

reading order on it.  For the object sessions bring an object for each participant, the 

story and your copy of the discussion questions.   

In addition to the treatment supplies, there is also equipment that you will 

need to bring to the session.  First, bring the tape recorder and a blank tape and set it 

up to record the session.  Also bring the videocamera and stand.  Set the camera up to 

include the entire group.  Check all of the equipment to make sure that it is 
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functioning properly.  If it is not, please contact me immediately, so I can determine 

what needs to be done.   

After all of the materials are on the table, invite the participants to the table. If 

someone refuses to attend, attempt to persuade him or her to come, but if he or she is 

still unwilling, just note their absence on the tracking form. Similarly, if someone is 

absent, simply notes this on the tracking form for that day.  

For each session, regardless of type, there is a story and questions that are 

designed to encourage conversation.  It is important that you follow the script exactly 

as to what you may and may not say during the sessions.  The specific procedures 

differ for the two sessions, and these procedures are outlined in the following section. 
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Listening Treatment 

Set up 

1. Set up table and chairs as instructed. 

2. Bring tactile stimuli to the table. 

3. Bring score form, script, story and questions to the table. 

4. Bring the equipment to the table. 

5. Test the equipment. 

Leading the group 

6. Bring participants to the table. 

7. Greet each participant by name (e.g., Good morning, Doris). 

8. Hand each participant one of the tactile stimuli. 

9. Tell the participants, “Welcome to the Conversation Group at TMH Adult 

Day Care.” 

10. Tell the participants the date. 

11. Introduce the story by saying, “Today our story for discussion is (fill in the 

title).”  

12. Say, “Listen as I read you a story about (fill in the title).” 

13. Read the story loudly and clearly. 

14. Introduce the discussion session by saying, “Let’s talk about the story I 

just read.  I have some questions about the story to answer.” 

15. Read question 1 as written. 

Wait up to 15 seconds for a response. 

If no response, repeat question exactly as before. 

Wait up to 15 seconds for a response. 

If no response, call on someone by name to answer the question and read 

again.  (e.g., Doris, what was the main point of the story?) 

Proceed to the next question after a 15-second lapse in conversation. 

16. You may answer questions directed to you, but do not ask any questions 

other than the ones that have been written.  Do not make any other 
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comments.  The participants are free to ask and answer questions among 

themselves. 

17.  After all five questions have been asked and answered, and at least five 

minutes have elapsed, the discussion is over. 

18. If the question portion lasted less than five minutes, then ask the 

participants, “Is there anything else you can tell me?”  

19. Ask this same question after 15- second lapse in responses until the five 

minutes are up. 

20. Look at each participant and thank him or her for attending.   

21. Collect the stimuli from each participant. 

 

 

 

 

 

Review 

To review, the most important instructions I can give you are: 

• allow plenty of time (15 seconds) for the participants to respond before 

you provide the next cue 

• do not ask questions other than the ones on the script 

• do not comment unless you are asked a question 

• follow the script exactly 
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Reading Group  

Set up 

1. Set up table and chairs as instructed. 

2. Bring reading material and questions to the table. 

3. Bring your recording form and script to the table. 

4. Bring equipment to the table. 

5. Test the equipment. 

Leading the group 

6. Bring participants to the table. 

7. Greet each participant by name (e.g., Good morning, Doris). 

8. Hand each participant a copy of the story. 

9. Tell the participants, “Welcome to the Conversation Group at TMH Adult 

Day Care.” 

10. Tell the participants the date. 

11. Introduce story time. 

12. Ask participant with underlined title to read it aloud. 

13. After 15 seconds, if no response, call on the person by name who has title 

underlined. 

14. After title is read, wait 15 seconds for next person to read. 

15. If no one reads, call attention to card and call on the person by name to 

read paragraph. 

16. Continue this procedure until all four paragraphs are read. 

17. Pass out the index cards with the discussion questions.     

18. Introduce the discussion session by saying, “Let’s talk about the story we 

just read.  We have some questions about the story to answer.” 

19. Request that the first question is read aloud. 

20. If after 15 seconds no response, call on participant by name to read aloud 

question. 
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21. If no one has responded after 15 seconds, repeat the question exactly as it 

is written. 

22. If no response, repeat the question, and direct the question to someone 

(e.g., Doris, what was the main point of the story?). 

23. You may answer questions only if they are directed toward you.  You may 

not answer the question or comment otherwise.  The participants are 

permitted to ask and answer questions among themselves. 

24. After there has been some discussion, you may go to the next question 

after a 15-second lapse in conversation. 

25. Proceed through each question similarly: 

Wait for someone to ask question spontaneously, or call on the person as 

needed. 

Wait up to 15 seconds for a response. 

If no response, repeat question as written. 

Wait up to 15 seconds for a response. 

If no response, call on someone by name to answer the question, saying 

his name and repeating the question. 

Proceed to the next question after a 15-second lapse in conversation. 

26. After all five questions have been asked and answered, and at least five 

minutes have elapsed, the session is over. 

27. If the question portion lasted less than five minutes, then ask the 

participants, “Is there anything else you can tell me?”  

28. Ask this same question after 15-second lapse in responses until the five 

minutes are up. 

29. Collect the reading material from a participant and thank him/her for 

coming. 

