
Twenty-five million people worldwide have dementia, including
700 000 in the UK, of whom an estimated 250 000 live in care
homes.1 Dual concerns about the prevalence of psychiatric and
behavioural symptoms, present in 80% of people with dementia
in care homes, and the overprescription of antipsychotic medication
have led to a renewed emphasis on non-pharmacological inter-
ventions.2 Non-pharmacological interventions use a wide range of
approaches, characterised as behaviour-, emotion-, stimulation- or
cognition-oriented,3 that aim to improve quality of life and
maximise function in the context of existing deficit. Training
and support interventions for nursing home staff have proven
to be an effective alternative to antipsychotic medication in
managing disruptive behaviour in people with dementia.4 A recent
appraisal of the quantitative evidence in this area concluded that
behavioural management techniques, cognitive stimulation and
exercise can improve key mental health outcomes such as agitation
and depression.5 However, none of these interventions has
achieved widespread implementation in care home settings and
there is no coherent picture of how to maximise their effectiveness
or acceptability. Other ‘promising’ interventions have been found
to have a positive yet not always statistically significant impact in
controlled trials,5 with participants showing marked variation in
responses.6

Evaluating complex interventions poses unique challenges and
revised Medical Research Council guidelines highlight the
necessity not only of measuring outcomes but also of exploring
the ways in which the intervention under study is implemented.
Qualitative methods can be used to elucidate this process and to
identify the effective components of an intervention and the
context in which it can be optimised.7 Individual qualitative
studies provide insight into how different psychosocial inter-
ventions are used and experienced within residential settings.
Integrating these findings in a qualitative meta-synthesis promises
to enhance their impact on health policy and clinical practice8,9

and help us to understand and overcome the potential obstacles
to implementing psychosocial interventions as part of routine
care. To our knowledge this is the first systematic review and
meta-synthesis of the qualitative evidence in this area.

Method

Meta-synthesis is a method of integrating findings from qualitative
studies. The aim is not to reduce data to summary form, but to
amplify it through interpretation.10 Thus, the purpose is to
achieve a level of understanding and conceptual development that
is greater than that attained from the individual empirical studies
alone.9 Multiple methods for synthesising qualitative research exist
and it is argued that the purpose of the meta-synthesis and the
nature of the findings should direct the approach used.10 For
instance, we aimed to go beyond the description and summary
associated with conventional narrative reviews of qualitative
research, but were mindful that the wide-ranging level of
interpretation of data within the individual studies might preclude
a meta-ethnography approach. Meta-ethnography is a widely used
method of synthesising qualitative data, but requires all findings
to be in the form of concepts or metaphors.11 We considered
the range in level of interpretation and methodological design
typical of qualitative health research and did not wish to restrict
the synthesis on this basis. Thus, we used analytical devices such
as constant comparison and the creation of taxonomies to develop
a conceptual synthesis of the successful implementation of
psychosocial interventions in care homes.10

Identification and selection of papers

Systematic review methodology was used to identify relevant
articles.12 A search strategy combining medical subject headings
and text words relating to dementia, care homes, psychosocial
interventions and qualitative research was devised and adapted
for seven electronic databases. We carried out searches in Medline
(1995 to January 2011), PsycINFO (1995 to January 2011), British
Nursing Index (BNI) (1995 to January 2011), EMBASE (1995 to
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January 2011), CINAHL (1995 to January 2011), Applied Social
Sciences Index and Abstracts (ASSIA) (1995 to January 2011),
Allied and Complementary Medicine Database (AMED) (1995
to January 2011) and System for Information on Grey Literature
in Europe (SIGLE) (1995 to March 2005). The study was restricted
to English-language articles that reported qualitative research
regarding the use and effectiveness of psychosocial interventions
for people with dementia in care homes, from the perspective of
people with dementia, relatives or care staff. Participants with
any type of dementia residing in any type of residential facility
were considered.

