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I think it important to further stress this point. There were many 

reasons for the development of a technique such as Reality Orientation. 

SDWever, it was not developed because people get old, but because some 

people becOllle confused and disoriented from various causes. This problem 

is not exclusive to aged individuals. 

Oberleder indicates that "negative, _hopeless attitudes toward old 

age are deeply entrenched and difficult to break down. Almost any mental 

problem that appears in patients over sixty-five is invariably considered 

to be associated with irreversible biological causes; discouraging creative 

treatment planning" (Oberledei:, 1968, p. 6). She blames 'Dl\.lch of the 

widespread view that senility is hopeless on centuries of brainwashing 

about old age. 

Researchers have indicated other possible causes for confusion and 

disorientation. The older person face.a diminishing importance in our 

working society and many experience several losses such as status, marriage 

partner and income security. This change in reality may cause confusion 

and depression. Harris and Ivory describe what their research has indi­

cated as possible causes of confusion. They suggest that the problems 

arise as a result of placement in an institution (Harris, 1976, p. 497)~ 

The patient becomes isolated and disoriented because of 
separation from a familiar home and faces, and the 
custodian assumes more of the patient's daily responsibilities. 
The condition inadvertently reinforces the patien.t 's with­
drawing behavior by usurping his responsibility for tending 
to his needs. He is treated as a helpless child and is 
assured that his needs will be met by hospital attendants. 
The attendant ultimately expects nothing of the patient and 
the patient expects nothing of himself. Memory and awareness 
are no longer needed by the patient and like unexercised 
muscles, these faculti.es weaken and die. 

Two other researchers, Citrin and Dixon, also feel that the 

institutional environment increases or causes confusion and disorientation. 
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lude that such behavior is adaptive based on a nonstimulating _and 
Tbef cone 

unfamiliar environment (Citrin, 1977, p. 39). 

Reality Orientation draws its philosophical rationale from the 

activity theory of aging and seems to imply that disengagement may be 

a cause for deterioration in the aging process. Reality Orientation 

is structured so as to encourage involvement in one's own life and basic 

daily activities. This technique supports the idea that a person ages 

optimally by remaining active and involved. 

Reality Orientation has had a brief history. Its development has 

only become pronounced in the last five to ten years. Most research 

bas indicated that this technique is beneficial and produces positive 

results. I do not feel that enough research has been completed to fully 

understand the ramifications 0£ the use of this approach. However, while 

it is not a cure for senility or the aging process in an institution, it 

is at least a method of keeping the brain from atrophying. The use of 

this technique has also produced attitudinal changes in staff towards 

the residents which shall be discussed. Consequently, Reality Orientation 

is one alternative to the lack of treatment for confusion and disorientationJ 

and I feel that it has value. 
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Structure and Design of Reality Orientation 

There are various aspects in the design of a Reality Orientation 

program. Many programs resemble the design of the VAH Tuscaloosa model. 

I shall di scuss various aspects of design as indicated by the literature. 

Attention will focus on the Tuscaloosa model because it is considered a 

leader in this field. 

1. 24-Hour Real ity Orientation 

Twenty-four hour orientation is crucial to the success of any 

program. It is important that everyone having contact with the residents 

constantly stimulate them by repeating basic information to them. Comments 

such as "it's 11: 30 Mr. Smith, time for lunch" or "here is your fork, use 

it to eat these potatoes" are not only polite, but also critical in 

reorienting the individual. Barns (1973, p. 515) stresses the importance 

of such statements. These researchers indicate that learning of basic 

information should occur during every resident-staff contact. 

Citrin and Dixon (1977 , p . 40) point out that staff members should 

not go out of their way to orient a resident but should use their daily 

contact with residents to implement Reality Orientation tectmiques. 

I am convinced that the quality of the 24-hour process determines 

the value and effectiveness on the resident population. These verbal 

contacts are more important than the visual aids, classroom sessions or 

any other single aspect of the program. The "Guide to Reality Orientation" 

(Nursing Service, VAH, 1975, p . 1) states that the orientation process is 

in effect 24 hours a day. Each contact with a resident ia utilized to 

improve awareness, and residents should be rewarded for appropriate 

behavior or responses. 

The 24-hour process i .s supplemented by the uae of vi.aual aides. 

These tools shall be discussed in a later section. Although they are not 

verbal contacts, they help to reinforce these contacts by being "available" 
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24 hours a day . In the course of the development of the Tuscaloosa program, 

the leaders listed certain guidelines. These guidelines are listed as 

follows (Nursing Service VAR, 1975, p. 11): 

1. Maintain a calm environment 
2. Use a set routine with residents so they know what to expect 
3. Give clear and precise directions and questions 
4. Talk clearly to residents, not necessarily loud 
5. Guide residents to and from their destinations if necessary 
6. Remind them of their name, place, date, time 
7. Don't let a resident stay confused by allowing them to ramble 

in speech, actions, etc. 
8. Be firm as necessary 
9. Be sincere 

10. Make requests of residents in a calm manner, implying that the 
resident will comply 

11. Be consistent 

After reviewing each of these guidelines I feel that each is important and 

each should be a guide for any program. These guidelines will become an 

integral part of the training program for the design I suggest. 
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Classroom Reality Orientation 

In addition to 24-hour orientation there are special classes to 

.upplement the regular staff-resident contacts. These classes provide a 

' more structured and intensive environment. Classes are divided into basic 

and advanced levels. The most seve.rely disoriented, confused resident would 

be included in the basic level. The basic course is about the equivalent 

of first to third grade level activity while the advanced is comparable 

to fourth through sixth grade activity (APA, p. 2). Assignment to the 

basic or advanced class is determined by a treatment team at the hospital 

in Tuscaloosa. During the classes the leader drills the residents on 

essential, objective information. When a resident is advanced from the 

basic level there are more subjective discussions (Nursing Service, VAR, 1975). 

