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[bookmark: _Toc128046933][bookmark: _Hlk125536672]Abstract

Purpose: Many older adults report feeling lonely, with rates even higher for residents in long-term care facilities. Group reminiscence therapy is an intervention proven to improve a variety of psychosocial outcomes in older adults, including loneliness. The aim of this project was to implement and evaluate a reminiscence therapy program at an assisted living facility, with a goal of 70% of participants reporting program satisfaction and increased feelings of connectedness with others.
Methods: A group reminiscence therapy program consisted of weekly, 60-minute sessions over the course of six weeks. There was one in-person group in addition to one telephone-based group of four to six participants each. An after-program survey was utilized to measure program satisfaction and feelings of connectedness. Sustainability was promoted by delivering a six-week reminiscence therapy toolkit to activities staff at the project site. The toolkit was provided to additional facilities to promote outreach and establishment of similar programs. 
Results: 100 percent of participants (n=10) responded that they were satisfied with the program. 70 percent responded that the program helped build meaningful relationships and increased feelings of connectedness. 
Conclusions: Both in-person and remote group reminiscence therapy are feasible in this population and may have positive effects on psychosocial wellbeing and connectedness among assisted living residents. Future quality improvement initiatives may repeat this study to demonstrate feasibility and positive effects in similar or varied settings, as well as investigate whether structured reminiscence therapy has effects on feelings of connectedness over the long term.
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Implementing a Reminiscence Therapy Program for Older Adults in Assisted Living
[bookmark: _Toc128046934]Introduction
[bookmark: _Toc128046935]Problem Description
[bookmark: _Hlk102567134]Loneliness is the feeling of being alone and causes distress for those who experience it (Centers for Disease Control and Prevention, 2021). Conversely, social isolation is the lack of social connections. An individual may feel loneliness with or without social isolation (CDC, 2021). Approximately 43 percent of older adults over the age of 65 report feeling lonely (United States [U.S.] Health Resources & Services Administration [HRSA], 2019). However, these numbers are likely much higher due to the COVID-19 pandemic, as older adults at times have been encouraged to self-isolate to reduce the risk of infection (Wu, 2020). Although many older adults have adopted internet-based technologies to stay connected, the oldest-old, defined as individuals 85 or older, and those living in long term care facilities often do not have appropriate knowledge or access to these devices (Seifert et al., 2021). For instance, according to Vogels (2020) only 62% of individuals belonging to the Silent Generation (ages 74-91) use the internet, compared to 85% of Baby Boomers (ages 55-73). This generational divide continues to widen, with one study finding that only 21% of long-term care residents reported using the internet (Siefert & Cotton, 2020). 
[bookmark: _Toc128046936]Available Knowledge
 The prevalence of loneliness among older adults residing in long term care is often higher when compared to older adults living within the community. Risk factors that predispose this population to loneliness include sensory impairments, decreased mobility and declining health, recent losses, and isolation from the outside community (Boamah et al., 2021). One study by Drageset et al. (2011) found that 56 percent of nursing home residents without cognitive impairment experienced loneliness. Additionally, a systematic review found that prevalence rates of loneliness among long term care residents ranges from 31 percent to as high as 100 percent (Gardiner et al., 2020).
[bookmark: _Hlk104378628][bookmark: _Hlk104378652] These high rates are significant because loneliness can lead to serious health consequences. Loneliness is associated with higher rates of depression, anxiety, suicide, and dementia (CDC, 2021). Older adults who report feeling lonely have an increased risk of all-cause mortality, and loneliness is comparable to other risk factors for mortality such as obesity and smoking (Donavan & Blazer, 2020). According to the United States Health Resources and Services Administration (2019), the effect of loneliness on health is comparable to smoking fifteen cigarettes per day and an estimated $6.7 billion is spent annually in the U.S. due to loneliness and social isolation in older adults. Despite these statistics, Quan et al. (2020) found in a large systematic review that there are several effective interventions to reduce loneliness in long term residents, including reminiscence therapy. There remains little standardization or consensus about how to address loneliness in older adults.
[bookmark: _Hlk102567393]	 Reminiscence is the act of recalling past memories and events. Reminiscence therapy can be defined as using reminiscence in a goal-oriented manner to generate pleasure and improve quality of life (Syed Elias et al., 2015). Reminiscence therapy has been shown to improve a wide range of psychosocial outcomes in older adults, including cognitive ability, depression, loneliness, self-esteem, and feelings of well-being (Lin et al., 2003). Specifically, loneliness has successfully been reduced using reminiscence therapy in randomized control trials and quasi experimental studies (Appendix A).
Chiang et al. (2010) conducted a randomized control trial in which a population of Taiwanese nursing home residents participated in an eight-week long, once weekly reminiscence therapy group. They found that the average loneliness scores on the Revised UCLA Loneliness Scale decreased from 42.24 before the intervention to 34.82 after the intervention and remained reduced over 3 months. There was no significant change in loneliness scores in the control group that did not receive the reminiscence therapy intervention. Similarly significant results were found for depression and psychosocial wellbeing screening results (Chiang et al., 2010). Another study from India found significant improvements in loneliness, depression, and self-esteem following a biweekly, six-week long group reminiscence therapy program, with a reduction in average UCLA loneliness scores from 36.92 to 20.96 (Sahu et al., 2019). An additional study by Pinazo-Hernandis et al. (2022) conducted ten group reminiscence sessions over a six-week period. In the experimental group, there was a significant decrease in average loneliness scores using the De Jong Gierveld Loneliness Scale. At the same time, there was also a significant increase in average loneliness scores in the control group, further suggesting that the reminiscence program mitigated feelings of loneliness (Pinazo-Hernandis et al, 2022).
