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Specific Aims 

Social activities and social relationships are important in the later stage of life for many 
reasons. They are related to life satisfaction and high morale 1, 2, essential for maintaining a strong 
sense of identity. When involved in meaningful and purposive activities, individuals have 
opportunities to continue life roles and contribute in meaningful ways that maintain a stable self-
image 3-5.  Later life chronic conditions such as Mild Cognitive Impairment (MCI) and depression 
interfere with the ability of individuals to fully participate in the relationships, continued roles and 
interactions within their social environment.  

Studies suggest that the prevalence of MCI in the population over 65 may be as high as 20% 
and among older adults with MCI, depression is common 6- 9.  Many older adults do not seek 
mental health services due to both logistical and psychological barriers to care 10.  Minority elders 
may be even less likely to access mental health services 11.  To address these barriers new 
initiatives have moved mental health services to community-based settings to improve 
acceptability and access to care.  Recognizing the value of community based mental health care, 
partnerships have emerged to help integrate mental health into community settings and to design 
care that is acceptable to older adults who need help.   

The proposed study brings together academic faculty with expertise in depression (Dr. Sirey, 
Weill Cornell Medical College Cornell Institute of Geriatric Psychiatry) and dementia (Drs. 
McKenzie & Mittleman, NYU William and Silvia Silberstein Institute for Aging and Dementia) 
with one of the oldest community-based, geriatric social service organizations, the Presbyterian 
Senior Services (PSS).  This collaboration will introduce Life Review Programs into PSS’ service 
portfolio and implement the proposed pilot project.  The goal of the project is to pilot test the 
usefulness of a community-based intervention, Cultural Life Review Program (CLRP) to improve 
social and psychological functioning among African Americans and African Caribbean elders with 
MCI.  We propose a one-year pilot study to document feasibility, and effect-size estimates for the 
impact of the Cultural Life Review Program (CLRP) in reducing symptoms of depression and 
improving social integration. We will use a treatment control design, in which participants are 
randomly assigned to CLRP or to a series of crafts workshops.  

CLRP is an activities-based psychosocial intervention that guides seniors through a review of 
their lives in a systematic way. CLRP offers the opportunity to review and accept one’s life 
trajectory and focus on present day activities and experiences. The activities and focus of this 
program have been especially designed for African American and African Caribbean elders. The 
structure of this activities-based life review program is built on an oral modality. Communities of 
color have a long history of using the oral tradition as a means of retaining historical events, 
traditions, wisdom and values 12.  We believe that this intervention will improve social functioning 
and decrease depression by increasing social contacts and processing regrets that interfere with 
psychological health13  

 

The specific study aims are: 
1. To test the acceptability and feasibility of the CLRP among Black older adults with 

Mild Cognitive Impairment (MCI) identified in a community setting. 
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2. To estimate the potential effect of CLRP on depressive symptoms among 
participating older adults. 

3. To estimate the potential effect of CLRP on social functioning, both perceived 
social support and social activities.   

 

We hypothesize that: 
1. Older adults who participate in the CLRP will report a greater decrease in 

depressive symptoms than older adults who participate in the craft activity group. 
2. Older adults who in the CLRP group will increase their social contacts and 

experience greater leisure satisfaction than adults in the crafts group. 
As an exploratory hypothesis we will examine whether older adults who participate in CLRP 
report more self-efficacy as compared to those who participate in the craft group.   
 

If the intervention appears to meet the needs of the participants, and have the hypothesized 
effects, we plan to apply for additional funding to test it with a larger number of community 
dwelling elders with MCI, of African-American and Caribbean American backgrounds, and 
ultimately to adapt the activities to be appropriate for elders with other ethnic backgrounds.  
 

B. Background 
MCI is a clinical classification characterized by episodic memory deficits, and mild 

executive memory dysfunction similar to but less severe than is found in Alzheimer’s disease 
(AD)14-21. Current research suggests that MCI is frequently a precursor, early or transitional phase 
to dementia and/or Alzheimer’s disease15-18, 20-23 with a progression rate of approximately 12-14% 
per year from MCI to dementia16, 19. There is evidence of a higher prevalence and incidence rate of 
AD among community-dwelling African Americans compared to non-Hispanic White seniors24-29. 
In the general population, the prevalence of MCI is estimated to be approximately 20% for 
individuals 65 years and older7-8. Several studies have investigated the etiology, diagnosis, age of 
onset, and pharmacological treatment of MCI among minority ethnic/racial groups 30, 31 but few 
have investigated nonpharmacological interventions to address the psychological aspects of MCI. 
In addition, there is little information on individual differences in symptoms and manifestation of 
MCI and how such interventions might differentially affect minority racial and ethnic groups. 
Research informs us that symptom of depression frequently precede symptoms of cognitive 
decline in the elderly6, 32-33. Older adults with MCI and other disease-related processes are 
extremely vulnerable to mood disorders, specifically late-life depression 32, 34-36.  
 