Continue collecting material and thanking participants until you have addressed each 

participant. 
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Modified Reading Group  

Set up 

1. Set up table and chairs as instructed. 

2. Bring reading material and questions to the table. 

3. Bring your recording form and script to the table. 

4. Bring equipment to the table. 

5. Test the equipment. 

Leading the group 

6. Bring participants to the table. 

7. Greet each participant by name (e.g., Good morning, Doris). 

8. Hand each participant his card with a sentence on it. 

9. Tell the participants, “Welcome to the Conversation Group at TMH Adult 

Day Care.” 

10. Tell the participants the date. 

11. Introduce story time. 

12. Tell the participants the topic of the day. 

13. Ask the first participant “Do you have anything you would like to add to (the 

topic)?” 

14. If participant has not responded in 15 seconds, ask the person to read the 

sentence on his card. 

15. After 15 seconds, if no response, ask someone else to read aloud the sentence 

from the first card. 

16. After the card is read, ask the next person, “Do you have anything you would 

like to add to (the topic)?” 

17. Continue this procedure until all the cards are read. 

18. Tell participants that now everyone will ask a question about the topic. 

19. Tell participants to turn their cards over. 

20. Tell the first person to ask a question about the topic. 
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21. If after 15 seconds the participant has not asked a question, then model a 

question for him using the original questions on your script. 

22. If no response after 15 seconds, repeat the question exactly. 

23. If no response, repeat the question, and direct the question to someone (e.g., 

Doris, what was the main point of the story?). 

24. You may answer questions only if they are directed toward you.  You may not 

answer the question or comment otherwise.  The participants are permitted to 

ask and answer questions among themselves. 

25. After there has been some discussion, you may go to the next question after a 

15-second lapse in conversation. 

26. Proceed through each question similarly: 

a. Wait for someone to ask question spontaneously, or call on the person 

as needed. 

b. Wait up to 15 seconds for a response. 

c. If no response, model a question. 

d. If no response, repeat question verbatim. 

e. Wait up to 15 seconds for a response. 

f. If no response, call on someone by name to answer the question, 

saying his name and repeating the question. 

g. Proceed to the next question after a 15-second lapse in conversation. 

27. After all five questions have been asked and answered, and at least five 

minutes have elapsed, the session is over. 

28. If the question portion lasted less than five minutes, then ask the participants, 

“Is there anything else you can tell me?”  

29. Ask this same question after 15-second lapse in responses until the five 

minutes are up. 

30. Collect the reading material from a participant and thank him/her for coming. 

31. Continue collecting material and thanking participants until you have 

addressed each participant. 
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APPENDIX G1 

Listening Treatment Fidelity Worksheet   Note date under session number 

 B

1 

B

2 

B

3 

B 

4 

T1 T2 T3 T4 T5 

Set up table and chairs          

Bring tactile stimuli to the table.          

Bring score form, script, story and 

questions to table. 

         

Bring the equipment to the table.          

Test the equipment.          

Bring clients to table.          

Greet client 1 and give stimuli                         

Greet client 2 and give stimuli          

Greet client 3 and give stimuli          

Greet client 4 and give stimuli          

Greet client 5 and give stimuli          

Welcome participants.          

Tell the date.          

Tell the topic (read title of story)          

Instruct clients to listen to story          

Read story slowly and loudly          

Introduce question-asking time          

Ask question 1 per script          

Allow 15 seconds for response          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask question 2.          

Ask Question 2 per script.          

Allow 15 seconds for response          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask question 3          

Ask Question 3 per script         
 

Allow 15 seconds for response         
 

Repeat question, verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask question 4          

Ask Question 4 per script          

Allow 15 seconds for response          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          
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When 15 second lapse, ask question 5.          

Ask Question 5 per script          

Allow 15 seconds for response.          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, conclude the 

session or ask if anything else 

         

Question session lasted > 5 minutes          

Thank client 1 for coming          

Thank client 2 for coming          

Thank client 3 for coming          

Thank client 4 for coming          

Thank client 5 for coming          

Totals (out of 48)          

 

 

Time of question asking portion___________________ 

 

Listening Treatment Notes 

Date Time Participants in 

attendance 

(initials) 

Treatment notes 
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Reading Treatment Fidelity Checklist     Note date under session number 

 B

1 

B

2 

B

3 

B4 T1 T2 T3 T4 T5 

Set up table and chairs          

Bring reading material and questions 

to the table. 

         

Bring score form, script, story and 

questions to table. 

         

Bring the equipment to the table.          

Test the equipment.          

Bring clients to table.          

Greet client 1 and give story                            

Greet client 2 and give story          

Greet client 3 and give story          

Greet client 4 and give story          

Greet client 5 and give story          

Welcome participants to group.          

Tell the date.          

Introduce story time.          

Ask for title.          

If no response, call by name to read          

Instruct clients to follow along          

Call for 1
st
 paragraph          

Call by name to read after 15 sec.          

Call for 2
nd

 paragraph          

Call by name to read after 15 sec.          

Call for 3
rd

 paragraph          

Call by name to read after 15 sec.          

Call for 4
th
 paragraph          

Call by name to read after 15 sec.          

Pass out questions.          

Introduce the question portion.          

Ask the person with question 1 to read          

Call by name after 15 sec.          

Allow 15 seconds for response          

Repeat question verbatim, if needed          

Call on someone to answer, if needed          

When 15 second lapse, ask the person 

with question 2 to read. 

         

Call by name after 15 seconds          

Allow 15 seconds for response          
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Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask person 

with Question 3 to read. 

         

Call by name after 15 seconds.          