This evidence was generated while conducting in-person reminiscence therapy groups, but there is also evidence that remote options are also effective. During the COVID-19 pandemic, older adults were encouraged to self-isolate. In response, many older adults adopted information and communication technologies with great success, but these individuals tended to be younger and more independent (Schloman et al., 2020). According to Seifert et al. (2021), the oldest-old and those with multiple comorbidities or functional impairments fall behind in technology adoption. This creates a “double burden of exclusion” in which those most vulnerable are excluded from both in-person and virtual events. In fact, Schloman et al. (2020) found that among older adults over the age of 80 residing in long term care facilities, less than three percent used internet-connected communication technologies. 
One form of remote-based communication is telephone-based programming. Telephone-based programming is a potential solution for older adults who do not have access or struggle to use internet-connected devices. Roland et al. (2021) discusses the Seniors Centre Without Walls program in Canada that utilizes conference calling in small groups of seven to ten to provide telephone-based programming to isolated adults over the age of 55. One third of participants reported decreased loneliness, measured by the UCLA Loneliness Scale, after 6 months (Roland et al., 2021). Another study found that the majority of participants were “very satisfied” with the Seniors Centre Without Walls program and 70% responded that the program helped them feel part of a community (Newall & Menec, 2013). Qualitative statements showed that several participants felt more connected and were able to make friends remotely through this program (Newall & Menec, 2013). Additionally, Davis et al. (2012) demonstrated the feasibility of a telephone-based weekly reminiscence therapy group in a cohort of socially isolated geriatric veterans. Participants reported feeling connected with group members and finding meaning in shared experiences. Despite these noted successes, there are limitations of telephone-based programming. Davis et al. (2012) discussed the challenges of group conversations without visual input, including difficulty hearing callers, managing simultaneous comments, engaging all callers equally, and redirecting conversation. 
[bookmark: _Toc128046937]Rationale
The conceptual framework used by this project is the Iowa Model of Evidence-Based Practice to Promote Quality Care (Appendix B). The Iowa model is a conceptual model frequently used by nurses to integrate evidence-based practice changes into practice at an organizational level. The process starts with a trigger that shows the need for a practice change (Iowa Model Collaborative, 2017). In the case of this project, one of the triggers is a knowledge-focused trigger based on the substantiated high prevalence of loneliness among older adults in long term care facilities (Drageset et. al, 2011; Gardiner et al., 2020). Another trigger is a problem-focused trigger that recognizes a lack of remote options at this facility. The Iowa Model is designed to be individualized to each organization. Built into the model are steps that ask whether the topic is a priority for the organization and who comprises the project team. This project followed the steps of the Iowa Model to synthesize relevant research, pilot a change in practice, evaluate outcomes, and modify the practice guidelines based on collected data (Iowa Model Collaborative, 2017). 
[bookmark: _Toc128046938]Specific Aims
[bookmark: _Hlk102567457]This quality improvement project had one primary aim and one secondary aim. The primary aim of this project was to implement and evaluate an evidence-based reminiscence therapy program for residents over the age of 65 residing in an assisted living facility, with a goal of 70 percent of participants reporting program satisfaction and increased feelings of connectedness with others after participating in a six-week program in Autumn 2022. This program was offered using two modalities: in-person reminiscence therapy and remotely delivered reminiscence therapy using telephone, conference call technology. 
The secondary aim was to promote sustainability and potential application to additional assisted living facilities by developing a six-week reminiscence therapy toolkit to guide activities staff and moderators.  
[bookmark: _Toc128046939]Methods
[bookmark: _Toc128046940]Context
	The location for this project was a local assisted living facility in Vermont. The site has a total of 32 assisted living apartments for older adults over the age of 65. At this site, there are a variety of activities organized and led by an Activities Director, including exercise classes, crafts, and scenic van rides. During the height of the COVID-19 pandemic, many of these activities were suspended. Currently, activities have resumed with the expectation that all participating residents and staff wear masks, although activities are paused periodically during COVID-19 outbreaks at the facility. 
Residents are still required to quarantine in their rooms in the event of COVID-19 exposure, isolating them from the community. Residents have expressed loneliness and isolation to staff and family members during quarantines, which occurred frequently in early 2022 and again most recently in August 2022. This suggests a need for ongoing remote options for residents to remain connected during these difficult times. Additionally, there are other residents who have difficulty leaving their rooms due to illness, pain, or mobility issues that could also benefit from this intervention. Nevertheless, there has not been a remote option for activities implemented at this facility. There are very few residents that possess a virtual device due to barriers such as knowledge gaps, poor fine motor mobility, or sensory deficits. Every resident has a telephone, so it was determined that this would be the most feasible mode of delivery for a remote reminiscence therapy intervention. 