B.1. Depression and MCI   
It is estimated that approximately 2 million (8 to 20%) older community-residing adults display 
some symptoms of depression or have some form of depressive illness 37. Community-dwelling 
seniors, more often than not, are undiagnosed or their symptoms do not fulfill the diagnostic 
criteria for a depressive disorder38. The cumulative prevalence for depression among individual 
with MCI is estimated to be 26%7. Moreover, “the combination of impaired cognition and 
depressive symptoms doubles in frequency at each 5-year interval after the age of 70 years” 39-40.  
Individuals living with any chronic condition and/or cognitive impairments are at an increased risk 
of developing major depression41,36. Additional psychosocial risk factors, experienced by many 
minority ethnic groups, include lower socio-economic status, perceived income inadequacy, lower 
health status, lower social support and resources, lower participation in leisure services, and less 
ability to care for family members34, 42-48. As a result, minority individuals with MCI are at 
especially high risk for social isolation and depression11

 

B. 2. Mental Health Service Disparities and Racial and Ethnic Groups    
Of all minority groups (i.e., Asian Americans, Hispanic, etc.), African Americans are most 
vulnerable and least likely to seek mental health treatment from healthcare professionals 49-51. This 
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is often due to lack of insurance coverage, income, understanding of resources and choices 
available, and to the cultural stigma of mental illness. African Americans tend to earn lower 
incomes compared to their Asian and White counterparts and to live in neighborhoods with less 
access to education, employment, and health services53-55, 11. Black immigrants “provide a unique 
opportunity [for researchers] to identify how socioeconomic status, acculturation, and exposure to 
racism [and how they] relate to each other and combine to affect.” 56

 

B. 3. Facilitating Reminiscence as Theory-Based Practice    
Life review therapy interventions rest conceptually upon Erikson’s theory of life stages. Erikson 
(57-58) proposed that there are eight psychosocial stages, during which individuals struggle to 
balance opposing themes or life conflicts (syntonic and dystonic). Movement from one stage to the 
other is determined by the individual’s ability to resolve the conflict. If the individual is successful, 
he or she creates a ‘stepping stone’ to the next stage of development. In the final stage of adult 
development, the individual battles with integrity versus despair to achieve ego-integrity (58-59). Life 
review allows individuals to assess how well they have managed conflicts at each life stage, and 
come to terms with what life has had to offer. The result of a review that is successful is the 
integration of accumulated experiences into present life and for the future. Achieving integrity 
results in self-acceptance, strong self-identity and recognition of one’s worth and value. 

Recent studies of life review have examined the process further, using structured life 
review in a therapeutic framework60-61, 63-67. These researchers contend that when life review is 
orchestrated as a therapeutic intervention in which a therapeutic listener helps the older person 
instigate and reorganize his or her memories, the person can make sense of the past and discovers 
meaning he or she had not recognized in the present65-66. A study of a therapeutic-activities 
intervention older adults institutionalized for moderate dementia of the Alzheimer’s type indicated 
that life review promoted memory, perceived social values of self, decreased disorientation, 
reduced fear and anxiety, and improved self-esteem and social interaction67.  

Other studies of life review have demonstrated that such interventions assist in the 
regaining of a cohesive sense of self, so that individuals can carrying out psychological and social 
tasks, and revise life structures in the context of the illness experience66-68. Life review 
interventions have also been effective in attenuating behavioral problems, depression, and attention 
deficits in the older population64, 69-70. Two recent reviews of effective therapies for older adults 
supported Reminiscence Therapy as a useful intervention for depression71 and as a promising 
intervention among older adults with dementia72.  

