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Talent Scout



Posters!
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Poster 
Session!
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• 4 Steps to Effective Poster Sessions

o Poster exercise

• Poster Review and Discussion

Overview
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Four Steps 
(from Prepared to Perfect)
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Steps to Effective Poster Sessions

1. Think strategy

2. Get on message

3. Hone your design  

4. Practice your “pitch”
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1
Strategy

• Set a clear objective

• Make sense of the 
environment  

• Know you audience
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Get 
SMART* • Specific

• Measurable

• Attainable

• Realistic

• Time-
bounded

*From  “The Spitfire 
Strategies Smart Chart 
3.0,” Washington, DC. 
www.spitfirestrategies.com
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From Fuzzy to SMART

• Fuzzy Objective

– Make a successful presentation 
about my research at the ENRS 
meeting next week in DC.

• SMART Objective

– In preparation for, participation 
in and follow up to the 2015 
ENRS meeting, connect with 
five key academic leaders who 
provide constructive feedback 
and/or support to my research 
agenda.
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Understand the 
Environment
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Know Your Audience



17

General Poster Strategy

• Engagement as objective
• Poorly lit, competitive environment 
• Scientific audience, on the move 
• You are in control

o Large visual format
o Conversation starter, not a mini-paper
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2
Message

• Message = distillation

• Adapting messages

• Message challenges

Your message here!
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Creating 
Messages



“One Thing” Message
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A good message* 
completes the following 
four statements:

• The one thing your audience 
needs to know is…

• The reason this is important to 
this audience is…

• What this audience should do is…

• It is urgent for this audience to 
act now because…

*Courtesy of Valerie Denney, Denney Communications
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Adapting
Messages

• Audience values

• Audience expectations

• Multiple audiences
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Message 
Challenges

• Complexity

• Jargon

• Opacity/ 
abstraction

• Lack of 
emotion

• “Off key”
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Take a breath

• Looking to your next poster session:

o Explain your objective
o Identify your target audience
o Describe your main message
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3
Design

• Know the basics

• Message drives design

• Get help
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Building Blocks
• Less (text) is more

• Think big (fonts)

• Contrast is key

• When in doubt…

handout
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Think Grid
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Message 

=

(i.e., table, graph, photo, 
colored text box, etc.)

We demonstrated three 
key learnings

1.The characteristics of cancer 
survivors

2.The kinds of medical problems 
cancer survivors have

3.The implications of comorbid illness 
in cancer survivors for patients and 
for doctors
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Get Design Support!

• Templates/models
• Mentor and peer review
• Graphics departments and 
other pros
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PosterBuzz.com



BACKGROUND
Among community living older persons, the inability to perform 
essential activities of daily living (ADL) without the assistance 
of another person 
is common, highly morbid, and costly

An important impediment to the development of interventions to 
prevent disability is an incomplete understanding of the 
mechanisms underlying the disabling process

Previous epidemiologic studies have focused almost 
exclusively on identifying vulnerable older persons at risk for 
disability

Relatively little is known, in contrast, about the role of 
intervening events that precipitate disability

While recent evidence suggests that disability may occur 
insidiously, particularly among older persons who are 
physically frail, most episodes of disability appear to be 
preceded by a discernable intervening event

OBJECTIVES
To evaluate the relationship between intervening events and the 

development of disability and to determine whether this 

relationship is modified by the presence of physical frailty

STUDY POPULATION
Members of the Precipitating Events Project (PEP Study)

754 community-living persons, aged 70+ years, who required no 

personal assistance in bathing, dressing, walking, or transferring

Persons who were physically frail, as denoted by a timed score 

> 10 sec on the rapid gait test (i.e. walking back and forth over a 

10-foot course as quickly as possible), were oversampled to 

ensure a sufficient number of participants at increased risk for 

ADL disability

Participation rate was high: 75.2%.