[bookmark: _Toc128046941]Interventions
	 Given the strong evidence about the effect of reminiscence therapy on loneliness, this project will implement reminiscence therapy groups in an assisted living facility. The reminiscence therapy program consisted of weekly, 60-minute sessions over the course of six weeks. The initial plan was to hold one in-person group of five to seven residents in addition to two telephone-based groups of five to seven residents each. Residents were placed into in-person and remote groups by resident preference. If the resident wanted to switch groups midway through the program or was unable to participate in the group chosen, this was accommodated. This author acted as program moderator and led weekly discussions. A different topic of discussion was incorporated into each session. These topics were school memories, memorable vacations, music through the ages, favorite food and recipes, work experiences and successes, and holiday traditions.
Reminders were be placed in residents’ mailboxes the day before each session. A sensory component was be incorporated by including pictures and small items, such as a piece of chalk or cinnamon stick, to inspire memories. These items were made available in the activities room for in-person groups and were delivered in an envelope with reminders for the telephone-based groups. Staff from the activities department were recruited to assist with reminders and with moving residents who needed assistance to get to in-person groups. In-person groups met in a designated activities room, following the facility’s COVID-19 guidelines. Remote groups took place over telephone conference calls. This author called each resident to add them to the conference call. The program that was used is Skype, which allows facilitators to make an unlimited number of calls to any type of telephone, including landlines, for $2.99 per month. There are free programs available, which are made available in the toolkit, but Skype was chosen for its ease and ability to make direct calls to participants rather than requiring a dial-in number.  
To address the limitations of telephone-based communication, a discussion of “ground rules” was done at the beginning of the program. The moderator participated from a quiet, distraction-free environment and the participants were asked to do the same. All individuals on the call were asked to introduce themselves to establish rapport and allow participants to get to know each other. Participants were also asked to speak loudly and clearly to the best of their ability. Finally, there was a short discussion about the likelihood of accidental interruptions due to lack of visual input, and participants were asked for patience and understanding when this occurs, as well as mindfulness to prevent interruptions. When interruptions did occur, the moderator facilitated communication by swiftly acknowledging the issue and resolving the conflict. 
The first session took place on October 3, 2022. Seventeen participants initially signed up for the program, but twelve residents participated in the first session. Participation dropped slightly to ten participants from the third week onward but stayed consistent for the remainder of the program. One of the lost participants moved out of the facility and the other dropped out due to health-related issues. Due to lower-than-expected participation, the three groups were condensed into two groups starting in week three, with 4-6 participants in the in-person group and 4-6 residents in the remote group. There was a decrease to nine residents in weeks four and five due to a COVID-19 quarantine requiring in person activities to be suspended. During this time, all the in-person participants were converted to a remote group, except for one participant who was not able to participate due to hearing challenges. These participants returned to the in-person modality in week six. See Appendix E for a graph showing weekly participation. 
 The remote group also experienced considerable technical difficulties using telephones. Starting with the second session, this author was present in the building and available for technical assistance with the goal that fewer technical difficulties would take place as participants became accustomed to this modality. Although technical difficulties did decrease over time, there was usually the need for this moderator to assist about one participant per session for various reasons. Conversations ran smoothly and there were only minimal difficulties communicating using the telephone conference call platform. Instances of interruptions or talking over each other during conference calls were rare and were respectfully and swiftly managed. 
[bookmark: _Toc128046942]Study of the Interventions
[bookmark: _Hlk116765164]	To determine whether older adult participants were satisfied with the reminiscence therapy intervention, a voluntary, anonymous survey was administered at the end of the six-week time period. This survey included six questions and was modelled after one developed by Nagel (2021) in their Doctor of Nursing Practice project, with some modifications. The first three questions evaluated whether participants were satisfied with the program and the last three evaluated whether residents felt more connected to others, based on questions from the Revised UCLA Loneliness Scale. The questions were multiple choice questions with the following options: “Yes,” “No,” or “Maybe.” The questions included were: “Were you satisfied with this program?”; “Did you find these sessions enjoyable?”; “Would you participate in a similar program in the future?”; “Do you think sessions like this are helpful in building meaningful relationships?”; “Did this program make you feel more connected with others?”; and “Did this experience make you feel less isolated from others?” The survey also included space to give participants an opportunity to give their opinions on the following questions: “What did you like about the program?”; What did you dislike about the program and what would you change?”; and “Please provide any further comments or recommendations about the reminiscence therapy program below”. See Appendix F for the full survey. Staff volunteers were recruited to assist residents to read the questions or fill out the questionnaire as needed. The survey was handed out and collected immediately after the last session for the in-person group, with the help of staff, and two days later for the remote group. 