To be effective life review interventions need to use systematic and methodological 
approaches to enhance self-esteem and help the reviewer develop a sense of control65, 73. Haight 
and colleagues65 identified key components, or “linchpins to make life review effective as an 
intervention. These “linchpins” include: structure (following a developmental model), individuality 
(one-on-one delivery), and evaluation that allow for analysis and synthesis of past life experiences. 
They recommended that the process be conducted over a period of at least six to eight weeks and 
that the therapist should use a structured guide to facilitate the life review process 74.  However, 
studies investigating the therapeutic use of life review in a group found that it is just as effective 
and yields similar benefits, as does a one-on-one setting75.   

 

B. 4. Life Review: Ethnic and Cultural Considerations      
Several studies have tackled the manifestation of the life review from the perspective of culture 
and ethnicity and the implications for certain aspects of aging (62, 76-81). Researchers have 
challenged the notion that life review is a universal phenomenon that occurs in the late stage of 
life77, 80, 82-83. Results from the Georgia Centenaria Study77-78 suggested that life review was not a 
universal phenomenon as posed by Butler84. Almost half (46.4%) of the Centenarians had not 
engaged in life review. Black participants (27.8% of sample) scored higher than their White 
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counterparts on different functions of reminiscence suggesting racial, ethnic and cultural 
differences in the function of life review. Very few other studies have investigated the unique 
nature and function of life review in the African American experience76, 79, 85-86. Additional studies 
are needed to address whether African Americans use reminiscence differently. 

 

B. 5. The Intervention: Cultural Life Review Program      
The CLRP was developed based on an earlier intervention, the Life Review Program67, which used 
recreation therapy types of programming to promote structured reminiscence in a group format. 
The intervention was designed and tested on a sample of institutionalized (long-term care) older 
Jewish immigrants and Euro-American adults with mild to moderate dementia. Participants met 
twice a week for 12 weeks. Recreation activities were used to stimulate reminiscence and to 
promote life review in a group setting. The activities had no historical or cultural context relevance 
to the participants as members of a particular ethnic group. 

Each session was organized around the stages of life progressing from birth to old age in 
accordance with developmental theory and with the theoretical underpinning of Erikson’s58 theory 
of psychosocial stages. Each successive session builds on the previous ones with the intent of 
promoting continuity from session to session and to stimulate short and long-term memory. In the 
original intervention, sequential-protocols were written in paragraph format providing basic 
information about the specific activities and suggestions about the actual process for each session. 
The format of each session included: (a) an introduction, (b) a review of the previous session, (c) 
implementation of the current topic and activity, and (d) closure with an introduction of the 
upcoming session. Activities included songs, discussions, story telling, poetry, a slide show, 
artifacts using a timeline, cooking, arts and crafts, photograph/matching activity, and history. 
These activities tapped the cognitive, affective, social and physical domains. Qualified therapeutic 
recreation specialists (TRSs) trained in leadership and counseling techniques to led the groups. 

The LRP was efficacious as a structured reminiscence program implemented in a 
recreational, fun, non-threatening, and challenging environment and elicited life review (67). The 
intervention proved to be effective in increasing self-esteem, self-image and social interaction for 
the participants. In a replication study, with a similar sample (N=32) of institutionalized older 
adults, the intervention was also effective in decreasing disorientation and depression among 
participants in the treatment group66.  

Derived from Tabourne’s work, the CLRP (85-86) was developed to include specific 
recreation activities that were culturally relevant to the African American experience and a more 
concisely written protocol that include a comprehensive plan for implementation and evaluation 
(refer to Appendix A and B). Specific content and processes for presenting each session were 
provided and were strategically linked to thematic outcomes. This intervention was designed for 
cognitively intact community-dwelling individuals with the goal of later testing the efficacy of the 
intervention on a population with early signs of cognitive impairment. The Therapeutic Recreation 
Outcome (TROM) and the Therapeutic Recreation Service Delivery Model (TRSDM) (87-88) were 
used to frame the CLRP for maximum effect on well-being and to include the scope of service 
necessary in a life review intervention.  

The CLRP had measurable objectives that were directly linked to the purpose of the 
intervention (i.e., CLRP affecting change in well-being). The CLRP included health promoting 
content that stimulate evaluation, identification, and re-education of skills and strategies from the 
participant’s past to improve present life circumstances and promote psychological health. 
Behavioral outcomes, referred to as terminal program objectives (TPO), are the benefits/results 
anticipated for clients participating in the intervention (89).  