Most of the literature indicates that class sessions should be 

conducted for thirty minute periods. This time length is suggested because 

of the limited attention Sl)ans of the participants and their inability to 

absorb more than thirty minutes worth of information. This seems to be 

a good length of time for these classes. It would allow for each person 

to receive adequate attention from the staff leader and yet maintain the 

residents' interest. 

The Tuscaloosa model suggests that class sessions be conducted daily, 

Other literature specifies that classes are to be held five days a week. 

It is not clear if the Tuscaloosa model means the program is conducted 

ever~ay of the five-day work-week or if it is really conducted seven days 

a week. Barnes (1974, p. 140) suggests that classes be conducted six days 

each week. Lars Peterson of the VAR in Tuscaloosa suggests that whatever 

schedule is established, it should be consistently followed so as not to 

confuse the residents. In my opinion, it would be sufficient to conduct 

classes five days a week and give the residents some indication of a difference 
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S
chedules during the weekdays as compared to the weekend . 

ta tbeir 
Tb• review of the literature indicates that the time of day for 

cla•~ea was only mentioned i .n two programs. The Pine Knoll Nursing Rome 

ill c;eorgia schedules their classes in the morning because they feel the 

r .. idents are more alert (Barnes, 1974, p. 140) . The Eden Park Nursing 

Solle in New York also schedules classes in the mornings and for the same 

reasons (VAR, 1973, p. 50). None of the other programs reviewed indicated 

• specific time of day for classes. Based on my experience with the 

inatitutionalized elderly, I tend to agree that the morning is the best 

tJae to conduct classroom sessions. 

The number of residents suggested for each class varies but is 

within a very narrow range. These programs suggest from three to six 

res idents per class. The Tuscaloosa model suggests from four to six 

people based on the behavior and confusion of the participants (VAH, 1973, 

p. 50). I assume that the size is limited in order for the staff leader 

to offer close, intimate attention to each individual. I agree that a 

size ranging from four to six would be optimal. 

In sum, Reality Orientation class sessions are suggested to be 

conducted at least five days a week for thi.rty,,•minute periods and to 

include four to six residents per class . 
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J. Staff Involvement 

Reality Orientation, as wi.th any other therapeutic technique, relies on 

the staff who implement it to make it effective. This technique is con­

ducted by one staff person at a time, yet relies on the team effort for 

its value. In other words, thi.s technique cannot help to orient a confused 

individual unless everyone is a part of the effort. For example, a 

housekeeper cannot dismiss an annoying resident who keeps asking where 

her mother is by sending her off looking down another hallway. This 

destroys the reality that an eighty-nine year old woman's mother is dead. 

Consequently, the technique is conducted by one individual at a time and 

yet requires all to practice the philosophy. 

The Tuscaloosa model suggests that the Nursing Department should 

take charge of the Reality Orientation program in any institution. This 

is suggested since these staff members have more contacts with the residents 

than anyone else. These staff members provide basic daily services such 

as bathing, feeding, grooming, and toileting. These activities provide 

an excellent staff-resident contact that should be reinforced with basic 

information and encouragement. 

Phillips states that "the interest of the nursing assistant is 

probably the single most important qualification necessary for a successful 

Reality Orientation program" (Phi.llips, 1973, p. 49). One of the major 

problems of initiating Reality Orientation programs on wards for confused, 

disoriented residents has been the lack of interest from the staff (Wells, 

1968, p. 10). Wells goes on to indicate that often the wards for the con­

fused are undesirable and service personnel of lower quali.fications are 

either sent there or gravitate to them. Oberleder (1968, p. 7) states 

that staff must be selected for these wards on the basis of their sldlls 
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and tnterest in Reality Orientation. Staff who are not interested and do 

not cooperate with the team effort should be assigned to other duties or 

dismissed. Phillips reports on a Reality Orientation program in which 

staff members are evaluated first as a member of the team and then in 

relation to bi.s department functions (Phillips, 1973, p. 47). This is a 

very intriguing concept to me and may be an effective means of developing 

a team. 

The use of Reality Orientation not only requires staff involvement 

but also bas an effect on th~ir performance and attitudes. Two benefits 

of this technique are described by Oberleder (1968, p. 8). She states that 

research shows that staff attitude and interest in their work improves and 

staff members tend to become more creative and therapeutic. The other 

benefit i.s that: staff duties might actually decrease as residents improve 

to the point of init:1.a.ting and completing some of their own tasks. 

In another report, Eden Park Nursing Home (VAR, 1973, p. 50) 

states that staff accidents decreased, absenteeism decreased and so did 

the number of resident accidents. The list of staff wanting to go to 

the unit eventually grew as the program develo-ped. A study conducted by 

the University of Pittsburgh showed that there is a definite improvement 

in staff performance and morale where Reality Orientation programs have 

been init:1.a.ted (Barry, 1976). Barry continues to point out in these 

findings that nursing tasks actually lessened as residents became more 

alert and once again began to do for themselves. 

To summarize this section, staff involvement requires a total 

team effort. Nurse assistants are most involved in both 24-hour and 

classroom orientation aspects. They have more contacts with residents in 

regards to both, and consequently it is suggested that the Nursing Department 
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abould coordinate and design the Reality Orientation program. The reasons 

for this suggestion are sound in my opinion, and I agree that Nursing is 

best qualified to handle the responsibility. The benefits described by 

initiating a program indicate a further reason for including this 

technique in the JCA treatment plan. 
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Materials and Equipment 

aeality Orientation is based on verbal contact between residents 

and staff or family members. The verbal repetition and consistency of 

Oacb are essential elements of a program. Although verbal contact is appr 

ac,st important, environmental aides are useful supplements . These 

additional aides are used to "prompt" on~'s memory of important facts. 