Allow 15 seconds for response          

Repeat question, verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask person 

with question 4 to read. 

         

Call by name after 15 seconds          

Allow 15 seconds for response          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask person 

with Question 5 to read. 

         

Allow 15 seconds for response.          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, conclude the 

session or ask if anything else. 

         

Session lasted > 5 minutes          

Thank client 1 for coming          

Thank client 2 for coming          

Thank client 3 for coming          

Thank client 4 for coming          

Thank client 5 for coming          

Totals (out of 59 )          

 

Time of question asking______________________ 

 

Reading Treatment Notes 

Date Time Participants in 

attendance 

(initials) 

Treatment notes 
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Modified Reading Treatment Fidelity Checklist     Note date under session number 

 B

1 

B

2 

B

3 

B4 T1 T2 T3 T4 T5 

Set up table and chairs          

Bring reading material and questions 

to the table. 

         

Bring score form, script, story and 

questions to table. 

         

Bring the equipment to the table.          

Test the equipment.          

Bring clients to table.          

Greet client 1 and give story                            

Greet client 2 and give story          

Greet client 3 and give story          

Greet client 4 and give story          

Greet client 5 and give story          

Welcome participants to group.          

Tell the date.          

Introduce story time.          

Give topic.          

Ask client 1 to add to topic.          

If no response, tell to read.          

Ask client 2 to add to topic          

If no response, tell to read          

Ask client 3 to add to topic          

If no response, tell to read.          

Ask client 4 to add to topic          

If no response, tell to read          

Ask client 5 to add to topic          

If no response, tell to read          

Introduce the discussion portion.          

Ask the person with question 1 to ask 

a question. 

         

If no response, provide model          

Allow 15 seconds for response          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask the person 

with question 2 to ask question 

         

If no response, provide model          
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Allow 15 seconds for response          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask person 

with Question 3 to ask question. 

         

If no response, provide model          

Allow 15 seconds for response          

Repeat question, verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask person 

with question 4 to ask question. 

         

If no response, provide model          

Allow 15 seconds for response          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, ask person 

with Q5 to ask a question. 

         

If no response, provide model          

Repeat question verbatim, if needed.          

Call on someone to answer, if needed.          

When 15 second lapse, conclude the 

session or ask if anything else. 

         

Session lasted > 5 minutes          

Thank client 1 for coming          

Thank client 2 for coming          

Thank client 3 for coming          

Thank client 4 for coming          

Thank client 5 for coming          

Totals (out of 57 )          

 

Time of question asking______________________ 

 

Reading Treatment Notes 

Date Time Participants in 

attendance 

(initials) 

Treatment notes 
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APPENDIX H 

  

SOCIAL VALIDATION FORM 

 

Instructions 
 

 You are going to view 7 videotape segments of individuals with dementia 

participating in a group activity.  On the segments you will see the staff group leader; 

you will not be evaluating that person’s comments.  You will be judging the 

discussion by the participants.  The tape will be stopped after each three-minute 

segment so you can complete the questionnaire.   

 To maintain confidentiality of experimental participants, you are expected not 

to reveal the identity of any participants you might recognize or whose names you 

might hear on the tape. 

 Listen carefully, as it is not always easy to hear who is talking and to hear soft 

talking.  Mark each continuum with a vertical line to indicate your rating. 
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Social Validity Rating Form 

(adapted from Bourgeois, 1993) 

 

Segment______    Rater_____________ 
 

Instructions:  Mark each line with a vertical line to indicate your rating of each 

behavior.  

 

1. How would you characterize the discussion group as comfortable vs. awkward? 

 

 awkward                                                                                                       comfortable

     

  

2.   To what extent was the information conveyed clear? 

 

ambiguous                                                                                                         clear  

 

3.  To what extent did the participants convey new information to each other? 

                               

none of the                                                                                                         all of the                               

time             time 

 

4.  To what extent did the participants stay on the topic of discussion? 

 

none of the                                                                                                         all of the                               

time             time 

 

5.  To what extent were the participants taking equal speaking turns? 

 

none of the                                                                                                         all of the                               

time             time 

 

6.  To what extent did the participants lead the discussion? 

none of the                                                                                                         all of                                     

time             the            

             time 

 

7.  To what extent were participants engaged? 

 

none of the                                                                                                         all of the                               

time             time 
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APPENDIX I 

INSTITUTIONAL REVIEW BOARD APPROVAL FORMS 

 

 



 115

 



 116



 117

 



 118

 

 

 



 119



 120

REFERENCES 

Alberoni, M., Baddeley, A., Della Sala, S., & Logie, R (1992).  Keeping track of a 

conversation: impairments in Alzheimer’s disease.  International Journal of 

Geriatric Psychiatry, 7, 639-646. 

 

Altmann, L., Kempler, D., & Andersen, E.  (2001).  Speech errors in Alzheimer’s   

disease: reevaluating morphosyntactic preservation.  Journal of Speech and 

Hearing Research, 44, 1069-1082. 

 

Alzheimer’s Disease Education and Referral Center (2000).  2000 Progress Report on 

Alzheimer’s Disease: Taking the next step (NIH Publication No. 00-4859).  

Silver Spring, MD: Author. 

 

American Psychiatric Association.  (1994).  Diagnostic statistical manual of mental 

disorders (4
th
 ed.).  Washington DC: Author. 