DATA COLLECTION 
ASSESSMENTS
Comprehensive home-based assessments were completed at 

baseline, 18, and 36 months by trained research nurse using 

standard instruments

Telephone assessments of intervening events and ADL function 

were completed monthly for up to 5 years with a 99.2% 

completion rate

INTERVENING EVENTS
Acute hospital admissions; Kappa = 0.94 for accuracy

Other illnesses or injuries leading to restricted activity

“Since we last talked on (date of last interview), have you stayed 

in bed at least half the day due to an illness, injury or other 

problem?”
“Since we last talked on (date of last interview), have you cut 

down on your usual activities due to an illness, injury or other 

problem?”
Test-retest reliability

Kappa = 0.90 for the presence or absence of restricted activity

PHYSICAL FRAILTY, INTERVENING EVENTS AND THE DEVELOPMENT OF DISABILITY IN ACTIVITIES OF DAILY LIVING 

AMONG COMMUNITY-LIVING OLDER PERSONS

Thomas M Gill MD, Heather Allore PhD, Theodore R Holford PhD, Zhenchao Guo PhD, Yale University School of Medicine

DISABILITY OUTCOMES
PRIMARY

Time to first occurrence of any disability over 5-year follow-up period 

SECONDARY

Persistent: new disability present for at least 2 consecutive months

Severe: new disability in three or more ADLs

EXPOSURE PERIOD FOR INTERVENING 

EVENTS
PROXIMATE 

Month prior to assessment of disability 

DISTANT

Time from baseline assessment to two months prior to onset of disability 

or to a censoring event for participants who did not develop the relevant 

disability outcome

STATISTICAL ANALYSIS
Evaluated time to first occurrence of any disability, persistent disability, 

and severe disability, respectively, according to physical frailty at baseline 

using Kaplan-Meier method.

Used time-dependent Cox proportional hazards method to evaluate 

multivariate relationship between the independent variables, including the 

proximate and distant intervening events, and the development of each of 

the three disability outcomes; and subsequently stratified results by 

physical frailty at baseline

Calculated population attributable fractions of the three disability 

outcomes for each of the two proximate intervening events

SUMMARY
Intervening events, including illnesses and injuries leading to either 

hospitalization or restricted activity, were strongly associated with the 

development of disability in essential activities of daily living

These associations were limited to events occurring within a month of 

disability onset, were observed for three distinct disability outcomes, 

persisted despite adjustment for several potential confounders, and were 

present among persons who were physically frail and those who were 

not physically frail

IMPLICATIONS
Our results highlight the importance of intervening events as a potential 

target for the prevention of disability, regardless of the presence of 

physical frailty
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4
Pitch

Bring the Heat!
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• Pique interest 
(Did you know…?)

• Connect with your 
audience

• Make it personal

• Tell a (brief) story

• Practice!

Only connect!
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Poster Review



WHAT WE LEARNED: "A brief (less than one minute) 2 item screening can detect delirium with 93% sensitivity"

Table 1. Sample Characteristics 

(N=201)

Characteristic

Age, mean (SD) 84 (5.4)

Sex, n (%) female 125 (62)

White, n (%) 177 (88)

*Education, n (%)

Less than High School 20 (10)

High School Graduate 75 (38)

Any College 100 (49)

Vision interfered with interview, n (%) 5 (2)

Hearing interfered with interview, n (%) 18 (9)

English as second language n (%) 10 (5)

*Education missing in 6 (3%) of participants 

Table 3. Best Two Item Screen for Delirium 

(N=201)

Screen 

Item 1

Screen 

Item 2

Screen

Positive (%)a

Sensitivity

(95% C.I.b)

Specificity

(95% C.I.b)

What is the day 

of the week?

Months 

backwards
48

0.93 

(0.81,0.99)

0.64 

(0.56,0.70)

What is the day 

of the week?

Four digits 

backwards
60

0.93 

(0.81,0.99)

0.48 

(0.4,0.56)

Four digits 

backwards

Months 

backwards
65

0.93 

(0.81,0.99)

0.42 

(0.34,0.50)

What type 

of place is this?

Four digits 

backwards
58

0.90 

(0.77,0.97)

0.51 

(0.43,0.50)

What is the year?
Four digits 

backwards
59

0.90 

(0.77,0.97)

0.50 

(0.42,0.5)

Number of patients with Delirium = 42
a Screen Positive: Error, don't know, or no response on either question
bC.I., Confidence Interval

Table 2. Single Item Screen for Delirium

(N=201)

Screen 

Item

Screen

Positive 

(%)a

Sensitivity

(95% C.I.b)

Specificity

(95% C.I.b)

Months backwards 42
0.83 

(0.69,0.93)

0.69 

(0.61,0.76)

Four digits backwards 56
0.83 

(0.69,0.93)

0.52

(0.44,0.60)

What is the day 

of the week?
21

0.71 

(0.55,0.84)

0.92 

(0.87,0.96)

What is the year? 16
0.55

(0.39,0.70)

0.94 

(0.9,0.97)

Have you felt confused 

during the past day?
14

0.50

(0.34,0.66)

0.95 

(0.9,0.98)

Number of patients with Delirium = 42
a Screen Positive: Error, don't know, or no response
b C. I., Confidence interval

Table 4. Two Item Screen for Delirium 

In Persons with Dementia** (N=56)

Screen 

Item 1

Screen

Item 2

Screen

Positive (%)a

Sensitivity

(95% C.I.b)

Specificity

(95% C.I.b)

What is the day 

of the week?