[bookmark: _Toc128046943]Measures
The outcomes for this project were resident satisfaction and feelings of connectedness, as measured by participant surveys, as well as a final reminiscence therapy toolkit that was delivered to the facility. Answers to the end of program survey were evaluated to determine whether the residents were satisfied with the program and whether it had a beneficial effect on promoting connectedness. A final toolkit was developed and delivered to the Activities Director, along with an in-service. Feedback in the free write section was reviewed and utilized to establish program adjustments for future participants. For example, one participant commented that the sessions were too long, so a recommendation to adjust the program length was made in the toolkit. The toolkit contains resources to help activities staff facilitate their own reminiscence therapy groups within assisted living facilities. It contains modules on different reminiscence therapy topics, pictures and suggested sensory aids, as well as tips and where to find other resources so that staff can easily start running this program independently. See Appendix H for the full toolkit.  This author also contacted additional local long term care institutions to deliver the toolkit to those interested in implementing the program. Data gathered during the program was shared with these facilities. 
To optimize the validity and reliability of the measures, there were several inclusion and exclusion criteria. Inclusion criteria for participants include residence at the assisted living facility, age greater than 65, and for those interested in the remote option, access to a telephone. The resident must also have no more than mild cognitive impairment, determined by a leader at the facility. Exclusion criteria included severe cognitive impairment or communication deficits, sensory impairments that would prevent meaningful participation, and health circumstances, such as acute or terminal illness, that could prevent completion of the program.  When the facility experienced a COVID-19 outbreak, affected residents meeting in-person were transferred to remote groups.
[bookmark: _Toc116051195][bookmark: _Toc128046944]Data Analysis
	Results from the after-program survey were analyzed using descriptive statistics and placed into bar graphs to visually demonstrate the results. The bar graphs show the number of participants who answered “yes,” “no,” or “maybe” to each of the six quantitative survey questions (Appendix G).  Data was also collected about the number of participants who attended each session to examine retention throughout the six-week program. These results were placed into a line chart to show participation over six weeks (Appendix E). Microsoft Excel was used to create graphs and charts. Additionally, qualitative questions were included in the survey to allow participants the opportunity to voice opinions and make suggestions about the program. Qualitative data is reported and analyzed for common themes. 
[bookmark: _Toc128046945]Ethical Considerations
	This project was approved by the University of Vermont’s Doctor of Nursing Practice (DNP) program as a quality improvement project. According to the policy defining activities which constitute research at the University of Vermont, this work met criteria for operational improvement activities not requiring IRB review (Appendix D). No health information about residents was collected and surveys were anonymous and voluntary. Telephone numbers were collected to make calls, but this author was the only person with access to these. 
[bookmark: _Toc128046946]Results
Participation at week six consisted of ten assisted living residents between the ages of 72 to 95, with an average age of 84.2. Of these ten participants, 100% responded to the after-program survey. Ten participants (100%) responded “Yes” that they were satisfied with the program and found the sessions enjoyable. Five participants (50%) responded “Yes”, and five participants (50%) responded “Maybe” that they would participate in a similar program in the future; no participants responded with “No.” Seven participants (70%) responded “Yes” and three participants (30%) responded “Maybe” that the program was helpful in building meaningful relationships; no participants responded with “No.” Seven participants (70%) responded “Yes” that the program made them feel more connected with others. Two participants (20%) responded “Maybe” and one participant (10%) responded “No.” Five participants (50%) responded “Yes” that the program made them feel less isolated from others. One participant (10%) responded “Maybe” and four participants (40%) responded “No”  (See Appendix G).  
	The next three questions provided qualitative data and program feedback. The following were responses to what participants liked about the program: “I really enjoyed it.”; “A chance to talk. We are always sitting together but we never really talk about important things.”; “I enjoyed how challenging it was to think about these topics."; “It was nice to spend time with other residents, I really enjoyed it.”; “Getting a little insight into the lives of others.”; and “Listening to others’ experiences makes the fabric of the group stronger.”
	The following were responses to what they disliked about the program: “I participated in both the in-person and telephone groups. I thought it was harder to talk on the phone because we could not see each other.”; “The difficulties with using the telephones took away from the program a little bit. I think once all the kinks are worked out, it will go better.”; “You couldn’t usually tell who was talking since you couldn’t see them and didn’t recognize their voices.”; and “I thought the sessions were too long sometimes.” There was one additional comment: “I don’t feel particularly isolated, that’s why I don’t think this helped me feel less isolated.”