The following is a description of useful materials and their value in 

various programs contained in the literature. 

The VAH in Tuscaloosa has suggested various audio-visual aides. 

The most commonly used item in all programs is the Reality Orientation 

board (see illustration below). These should be prominently displayed at 

the nursing station, in dining areas, dayrooms, and wherever residents 

spend a good deal of time (Barnes, 1973, p. 516). The Tuscaloosa model 

suggests that the boards include the day of the week, the date, place, the 

weather, the next meal, the next holiday and the next activity. I do not 

feel that these residents can absorb all of this information. I feel it 

could be limited to date, day, place, next meal and the next activity. 

The Reality Orientation board can be incorporated into the classroom 

session activity. 
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Other visual stimuli used to help orient residents include color 

f the ward such as the bathrooms, dayroom, individual resident codiDI areas o 

A rO(lll8 and ot her s i gnificant areas (Nursing Service, VAH, 1975, p. 3). 

resident may be reminded that -n~ room has a yellow door and that • her 

bed, dresser and closet are marked with _·het- •. name. The VAH also suggests 

the use of large letters and numbers placed at eye level to assist residents 

in identifying rooms and areas. 

~e literature indicates an unlimited amount of materials which 

may be useful in classroom sessions. The Tuscaloosa model offers suggestions 

for materials that all programs should have as basic tools . These materials 

include large-face clocks or mock-up clocks for instnicting residents bow 

to tell time. The clocks may also be used to remind the residents of the 

time the class session is held. Individual calendars may be used to mark 

off the days and to indicate significant dates upcoming . 

There are many other materials suggested for use in class sessions. 

Personal note pads may be used for residents to write basic information 

that is repeated to them to reinforce the learning . Building blocks for 

coordination and color discrimination, large plastic numbers used for 

identification and mathematical figuring, and large-pi ece jigsaw puzzles 

are also useful items. The Tuscaloosa model emphasizes that a11 materials 

used should be basic but not childish. For example, if color books and 

picture books are used, all juvenile pictures should be eliminated first. 

These materials were suggested by several programs and all were included 

in the Tuscaloosa model (Barns, 1973,_ p. 516). 

During a class session the Reality Orientation board may be read 

aloud by the staff member leading the group. Each resident may be asked to 

read the board aloud . A resident may eventually be asked to write this 
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~ tnf•-c1on on ber ' note pad. The puzzles and games may be used 

,.,. ~vidual or group tasks. Each resident should have a mock-up clock 

_,. · ..,.use to follow the instructor when discussing or ii.earning to tell 

dll•• These visual aides help to bring reality to the resident rather than 

.,.idDS them to i,magine or think in abstract terms. 
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supportive Techniques 

Dr• Folsom describes attitude therapy and anti-depressive therapy 

,.· panion therapies" to Reality Orientation (Oberleder, 1968, p. 7) • 
.. cOID 

Se 
of these therapies supplements the effectiveness and adds structure 

neu 

to orientation techniques. 

As an adjunct to Reality Orientation, Oberleder states that attitude 

therapy is employed to establish consistency of attitude which must be 

maintained by everyone who comes in contact with a resident (Oberleder, 

1968, p. 8). Attitude therapy involves using certain prescribed attitudes 

of which there are five. "The twin goals of this therapy are to reinforce 

desirable behavior and to eliminate undesirable behavior" (Barnes, 1973, 

p. 520) . The behavior attitudes include the following as described by 

Barns: 

1. Kind firmness is prescribed for the depressed resident. This 
involves a "total push" without sympathyzing with their misery. 
Staff should .help them focus on something other than themse1£ 
and staff should indicate they expect their request to be 
carried out . 

2. Active friendliness is used with withdrawn, apathetic residents 
who have had few successes in relationships. Staff should "pile" 
friendliness on them and not let the resident fail at any tasks. 

3. Passive friendliness is prescribed for distrustful residents 
who are frightened by active friendliness or closeness. The 
staff should show interest but not force themselves on the 
resident. 

4. No demand is the attitude prescribed for residents who are 
suspicious or in an uncontrollable rage . Staff should remove 
the pressure and help resident to know that no one will hurt them. 

5. Matter-of-fact attitude is prescribed for manipulative and 
seductive residents . Responses to pleas, complaints, and 
maneuvers should be consistent, casual and calm. 

Every person who has contact with the resident should know the prescribed atti­

tu~e to be used with a particular resident (Barns, 1973, p. 520). Attitude 

therapy was mentioned in a.11 of the studies reviewed in the literature. 
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jsl.Otber therapy which is only used occasionally in Reality Orientation 

is Anti-depressive therapy. "The purpose of this therapy is to 
,iosr ... 
..,i~k and release the anger causing the depression and thus free the 

i 
t for more positive tbe.rapeutic involvement" (Oberleder, 1968, p. 9). 

pat en 
ot,arleder offers an example of this technique. The depressed patient who 

:I.a •o imPenetrable is assigned a dull, nonsensical task such as sorting beads. 

Staff watch for the very slightest error in this task and constantly have 

tile patient repeat the task over and over. Hopefully, the patient's temper 

gives way and he venti1ates the "stored-up" anger. Fo1lowing this venti­

lation and an evaluation the patient may be accessible to Reality Orientation. 

Anti-depressive therapy was suggested by a single program, the Tuscaloosa 

model. I do not advocate the use of this technique because of some of the 

possible negative effects which may result from a "torturing" experience. 

This technique seems to be something which should only be used by highly 

trained professionals who could handle unexpected results. 

Remotivation therapy is also commonly used in conjunction with 

Reality Orientation programs as something a Reality Orientation graduate 

may enter after this basic program. This technique will be discussed 

later in this study. 