Months 

backwards
77

0.96

(0.82,1.00)

0.43 

(0.24,0.63)

What is the day 

of the week?

Four digits

backwards
77

0.93 

(0.76,0.99)

0.39 

(0.22,0.59)

Four digits 

backwards

Months 

backwards
77

0.93 

(0.76,0.99)

0.39 

(0.22,0.59)

** 1 Participant with learning problems grouped with Dementia

Number of patients with Delirium = 28
a Screen Positive: Error, don't know, or no response on either question
bC.I., Confidence Interval

METHODS
We utilized the 3D-CAM study cohort of 201 patients.  

Participants were age 75 or older, admitted to the 

general medicine service of a large teaching hospital.

 Patients underwent cognitive screening (items, such 

as orientation,  word recall, digits spans, days of the 

week and months of the year backwards) by trained 

interviewers.  

 Independently, patients underwent clinical 

assessment for delirium and dementia  involving a 

patient interview, medical record review, and 

interviews with family members.  The clinical 

reference standard based delirium  and dementia 

diagnoses was determined by an expert panel.

 Individual items from the cognitive screening were 

compared to the clinical reference standard  delirium  

diagnosis to determine their sensitivity (percent of 

reference standard positive cases identified) and 

specificity (percent of reference standard negative 

cases identified).

 Sensitivity and specificity were calculated, along with 

95% exact confidence intervals for the items. 

RESULTS
 Of the 201 participants (mean age 84, 27% with 

baseline dementia), 42 (21%) had delirium based on 

the clinical  reference standard. 

 The best single screening item with the highest 

sensitivity is ‘months of the year backwards’ with a 

sensitivity of 83% and specificity of 69%. The best 

two-item screen was the combination of ‘months of 

the year backwards’  and ‘What is the day of the 

week?’  with sensitivity of 93%  and specificity of 

64%. A positive screen was an error, “don’t know” 

response or no response.  For the two-item screener, 

if either item was positive, the screen was positive.

 When stratified by baseline cognition (dementia  vs. 

MCI + normal) ‘What is the day of the week?’ and

‘months of the year backwards’  had sensitivity of 

96%  and specificity of 43% in persons with 

dementia. Table 4 shows the results for the dementia 

strata only.

INTRODUCTION
 Delirium, an acute state of confusion with impaired 

attention, cognition, and consciousness,  is 

common in older adults and leads to poor clinical 

outcomes.

 Delirium is extremely costly, with estimates ranging 

from $38 to $152 billion annually.

 Yet, delirium is often under-detected at the 

bedside.  

 Delirium screening in clinical practice can be labor-

intensive and challenging  to apply at the bedside.

 Thus, our aim was to identify one or two simple 

bedside tests that could be used to quickly screen 

for delirium.  

STUDY AIMS
To determine the best-performing single and two item

pairs of cognitive screening items to identify delirium

by a clinical reference (gold) standard.

This work was supported by the National Institute of Aging grant number R01AG030618 and K24AG035075 to Dr. Marcantonio. Dr. Inouye’s time was supported in part by grants P01AG031720 and K07AG041835 from the National Institute on Aging. Dr. Inouye holds the Milton and Shirley F. Levy 

Family Chair (Hebrew SeniorLife/Harvard Medical School). Dr. Fick is partially supported from NINR grant number R01 NR011042. The funding agencies had no role in the preparation of this abstract and the authors retained full autonomy in the preparation of this poster. 

3,4,6Division of General Medicine and Primary Care, Department of Medicine, Beth Israel Deaconess Medical Center; 
2,6Division of Gerontology, Department of Medicine, Beth Israel Deaconess Medical Center; 1 Penn State

1,2,5,6Aging Brain Center, Institute for Aging Research, Hebrew SeniorLife;   2,3,6 Harvard Medical School, 5Brown University

DM Fick1;  SK Inouye2;  LH Ngo3;  J Guess4;  RN Jones5;  ER Marcantonio6

What are the Best Screening Items for Delirium Detection at the Bedside? 

CONCLUSIONS
 We were able to identify single screening items 

with greater than 80% sensitivity and pairs of 

items with greater than 90% sensitivity relative 

to a clinical reference standard delirium.