The psychosocial interventions comprised therapies that were
derived from psychological or psychosocial models designed to
improve outcomes in people with dementia and the search terms
were discussed and agreed upon by the research team. They
included: person-centred care, person care planning, emotion
oriented, validation, communication, interaction, resolution,
engagement, cognitive stimulation therapy, cognitive training,
reality orientation, reminiscence, life stories, life review, life
history, activity, exercise, psychosocial, psychotherapy, psycho-
analysis, counselling, behaviour therapy, creative therapies, art,
mural, animal-assisted therapy, pets, animals, leadership,
education, dolls, music therapy, drama therapy, dance therapy,
Jabadoo, and self-maintenance therapy. Qualitative research is
poorly indexed in databases,13 so a combination of thesaurus
terms and free-text terms was used to maximise the recall of
potentially relevant studies.14 We augmented the electronic search
by scanning reference lists and hand-searching relevant journals
and publications of influential research groups in the field (such
as Journal of Dementia Care, Alzheimer’s Society, Social Care
Institute for Excellence, Stirling University Dementia Services
Development Centre).

Studies in which interventions were delivered to care staff
were included (e.g. training programmes) if a primary aim was
to improve outcomes for the person with dementia. The review
also included papers that focused on the implementation of
psychosocial interventions. However, purely descriptive or
theoretical studies that did not present empirical data on the
use of psychosocial interventions in care homes were excluded.
In total, 2894 papers were identified; after adjusting for duplicates
the abstracts of 2384 papers were screened and 2261 were excluded
on the basis that they did not meet the study criteria. The full texts
of the remaining 123 articles were then independently assessed for
eligibility by two reviewers (V.L. and J.M.). Agreement was
measured using Cohen’s Kappa (k) and disagreements were
resolved by discussion through referring to the eligibility criteria
and the original studies where necessary.

Quality appraisal

Two experienced qualitative researchers (V.L. and J.M.)
independently assessed relevant papers for methodological quality
using the Critical Appraisal Skills Programme (CASP) checklist.15

The broad quality criteria within this checklist provided a flexible
method of assessing the rigour, credibility and relevance of
the heterogeneous set of studies. The reviewers compared their
appraisal assessments and reconciled any differences in
judgements through debating the rationale for their decisions.
Studies that did not use qualitative methods of data collection
and analysis or did not give an account of these procedures were
excluded at a preliminary screening stage. In qualitative synthesis
there is a tension between inclusiveness and quality.16 We opted
for an inclusive strategy and, in common with other synthesis9

the quality appraisal process was not used as a criterion to exclude
studies but allowed us to judge the value of papers with respect to
their contribution to the synthesis. Themes were only included in

the meta-synthesis if they were supported by data from at least one
article judged to be of reasonable quality. Scores on the CASP
checklist range from zero to ten and a score of seven or higher
was defined as the threshold for ‘reasonable quality’ at the outset
of the study.

Data extraction and synthesis

Data concerning the type of intervention, aims, participant
characteristics, setting and methods of evaluation used in each
study were recorded as essential contextual information for the
synthesis. Subsequently, a description of the main concepts
derived from each paper was entered into a table using the original
authors’ own words or a paraphrase.17 Efforts were made to
remain faithful to the meanings and concepts within each study.
Authors’ interpretations, explanations and recommendations were
also extracted from the paper where relevant to the research
question. By examining the concepts and interpretations within
the table it was possible to identify shared constructs across studies
and to note areas of discordance. The themes were combined
using an interpretive method of meta-data synthesis, grouping
themes where they had greatest explanatory power. This enabled
the construction of a taxonomy that categorised findings in three
domains: beneficial elements of a psychosocial intervention;
conditions required for successful implementation; and challenges
to successful implementation (see Appendix). The taxonomy was
developed inductively from the findings and the properties and
dimensions of each domain were explicated through moving back
and forth between findings and taxonomy (a process similar to the
constant comparison method used in primary qualitative
research).10 All members of the research team commented on
the emerging typology and interpretations were discussed between
V.L., J.F. and J.M at regular intervals. All authors have substantial
experience of working with people with dementia and their varied
disciplinary and methodological expertise helped to produce
insights and generate different questions to be asked of the
primary research. Finally, the synthesis was written and revised
several times until a coherent whole was formed.