 

Appell, J., Kertesz, A., Fisman, M.  (1982).  A study of language functioning in 

Alzheimer patients.  Brain and Language, 17, 73-91. 

 

Azuma, T. & Bayles, K. (1997).  Memory impairments underlying language 

difficulties in dementia.  Topics in Language Disorders, 18(1), 58-71. 

 

Baddeley, A.  (1996).  Exploring the central executive.  Quarterly Journal of 

Experimental Psychology: Human Experimental Psychology, 49A, 5-28. 

 

Baddeley, A., Bressi, S., Della Sala, S., Logie, R., & Spinnler, H.  (1991).  The 

decline of working memory in Alzheimer’s disease.  Brain, 114, 2521-2542. 

 

Baddeley, A., Cocchini, G., Della Sala, S., Logie, R., & Spinnler, H. (1999).  

Working memory and vigilance: evidence from normal aging and Alzheimer’s 

disease.  Brain and Cognition, 41, 87-108. 

 

Baddeley, A., Logie, R.,  Bressi, S., Della Sala, S., & Spinnler, H.  (1986).  Dementia 

and working memory.  Quarterly Journal of Experimental Psychology, 38A, 

608-618. 

 

Baines, S., Saxby, P., & Ehlert, K.  (1987).  Reality orientation and reminiscence 

therapy: a controlled cross-over study of elderly confused people.  British 

Journal of Psychiatry, 151, 222-231. 

 



 121

Baldelli, M., Pirani, A., Motta, M., Abati, E., Mariani, E., & Manzi, V.  (1993).  

Effects of reality orientation therapy on elderly patients in the community.  

Archives of Gerontology and Geriatrics, 17, 211-218. 

 

Barlow, D., & Hayes, S.  (1979).  Alternating treatments design: one strategy for 

comparing the effects of two treatments in a single subject.  Journal of 

Applied Behavior Analysis, 12 , 199-210. 

 

Bayles, K.  (1982).  Language function in senile dementia.  Brain and Language, 16, 

265-280. 

 

Bayles, K., Caffrey, J., Tomoeda, C., & Trosset, M.  (1990).  Confrontation naming 

and auditory comprehension in Alzheimer’s patients.  Journal of Speech-

Language Pathology and Audiology, 14, 15-20. 

 

Bayles, K., & Tomoeda,C.  (1993).  Arizona Battery for Communication Disorders of 

Dementia.  Tucson, AZ: Canyonlands Publishing, Inc. 

 

Bayles, K. & Tomoeda,C.  (1996).  Functional Linguistic Communication Inventory. 

Tucson, AZ: Canyonlands Publishing, Inc. 

 

Bayles., K., Tomoeda, C., Kaszniak, A., Stern, L., & Eagans, K.  (1985).  Verbal 

perseverations of dementia patients.  Brain and Language, 25, 102-116. 

 

Beck, A., Ward, C., Mendelson, M., Mock, J., & Erbaugh, J.  An inventory for 

measuring depression.  Archives of General Psychiatry, 4, 53-63. 

 

Bickel, C., Pantel, J., Eysenbach, J., & Schroder, J.  (2000).  Syntactic comprehension  

 Deficits in Alzheimer’s disease.  Brain and Language, 71, 432-448. 

 

Bond, A., & Lader, M.  (1974).  The use of analogue scales in rating subjective 

feelings.  British Journal of Medical Psychology, 47(3), 211-218. 

 

Bourgeois, M.  (1990).  Enhancing conversation skills in patients with Alzheimer’s 

disease using a prosthetic memory aid.  Journal of Applied Behavior Analysis, 

23, 31-44. 

 

Bourgeois, M.  (1992).  Conversing with memory impaired individuals using memory 

aids (Manual and videotape).  Gaylord, MI: Northern Speech Services, Inc. 

 

Bourgeois, M.  (1993).  Effects of memory aids on the dyadic conversations of individuals with 

dementia.  Journal of Applied Behavior Analysis, 26, 77-87. 

 



 122

Bourgeois, M., Burgio, L., Schulz, R., Beach, S., & Palmer, B.  (1997).  Modifying repetitive 

verbalizations of community-dwelling patients.  The Gerontologist, 37, 30-39. 

 

Bourgeois, M., LaPointe, L., Dijkstra, K., Bays, G., Lasker, J., Johnson, K., & Billings, K.  

(November, 2001).  Unexpected evidence of reading comprehension during oral reading in 

dementia.  Poster session presented at the annual convention of the American Speech-

Language and Hearing Association.  New Orleans, LA. 

 

Bourgeois, M. & Mason, L.  (1996).  Memory wallet intervention in an adult day care setting.  

Behavioral Interventions, 10(1), 150.1-150.17. 

 

Brookmeyer, R., Gray, S., Kawas, C.  (1998).  Projections of Alzheimer’s disease in 

the United States and the public health impact of delaying disease onset.  

American Journal of Public Health, 88, 1337-1342. 

 

Burgio, L., Scilley, K., Hardin, J., Hsu, C., & Yancey, J.  (1996). Environmental 

“white noise”: An intervention for verbally agitated nursing home residents.  

Journals of Gerontology: Psychological and Social Sciences, 51B, P364-

P373. 

 

Butters, N., Heindel, W., & Salmon, D.  (1990).  Dissociation of implicit memory in 

dementia: neurological implications.  Bulletin of the Psychonomic Society, 28, 

359-366. 