 

C. Preliminary Studies 
C1. The Cultural Life Review Program (CLRP) (85-86) 
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CLRP was tested with community-dwelling African Americans 65 years and older who had little 
or no cognitive impairment. Subjects participated in either the treatment (CLRP) or the control 
(reminiscence group) condition for ten weeks with participants meeting once weekly for ninety-
minute sessions. A qualitative design using a focus group format for outcome evaluation (done in 
the 10th week) was employed. The primary intent was for participants to identify aspects of their 
lives worth celebrating, identify the occurrence of life, and explore the relevance of the content, 
process, choice of activities that were reflective to the cultural values of African Americans.  

Thirty-one seniors were recruited from local community centers in a city in the Mid-western 
U.S. During the focus group, a semi-structured approach was used with a mixture of both open-
ended and semi-structured questions. Both audio-tapes of sessions and field notes were transcribed 
and analyzed using (92) analysis guidelines.  Additional data-unit-constant-comparative methods 
were employed (93-94). Analysis of data by both the primary researcher and an independent 
researcher resulted in eight themes.  Inter-rater reliability was established using a third researcher.  

The themes included: CLRP triggered self-evaluation and self-reflection, 2) CLRP facilitated 
opportunity to draw meaning to life, 3) life review was difficult and identified unachieved goals, 4) 
similarity of life experiences with group members provided meaning to the life review process, 5) 
group members were empowered by the process, 6) the structure and delivery of program 
facilitated life review – activities tapped African American experiences, 7) CLRP promoted 
thoughts of legacy and generativity, and 8) religiosity/spirituality was a driving force in 
participants’ lives.  Themes suggest that an intervention with culturally relevant activities incite 
meaning for participants’ experiences as African Americans.   

Within the CLRP group we found a significant change (F=4.52, p=.04) in the Purpose in 
Life (96) dimension of well-being of the six subscales of psychological well-being. This dimension 
measured goal-setting orientation and a sense of directedness in life.  In a between group 
comparison, the effect of CLRP on psychological well-being and life satisfaction was also tested 
but did not yield significance from pre- to post-testing.  We understand this finding to reflect the 
powerful impact of both interventions. 
 
 

D. Methods 
D.1 Overview:  
The study is designed as a single-blind (assessor blind) randomized-trial. Thirty five individuals 
will be recruited and randomly assigned to participate in CLRP or a craft activity condition.  
Individuals receiving CLRP will participate in a 90-minute group session once per week for 10 
weeks under the guidance of a certified therapeutic recreation specialist. Those not assigned to 
CLRP will participate in a craft activity group for the 10 weeks also meeting for 90 minutes. In the 
preliminary study the control group participated in a reminiscence group doing the same activities 
as the treatment group. We believe this affected our ability to distinguish between group 
differences because the groups were so similar in their content. Hence, a craft activity conducted 
for the same time as the CLRP was selected for this present study. Independent research 
assessments will be carried out to evaluate study outcomes (depressive symptom severity and 
social integration) and covariates (overall medical burden and functioning) at four times; pre-
intervention (baseline), mid intervention telephone (6 weeks), post intervention (10-11 weeks) and 
three months later (24 weeks).    

 

D.2 Sample and Inclusion Criteria:   
A sample of 35 community-dwelling individuals of African and Black Caribbean descent with 
MCI will be recruited. Sample selection will be guided by the following considerations: that 
individuals 1) African and/or Black Caribbean American, 2) are community-dwelling individuals 
who were self-sufficient or partially self-sufficient (meaning not living in custodial institutions), 
and 3) are 65 years of age or older. Cognitive impairment will be assessed using the Mini-Mental 
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State Examination (MMSE: 97) defined as a score ≥24 and to include the ability to recall two or fewer 
of three objects at five minutes (adjustment will be made for education), and having a score 
between 4-11 on the NYU Paragraph Recall Test.98 Minor depression, major depression or 
dysthymia must also be present as indicated by the Structured Clinical Interview for DSM-IV 
Disorders (SCID) section for mood disorders (99). Exclusion criteria include: 1) moderate to severe 
depression with any suicidal ideation (from SCID assessment), 2) history of episodes of mania, 
psychosis, suicide attempts or a psychiatric hospitalization (from SCID screening questions). In 
addition, older adults with severe impairment (MMSE<18) will be excluded. 
 