Results

A total of 39 papers, pertaining to 35 individual studies, were
included in the synthesis (k= 0.68).18–56 The study selection
process and reasons for exclusion are shown in Fig. 1. Using the
CASP checklist, 29 of the 39 papers were rated as of least
reasonable quality (CASP57). The level of agreement between
reviewers was good (Weighted k= 0.66). Common weaknesses
of the ten remaining papers (CASP57)21,29,30,33,36,37,39,41,46,47

included a failure to demonstrate that the data analysis was
sufficiently rigorous or to critically examine the researcher’s role
or potential bias. The stated methodology and methods of data
collection and analysis of the included studies are specified
alongside other study characteristics in online Table DS1. The
35 studies were conducted in the following countries: 13 in the
USA; 7 in Sweden; 5 in England; 5 in Canada; 2 in Australia; 1 in
Ireland; 1 in Japan; and 1 in Norway. Thus, the research was under-
taken in a range of care settings, including special care units, nursing
homes and assisted living facilities, suggesting variations in
philosophies, staffing patterns and structures. Enormous diversity
exists in the nature of treatments included under the rubric
‘psychosocial’ and this was evident in the 35 studies reviewed. Study
interventions were broadly categorised as: music interventions (n= 5
studies);20,29,42-45,49 exercise and other therapeutic activities
(n= 4);23–25,30,38,51 reminiscence (n= 4);26,34,41,48 models of dementia
care (n= 4);27,33,46,56 communication strategies (n= 3);19,21,54 staff
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training and supervision (n= 3);31,40,53 methods of orientation
(n= 2);22,37 animal interventions (n= 2);35,36 nature related activities
(n= 2)39,47 and other (n= 6).18,28,32,50,52,55

The research studies reported a wide range of positive
outcomes for people with dementia including improved mood,
communication, engagement, occupation, behaviour and quality
of life. Researchers examined these outcomes, and drew
conclusions about the beneficial elements of psychosocial inter-
ventions and the characteristics that might facilitate or obstruct
their implementation, through exploring the perceptions and
experiences of staff, relatives and people with dementia. Multiple
methods of data collection were used, including interviews, focus
groups, participant/non-participant observation and staff records,
and many of the research studies triangulated multiple data
sources to enhance the credibility of the findings.57

Beneficial elements of a psychosocial intervention

Beneficial elements of the interventions were identified, first, with
respect to people with dementia and, second, with respect to care
staff (Appendix). These will be discussed in turn.

Focus on people with dementia

One of the principal features of interventions that were perceived
to be beneficial was that they enabled people with dementia to
‘connect with others’. In the first instance, they created a tangible
line of communication. Music, animals, dolls and ‘remembering
boxes’ all provided a focal point that stimulated conversation
between people with dementia and staff, relatives and other
residents.20,29,35–37,41,49,52 Interventions involving volunteers from
outside the home proved especially valuable in allowing people

with dementia to form relationships beyond the normal
institutional surroundings.35,36,50 Therapeutic interventions
involving music and dance afforded the additional benefit of
enabling individuals to express emotions and show feelings
towards one another.20,24,25 Greater mutuality was seen as music
and singing enhanced communication and cooperation.44 Gottell
et al reported that singing during caregiving activities created an
implicit understanding between people with dementia and staff
that reduced the need for verbal instructions.44 Finally, taking part
in activities with other residents, or in some cases simply being
present without participating, provided individuals with a valued
sense of inclusion.38,52,56

A second distinctive feature of interventions perceived to be
beneficial was that they enabled people to feel that they were
making a ‘meaningful contribution’. Individuals demonstrated
pride in passing on values and experiences during structured
reminiscence about their lives.26,48,50 An enhanced ability to
contribute to and initiate conversations engendered a sense of
control,41 and taking responsibility for a doll or animal brought
a sense of purpose to residents’ daily lives.35,52 Other meaningful
activities included those that reflected prior roles or pastimes such
as attending church.20,56 A third, allied characteristic of beneficial
interventions was that they provided an ‘opportunity to
reminisce’. This could be spontaneous, with evidence of music,
dancing, animals and dolls prompting residents to recall
memories,29,35,36,45,52 social skills and procedures,25 or planned,
with structured reminiscence programmes facilitating focused
and insightful thinking.48 Moreover, the creation of ‘memory
notebooks’ and ‘remembering boxes’ provided concrete memory
aides that assisted people with dementia in sharing memories
and life stories with those around them.
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Fig. 1 Study selection process.