 

Camp, C., & McKitrick, L. (1992).  Memory interventions in DAT populations: 

Methodological and theoretical issues.  In R.L. West & J.D. Sinnott (Eds.), 

Everyday memory and aging: Current research and methodology (pp. 155-

172).  New York: Springer. 

 

Cappa, S. Binetti, G., Pezzini, A., Padovani, A., Rozzini, L., Trabucchi, M. (1998).  

Object and action naming in Alzheimer’s disease and frontotemporal 

dementia.  Neurology, 50, 351-355. 

 

Cartensen,L. & Erickson, R.  (1986).  Enhancing the social environments of elderly 

nursing home residents: are high rates of interaction enough?  Journal of 

Applied Behavior Analysis, 19, 349-355. 

 

Clark, L.  (1995).  Interventions for persons with Alzheimer’s disease: Strategies for 

maintaining and enhancing communicative success.  Topics in Language 

Disorder, 15(2), 47-65. 

 

Croot, K., Hodges, J., Xuereb, J., & Patterson, K. (2000).  Phonological and 

articulatory impairment.  Brain and Language, 75, 277-309. 



 123

 

Cummings, J., Houlihan, J., & Hill, M.  (1986).  The pattern of reading deterioration 

in dementia of the Alzheimer type: Observations and implications.  Brain and 

Language, 29, 315-323. 

 

Davis, P. & Mumford, S. (1984).  Cued recall and the nature of the memory disorders 

in dementia.  British Journal of Psychiatry, 144, 383-386. 

 

Devanand, D., Michaels-Marston, K., Liu, X., Pelton, G., Padilla, M., Marder, K., 

Bell, K., Stern, Y., & Mayeux, R.  (2000).  Olfactory deficits in patients with 

mild cognitive impairment predict Alzheimer’s disease at follow-up.  Journal 

of American Psychiatry, 157, 1399-1405. 

 

Dijkstra, K., Bourgeois, M., Burgio, L., & Allen, R.  (2002).  Effects of a 

communication intervention on the discourse of nursing home residents with 

dementia and their nursing assistants.  Journal of Medical Speech-Language 

Pathology, 10,143-158. 

 

Doty, R.  (1995).  The Smell Identification Test Administration Manual (3
rd

 edition).  

Haddon Heights, NJ: Sensonics, Inc. 

 

Eldergames (n.d.).  In Touch with the Past: A Sensory Stimulation Activity for Older 

Adults.  Washington DC: United Seniors Health Cooperative.  

 

Elman, R., & Bernstein-Ellis, E.  (1999).  Psychosocial aspects of group 

communication treatment: Preliminary findings.  Seminars in Speech and 

Language, 20, 65-72. 

 

Fama, R., Sullivan, E., Shear, P., Stein, M., Yesavage, J., Tinklenberg, J., & 

Pfefferbaum, A.  (2000).  Extent, pattern, and correlates of remote memory 

impairment in Alzheimer’s disease and Parkinson’s disease.  

Neuropsychology, 14, 265-276. 

 

Finnema, E., Droees, R., Ribbe, M., & Tilburg, W.  (2000).  The effects of emotion-

oriented approaches in the care for persons suffering from dementia: a review 

of the literature.  International Journal of Geriatric Psychiatry, 15(2), 141-

161. 

 

Folstein, M. Folstein, S. & McHugh, P. (1975).  Mini-mental state: a practical method 

for grading the cognitive state of patients for the clinician.  Journal of 

Psychiatric Research, 12, 189-198. 

 



 124

Fromholt, P. & Larsen, S.  (1991).  Autobiographic memory in normal aging and 

primary degenerative dementia.  Journal of Gerontology, 46(3), P85-91. 

 

Fromm, D., & Holland, A.  (1989).  Functional communication in Alzheimer’s 

disease.  Journal of Speech and Hearing Disorders, 54, 535-540. 

 

Gathercole, S. (1997).  Models of verbal short-term memory.  In M. Conway (Ed.) 

Cognitive modes of memory: studies in cognition (pp.13-45).  Cambridge, 

MA: The MIT Press. 

 

Gee, H.  (1991).  Effects of group treatment on interpersonal behavior of elderly 

clients with dementia.  The Australian Occupational Therapy Journal, 38(2), 

63-67. 

 

Gerber, G., Prince, P., Snider, H., Atchinson, K., Dubois, L., & Kilgour, J.  (1991).  

Group activity and cognitive impairment among patients with Alzheimer’s 

disease.  Hospital and Community Psychiatry, 42, 843-846. 

 

Goldwasser, A., Auerbach, S., & Harkins, S.  (1987).  Cognitive, affective, and 

behavioral effects of reminiscence group therapy on demented elderly.  

International Journal of Aging and Human Development, 25, 209-222. 

 

Goodglass, J., & Kaplan, F.  (1972).   Assessment of aphasia and related disorders.  

Philadelphia: Lea & Febiger. 

 

Gotestam, K., & Melin, L. (1987).  Improving well-being of patients with senile 

dementia by minor changes in the ward environment.  In L. Levi (Ed.), 

Society, stress, and disease (pp. 295-297).  Oxford, England: Oxford 

University Press. 

 

Graves, A., Bowen, J., Rajaram, L., McCormick, W., McCurry, S., Schellenberg, G., 

& Larson, E.  (1999).  Impaired olfaction as a marker for cognitive decline: 

Interaction with apolipoprotein E e4 status.  American Academy of Neurology, 

53, 1480-1486. 