 
D. 3 Recruitment of Potential Study Participants:  
Potential participants will be recruited through Presbyterian Senior Services’ outreach. Potential 
participants will be asked to one of three informal meetings. During these informal gatherings to 
be held at PSS’ Harlem location, the co-PI, Dr. McKenzie and trained Research Assistant staff will 
describe the program and meet with each participant interested.  We expect many of the older 
adults who attend this meeting to be eligible for participation in the study.  This is based on the 
fact that PSS in Harlem services approximately 15 to 20 clients daily.  To maximize the use of 
time and minimize burden, after hearing the study describe, interested participants will be asked to 
sign informed consent and have an individual interview with research staff.  Using space available 
at PSS in Harlem, we will administer the baseline assessment, beginning with the measures used to 
define inclusion and exclusion criteria. Using this recruitment strategy and to reduce participant 
burden the consent, screening and initial research assessment will be collapsed into a single 
assessment meeting during this informal gathering.  Potential participants who wish to schedule a 
meeting at a different time will be offered a chance to do so.  In addition, this format will enable us 
to bring 2-3 trained staff to conduct multiple assessments at a given time. 

Older adults who meet study criteria and provide informed consent will be told that they 
will be contacted by telephone to arrange their group meeting.  Dr. McKenzie will contact subjects 
and tell them their group membership. Older adults who do not meet study criteria will be referred 
to other daily activities that are offered at PSS.  Those older adults who are in acute crisis and 
require a more immediate intervention will be referred to a local mental health provider who has a 
relationship already established with PSS. Harlem Hospital has an established partnership with 
PSS providing mental health services. 

Based on the popularity of PSS’ services and the number of seniors served daily at this 
location, we expect to be able to recruit study participants within two months of our start date. Ms. 
Katherine Martinez, Director of Social Services has been successful in establishing relationships 
with the older adults in the surrounding community and familiar with their needs. In addition, PSS 
has an established relationship with other key players in the community to include the religious 
leaders, elected officials, and local community organizations. 
 

D.4 Research Assessment:   
The objective of the assessment is to gather demographic data, as well as information on cognitive 
status, depressive diagnoses, symptom severity, overall medical burden, functioning, and social 
support.  Instruments, including self-reports, will be administered by research staff to minimize 
misunderstanding and incomplete ratings.  The baseline research assessment will be conducted at 
the time of informed consent, when possible.  We expect that with consent, the assessment will 
take 1-1/12 hours. Follow-up assessments (weeks 6, 10/11, 23/24) will be conducted by research 
staff who will not be informed of the participant randomization status or our hypotheses.  We 
expect that some participants may describe their group experience to RAs and thus compromise 
the "blind" to treatment assignment.  However, the participants and the RAs will be unaware of the 
study hypotheses.  
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Training for the research assessments will be carried out by Dr. Sirey and Cornell ACISR 
faculty.  Supervision of clinical assessments will be carried out by Dr. Sirey. As part of this 
application, Dr. McKenzie will undergo training to conduct a structured diagnostic interview to 
assess for depression.   

 
D. 5 Variables and Measurement: The table below summarizes the assessment schedule and 
measures of outcome. 
 

Research Assessment Schedule    
Domain/Measure Time (mins) Baseline Interim (6 weeks, phone)  Post group (10-12 wks) Follow-up (24 wks) 

Cognitive status/ MMSE 
& NYU Paragraph Recall 

15 X    

Depression  
• Diagnosis/SCID 
• Severity/MADRAS  

20 X 
X 

 
X 

 
X 

 
X 

Social Integration 
• Social Support/DSSI 

 
8 

 
X 

  
X 

 
X 

• Leisure Satisfaction  10   X X 
Self-efficacy 8 X  X X 
Satisfaction 3  X X X 
Medical conditions/MAI 
list of diseases 

5  
X 

   

Functioning/ WHODAS 
12 

10 X  X X 

 
Mini-Mental State Examination 97 will be used to screen for general cognitive function. The 
MMSE consist of 11 questions assessing general functions in orientation, registration, attention 
and calculation, recall and language. Scores range from 1 to 30 with 24 being considered as early 
cognitive difficulties. The MMSE is widely used in many settings with older adults.  False 
positives in scores have been found for older African Americans with less than eight years of 
formal education (if less than a years, a score of ≥ 18 will be permitted) 100.   
 