BNI, British Nursing Index; ASSIA, Applied Social Sciences Index and Abstracts; SIGLE, System for Information on Grey Literature in Europe.
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Focus on staff

Staff across the studies agreed that from their own perspective
psychosocial interventions were invaluable in helping them to
‘see beyond the illness’. Often, this was manifested in the view that
getting to know the person assisted staff in understanding and
responding to behaviours that they had previously found
challenging.26,32 This was achieved through life-review work26,41

or the use of formal assessment measures40 that enabled staff to
learn the personal histories of residents. Seeking information from
family members not only proved expedient in getting to know
personal characteristics, accomplishments, values and preferences,
but also enhanced the care staff ’s appreciation of the resident as a
person embedded in a family context.28,31 Ultimately, knowledge
of the individual and their family helped staff to relate on a more
personal level and develop a more meaningful relationship with
the person with dementia.

A variety of other methods were used to reduce the distance
between professional caregivers and patients. Dramatised vignettes
and role-plays were a powerful catalyst in allowing staff to imagine
what life must be like for people with dementia in care homes.31

Palo-Bengtsson & Ekman observed that simply sharing
experiences during dance events generated a new psychological
closeness between residents and staff.23 Special care units
demonstrated expertise in dismantling ‘us’ and ‘them’
relationships; efforts were made to eliminate separate areas for
staff and people with dementia and residents were encouraged
to support each other and contribute to aspects of daily living
rather than just being cared for by staff.27,56 Thus, interventions
perceived to be beneficial helped staff to see the person beyond
the dementia, but also assisted practitioners in broadening their
concept of the caregiving role. Moreover, special care units where
staff members played multiple and integrated roles, for example
sharing responsibility for resident care, housekeeping and formal
activities, encouraged staff to respond to the social and emotional,
as well as the physical and medical needs of residents.27,46

In attributing a greater range of meaning to residents’
behaviour, practitioners began to consider the importance of their
own professional approach. Beneficial interventions fostered
critical reflection in staff regarding how their own approach to
care interactions might influence resident’s behaviour and
reactions.31,40,41 As a result the focus shifted from the emphasis
staff placed on the time pressures in the workplace to the
importance of making time to help the person with dementia feel
comfortable.31,40 Supervision provided a valuable forum for staff
to reflect on their caregiving style.40 This appeared most beneficial
when discussion extended to practical problems, rather than
considering theoretical principles alone, and when staff were able
to talk through the issues that arose from applying the inter-
vention in their everyday work.26,40,53 Research methods that
encouraged staff to share their perceptions of the interventions
with each other provided another useful opportunity to discuss
barriers to implementation.33,55

Conditions required for successful implementation

The research studies demonstrated that people with dementia
were entirely reliant on staff to access certain interventions, such
as therapeutic gardens and listening to music, and suggested a
shared expectation that staff would decide what to do, when to
do it and what was allowed (Appendix).20,38,39,47 Certainly, care-
home staff played a crucial role in initiating, directing and
maintaining activities. Structure provided people with dementia
with a sense of security and direction, although Kovach &
Henschel observed that therapeutic activity groups with less
structure and smaller numbers allowed greater opportunities for

self-expression and a focus on individual needs.30 Knowing the
person emerged as one of the key benefits and determinants of
a successful intervention. Staff not only used their knowledge of
the individual to provide appropriate encouragement and
motivation,30,34,38,47,51 but also to reassure residents and help
them to feel comfortable and secure during interventions
involving dance, music and reminiscence.20,24,25,45,48 Knowing
the person also proved invaluable in offering music and activities
that were tailored to the preferences of the individual29,38,42,49 and
the residents’ physical and cognitive abilities.23,25,37,40,48,54 Finding
the right level of complexity was considered important, but
sometimes difficult to achieve. In a structured reminiscence
programme involving nine people with moderate dementia,
tangible cues to focus memory replaced psychomotor tasks, which
were found to be too difficult.48 Conversely, the simple design of a
‘memory notebook’ and the reliance on patients’ distant rather
than recent memory for dancing were seen to contribute to their
successful implementation.37