 

Greene, J. & Hodges, J.  (1996).  The fractionation of remote memory: evidence from 

a longitudinal study of dementia of Alzheimer type.  Brain, 119, 129-142. 

 

Greene, J., Hodges, J., & Baddeley, A.  (1995).  Autobiographical memory and 

executive function in early dementia of Alzheimer type.  Neuropsychologia, 

33(12), 1647-1670. 

 



 125

Hanley, I. (1981).  The use of signposts and active training to modify ward 

disorientation in elderly patients.  Journal of Behavioral Therapy and 

Experimental Psychiatry, 12, 241-247. 

 

Hanley, I., McGuire, R., & Boyd, W.  (1981).  Reality orientation and dementia: a 

controlled trial of two approaches.  British Journal of Psychiatry, 138, 10-14. 

 

Heindel, W., Butters, N., & Salmon, D. (1988).  Impaired learning of motor skill in 

patients with Huntington’s disease.  Behavioral Neuroscience, 102, 141-147. 

 

Hendrie, H. (1995).  Epidemiology of dementia and Alzheimer’s disease.  American 

Journal of Geriatric Psychiatry, 6 (Supplement 1), S3-18. 

 

Hier, D., Hagenlocker, K., & Schindler, A. (1985).  Language disintegration in 

dementia.  Brain and Language, 25, 117-133. 

 

Hoerster, L., Hickey, E., & Bourgeois, M.  (2001).  Effects of memory aids on 

conversations between nursing home residents with dementia and nursing 

assistants.  Neuropsychological Rehabilitation, 11, 399-427. 

 

Huff, F.  (1988). The disorder of naming in Alzheimer’s disease.  In L. Light & D. 

Burke (Eds.), Language, memory, and aging (pp.209-220).  New York: 

Cambridge University Press. 

 

Huff, F., Corkin, S., & Growdon, H. (1986).  Semantic impairment and anomia in 

Alzheimer’s disease.  Brain and Language, 28, 235-249. 

 

Johnson, M., Kim, J., & Risse, G. (1985).  Do alcoholic Korsakoff’s syndrome 

patients acquire affective reaction?  Journal of Experimental 

Psychology:Learning,, Memory and Cognition, 11, 22-36. 

 

Jordan, F., Worrall, L., Hickson, L., Dodd, B.  (1993).  The evaluation of intervention 

programmes for communicatively impaired elderly people.  European Journal 

of Disorders of Communication, 28, 63-85.  

 

Karras, B. (1989).  Moments to remember.  Mt. Airy, MD: ElderSong Publication, 

Inc. 

 

Kempler, D.  (1995).  Language changes in dementia of the Alzheimer type.  In R. 

Lubinski (Ed.), Dementia and communication (pp.98-114).  San Diego, CA: 

Singular Publishing Group. 

 



 126

Kempler, D., Curtiss, S., & Jackson, C. (1987).  Syntactic preservation in 

Alzheimer’s disease.  Journal of Speech and Hearing Research, 30, 343-350. 

 

Kempler, D., Van Lacker, D., & Read, S.  (1988).  Proverb and idiom comprehension 

in Alzheimer disease.  Alzheimer disease and associated disorders, 2(1), 38-

49. 

 

Kertesz, A.  (1980).  Western Aphasia Battery.  New York: Grune & Stratton. 

 

Kincaid, J., Fishburne, R., Rogers R., & Chissom, B. (1975).  Derivation of new 

readability formulas (Automated Readability Index, Fog Count, and Flesch 

Reading Ease Formula) for Navy enlisted personnel. Research Branch report 

8-75. 

 

Kopelman, M. (1992).  Storage, forgetting, and retrieval in the anterograde and 

retrograde amnesia of Alzheimer dementia.  In L. Bachman (Ed.), Memory 

functioning in dementia (pp. 45-71).  Amsterdam: Elsevier Science Publishers. 

 

Lawton, M. & Brody, E.  (1969).  Assessment of older people: Self-maintaining and 

instrumental activities of daily living.  The Gerontologist, 9, 179-186. 

 

Lipinska, B. & Baeckman, L. (1997).  Encoding-retrieval interactions in mild 

Alzheimer’s disease: the role of access in categorical information.  Brain and 

Cognition, 34, 274-286. 

 

Maloney, C., & Daily, T.  (1986).  An eclectic group program for nursing home 

residents with dementia.  Physical and Occupational Therapy in Geriatrics, 

4(3), 55-80. 

 

Martin, A. & Fedio, P. (1983).  Word production and comprehension in Alzheimer’s 

disease.  Brain and Language, 19, 124-141. 

 

McCaffrey, R., Duff, K., & Solomon, G.  (2000).  Olfactory dysfunction 

discriminates probable Alzheimer’s dementia from major depression: a cross-

validation and extension.  Journal of Neuropsychiatry and Clinics in 

Neuroscience, 12, 1-5. 

 

McReynolds, L. & Kearns, K.  (1983).  Single-subject experimental designs in 

communicative disorders.  Austin, TX: Pro-Ed. 

 

Miller, J., & Chapman, R.  (1984-2000).  Systematic Analysis of Language 

Transcripts (SALT).  Madison, WI: University of Wisconsin-Madison 

Waisman Center, Language Analysis Laboratory. 



 127

Moss, M., Albert, M., Butters, N. & Payne, M. (1986).  Differential patterns of 

memory loss among patients with Alzheimer’s disease, Huntington’s disease, 

and alcoholic Korsakoff’s syndrome.  Archives of Neurology,43, 239-246. 