-23-



gya1.uat1,ie and Measurement Tools ,. 
Tests and measurement tools are valuable in Reality Orientation 

8 
for they indicate the abilities and progress of the participants. 

progt'SS 

are used to indicate the degree of confusion, disorientation and 
fe8t9 

fu11Cdonal abilities of residents before involvement in the program and 

after involvement. These evaluation tests are applied during the course 

of i!n'olvement in Reality Orientation to determine if any progress is being 

made. When significant progress is noted the resident could be graduated 

to another program. The review of literature described only a few 

existing procedures for evaluation. 

The Tuscaloosa model describes the type of individual who is included 

in the Reality Orientation program. "Anyone who is confused or disoriented 

from any cause regardless of the diagnosis is included in the program" 

(Nursing Service, 1975, p. 1). Various studies on Reality Orientation 

describe the process for selecting participants. One study conducted at 

a Florida State Hospital (Harris, 1976, p. 499) does not describe any process 

for selecting participants but does indicate that an evaluation test was 

given to determine initial level of confusion. A study conducted at the 

Pine Knoll Nursing Rome in Georgia does provide a description of how parti­

cipants were selected. Residents who scored above a certain level were 

not included in the program. It was limited to residents who scored below 

that level (Barnes, 1974, p. 140). A study conducted at the Tabitha Home 

in Lincoln, Nebraska indicates that participants were selected if they were 

placed on the ward for maximum care due to their confusion and disorientation. 

This study lacks any indication of what these terms mean. Consequently, 

those residents who were confused and disoriented but did not have severe 

physical problems were those who were determined as the candidates for 

Reality Orientation (Citrin, 1977, p. 40). 
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The residents of the Santa Ana Hillhaven Home (Phillips, 1973, p. 48) 

eoter the program upon the approval and referral of the resident's physician 

aJld family. The Home indicates that initially physicians doubted the value 

of such a program but are now referring people readily. The Home also 

utilizes an evaluation to determine the level of confusion and awareness. 

It is evident that research in this area may benefit the selection 

process and help to establish some criteria for admitting a resident into 

the program. The use of the evaluation is valuable in determining the 

resident's present awareness and for indicating goals. I do not feel 

knowledgeable to suggest criteria for selecting participants; however1 I 

do advocate the use. of an evaluation as one initial procedure. This 

evaluation should be given periodically to determine if progress is being 

made and if the resident should be continued in the program. 

The Tuscaloosa model states that regular observation notes should 

be made to indicate progress in Reality Orientation (Nursing Service, 

1975, p. 6). The use of a test, questionnaire or some type of rating scale 

seems to be widespread. The Tuscaloosa program uses an evaluation of 

the patient in terms of his nursing needs as one tool for measuring 

progress. A resident is progressing as he moves from a maximum level of 

nursing care to a lesser level of care. Another measure of progress 

suggested by this model is a well defined, step-by-step progression of 

capabilities that lead to discharge from Reality Orientation. This step­

by-step program is defined as fol.lows (Nursing Service, 1975, p·. 7): 

Step 1. Read Reality Orientation board--Repeat after instructor 
or read without assistance 

Step 2. Do step one and also copy name, address, date (with 
assistance) 

Step 3. Do steps one and two and copy Reality Orientation 
board with assistance 

Step 4. Do steps one, two and three and perform all classroom 
exercises quickly and accurately 

These steps are specific and well-defined so that staff can accurately judge 
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r ogress a resident is making. These steps are related to in.itial 
th• p 

t,s1VOlvement in the program and do not relate to progress outside the 

ciaasroom sessions. 

The Eden Park Home in New York describes what is expected of resi-

dents in order to progress t .brough the program, but dcdnot describe a.ny 

procedure for recording progress (VAH, 1~75, p. 53). The Hillhaven Home 

of Santa Ana, California requires weekly progress notes a.nd even more often 

if a significant change is observed . The progress note indicates the staff 

member' s impressions of the resident's performance and attitude. Future 

goals are also listed and they must be specific and reasonable. The 

example given is, "Goal: I will focus on resident spelling his name with 

anagrams" (Phillips, 1973, p. 48). The Home also utilizes a Reality 

Orientation Evaluation Questionnaire. The purpose of the qu.estionnaire is 

to determine whether the res.i.dent bas made any progress and to indicate 

where the progress is developing. The questionnaire is given once every 

three months until a resident is discharged from the program. 

The Florida State Hospital in Tallahassee used a tool called the 

Patient Behavior Rating Sheet (Harris, 1976, p. 499). This scale sampled 

three domains of functioning; ward behavior, verbal orientation behavior 

and the staff impression of the patient on several behavioral spheres. The 

rating sheet was administered prior to and upon completion of the program 

and was designed to indicate progress that was made. There is no 

description of how often progress reports were completed. 

The program. conducted at the Tabitha Home in Nebraska used two 

different evaluation tools. These two instruments are the Reality Orientation 

Information Sheet and the Geriatric Rating Scales (Citrin, 1977, p . 41). 

Both of these were administered to the residents at the begi.nning and again 

at the end of their involvement. The Information Sheet is a twenty-five--·item 
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d to measure the amount of basic information the resident is aware 
_.!• use 

,._ place, person) and also requires the staff to assess the resident's 
of (t.&,llle, 

a1,U:it1 to perform basic functions. This is similar to the questionnaire 

uti11.%ed by the Pine Knoll Home in Georgia (Barnes, 1974, p. 140). The 

c;eriatric Rating Scale is a thirty, item test used to evaluate the level of 

behavioral functioning. This evaluation is completed by the staff. This 

i• also completed before and after involvement to illustrate progress made 

as a result of participation in Reality Orientation. There is no discussion 

of bow or where the progress is recorded. 