Interacting with family members was found to assist staff in
getting to know the likes, dislikes and capabilities of the person
with dementia20,49,55and promoted mutual appreciation and
respect.34,40,55 Several studies reported creative methods of
stimulating communication between relatives and staff such as
‘action groups’55 and ‘family biography workshops’.34 Long-Foley
et al concluded that the active involvement of family members in
decision-making, monitoring of case management and supporting
staff ideas was critical to the successful management of behavioural
problems in special care units and should be fostered by encouraging
participation in care planning (by conference call and evening
meetings if necessary), activity planning, support groups and
assisting staff with caregiving (if desired).28 A further condition
for successful implementation was scope for the intervention to
be delivered flexibly to accommodate the range of abilities and
behaviour. This included flexibility regarding the pace of the
intervention38,54 and the required level of engagement, for
example supporting residents in listening to the music if they
did not wish to dance.24 Finally, there was also a suggestion that
activities should occur across a sufficiently prolonged period to
allow residents to develop confidence in the intervention, for
example enabling people with dementia to become familiar with
the dog and volunteer in animal-assisted therapy.27,35

Challenges to successful implementation

Many of the interventions demanded extra work, reallocation of
staff time and flexibility (Appendix). For instance, the numerous
practical prerequisites to dance events24 and attending ‘action
group’ meetings55or implementing music interventions49 all took
time. Mostly, staff accepted this as a requisite feature of the inter-
vention that was justified by the outcomes it produced,24,33,49,53,55

but there were instances where low staffing levels restricted the use
of psychosocial interventions,49,55 denied staff the opportunity to
experiment with or adjust to a new way of working33,53 or
prompted the alternate use of pharmacological interventions.32

In a minority of cases, discussed below, staff did not feel that
the benefits of the intervention warranted the extra workload.39,47

In response to concerns about staff pressures, several studies
stressed that activities such as singing, music and spending time
outdoors had the potential to be incorporated into normal
practice and the everyday care of people with dementia without
placing extra demands on staff time.20,39,42

There was a general sense that care professionals were being
asked to implement psychosocial interventions against a ‘changing
landscape’ of lower staff to resident ratios and heavier, more
complex care needs among residents.32,46 This seemed to reinforce
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a focus among care staff on ‘priority needs’ whereby managing
behaviour took precedence. There was a strong emphasis on
preventing or avoiding behavioural outbursts through
accomplishing tasks as quickly as possible, for example a focus
on getting residents showered, rather than on how staff could best
help residents during showering.19,28,32,51 Priority was given to
aspects of physical care and safety rather than promoting
autonomy, and behaviours perceived as being potentially harmful
were actively discouraged.47 Risk of physical harm, falling or
wandering were all considered barriers to implementing activities
and exercise.27,32,51 Attitudes of individual members of the care
team presented further challenges to implementing psychosocial
interventions. Some staff members were uncomfortable
participating in the intervention itself, stating that they disliked
singing, dancing or going out into the garden.24,39,42 Kolanowski
et al reported scepticism and a general lack of knowledge about
the effectiveness of non-pharmacological interventions among
care professionals who were not currently involved in their
use.32 However, staff in only 2 of the 35 studies in this review
questioned the therapeutic value of the intervention under study,
commenting, for example, that nature-related activities appeared
quickly forgotten.47,55 Finally, there was evidence among some
staff of a resistance to interventions of any sort, with staff finding
meetings with researchers from ‘The University’ threatening55and
believing that they had ‘nothing more to learn’.53

Discussion

Main findings

The meta-synthesis identified a number of key issues that, if
addressed, would help to enable the widespread implementation
of psychosocial interventions in care homes. This includes the
importance of providing individualised interventions that are
tailored to the person’s preferences and abilities and of obtaining
the full support of care staff. Staff members enable access to
psychosocial interventions and provide essential encouragement
and reassurance. Yet it is apparent that pressures on staff time,
an associated focus on ‘priority needs’ and a preoccupation with
risk present enduring barriers to implementation. The findings
offer unanimous support for the principles of person-centred
care58 and have important implications for clinical practice and
research, which will now be discussed.