 

The NYU Paragraph Recall Test 98 will be an additional tool used to screen for cognitive function. 
The test measures immediate and delayed verbal recall of a brief story.  Immediate recall is queried 
after reading the paragraph aloud to the subject.  Immediately following the subject=s recall, a 
second reading of the paragraph is administered.  After about 5 to 10 minutes of intervening tests, 
delayed recall for the paragraph is assessed.  Unique features of this test paradigm include a second 
reading of the paragraph after immediate recall, a relatively short (5 - 10 minute) delay interval, 
and a requirement for verbatim recall.  Currently, nine alternate forms of this test are available for 
research requiring serial assessment (one of paragraph 8 through 9 will be used).  This test is 
sensitive to the effects of aging and early Alzheimer=s disease (AD),101-102 and may predict 
conversion to AD in subjects with Mild Cognitive Impairment (MCI)98. Predetermined educational 
level cut-off score of ≥ 4 for 8 to 15 years of education is recommended98. 

 
Depression Diagnosis: The primary diagnostic tool is the SCID because it relies on clinical 
judgment and is used extensively in research and clinical care.  We use the SCID to make DSM-IV 
diagnoses of major depression, dysthymia, and minor depression. The SCID has adequate 
reliability, with a test-retest coefficient equaling 0.69 and inter-rater reliability of 0.64.(103)  Given 
the complex relationship between medical-neurological comorbidity and disability, this study will 
use the “all-inclusive approach" by having research staff record all symptoms and signs of 
depression, and document evidence of possible medical contributors to symptoms of depression. In 
addition, we will administer the SCID screening questions to identify possible mania and 
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psychosis. Each SCID interview will be reviewed by Dr. Sirey to make the final diagnosis.  
 

Depressive symptoms: To measure depression severity we plan to administer the Montegomerg 
Asberg Depression Rating Scale (MADRAS) (104) a 10 item severity scale that rates depression 
based on a clinical interview.  The MADRAS has been found to be more sensitive to change over 
time than the HAM-D.  Interviewer rating scales help assess depressive symptoms that may be 
underreported among older adults due to concerns about stigma or social desirability.  Dr. Sirey 
will monitor the depression severity ratings for acute clinical symptoms (e.g., suicidal ideation) 
that require immediate intervention.  
 

Reliability: Training and ongoing supervision of Dr. McKenzie and participating research staff in 
clinical interviewing and diagnostic assessments will follow procedures used by the ACISR. 
Training on clinical assessments consists of several components: 1) observation and discussion of 
the full set of SCID-IV 2) in-person observation of several interviews conducted by experienced 
clinicians with patients exhibiting a range of depression severity; 3) role plays of the interviews; 
and 4) conducting patient interviews with in-person supervision.  These efforts resulted in good 
reliability for clinical assessments conducted by our RAs.  In our prior research on depression in 
homecare patients, the averaged kappa for SCID depression diagnoses was .80.   

Social Integration: We recognize that there is a relationship between perceived social support, 
attendance at social activities, satisfaction with leisure social activities and depression.  For this 
pilot project we will assess each of these areas separately.  We will examine the impact of the 
CLRP on each outcome.  

Social Support: For general assessment of social support, we chose the Duke Social Support Index 
(105) because it is widely used in older adults with depression. The measure yields scores on 3 
categories: subjective social support, social interaction, and instrumental social support.  
 

Leisure Satisfaction Measure (LSM; 106-107) Measures the degree to which client perceives his/her 
general “needs” are being met through leisure. The tool contains 24 statements in which the client 
indicate the statement that best fit their situation (“1”statement almost never true, “2” statement 
seldom true, “3” sometimes true, “4” often true, and “5” almost always true). The alpha reliability 
coefficient is .93. The LSM is appropriate for clients with moderate to no cognitive impairment.  
 

Self-Efficacy: The General Self-Efficacy Scale (GSE, 108). (test-retest reliability: k= .76 to .90) is a 
10 item measure of general self-efficacy that has been widely used with older adults (109), including 
those with cognitive impairment (110).  
 

Functional Status:  Functional status will be assessed using the World Health Organization 
Assessment Schedule II (WHODAS II).  The 12-item version will be used to assess overall 
functioning. This instrument is compatible with the international classification system, is cross-
culturally applicable and treats all disorders at parity when determining level of functioning (111). 
The 12-item form was found to predict 93% of general disability factor predicted by the 36-item 
form of the WHODAS II (112).  
 