The literature indicates that there are various tools used for evalu­

ating resident progress in Reality Orientation programs. There is very 

little discussion of other measures used to record progress. However, it 

may not be safe to assume that such measures do not exist. The literature 

indicates that measurement tools are utilized in this technique. The use 

of such tools in the homes for aged which I surveyed shall be discussed 

later. 

Many programs use a scale or questionnaire to sample abilities and 

level of orientation before and after involvement in Reality Orientation. 

I think these methods are adequate for indicating these capabilities. The 

combination of testing or questioning the resident in addition to staff 

observations and comments is probably one of the more reliable indications 

of the resident's level of functioning . The results from a questionnaire 

may vary depending on the mood of the resident or factors influencing his 

performance. The staff observations add more long range information. Very 

few facilities discussed methods of recording progress or how often this 

is required. This should be included in any design to assure it is done. 
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r•ilY Involvement 
7. 

ADOther measure of the success of a Reality Orientation program is 

tbe podtive response of the resident's family and friends. The confused, 

cli90riented resident is not usually a "fun" person to visit since they 

are often difficult to understand. They may become agitated and their 

b "b i" J,ebavior may e em arrass ng. When f~ilies become more involved 

they., too, are helping to change the attitude and awareness of the resident. 

The Tuscaloosa model stresses family involvement more than any 

other program that was reviewed in the literature. This model indicates 

that the family should be included in the total treatme.nt program. Families 

should be taught the philosophy and techniques of Reality Orientation, 

especially since it must be a team effort. The Tuscaloosa staff encourage 

fam.ilies to take their relative out on short trips home, to restaurants 

or out to a store (Nursing Service, 1975, p. 10) . 

One other facility indicated that there is family involvement. 

The Santa Ana Hillhaven Home brings family members in for Reality Orien­

tation training. This is encouraged because it is hoped that the resident 

would eventually be able to return home (Phillips, 1974, p. 47). 

Only two institutions discuss family involvement as an important 

aspect of their program. It is not evident from the literature whether 

other programs stress their involvement or not. I would guess that it is 

not stressed as very important or it would be included in the discussion 

of the ov.erall program. I feel that the family can never be considered 

a part of the team until the institution encourages and stresses their 

involvement. Initially this should include training sessions such as 

staff are given. 
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s. Graduation from Reality Orientation 

some of the Reality Orientation program.a which have been in existence 

for awhile have a graduation ceremony for residents who are ready to advance 

to another program. The Tuscaloosa model suggests that a graduation exercise 

be held when there are a couple of residents who are ready to advance. This 

esercise includes family, staff and the residents. The graduation is a 

festive occasion that is set up as a reception with decorations and refreshments 

(Nursing Service, 1975, p. 11). Diplomas are also issued to indicate the 

resident has successfully completed the Reality Orientation program. Pictures 

of the ceremony are made available to the residents. The Hillbaven Home 

(Phillips, 1973, p. 50) and the Eden Park Home (VAH, 1973, p. 53) follow 

the same procedure for the graduation ceremony. Those programs which do 

not discuss a graduation exercise do ind-1.cate that residents can progress 

from Reality Orientation to other programs. 

Remotivation programs are considered by many to be the next step 

for a resident graduating from Reality Orientation. Eden Park Rome states 

that when patients progress through basic and advanced orientation courses, 

they move up to a third level wh-1.ch is taught under the name of Remotivation 

(VAH, 1973, p. 53). 

Remotivation differs from Reality Orientation because it does not 

focus on repeating basic information but is designed to get the residents 

involved in interacting socially (VAB, 1973, p. 53). The literature stresses 

the :1Jlportance 0£ keeping a resident involved in some type of program. The 

guj.delines issued by the Tuscaloosa program suggest Remotivat-1.on and various 

activity programs to provide continued stimulation and prevent regressi.on. 

Remotivation is suggested as a program to follow Reality Orientation because 

its purpose is to redevelop inte.rest in the environment and other people. 



res"ident is graduated from Reality Orientation they should be prepared ·-· to f~US their attention on an appreciation of others and their relationship 

to the world around them. I agree that some program should pick up where 

aealitY Orientation stops so as to prevent regression and deterioration with 

th• participants. Remoti.vation and Reality Orientation are a combination 

that best develops the functional and behavioral capabilities of the 

resident. 
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c. The Effects of Reality Orientation 

The study conducted at the Florida State Hospital in Tallahassee 

demonstrated the technique's effectiveness in changing both verbal orienta-

tion behaviors and the over-all clinical impression of a group of female 

geriatric patients (Harris, 1976, p. 502-3). This experimental group 

shoWed improvement while the control group of similar patients did not 

show any changes. The control group received traditional custodial care. 

Reality Orientation demonstrated effectiveness at virtually no extra cost 

and with an extremely difficult patient population. The report of this 

study also indicates that staff morale increased and staff interest in the 

patients also increased. The study off ers possible reasons for patient 

and staff improvements. The researchers indicate controls and precautions 

for future studies to perfect the research on Reality Orientation. 

Studies conducted at the VAH in Tuscaloosa illustrate the positive 

benefits and effects of Reality Orientation. I will discuss two of these 

studies. A total of 227 patients were involved in Reality Orientation at 

thi.s hospital between 1965 and 1969. A study of the results shows that 

fifty graduated and received diplomas, forty-seven participants were dis­

charged on a trial visit at home, one hundred thirteen remained in the 

hospital, twenty-one were being prepared for discharge, and twenty-two 

were still in Reality Orientation classes. Twenty-seven became acutely ill 

and were transfe.rred out of the program to medical wards, five were trans­

ferred to intensive psychiatric care and eight improved to be transferred 

to wards for more active programs. These statistics indicate that only a 

small percentage regressed while a more significant percentage actually 

improved and were discharged (VAH, 1970, p. 5). Another study shows that 

the use of this technique with one hundred twenty-five patients bad some 
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pasitive results. This was a longitudinal study of one hundred twenty­

fiV~ patient s who spent eighteen months or more in the program. The 

studY shows that one-third made significant improvements while the other 

twO-thirds made little or no improvement. Lars Peterson of VAH staff feels 

that this indicates positive effects also because the patients were getting 

older but one-third improved and the other two-thirds were not regressing 

(Trotter, 1972, p. 41). 