Key issues in the successful implementation
of psychosocial interactions

Although it is self-evident that psychosocial interventions require
the involvement of care staff, the synthesis underlines the absolute
necessity of their commitment, knowledge and skills. Too often
staff members are reluctant participants in dementia care
training.59 The meta-synthesis suggests an initial scepticism about
non-pharmacological approaches32 that needs to be addressed
prior to implementation. It is essential to demonstrate that
psychosocial interventions are a valuable option. Collaborative
approaches that acknowledge staff perspectives and expertise from
the outset offer an important method of engagement.60 This
involves listening to any preferences or concerns that staff
members have about the intervention in question. Finally, it is
essential to obtain the full support of managers given their role
in facilitating interventions and effecting cultural change within
the home.

The synthesis attributes equal importance to the collaboration
of relatives who help staff to get to know the person with
dementia. Workshops and groups proved an effective method of
fostering their involvement and ultimately enhanced cooperation

and trust between relatives and the care team. This joint input,
alongside flexibility in timing, duration and intensity, helped
implement psychosocial interventions that were relevant to the
interests, abilities and willingness of the individual. Of course
the challenges involved in delivering a flexible, personalised
intervention are magnified in controlled trials and this does not
always occur, which may explain some of the ambiguous results
reported.61 A notable exception is the work of Cohen-Mansfield
and colleagues62 that demonstrated the efficacy of systematic
individualised non-pharmacological interventions for decreasing
agitation, and increasing pleasure and interest, in nursing home
residents with dementia. We concur that tailoring psychosocial
interventions to individual profiles enhances their clinical
usefulness.

However, the meta-synthesis indicates that the successful
implementation of psychosocial interventions is also a question
of resources and time. Organisational support is necessary to
enable care staff to sustain good practice, for example modifying
work schedules, providing practice opportunities and changing
policy or treatment guidelines.63 Training and mentoring
programmes can require a substantial time commitment. Again,
it is important to justify this investment through educating
managers and care staff on the benefits of psychosocial inter-
ventions, not only for improving residents’ behaviour and mood,
but also for creating more efficient care practices within the home.
Yet the current climate of financial constraints demands that
attention is also given to how psychosocial interventions, be it
therapeutic activities, reminiscence work or staff training, can be
embedded into daily care. Examples within the synthesis include
playing individual’s favourite music during morning care or
enjoying meals outdoors. To a large degree, this requires educating
staff on person-centred practices that recognise, respect and
provide opportunity for individual’s self-expression. Equally, it
is important that staff take a person-centred approach to assessing
risk that does not simply identify every person with dementia as
being at equal risk.64 The synthesis suggests that concerns around
risk prevent staff from implementing certain activities. It is vital to
challenge these perceptions and to encourage staff to consider,
alongside any physical risks, the negative psychological effects of
not being able to participate in meaningful activities.64

The findings are unequivocal that psychosocial interventions
must be anchored in person-centred care. The synthesis under-
scores the fundamental importance of connecting with others
and the benefits derived from social contact of different forms.
Moreover, the desire to make a meaningful contribution and to
reminisce mirror Kitwood’s psychological needs of occupation
and identity.58 Although no conclusions can be drawn about the
relative effectiveness of the different interventions, the synthesis
suggests that some psychosocial interventions are more likely to
achieve these aims than others. For instance, reminiscence sessions
provided opportunities to interact, to pass on values and
experiences and to recall memories. This afforded multiple
benefits; the challenge for controlled trials is how to measure
the respective effects of the different active ingredients.
Additionally, the synthesis offers support for certain procedures
such as the use of volunteers, to allow residents to have social
contact beyond the home, and concrete memory aids, which
supported people in sharing memories with others. With respect
to formal training for care staff, role-plays, videos and vignettes
emerged as an effective teaching method, as illustrated
elsewhere.59 A striking finding of the synthesis was that merely
participating in psychosocial interventions, such as life-review
work or music events, helped staff to see beyond the symptoms
of dementia and to broaden their conceptualisation of the
caregiving role. Yet, the findings also reinforce the importance
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of providing mechanisms for staff to reflect on their practice.59

Future intervention studies need to consider how supervision,
peer support or audit practices can support staff without placing
excessive burdens on resources.