 

Murdoch, B., Chenery, H., Wilks, V., & Boyle, R.  (1987).  Language disorders in 

dementia of the Alzheimer type.  Brain and Language, 31, 122-137. 

 

Namazi, K. & Haynes, S.  (1994).  Sensory stimuli reminiscence for patients with 

Alzheimer’s disease: relevance and implications.  Clinical Gerontologist, 

14(4), 29-46. 

 

Namazi, K., & Johnson, B.  (1991).  Physical environment cues to reduce the 

problems of incontinence in Alzheimer’s disease units.  The American Journal 

of Alzheimer’s Care and Related Disorders and Research, 6, 22-28. 

 

Namazi, K., Rosner, T., & Rechlin, L.  (1991).  Long-term memory cuing to reduce 

visuo-spatial disorientation in Alzheimer’s disease patients in a special care 

unit.  American Journal of Alzheimer’s Care and Related Disorders and 

Research, 6, 10-15. 

 

National Institute on Aging & National Institute of Health. (1997).  Progress report 

on Alzheimer’s disease.  (NIH Publication No. 97-4014). Washington, DC: 

U.S. Government Printing Office. 

 

National Institute on Aging & National Institute of Health. (2000).  2000 progress 

report on Alzheimer’s disease: taking the next step. (NIH Publication No. 00-

4859).  Washington, DC: U.S. Government Printing Office.   

 

Nebes, R., Boller, F., & Holland, A. (1986).  Use of semantic context by patients with 

Alzheimer’s disease.  Psychology and Aging, 1, 261-269. 

 

Nebes, R. & Halligan, E. (1996).  Sentence context influences the interpretation of 

word meaning by Alzheimer patients.  Brain and Language, 54, 233-245. 

 

Nebes, R., Martin, D., & Horn, L. (1984).  Sparing of semantic memory in 

Alzheimer’s disease.  Journal of Abnormal Psychology, 93, 321-330. 

 

Neils, J., Brennan, M., Cole, M., Boller, F., & Gerdeman, B.  (1988).  The use of 

phonemic cueing with Alzheimer’s disease patients.  Neuropsychologia, 26, 

351-354. 

 



 128

Nicholas, L., & Brookshire, R. (1993). A system for quantifying the informativeness 

and efficiency of the connected speech of adults with aphasia.  Journal of 

Speech & Hearing Research, 36(2), p 338-350. 

 

Nicholas, M., Obler, L., Albert, M., & Helm-Estabrooks, N.  (1985).  Empty speech 

in Alzheimer’s disease and fluent aphasia.  Journal of Speech and Hearing 

Research, 28, 405-410. 

 

Nissenboim, S.  (1996).  Programming and activities.  In S. Hoffman & M. Kaplan 

(Eds.), Special care programs for people with dementia (pp.37-60).  

Baltimore, MD: Health Professions Press, Inc. 

 

Noble, K., Glosser, G., & Grossman, M. (2000).  Oral reading in dementia.  Brain 

and Language, 74, 48-69. 

 

Orange, J. (1995).  Perspectives of family members regarding communication 

changes.  In R. Lubinski (Ed.), Dementia and Communication (pp.168-187).  

San Diego, CA: Singular Publishing Inc. 

 

Osimani, A. & Freedman, M. (1995).  Functional anatomy.  In R. Lubinski (Ed.), 

Dementia and Communication (pp.22-36).  San Diego, CA: Singular 

Publishing Inc. 

 

Reichenbach, V. & Kirchman, M.  (1991).  Effects of a mulit-strategy program upon 

elderly with organic brain syndrome.  Physical and Occupational Therapy in 

Geriatrics, 9(3-4), 131-152. 

  

Ripich, D., Carpenter, B., & Ziol, E. (2000).  Conversational cohesion patterns in men 

and women with Alzheimer’s disease: a longitudinal study.  International 

Journal of Language and Communication Disorders, 35, 49-64. 

 

Ripich, D., & Terrell, B.  (1988).  Patterns of discourse cohesion and coherence in 

Alzheimer’s disease.  Journal of Speech and Hearing Disorders, 53, 8-14. 

 

Runci, S., Doyle, C., & Redman, J.  (1999).  An empirical test of language-relevant 

interventions for dementia.  International Psychogeriatrics, 11(3), 310-311. 

 

Rusted, J., Marsh, R., Bledski, L., & Sheppard, L. (1997).  Alzheimer patients’ use of 

auditory and olfactory cues to aid verbal memory.  Aging and Mental Health, 

1, 334-371. 

 



 129

Sagar, H., Cohen, N., Sullivan, E., Corkin, S., & Growdon, J.  (1988).  Remote 

memory function in Alzheimer’s disease and Parkinson’s disease.  Brain, 111, 

185-206. 

 

Sanghoon, L.  (1997).  The effects of pleasant scents on consumer memory and 

evaluations, Dissertation Abstracts International Section A:  Humanities and 

Social Sciences, 58(2-A), 519. 

 

Santo Pietro, M., & Boczko, F.  (1997).  The Communication Outcome Measure of 

Functional Independence: COMFI Scale.  Vero Beach, FL: The Speech Bin. 

 

Santo Pietro, M., & Boczko, F.  (1998).  The breakfast club: results of a study 

examining the effectiveness of a multi-modality group communication 

treatment.  American Journal of Alzheimer’s Disease,13(3), 146-158. 