The Hillhaven Home reported results of fifty-five residents who 

bad gone through Reality Orientation during a seven month period. Nineteen 

residents showed significant improvement in physical appearance, mental 

outlook, awareness, alertness and sociability. Tlienty others improved 

moderately and were more cooperative and alert . Eleven residents were 

discharged because of illness and five showed little or no improvement. 

The staff of Rillhaven felt that all went through some positive changes 

(Pbi.ll~ps, 1973, p. 49). 

The Blue Ridge Haven West Home in Camp Hill, Pennsylvan.ia reported 

on the results of their Reality Orientation program. There were no particular 

studies mentioned but the staff indicated that some small positive changes 

as a result of this approach are occurring. "The case of a patient who 

keeps their eyes open when before they were always shut-is one step away 

from confusion and toward reality" (Kohut, 1976, p. 17). 

A study conducted at the Maimonides Hospita.1 and Home in Canada 

reports the benefits of Reality Orientation. The results of a two-year 

controlled study show a stati.stically significant improvement in the group 

with Reality Orientation as compared to those not in the group (VAB, 1976, p. 2). 

ill of the studies rev1ewed indicate positive reaults of Reality 

Orientation. One study conducted at the Pine Knoll Home, however, reports 

that an insignificant diff erence was found between the pre- and post-control 
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grouP scores. The scores were determined by use of a questionnaire which 

.,.. previously discussed. Nevertheless, even in this study the staff 

observations reported improved behavior changes. Consequently, none of 

the studies indicate that Reality Orientation does not bring about some 

pasitive results. The limitations of the particular studies are discussed 

by some researchers but not by all, I felt that some of the conclusions 

drawn were assumed or generalized from a small , SCJll\r-la rather than 

proven ·by the study. Many researchers assumed that no change could also 

be considered progress since the participants did not regress. This is an 

assumption which I personally agree with, however no studies were cited to 

back this up. I could not find any literature which discussed any negative 

aspects or contraindications to the assumptions and claims of Reality 

Orientation advocates. 
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pJOCEDURE FOR AUTHOR'S ORIGINAL RESEARCH 

!• Jechniques and Subjects of Data Gathering 

I conducted a survey of Jewish homes for aged across the country 

and homes in the St. Louis Area. This survey was conducted with the use 

of ques tionnaires and personal observations. The purpose of the survey 

was to obtain data to compare with the review of literature and to serve 

as resources of information for the design I will propose. 

A thirty item questionnair_e was sent to fifty-four Jewish homes for 

aged throughout the United States and to one home in Canada . I was 

trying to get a representation from all areas of the country. The homes 

were selected from a directory of Jewish homes. Each facility which 

indicated that it had a Reality Orientation program or one similar to it 

was mailed a questionnaire. The exception to this procedure was the number 

of homes surveyed from New York. I selected four homes from that state 

because there was a significantly higher number of homes in that state 

than any other. The other states averaged two homes eA.Ch:-- • 

Jewish homes were selected for this study in order to gather data 

on any adaptations made for their Reality Orientation programs that aV'8 

especially suited to the Jewish population. This information could be 

beneficial to the design for the JCA program. 

Nursing homes in the Greater St. Louis area were also selected for 

this study in order to report on the number of programs in this area and 

to gather additional information for program de.sign. These homes were 

selected on the basis of referrals from professionals in the rmnnnni t:y 

and from a listing of homes for aged in the telephone book. Each home 

was initially contacted by phone. If the home had a Rea.lity Orientation 

progr~ then the questionnaire was sent. I made vi.sits to four of the 

area homes and observed the classroom aspect of the program. 
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purpose of the Survey 

The most essential information I sought from the questionnaire was 

eva luative and measurement tools used and to learn which departments 

were coordinating the programs. I was interested in the latter point 

because there is a problem of determining responsibility of coordi.nation 

at the JCA. The adaptations and special . materials were al.so reque.sted for 

consideration as part of the JCA design. These points I have mentioned 

here were the most important information I sought to assist me with 

drafting a design. 
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rnu>INGS AND INTERPRETATIONS 
lf• 

Fifty-three questionnaires were sent to Jewish homes in the United 

States and one to Canada . Twenty-two homes completed and returned this 

questionnaire. Reality Orientation programs exist in nineteen of these 

facilities. This is a significantly high percentage with eighty-au 

percent of the respondents having a program. St . Louis area homes had a 

significantly lower percentage. Twenty-eight homes were contacted in 

this area but only nine of them had programs. Only thirty-two percent 

of these facilities surveyed had programs. 

There is an important point to consider, however. The Jewish 

homes were selected from a directory because they bad indicated they provided 

Reality Orientation or something similar to it. There was no such reference 

available for the St. Louis area homes and more homes were contacted 

without any indication of having this program or not. This point must be 

considered when comparing the statistics. I still have the impression 

t .bat the St. Louis area does not have a widespread use of this technique. 

I feel the area homes are lacking in initiating this program. 

The total number of homes providing Reality Orientation is tweoty­

eight. Table I indicates the statistics of the facilities surveyed. 