Further research

Overall, the meta-synthesis presented a positive picture in which
people with dementia, family and staff members derived
important benefits from psychosocial interventions. However,
further well-designed research is needed to strengthen the
evidence base for psychosocial interventions in long-term care.5

Randomised controlled trials of complex interventions could be
enhanced by integrating outcome evaluations with process
evaluations that utilise qualitative methods.7 For example, future
trials could include focus group discussions with care staff to
understand and inform the process of implementation and to
increase their collaboration in the research programme. The
revised implementation plan for the National Dementia Strategy65

and parallel review of antipsychotic medication for people with
dementia66 afford a unique opportunity to move forward on a
national basis and develop a better trained workforce that is skilled
in delivering psychosocial interventions and care. Combining
quantitative and qualitative methods in clinical trials to
identify ‘what works’ and ‘how and why it works’ in different
circumstances can help to develop and deliver effective psychosocial
interventions in real clinical settings.

Strengths and limitations

The study used rigorous methods for systematic review that
included a comprehensive search of seven electronic databases,
relevant journals and publications of influential research groups
using predetermined criteria. Qualitative meta-synthesis offers a
systematic, relevant overview of international qualitative research
while retaining much of the detail that individual studies provide.
However, there is a risk that synthesising across qualitative studies
could compromise the integrity of the individual projects, and
their emphasis on context and holism.8 We are mindful that this
review identified a heterogeneous set of studies ranging in care
setting, intervention type and methodological design. For this
reason we provide comprehensive details about the primary
studies in Table DS1 to convey the context of the study. Findings
were also compared with reference to the study context and efforts
were made to identify conflicting results. We also recognise that
the sample size is large for a meta-synthesis, but are satisfied that
the scope of the review was sufficiently focused and believe that
the range of data assisted in identifying the properties and
dimensions of the key concepts. As a consequence, the analytical
themes presented in the synthesis offer a high level of conceptual
thinking about the implementation of psychosocial interventions
that can be applied across groups and settings.
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Appendix

Taxonomy of findings pertaining to implementation
of psychosocial interventions in care homes

Beneficial elements of a psychosocial intervention

(a) Focus on people with dementia

(i) Connecting with others:

line of communication20,29,35–37,41,49,52

bringing the world in35,36,50

mutual understanding20,23,25,44

social inclusion38,52,56

(ii) Meaningful contribution48,50,52,56

(iii) Opportunity to reminisce20,25,29,35–37,41,45,48,52

(b) Focus on staff

(i) Seeing beyond the illness:

learning personal histories26,32,40,41

seeing the person in a family context28,31,32,34

dismantling ‘us’ and ‘them’19,23,27,31,32,56

(ii) Examining approach to care:

awareness of approach to care31,40,41

opportunities for reflection26,33,40,53,55

Conditions required for successful implementation

(a) Reliance on staff

(i) Providing access20,38,39,47

(ii) Knowing the person:

provide appropriate encouragement30,34,38,47,51

provide appropriate reassurance20,24,25,33,45,48

tailor the intervention to preferences29,38,42,49

tailor the intervention to abilities23,25,37,40,48,54

(b) Active involvement of the family20,28,34,40,49,55

(c) Flexibility19,24,38,54

Challenges to successful implementation

(a) Pressures on time and staffing20,24,32,33,39,42,46,47,49,53,55

(b) Institutional philosophy:

focus on ‘priority needs’19,28,32,51

avoidance of risk27,32,47,51

(c) Attitudes of staff:

uncomfortable with intervention24,39,42,47

general resistance32,53,55
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Time to Get Ready

Edward Picot

Take off that hair;
take off that self-assured air;
take out those teeth;
take that spring from your step and replace it
with a hesitant shuffle.
Take the fresh whites of your eyes
and smudge them yellow,
Take off that sexual appeal:
you won’t be needing that any more.

The respect of others: your self-respect too:
they’ll have to go.
Put on this extra weight,
these jowls, these liver-spots,
this tremor, these restless nights,
this peevish fretful manner,
this uncertainty, this fear,
this fear.

Come on.
You don’t think you’re ready yet,
but it’s time. Your friends are all going.
You’re more tired than you know.
And it’s too late for another story.
You’ve been telling yourself a story all day,
acting it out too,
a big exciting fantasy, a real humdinger.
Now the story’s over.
Come and lie down.

It’s getting dark.

This poem is from The Hippocrates Prize 2010: The Winning and Commended Poems, published by The Edge Press. It won
the 3rd prize. B Edward Picot, personal website http://edwardpicot.com
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