Satisfaction: The final group meeting of both groups will include an evaluation of participants’ 
experience in a focus group format. Questions will cover the program’s ability to trigger life 
review, the structure and delivery of the program and aspects of the program that were most 
relevant. This meeting will be audiotaped.  All participants will rate their experience on a measure 
of satisfaction. Questions will include aspect of the program delivery (example, “Were the 
activities (i.e., props, stories, etc.) relevant to your culture and ethnicity?”); effectiveness of leader; 
program duration; environment; recommendations for future programming. 
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Medical conditions will be catalogued using the MAI’s checklist (113).  Other options, e.g., the 
CIRS-G or Charlson Comorbidity Index, were considered too time consuming and, without access 
to medical records, not necessarily more reliable; 
 

Sociodemographic Status and Changes: Information on date of birth, gender, country of origin, 
race, ethnicity, marital status, household size, and education are obtained using a form used 
routinely by for our group. To assess current financial situation, we ask for both total income and a 
self-rated financial assessment. We will assess major changes (e.g., death of a spouse) at follow-up 
interviews and ask for information about the events’ valence and perceived impact when events are 
reported. 
 

D. 6. Data Management  
All data will be reviewed for completeness prior to data entry. Data will be entered into an Access 
database designed by the Data Management Unit of the Cornell ACISR using Cornell ACISR 
conventions.  The first step of the data analysis will consist of fully describing and screening data 
using graphical analysis and descriptive summaries to ensure that values are within expected 
ranges, to check for outliers and abnormal values, and to verify that the distributions of measures 
meet the assumptions of the statistical tests to be used.  Tests will be conducted to ensure that 
random assignment was not compromised and that the experimental conditions are equivalent on 
potentially important baseline variables, such as age, gender, and severity of depression, overall 
cognitive impairment, and medical burden.   
 
D.7 Data Analyses: 
The goal of the data analyses of the pilot data collected (N=35) is to examine the effect size of 
CLRP on depressive symptoms and social integration.  To test the two primary study hypotheses, 
we will conduct bivariate comparisons (e.g., t-tests between the two groups on the outcome 
measures (depression severity, social activities and satisfaction with leisure activities) at post-
group and 3 month follow-up assessments.  These findings will provide the evidence for the 
impact of the interaction and will be used for power calculations to justify the sample size for the 
larger study.  All statistical analyses will be achieved using SAS software. 
 

Based on the effect sizes calculated, the larger study could be powered sufficiently to 
examine the impact of the intervention taking into account covariates. In addition, a larger sample 
would provide the opportunity to tease apart the relation between social activities, satisfaction and 
changes in depression. 
 

E. Collaborating Agency & Partnership arrangement 
Founded in 1962, Presbyterian Senior Services has provided social services, primarily to the 
elderly, throughout New York City. In 1990, PSS began to provide senior center services under 
contract with the New York City Department for the Aging (DFTA). The agency sponsors six 
senior centers, five throughout the Bronx and one in Harlem. PSS services also include a Caregiver 
Support Program serving caregivers caring for an elderly, frail or disabled loved one in the South 
Bronx and a residence for grandparents raising grandchildren. They also offer a Life Enrichment / 
After School Program within the residence offering educational training, support groups, life skills 
training, parenting skills workshops, legal assistance, advocacy, individual & family counseling. 
The residence is the first building of its kind in New York State. Presbyterian Senior Services has 
an operating budget of 3.3 million dollars and a total of forty-two employees.  
 
PSS senior centers provides service to approximately 1800 seniors, provide 150, 000 meals per 
year. PSS services include case management, information & referral, advocacy, leisure activities & 
trips, educational training, health & wellness activities. At the Harlem Senior Center location, 
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located at 128th Street and Adam Clayton Powell Blvd, they see on average of 15 to 20 seniors 
daily who are primarily from the African and Caribbean American communities. PSS currently has 
a partnership with Harlem Hospital where they provide mental health services to the seniors at the 
Harlem Senior Center. Therefore, Harlem Hospital would the site for making some referrals. 
 