Table I 
Homes Providing Reality Orientation 

Number of Homes Surveyed 
Number of Homes that Responded 
Number of Homes Providing Reality Orientation 

Total Number of Homes Surveyed 
Total Number of Response.a 
Total Number Providing Reality Orientation 
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Homea 

54 
22 
19 

82 
47 
28 

St. Louis 
Homes 

28 
28 
9 



Staff Responsibility 

Much of the lit erature suggested that the Nursing Department be 

responsible for coordinating Reality Orientation. There were few varia­

tions noted. The surveys indicate a greater variety of staff coordinating 

such programs. The Tuscaloosa model suggests this department because the 

staf f is in contact with the residents more than any other. Tuscaloosa 

stresses this because this is the only department which can really provide 

24-Bout Reality Orientation. 

The responses from the questionnaire show that only six programs are 

coordinated by the Nursing Department. The Activity Director was cited 

most often as the program coordinator. Some others responded that the 

Occupational Therapy Department was coordinating but it is not clear if 

this position means the same as an Activity Director or not. These terms 

are often used synonymously. Social workers were also listed many times. 

I am assuming that a Buman Services Coordinator, Group Therapist, and 

Social Rehabilitation Worker are synonymous with Social Worker . 

Table II 
Responses to Program Coordinator Question 

Position 

Activity Director 
Nurse and/or Nurse Aide 
Soc-1al Worker 
Occupational Therapist 

*Human Service Coordinator 
*Social Rehab Worker 
*Group Therapist 
In-Service Company 
Day Care Coordinator 
No answer 

No. of Responses 

11 
4 
3 
3 
l 
1 
1 
1 
1 
2 

Total Number of Responses 28 

*Position may be the same as a Social Worker 
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I agree that the Nursing Department is the only one which can be 

tota~l y involved in 24-Bour orientation. I feel that this department is 

aore valuable than any other department in the implementation of this 

technique . The literature indicates that Reality Orientation occurs during 

regular staff-resident contacts. This staff has more contacts with the 

residents in two respects: contacts are .daily plus 24 hours a day. The 

design of the JCA program will suggest that the Nursing Department 

coordinate it. 
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24- Hour Reality Orientation 

More agencies indicated that they have class sessions rather than 

24-Rour orientation. The problems with agencies only providing class 

sessions may be many. It may take longer to reorient a resident since 

contact only occurs approximately thirty minutes per day. Consequently, 

the resident remains confused and disoriented longer and may be losing 

potential for return. Unless 24-Bour orientation exists, then the 

resident is regularly exposed to two different worlds. One world of 

. Reality Orientation during class sessions and the other world of his 

confused state will battle for control of the behavior and responses. 

Classroom sessions must be thought of as supplementary to the basic 

aspect of 24-Hour orient.ation. 

Table III 

Hom.ea Providing 24-Hour aDli/or Classroom Reality Orientation 

Jewish St. Loui.s 

Number of Romes Providing Reality Orientation 
Number of Homes Providing 24-Hour Orientation 
Number of Homes Providing Classroom Orientation 

Total Number Providing Reality Orientation 
Total Number Providing 24-Hour Orientation 
Total Number Providing Classroom Orientation 
Total Number Providing 24-Hour and Classroom 
Reality Orientation 
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19 
12 
17 

28 
16 
25 

15 

Homes 

9 
4 
8 



The homes that were surveyed were asked to indicate the major problems 

lllCo.untered in Reality Orientation. A lack of overall staff cooperation 

(teamwork) and a lack of carryover (consistent 24 hour approach) were 

ranked as the greatest problems. These problems may exist due to the type 

of coordination provided. If the Nursing Department was effective in training 

and supervising their personnel it might .alleviate the lack of carryover. 

When the Activity Director is coordinat~ng the program it is often difficult 

to achieve cooperation if the essential team members (Nursing staff) are 

carrying out another person's program. In other words, staff may feel they 

are erpected to carry out the program but someone else is getting the 

"credit." This "someone else" doesn't have to be around these confused, 

disoriented people all day and does not erperience thei.r frustrations. 
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c. classroom Reality Orientation 

Most fac~lities do provide Reality Orientation classes. These 

classes are structured and are easier to plan and implement than 24-Hour 

orientation. The class only requires one interested staff member to conduct 

the sessions. The literature suggests that class sizes range from four to 

six participants. The surveys indicated _a range from three to eighteen 

participants, with the average number being six. I suggest that some of 

the agencies responding with large class sizes may have been doing so 

because of the ratio of staff to residents. They may be trying to include 

as many residents as possible . 

The questionnaire did not request information concerning the time 

classes were held or the frequency. My observation of some class sessions 

led me to believe that the programs did not operate as well as they describe 

them on paper . For example, the participants were not always the same each 

day and classes were not held if the leader was sick, on vacation or unable 

to find time to conduct the class. These points were evident to me from 

the discussions I had with staff from the homes I visited. Only one of 

the programs I visited was well organized and seemed efficient. 

Twenty-five of the homes responded that there is a designated area 

for the class sessions. I feel that this is important for the consistency 

of the program. The residents may become familiar with the purpose and 

function of the particular room. The residents can also begin to make 

associations if the classes are held at the same time, place and with the 

same people. 

Table IV 
Homes Providing a Designated 

Provide Classroom Reality Orientation 
Provide a Designated Cla.ssroom 

Total Number Providing a Classroom 
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23 
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J). Materials a.nd Supplies 

Almost every home which provides Reali~y Orientation had the basic 

tools and supplies which are suggested by the Tuscaloosa model. Reality 

orientation boards, clocks, calendars and paper supplies were the most 

common. Seventeen of the twenty-eight homes also used name tags which 

they describe as beneficial. My own experience with the use of name tags 

in class sessions leads me to agree that t hey are beneficial. Name tags 

remind the residents that those around them have names and they should be 

encouraged to address people by their name. 