 

Schwartz, M., Marin, O., & Saffran, E. (1979).  Dissociation of language function in 

dementia: a case study.  Brain and Language, 7, 277-306. 

 

Sloane, P. & Barrick, A.  (1998).  Management of occasional and frequent problem  

behaviors in dementia: bathing and disruptive vocalizations.  In M. Kaplan & 

S. Hoffman (Eds.), Behaviors in dementia: best practices for successful 

management (pp. 227-238).  Baltimore, MD: Health Professions Press, Inc. 

 

Small, J., Kemper, S., & Lyons, K.  (1997).  Sentence comprehension in Alzheimer’s 

disease: effects of grammatical complexity, speech rate, and repetition.  

Psychology and Aging, 12 (1), 3-11. 

 

Small, J., Kemper, S., & Lyons, K.  (2000).  Sentence repetition and processing 

resources in Alzheimer’s disease.  Brain and Language, 75, 232-258. 

 

Spreen, O., & Benton, A.  (1977).  Neurosensory centre comprehensive examination 

for aphasia.  Victoria: University of Victoria. 

 

Stevens, A., Camp, C., King, C., Bailey, E., & Hsu, C.  (1998).  Effects of a staff 

implemented therapeutic activity for adult day care clients.   Aging and 

Mental Health, 2, 333-342. 

 

Stevens. A., King, C., & Camp, C.  (1993).  Improving prose memory and social 

interaction using question asking reading with adult day care clients.  

Educational Gerontology, 19, 651-662. 

 



 130

Stromgren, B. & Kolby, L.  (1996).  The alternating treatment design: little used and 

often confuse?  Scandinavian Journal of Behaviour Therapy, 25(3-4), 127-

138. 

 

Tappen, R., & Weber, M.  (1992).  Treating clients and families together in an 

Alzheimer day care center.  The American Journal of Alzheimer’s Care and 

Related Disorders and Research,14(4), 24-30. 

 

Teegardin, D.  (1986).  Remembering: Recall and reminiscence exercises for 

memory-impaired older adults.  Mt. Airy, MD: ElderSong Publications, Inc. 

 

Touzinsky, L.  (1998).  Validation therapy: Restoring communication between 

persons with Alzheimer’s disease and their families.  American Journal of 

Alzheimer’s Disease,13(2), 96-101. 

 

Trudeau, S.  (1999).  Bright eyes: a structured sensory-stimulation intervention.  In L. 

Volicer & L. Bloom-Charette (Eds.), Enhancing the quality of life in advanced 

dementia (pp. 93-106).  Philadelphia: Brunner-Mazel. 

 

Ulatowska, H., & Chapman, S.  (1995).  Discourse studies.  In R. Lubinski (Ed.), 

Dementia and communication (pp.115-132).  San Diego, CA: Singular 

Publishing Group. 

 

Vance, D. & Porter , R. (2000).  Montessori methods yield cognitive gains in 

Alzheimer’s day cares.  Activities, Adaptations, and Aging, 24, 1-22. 

 

Vuorinen, E., Laine, M., Rinne, J.  (2000).  Common pattern of language impairment 

in vascular dementia and in Alzheimer disease.  Alzheimer Disease and 

Related Disorders, 14(2), 81-86. 

 

Waters, G., Rochon, E., & Caplan, D. (1998).  Task demands and sentence 

comprehension in patients of the Alzheimer type.  Brain and Language, 62, 

361-397. 

 

Weiskrantz, L., & Warrington, E. (1979).  Conditioning in amnesic patients.  

Neuropsychologia, 17, 187-194. 

 

Wertz, R. (1996).  Clinical descriptions.  In G. Wallace (Ed.), Adult aphasia 

rehabilitation (pp.39-56).  Boston, MA: Butterwork-Heinemann. 

 

 

 



 131

Wilson, A., Dagenais, P., & Rubin, S.  (2001, November).  Auditory and visual 

redirection for topic maintenance for persons with dementia of the 

Alzheimer’s type (DAT).  Poster session presented at the annual meeting for 

the American Speech-Language and Hearing Association.  New Orleans, LA. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 132

 

 

 

BIOGRAPHICAL SKETCH 

Kimberly A. Johnson received her B.S. and M.S. degree at the Southern 

Illinois University at Edwardsville in Speech-Language Pathology.  Following the 

completion of her M.S. degree, she worked as a staff speech-language pathologist in 

long-term care facilities providing speech, swallowing, and language interventions.  

In 1994, she began working as a home health therapist.  She also was on faculty of 

Southern Illinois University of Edwardsville as a Clinical Supervisor.  During her 

doctoral studies, she was the Program Manager for Tallahassee Memorial Adult Day 

Services.  She assisted with the initiation of the program and helped develop its 

programs, concentrating on providing services for individuals with acquired 

neurological impairments.  She also provided supervision for graduate and 

undergraduate students from Florida State University from a variety of programs 

including Communication Disorders, Art Therapy, Social Work, and Rehabilitation 

Therapy.  Her areas of interest include working with individuals with acquired 

neurological impairments, especially individuals with dementia. 

 

 

 

 


	The Florida State University
	DigiNole Commons
	6-1-2003

	Effects Of Sensory Cues On Quantity And Quality Of Utterances In Conversation Groups With Individuals With Dementia
	Kimberly Ann Johnson
	Recommended Citation


	01_kaj_prelims
	02_kaj_text