This collaboration between Cornell Medical College, NYU William and Silvia Silberstein Institute 
for Aging and Dementia and PSS would help to identify clients in the PSS system who require 
further assistance; help with expanding and developing more outcome based activities, increase 
mental health education to seniors within the senior center, and create community mental health 
referral. This partnership is the first step towards future collaboration of helping to expand the 
quality of services offered by PSS and their various locations. Dr. McKenzie, with the guidance of 
Dr. Mittelman and Dr. Sirey proposes to pilot test the efficacy of a life review program with older 
adults with mild cognitive impairment and depressive symptoms. This new life review program 
would target these individuals, to decrease depression and increase their opportunities for social 
and leisure activity.  
 
The first phase of this program will be a 10-week Cultural Life Review Program (CLRP; 
McKenzie, 2004; 2006) with the Caribbean and African American residents of the community 
with mild cognitive impairment. This program will be the basis of the research project and will 
offer an opportunity for PSS to tailor a portion of the already existing program to an underserved 
ethnic group within PSS. It is a concern of PSS that many of the African American and African 
Caribbean American residents of the community who are noticing changes in their memory are not 
willing to seek the services that PSS has to offer and are also isolated from other social 
opportunities within the community. The second phase will be to offer a Life Review Program to a 
multi-ethnic group of elders with MCI and depressive symptoms. PSS will host the study groups, 
assist with the recruitment of volunteers, and act as liaison to the existing clients that they serve 
and other community leaders in the neighborhood in outreach for eligible participants.  
 
If this program is successful, we plan to maintain and increase linkages with PSS by seeking other 
research funding to rigorously assess the effects of these programs with additional seniors and to 
initiate new programs. Future plans include developing a comprehensive demonstration project 
with PSS, Weill Cornell Medical School and NYU School of Medicine Silberstein Institute. PSS 
would be the primary fund holder for development and implementation of the project, and Cornell 
and NYU partnering with funding for program evaluation and research. We plan to submit a 
proposal for a demonstration project to be funded by monies allocated through the New York State 
Geriatric Mental Health Act (RFP is due in Fall 2006). In addition, we will explore other potential 
Foundation funding.  
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PROJECT TIMELINE 
 
Activities Resources/Input Timeline 
   
Submit proposal to NYU 
and Cornell’s IRB 
 

Primary submission to 
NYU School of Medicine 
review board 

August 

Make required revisions 
and adjustments to 
intervention that will be 
specific to African 
Caribbean American 
experience 
 

Research the Schiemberg 
Museum; check library 
resources; Historical 
Society; Input from seniors 
living in this community 
from the various Caribbean 
Islands; 
Seek input from at least 
three seniors from two or 
three of the Caribbean 
Island (Jamaica, Trinidad & 
Tobago, and Guyana). The 
Caribbean Nursing 
Association has agreed to 
also assist with this. 
Training in depression 
assessment through SCID 
training tapes, observation 
and in person interviews. 

August to September 

Funding announcement CITRA September 
Begin recruitment Research team along with 

PSS will begin recruitment 
via conducting 
presentations to the regular 
clientele and to the 
immediate neighboring 
community organizations 
(i.e. church)  

October  

Eligibility screening 
Enrollment 
Baseline assessments 

Conduct screening for 
eligible participants; if 
eligible obtain informed 
consent; conduct initial 
baseline assessments; group 
assignment via 
randomization 
 

End of October to 
beginning of November 

Program implementation 
 
 
 
 
Interim assessments 

Implement the CLRP; 
Meeting 1 x per week for 
10-weeks 
 
 
6 weeks into program 

Week of November 6 – 
Week of January 29 
(Break: week of Nov. 26, 
Dec. 24, Jan. 1) 
 
Week of Dec 18, 2006 
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Post intervention 
assessments  

Conduct post assessment 
during the between the 10th 
and 12th week post the 
intervention 

February 1 – 19, 2007 
 
 
 

Data analysis  Create database; input data; 
analysis of baseline, interim 
and post intervention 
assessments; begin 
preliminary report 

March – April, 2007 

Conduct 24-week follow-up 
assessment 

One week prior to this, 
participant will be contact 
via telephone to schedule a 
face-to-face follow-up 
meeting. 

Week of April 29, 2007 

Final data analysis 
 

Complete data analysis; 
 

May – June 2007 

Final Report 
Submit article to a Journal 

Complete final report to 
Citra; prepare and submit 
article to a peer-reviewed 
journal 

July – August 2007 
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