A number of programs use other equipment such as a radio, record 

player, tape recorder, movie projector and COIDlllOn objects for discussion 

like dishes, clothes and grooming aids. The most unique item mentioned 

is a "Reality Orientation Wagon." This wagon is designed to practice 

various functions such as turning on a light, opening a door , ringing a 

bell, screwing the top on a jar, and is also equipped with a Reality 

Orientation Board . The wagon can be pulled around from one area to 

another and when it is plugged in it is ready to work. 

Additional materials which were described include newspapers, 

magazines and pictures of personalities who are in the news. One can 

:Imagine a variety of uses for such materials in Reality Orientation. The 

information which I received from the survey has been beneficial in my 

program design. 
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E. Evaluation and Measu.rement Tools 

The process of evaluating, selecting and recording the progress of 

the participants was discussed in the review of literature. This review 

did not indicate a widespread use of any testing or evaluative measures. 

This survey shows that only eight of the twenty-eight programs utilize 

such methods. Fifteen of the homes said .that participants are referred 

by either the physician or as a result of an interdisciplinary review 

meeting. Three homes include all of the residents of the confused ward 

OT unit in the program. From the survey it is evident that most homes 

involve residents in the program because they are refened. I feel that 

there is nothing wrong with this method, but there is a precaution to 

consider. It is important to look into the history, diagnosis and length 

of time the person has been confused. If people are selected for the 

program on a priority basis because of t:iJDe and staff, then criteria should 

be established as guidelines for selecti.ng participants . Then staff are 

forced to evaluate the resident's status and determine who is involved on 

the basis of the evaluation. 

What I consider most important and that is not a widespread procedure 

is performing an initial evaluation report . This evaluation should clearly 

indicate the status of the resident in terms of what he knows, is aware of 

aud his level of orientation. The evaluation should help to determine the 

degree of remote and/or recent memory loss. This proced.ure is important 

because as a resident is involved, progress is clearly defined in 

campari.son to the initial status . Goals can be determined on the basis of 

the problems. Otherwise, all residents receive the same approach and 

treatment. The therapy is not individualized. The results of an evaluation 

oY\ 
become the basis for determining which areas should be concentrated~and what 

-y be feasible short- term goals. This may s:iJDply mean that if a resident 
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is not aware of where be is, one of the initial goals may be to have the 

resident be able to respond to where he is living. This is specific and 

detailed and gives staff more direction than to say the resident should 

be oriented in all spheres. 

As a resident progresses or regresses from the initial evaluation, 

this information should be recorded in their chart. Progress notes are 

essential in validating the value and effectiveness of the program. If 

the program is not beneficial for a resident,then this should be evident 

in the progress reports. If the information is not recorded,then there is 

no real basis, other than "talk", of whether a resident is ready to be 

graduated or discharged. The results of my survey indicate that more 

homes use progress notes than evaluation procedures. However, I feel that 

they must be combined in,.· all programs. Both procedures add to the 

validity and direction of any program. 

Table V 

Homes Util:l.zing Evaluation Techniques 

Jewi.sh Homes St. Louis Homes 

10 3 

Total Number of Homes us_ing Evalua ti.on 13 
Total Number of Romes with Reality Orientation 2S 
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The frequency of writing progress reports varies according to the 

survey. The frequency varies from daily t o monthly, however most facilities 

require they be written monthly. One home responded that the notes are 

written weekly except in the summer when they are written monthly. This 

does not seem to comply with the need for con.sistency. Hopefully, the 

program does not lose this aspect during_tbe summer. 

When it is determined that a resident has progressed beyond Reality 

Orientation and is capable of more advanced activity, a post-evaluation 

should also be completed. This evaluation is the summary of the resident's 

progress, capabilities and in turn determines future needs and approaches . 

This information was not requested on the questionnaire and is a limitation 

of the study. 
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,. Family Involvement 

The questionnaire did not request information on family involvement 

in Reality Orientation. This is another weakness of the que.stionnaire. 

The literature indicates that this involvement is valuable and necessary 

to achieve consistency in approach. I agree with the literature that 

families should be included in the traim:ng and made aware of progress as 

it occurs. For many residents, the family members remain the most important 

and cherished people in their life. The family interest and participation 

can be invaluable. 

One home did send a copy of a letter which is sent to family members 

explaining Real.ity Orientation, when cl.asses are held and that their 

relative has been included. This type of information invites and encourages 

the fam:Uies to be a part of the team. This procedure seems to be a good 

idea for initial contact with the family. 
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Graduation 

Ten home~ responded that residents can graduate from one level of 

activity to another. This inclicates a significant deficiency in long range 

planning as regre.ssion may develop when Reality Orientation participation 

ends. The resident should be moved through a planned progression of activity 

that continuously strives to develop his _skills and awareness. 

A graduation ceremony is suggested in the literature. I have 

difficulty feeling that the way it was described is not a demeaning type 

of activity. The description suggested by the Tuscaloosa model sounds like 

a child's activitY, and I feel every effort should be made to make this an 

adult activity. I feel there are other ways of honoring the residents for 

the progress . I shall discusa this aspect in my design. 
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Miscellaneous Data s. 
some questions (see those marked with an* on questionnaire) required 

the respondent to make a judgement on their peers or on themselves. These 

questions were designed to find out which departments contributed the most 

and the least to the program. Many did not respond to these questions. 

Tbe respondent may have felt that a nega~ive comment was incriminating or 

would not be kept confidential.. The answers to these questions were not 

vital to my program design. I was interested in learning the teamwork 

probl ems. 

Fina1ly, I aslc.ed for an overall evaluation of each facility's program. 

Three homes did not reply while the majority indicated the program was fair. 

A significant number felt that their program was good and only one replied 

their program was excellent. It was interestuig to note that none of the 

programs indicated that the program was poor. 

The questionnaires and observations were valuable sources of 

information and gui.ded me in my pYogram design. The response to the 

questionnaire.a was more than satisfactory and provided me with many 

suggestions. (See questionnaire, Appendix A) 
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