 The best two-item screen was the combination 

of ‘months of the year backwards’  and ‘What is 

the day of the week?’  with a sensitivity of 93%. 

The best single screening item)  is ‘months of 

the year backwards’ with a sensitivity of 83%. 

 Administering these items might be an important 

first step in systematic methods for delirium 

bedside case identification (combined screening 

and subsequent diagnosis using the CAM 

algorithm) in hospitalized older adults. 

 Future work should test the best screening items 

across different settings and providers to 

determine the most cost efficient and timely 

manner to screen for delirium at the bedside and 

improve patient outcomes.



Anxiety prevalence - 40 million American adults age 

18 years and older (about 18%) 

Stepped treatment guidelines AHRQ:

• Interpersonal, Psychosocial Treatments 

• Antidepressants (SSRI or SNRI)

Professional Guidelines:

• Antidepressants (SSRI or SNRI)

• Interpersonal, Psychosocial Treatments 

No Benzodiazepines (BZDs)

Physician management of anxiety:

• Benzodiazepine (BZD) use & abuse

Quantitative studies:

• Global prevalence rates up of BZD use up to 76%

NPs’ Practices in only 1 Study of secondary analysis 

of depression and anxiety management:

• Antidepressants for anxiety

• High percentage of BZDs prescribed by 40% 

Antipsychotics  prescribed

• More education needed

Research has shown Nonpharmacological 

Interpersonal, Psychosocial Treatments lessened 

anxiety:

• Cognitive Behavioral Therapy (CBT) 

• Counseling 

• Computerized Modalities

• Complementary and Alternative Medicine 

(CAM)  Approaches: 

• Exercise

• Kouk Sun Do

• Yoga

• Kava 

Current Management Strategies of Pennsylvania Primary Care 

Nurse Practitioners for Persons with General Anxiety Disorder 

Purpose & Questions

The purpose of this study was to examine 

the management practices used by Pennsylvania 

primary care NPs for patients with GAD

1. What level of knowledge do NPs currently have 

regarding GAD management techniques?  

2. What are NPs’ current management practices, 

pharmacological and non-pharmacological,

of patients diagnosed with GAD?

Discussion

References

Handout

Education

• NPs continuing education

• NP student education:  Mental health unit

• Increase Patient Education

Practice 

• Reduce BZD use

• Reduce Barriers to Psychological/Counseling 

Treatment

• Increase use of nonpharmacological treatment

• Psychosocial/CAM

Future Research 

• Increase the sample  size to include nationwide 

primary care NPs

• Obtain data from electronic health record

• Qualitative components

• Use of CAM/ Barriers to Psychosocial modalities 

Limitations

• Limited Generalizability 

• Sample – Convenience, Small

• Survey tool developed for this project

• Comorbidity with depression

• Possible collaboration with other providers for treatment 

plans

Research Question #1: Education 

Sample consistent with general population

of NPs (see Table 1)

Training and Continuing Education Related to Anxiety:

• ~50% indicated a need for more continuing 

education

Regression Analysis: 

NPs who had a mental health course in their basic 

NP education chose counseling/psychotherapy

as the priority treatment  (p = 0.001)

Research Question #2: Management Strategies

Top Five First Line Treatments for Patients with  GAD 

(Figure 1)

Barriers to Psychological/Counseling Strategies

• Lack of financial resources

• Lack of providers in the geographical area 

• Lack of time to spend with patient

• Lack of preparation to deliver psychotherapeutic 

interventions

Overuse and Long-term use of BZDs 

• BZDs 4th for first line treatment  (7.95%)

• BZDs used before Internet-based modalities, 

buspirone, herbal

• 14.69% used BZDs for greater than 6 months

• Including 5.63% ongoing basis

Results

Figure 1.

Methods

Table 1.  Demographics

• Nonexperimental design 

• IRB 

• Convenience sample = 94 

(Power analysis N=100)

• Survey (Content Validity)

• Survey Monkey© x 3

• Descriptive analysis

• Reliability analysis

• Linear Regression

Background

Madeline F. Mattern, MS, FNP-C, CNE

College of Nursing, The Pennsylvania State University



BACKGROUND

Informal caregivers provide significant contributions to end-of-life 
care, from post-diagnosis treatment through the final hours of life.

Caring for a person with a life-threatening illness is an extended 
commitment, spanning months or even years of declining health 
and function.