[bookmark: _Toc128046947]Discussion
[bookmark: _Toc128046948]Interpretation
	Based on the after-program survey results, this project met its first aim that at least 70 percent of the participants were satisfied with the program. The second part of this aim, for 70 percent of participants to report feeling increased connectedness with others, was also met, as evidenced by 70 percent of participants responding “Yes” to questions four and five. These findings are consistent with the existing literature.  However, although the majority reported feeling more connected and building meaningful relationships, only 50 percent responded that they felt less isolated, and 40 percent reported that they did not feel less isolated. One participant wrote next to this question that she does not feel particularly isolated. Other participants may have felt similarly, and this conflict with the word “isolated” may be an explanation for the high rate of “No” responses to this question. For future projects, an adjustment to this question may be warranted. Additionally, it would be interesting to know more about how the program helped build relationships. An additional question such as “Do you plan to continue relationships made with others during this program?” or “Please describe the relationships you made” could provide additional data.
	The secondary aim of this project was met through a scheduled in-service in February 2023 to deliver the finalized reminiscence therapy toolkit to the facility’s activities director, as well as discuss the findings of the program. Given the positive results of the after-program survey, it is feasible that this program can become sustainable at this facility. The activities director expressed interest in utilizing the toolkit to continue reminiscence therapy at the facility. She plans to add reminiscence therapy to the activities calendar and hopes to be able to incorporate telephone conference calling during future COVID-19 quarantines. The toolkit was also delivered to two additional facilities, one assisted living facility and a nursing home. The staff at these facilities similarly expressed interest in implementing the reminiscence therapy program and using the remote option during times of quarantine.
	Finally, although participation was lower than initially expected, the retention rate showed only a two person decrease in participation by the end of the program. Notably, those who did drop out of the program did so for other extenuating circumstances: Moving out of the facility and acute illness. No participants left the program due to dislike or disinterest. 
[bookmark: _Toc128046949]Limitations
There were several limitations presented in this quality improvement project.  The sample size of ten participants may limit the validity of the findings. Interest was initially high, with seventeen signing up a week before the first session. However, true participation was lower due to decreased interest, schedule conflicts, and difficulty using telephones.  
Additionally, disruptions that resulted in participants being moved between groups could have affected feelings of connectedness. The first disruption was a COVID-19 outbreak in the middle of the program. As a result, the in-person group was converted to a remote modality for two weeks and one participant was unable to participate during this time due to hearing challenges that limited ability to use the telephone. Secondly, when the three groups were converted to two groups, this required some of the participants to switch to a different group. Finally, one participant switched from the remote group to in-person due to preference. These changes in the makeup of the groups may have limited the ability of the participants to connect meaningfully.
Additionally, there was considerable feedback about challenges related to using the telephone. Common technological problems included telephones not being charged or off the receiver, low understanding about how to use personal telephones, and calls not going through. At times, these problems and the required troubleshooting took considerable time and cut into the session time. Adjustments were recommended in the toolkit and include leaving ample time to connect calls, moderating from a location in the building that allows the moderator to quickly go to a participant’s room for troubleshooting, and providing education to select participants who may need increased knowledge for use of their telephone. An initial training session to orient participants to their telephones could improve knowledge and ability to meaningfully participate. Additional moderators or staff to assist with telephones could also help address this problem.
It should also be noted that there is considerable variation between patient populations and social environments in long term care facilities. Even though there was feasibility demonstrated at this assisted living facility, outcomes may be different at other facilities. For example, most of the participants in this facility already knew each other and had a moderate amount of enthusiasm for a new program. This may not be the case in other facilities, in which more significant introductions may need to take place, especially over the telephone, or more education and canvasing done to recruit a sufficient number of participants.
[bookmark: _Toc128046950]Conclusions
This quality improvement project demonstrated program satisfaction and increased feelings of connectedness among a cohort of assisted living residents following a six-week reminiscence therapy program. These findings have future implications for this facility and other local long term care facilities where older adults continue to struggle to connect in the context of COVID-19. This program can continue to be utilized to promote sustainability and potentially longer-term impacts on loneliness. Future quality improvement initiatives may repeat this study to demonstrate feasibility and positive effects in similar or varied settings, as well as investigate whether structured reminiscence therapy has effects on feelings of connectedness over the long term.
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	Author, YEAR
	Study Design 
Theoretical Framework
	Sample Characteristics & Setting
	Variables:
Independent
Dependent
	Data Analysis and Main Findings
	Limitations
	Level of Evidence**

	Chiang et al., 2010

	Randomized control trial

Participants randomly assigned to experimental group or control group

Experimental group received weekly 90 min group reminiscence therapy sessions for 8 weeks

Measured scores before and after intervention, and again after a 3-month follow-up period.
	Sample: male residents of a nursing home with average age of 77.24 in Taipei, Taiwan

92 participants recruited and randomly assigned to groups 

Inclusion criteria: aged >65, MMSE score >20
	Independent: Participation in 8 week-long reminiscence therapy intervention

Dependent: Mean scores on the RULS-V3 loneliness scale, CES-D depression scale, and symptoms checklist-90-R psychological wellbeing scale.
	Using the Revised UCLA loneliness scale (RULS-V3), mean loneliness scores decreased from 42.42 before the intervention to 34.82 after the intervention in the experimental group with a significant difference in scores between groups (p<0.0001). Scores stayed decreased after 3 months. 

Also found significant improvement in depression and psychological wellbeing. 
	
30% dropout rate

Participants limited in ability to understand study information

Limited to one facility, limiting validity


	Level I

	Sahu et al., 2019

	Quasi-experimental design with nonrandomized control group

Experimental group attended three biweekly 45 min group reminiscence therapy sessions

Measured scores before and after intervention
	Sample: female residents of a nursing home in Bhubaneswar, India.

50 participants separated using purposive sampling into experimental and control group

Inclusion criteria: Age >60, not diagnosed with mental illness


	Independent: Participation in group reminiscence therapy

Dependent: Mean scores on the UCLA loneliness scale, Geriatric depression scale, and Rosenberg self-esteem scale.
	Mean loneliness scores in the experimental group decreased from 36.92 to 20.9. This represented a significant decrease with a p value <0.0001.  

Similarly significant findings are also presented for depression and self-esteem. 
	None listed
	Level II

	
Pinazo-Hernandis et al., 2022
	Randomized control trial

Experimental group attended ten 90-min reminiscence sessions over 6 weeks, sessions were in-person and socially distant

Measured scores before and after intervention, and again after a 3-month follow-up period.
	Sample: 34 female residents of a nursing home in Spain, randomized into experimental and control group 

Inclusion criteria: MMSE score > 23, residency in nursing home during COVID-19 confinement

Exclusion criteria: terminal illness, sensory deficits that prevented participation, history of severe psychiatric disorder
	Independent: Participation in reminiscence program 

Dependent: 
Mean loneliness and depression scores using the de Jong Gierveld Loneliness Scale (dJGLS) and the Goldberg Depressive and Anxiety Scale (GADS)


	A significant decrease (p < 0.001) in loneliness scores was found in the intervention group, from 3.25 to 1.33. During this same time period, the control group showed a significant increase in loneliness scores. 

Mean loneliness scores in the intervention group increased to 5.83 three months after the reminiscence program.


	Small sample

Authors followed up in 3 months but were not able to use a longer follow up period to determine whether improvement is long term.
	Level I

	Tarugu et al., 2019
	Quasi experimental design

6 total group reminiscence therapy sessions

27 participants separated into two separate intervention group, no control group



	Sample: 27 residents of a nursing home in India with a mean age of 71.8.

Exclusion criteria: complete blindness, severe auditory impairment, clinically significant cognitive impairment
	Independent: Participation in group reminiscence therapy

Dependent: Mean loneliness scores using the Revised UCLA loneliness scale, depression scores using the GDS short form, and anxiety using the GAS
	Only mean anxiety scores showed a statistically significant decrease. No significant difference in loneliness or depression.

When classified by severity (mild, moderate, or severe), all three outcome measures showed improvement. 30.8% of residents experienced a shift downward to a less severe category in loneliness, 33.3% in anxiety, and 66.7% in depression.

	Small sample size

Short program length
	Level II
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From Iowa Model Collaborative (2017), with permission
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Steps in the Process
	
Failure Mode
	
Failure Causes
	
Failure Effects
	
Likelihood of Occurrence
(1-10)
	
Likelihood of Detection (1-10)
	
Severity (1-10)
	
Risk Profile Number (RPN)
	Actions to Reduce Occurrence of Failure

	Recruit participants
	Residents are not interested in program and do not sign up
	Inadequate education about program and efforts to recruit

Facility culture
	Small sample size can negatively affect the quality of results 
	3
	1
	9
	27
	Plan and deliver education about program to residents

Create posters/pamphlets about program that are engaging

Involve activities department to help with recruitment

	Residents attend 6 reminiscence therapy sessions
	A large number of residents drop out of the program before it is over
	Problems with the program that make it undesirable

Lack of reminders

Resident illness/unforeseen circumstances
	Small sample size can negatively affect the quality of results 
	6
	2
	8
	96
	Modify program as needed to meet resident needs 

Use reminders before each session

	Reminders are delivered to residents before each session
	Reminders are not delivered promptly, or they are ineffective
	Reminders are confusing, inaccurate, or hard to read

Reminders are delivered late or not delivered at all
	Residents may miss sessions, affecting their answers to the end of program survey

Residents will be left out of sessions

End of program survey will be less valid
	4
	5
	5
	100
	Set aside designated time to deliver reminders

Recruit staff to assist

Have reminders peer reviewed to ensure accuracy

Ensure that reminders are large print and easy to read

	Residents in remote groups use conference call technology to attend remote sessions
	Residents are not able to connect to the call