Despite variations in trajectories of living with and dying from 
varied life-threatening illnesses, the caregiving experience is 
patterned and marked by a unifying theme of “seeking normal”

Observed variations in caregivers’ capacity to establish a sense of 
“normal” in the face of progressive decline and changing caregiving 
demands prompted an investigation of resilience as a conceptual 
marker of the potential to handle adversity with less distress.

METHODS

Framework: Theoretical components of resilience were identified 
through an analysis of theoretical formulations used in multiple 
contexts.

Dataset: Longitudinal interviews with caregivers over 6-12 months 
in the later phases of EOL caregiving

EOL exemplars: Three distinct death trajectories: lung cancer; 
amyotrophic lateral sclerosis; advanced heart failure

Analytic technique: Thematic analysis of linguistic patterns of 
expressing conceptual features of resilience.

PURPOSE

To identify expressions of resilience used by informal caregivers 
providing care through the end of life (EOL) 

CONCLUSIONS:

Recognizing linguistic patterns of resilience (or lack of resilience) 
may be a useful clinical marker for targeting interventions to  
support at-risk  informal caregivers by building a stronger set of 
adaptive strategies.

Data used in this study were collected under NIH/NINR Grant # 1R01NR010127 Exploring 
the Formal/Informal Caregiver Interface across 3 Death Trajectories [Project Dates 2008-
2012].  The content is solely the responsibility of the authors & does not necessarily 
represent the official views of the NIH/NINR

Expressions of Resilience 
by Informal Caregivers Providing End-of-Life Care

Janice Penrod, PhD, RN, FGSA, FAAN1; Kyunghwa Angela Lee, RN, MS1; Xaiohua Zhao, MS2; Brenda L. Baney, MS1; Jane Schubart, PhD3

1College of Nursing; 2 Visiting Scholar, Suzhou Health College; 3College of Medicine

FINDINGS:

Caregiving across trajectories of life-threatening illnesses is marked 
with dynamic changes in the care recipients’ condition and 
caregiving demands

Variations in response to patterned adversity (i.e., anticipated 
decline due to illness trajectory) were apparent

Caregivers manifesting resilience  focused on the 
present/immediate future; made required decisions and regained 
stability (i.e. “normal”)

Other caregivers  carried memories of past adversities into the 
present; expressed difficulty framing decisions, and reported 
unhealthy coping strategies (low resilience)

Expressions of resilience among informal  caregivers providing EOL 
care include reference to:

Perception of adversity: Context of demand

Adaptive strategies: Description of actions, thoughts, behaviors 
used in coping with adversity

Thriving: Indications of growth, confidence in capacity, sense of 
‘moving on’ (or lack thereof)

RESILIENCE…
thriving in the face of adversity

Linguistic cues may be useful 
clinical markers of resilience for 

targeting caregiver support

PURPOSE

METHODS

FINDINGS

CONCLUSIONS



39

More Posters
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WHAT DO OCTOGENARIANS BELIEVE ABOUT PHYSICAL ACTIVITY?
Catherine A. Sarkisian, MD, MSPH,* Carol M. Mangione, MD, MSPH,  Arleen F. Brown, MD, PhD, Sonja Rosen, MD, Thomas R. Prohaska, PhD.

1David Geffen School of Medicine at UCLA, Los Angeles, California; 2University of Illinois, Chicago School of Public Health, Chicago, IL.

Octogenarians in these focus groups identified fear of loss of function, and the need to keep mentally and physically active, but not 

beliefs about improved life expectancy, to be important determinants of physical activity. 

Implications/Next Steps: Interventions aimed at increasing walking among octogenarians might increase their impact by shifting the incentive 

focus away from health improvement, and towards maintenance of physical and mental functioning. 

• Over 12 million Americans will be 

octogenarians by 2030; most will be 

ambulatory.  

• The vast majority of ambulatory 

octogenarians do not participate in regular 

physical activity.

Background

Objective

• Recruited English-speaking octogenarians at   
8  low-income senior residential housing units

• Conducted 1-hour focus groups using 

standardized open-ended script

• Grounded theory approach

• Transcripts read independently by 3

investigators to identify themes and develop 

coding template

• 4th investigator coded each line

• Reliability of coding scheme assessed on 5% 
of lines by 2nd coder – 83% agreement

Methods

WHAT WE LEARNED

RESULTS

Major Themes

1. Physical activity is not regarded as an optional 
activity one might do in order to improve health  

outcomes, but rather as activities of daily living 
necessary to maintain mobility/ independence/ 
health/life.