The conference call modality does not allow for successful conversations
	Difficulty using the telephone 

Individuals talking over each other during the call

Lack of face-to-face interaction is discouraging or confusing to participants
	Resident feelings of connectedness will be decreased

End of program survey results will be less valid

Frustration and dropout of program
	5
	2
	9
	90
	Choose a conference call platform that is easy to use

Set ground rules at the beginning of the program for group conversations over the telephone 

Modify the program so that it remains engaging for remote groups

	Residents fill out end of program questionnaire
	Residents do not fill out survey

Survey is difficult for residents to fill out 
	Time constraints

Survey is difficult to read

Confusing instructions
	Some data is lost
	2
	2
	8
	32
	Have residents fill out survey during session time

Assist residents with sensory or mobility deficits to complete survey, recruiting staff if necessary

Make adjustments such as large print font
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Thank you for participating in this reminiscence program! Please take a moment to answer the following questions:
1. Were you satisfied with this program?

Yes			No				Maybe


2. Did you find these sessions enjoyable?
Yes			No				Maybe

3. Would you participate in a similar program in the future?
Yes			No				Maybe

4. Do you think sessions like this are helpful in building meaningful relationships?
Yes			No				Maybe		

5. Did this program make you feel more connected with others?
Yes			No				Maybe

6. Did this experience make you feel less isolated from others?
Yes			No				Maybe

What did you like about the program?






What did you dislike about the program and what would you change?





Please provide any further comments or recommendations about the program below.
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Questions:
1. Were you satisfied with this program?
2. Did you find these sessions enjoyable?
3. Would you participate in a similar program in the future?
4. Do you think sessions like this are helpful in building meaningful relationships?
5. Did this program make you feel more connected to others?
6. Did this experience make you feel less isolated from others?
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Six-Week Reminiscence Therapy Toolkit:
Facilitating Connections among Older Adults
The University of Vermont
Doctor of Nursing Practice Project
Soheila Saghari, RN, DNPc



 










Introduction
This toolkit will assist leaders to facilitate small groups in recalling and sharing past memories in a meaningful way. This toolkit is designed to be used with older adults and contains six modules, each with a different topic of discussion. Tips are also provided for using remote technologies, such as telephone conference calling or Zoom video calling to connect otherwise isolated older adults. 

A few statistics
Over 43 percent of older adults over the age of 65 report feeling lonely (U.S. HRSA, 2019). These rates are even higher following the Covid-19 pandemic and in long term care facilities where residents are already more isolated (Wu, 2020; Boamah et al., 2021). Taking action against this epidemic is important because loneliness has serious impacts on health. In fact, loneliness has been found to have an equally detrimental effect on health as smoking fifteen cigarettes per day (U.S. HRSA, 2019). 

What is reminiscence therapy?
Reminiscence is the act of recalling past memories and events. Reminiscence therapy is the act of using reminiscence in a goal-oriented manner to generate pleasure and improve quality of life (Syed Elias et al., 2015). It can occur in a variety of ways and settings. It can be individual or in groups, and can be done in-person, over the phone, or using video calling. 


What are the benefits of reminiscence therapy?
Reminiscence therapy has been shown to improve psychosocial outcomes in older adults, including loneliness, cognitive ability, depression, self-esteem, and feelings of well-being (Lin et al., 2003). Participants have reported satisfaction with the program and increased feelings of connectedness with others.







Tips for facilitating groups:
· Start each session with a theme and a list of prompting questions.
· Ask open-ended questions to all participants and allow time to answer. 
· Sessions should be 30-60 minutes long, depending on the interest of the group.
· Include all 5 senses! Ask participants to recall a smell or sound associated with a memory. 
· Including aids such as pictures or objects can provoke memories. Each of the modules suggests different objects to bring and includes a few pictures. Also ask participants to bring an old picture or object related to the week’s topic. For remote groups, pictures or items can be provided ahead of time.
· Sending reminders the day before helps promote participation. These can be delivered to the participant’s room or their mailbox. Sensory items can also be delivered at this time for remote groups.

Tips for remote groups:
· Select a quiet background and ensure that participants are in a quiet space. 
· Introduce self and ask for introductions at the first meeting to establish a rapport and allow participants to get to know each other. 
· Speak loudly and clearly and encourage others to do so as well. 
· Accidentally interrupting or talking over others is a common problem with conference calling. Address this issue at the first meeting. Ask for understanding when interruptions to occur and mindfulness to try to reduce interruptions. When they do occur, the facilitator should acknowledge the interruption and swiftly resolve the issue. 
· Consider pre-meeting with each individual before meeting in the big group to provide education about the group and troubleshoot as needed. Training or testing of phones may be needed. 
Conference call platforms:
· Skype: For $2.99 per month within the US, make unlimited calls to any type of telephone, including landlines. This is a good option because it allows facilitators to call participants directly, rather than the participants needing to dial in.
https://www.skype.com/en/international-calls/United%20States

· Freeconferencecall.com is a free option. Up to 1000 participants can be invited to join via mobile or landline using a dial-in number.

· Using any cellular phone: Most cellular and smart phones have the ability to make conference calls. Depending on the carrier, 4-5 participants may be added to the call. 

· Zoom video calling is a good option for participants with access to a digital device and internet connection. It is free for meetings up to 40 minutes long.
Module 1: School Memories
Facilitating questions:
Where did you go to school?
Who was your favorite teacher? What were they like?
What sort of lunch did you take to school?
Did you ever have to go to the principal’s office?
Did you wear uniforms to school?
How did you get to school?
What was your favorite subject and why?
Describe a memorable field trip.
What were some of your favorite games to play?
What did you do for fun when you were in high school?
Did you go to school dances?

Sensory aids to include: Pictures (old classroom, playground, etc), a wooden pencil, chalk or chalkboard eraser
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Module 2: Memorable Vacations
Facilitating questions:
What is one of the favorite vacations you ever took?
What do you enjoy doing on vacation?
Did you ever take a road trip?
Describe the perfect day at the beach. How would you describe the smells at the beach? The sounds? Do you like the feeling of sand on your feet?

What do you think of when you hear the sound of a train?
Do you remember the first time you went on an airplane?
Did you or your family ski during the winter?
What do you like most about the snow?

Sensory aids to include: Pictures (beach, car/train/plane, winter scenes, etc), shells, a ticket, wall map to mark off places participants have gone
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Module 3: Music
Facilitating questions:
What kind of music did your family play when you were growing up?
What was the first record you ever bought? How much did it cost?
How did you listen to music? Radio? Record player? Cassette tapes?
What was the first concert or live music event you attended? What was your favorite?
Did you enjoy going dancing? What would you wear? What kinds of music were popular?
Who is one of your favorite musicians?
Did you ever play an instrument?
How do you think music has changed over the years?

Sensory aids to include: Pictures of different music players, musicians, instruments, dances
Play a song for the group. Do you remember this song? Does it remind you of a particular event or occasion?

For remote groups, if you cannot play a song for the group, share a set of lyrics. Ask what song they belong to and memories associated with that song or era. 
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Module 4: Work Experiences and Successes
Facilitating questions:
What was your first job? 
What did you study in college?
What was your occupation as an adult?
Where did you work? How long did you work there?
What were your favorite and least favorite jobs?
Did you like your boss?
What was your parents’ occupation?
Did you receive any awards?
What was one of the proudest moments of your life?

Sensory aids to include: Pictures from common occupations (teachers, nurses, etc.), office supplies
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Module 5: Food and Favorite Recipes
Facilitating questions:
Who were the best cooks in your family?
What foods did you hate as a kid?
Were there any comfort foods from your childhood that hold a special place in your heart?
Are there any foods that you can’t get now and you miss?
Who taught you how to cook?
What were some of the first meals you learned how to make?
Are there any special recipes in your family?
What was one of your favorite recipes to make?
What was one of your worst kitchen mishaps?
Describe the kitchen of your childhood: was it big or small? What color were the walls? What did it smell like? What did you hear? Who was there?
How have kitchens and appliances changed over the years?

Sensory aids to include: Pictures (kitchen, appliances, common foods, etc.), utensils or rolling pin, recipe box, spices
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Module 6: Holiday Traditions
Facilitating questions:
What is your favorite holiday and why?
What did your family do for Christmas?
What kind of presents did you get for Christmas as a child?
Where did you get your Christmas tree? How did you decorate it?
What foods did you eat at Christmas?
How did your family celebrate Thanksgiving?
What is your favorite Thanksgiving food?
Did you ever travel for the holidays?

Sensory aids to include: Pictures (Christmas tree, ornaments, presents, food), wrapping paper/ribbons, pine or cinnamon scent
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Other topic ideas:
· Winter memories
· Summer memories
· I remember my father/mother
· Early days of TV or movies
· Childhood games
· Wartime/service in the military
· Fashion over the years
· Family life

Resources to explore
Information about loneliness from the CDC:
https://www.cdc.gov/aging/publications/features/lonely-older-adults.html#:~:text=Older%20adults%20are%20at%20increased,the%20amount%20of%20social%20contact.
Websites with reminiscence resources, topics, and tips:
https://www.goldencarers.com/how-to-structure-reminiscing-sessions-for-seniors/3184/
https://www.lifebio.org/
https://www.bifolkal.org/












Number of Participants over Six Weeks

44837	44844	44851	44858	44864	44872	12	12	10	9	9	10	Date


Number of Participants



After Program Survey Responses

Yes	10	10	5	7	7	5	No	0	0	0	0	1	4	Maybe	0	0	5	3	2	1	Question Number


Number of Participants
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