• Sample quotes:

“I still do my housework, we have to keep 
going.”

2. Fear of loss is a major source of motivation for 

participation in physical activity.

• Sample quote: 

“a lot of people sit down and they don’t think 

about it and the next thing you know, they 
can’t  do anything . . . “

“you stop doing things, and you’re not 
always 

able to do them again.”

3. Physical and mental health are regarded as

inseparable phenomena. 

• Sample quotes: 

“If you just sit all day and don’t do anything 
you’re no longer thinking anymore so you get 
brain dead.”

“Once you get lazy at walking, you get lazy 
at  thinking and you just sit and become like a 
vegetable.”

• To identify octogenarians’ beliefs and 
attitudes  about physical activity

* Benefit Identified in > 7 of 8 focus groups

Benefits of Physical Activity Identified by Octogenarians

0 10 20 30 40 50 60 70

Feeling young

Living longer

Getting out

Medical conditions

Weight

Mood

Active mind

Social activity

Circulation

ADLs *

Symptoms *

Fun *

Flexibility *

Mobility *

# Coded Statements



Please Don’t Measure My “Burden”
Duty and Satisfaction Are What Matter to Me

®

Lyda C. Arévalo-Flechas PhD, RN

The University of Texas Health Science Center at San Antonio

Background

 Burden is not the best way to describe the 

impact of caregiving on Latino/Hispanic 

caregivers of a relative with Alzheimer’s disease.

 Current models do not consider the role culture 

and language play in how caregiving is 

perceived.

 Spanish lacks a word that translates to the 

English “burden.” The Spanish word “carga”
translates only to a physical load.

 Neither “burden” nor “carga” are culturally 

competent words to accurately describe 

Latino/Hispanic caregiving. 

Assumptions

 Each culture gives people a way to see the 

world (Spradley, 1979). This worldview is passed 

from one generation to the next primarily through 

language.

 More than a way to communicate, language also 

creates and expresses cultural reality (Spradley, 

1979). Ways of perceiving, categorizing, and 

thinking about one’s world result directly from 

one’s language.

 The linguistic (cognitive) categories that make 

up one’s reality and define actions are meanings 

(Krauss, 2005). Meaning is essential to human 

life (Frank, 1963). Meaning making allows us to 

make sense of our lives and experiences, as 

humans.

What We Learned  & Where We Are Headed

Measures for burden in the majority population may not assess the same concept in Latinos/Hispanics 
and other populations. The best measures of the impact of caregiving duties and the interventions to 
minimize negative effects may lie in concepts that express the impact more positively. 

Duty fulfillment and satisfaction are proposed as positive perceptions of what Latino/Hispanic 
Alzheimer’s caregivers experience. Further qualitative exploration of these concepts will provide the 
basis for instruments to measure these two types of caregiver perception not considered in current 
theoretical models.
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A Life of Quality?

Systematic review and meta-analysis of interventions 

relevant to quality of life for persons with intellectual 

disabilities and dementia

A dissertation funded by the John A. Hartford Doctoral Fellows Program 

in Geriatric Social Work, Administered by the Gerontological Society of America

Tara L. Nickle, MSW

University at Albany, SUNY

tn7719@albany.edu 

Background

Shifts in population, life expectancy, and associated 

prevalence rates have brought attention to services for 

persons with intellectual disabilities (ID) and dementia, 

which are ill-prepared to meet growing needs.  

Aim

Synthesis of ID literature in order to assess: 1) the 

effectiveness of psychosocial interventions with QOL-

related outcomes, and 2) their relevance for persons who  

are aging with dementia. 

Methods

Use of a QOL conceptual framework with targeted 

domains/indicators (Schalock & Verdugo, 2002).

Electronic and hand searches to uncover published studies 

spanning 25 years from databases, journals, conference 

proceedings, reference lists, etc.

Study selection, quality assessment, and data abstraction 

undertaken by two independent reviewers.

Narrative synthesis of studies and fixed/random effects 

meta-analyses by classified QOL domain.  

Key QOL Domains

http://www.gswi.org/index.html
http://www.gswi.org/index.html
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Going Poster
Remember the Four Steps

1. Think strategy
2. Get on message

Take a breath…then

3. Hone your design  
4. Practice your “pitch”
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For More Help

• Call me/write SCP: jbeilenson@aboutscp.com

• See: Posterbuzz.com

• Engage graphic designers in your 
department/school/area for advice.

• Offer this to a graphic design class as a unique                                                      
design project.

• Contact your university/school publications or graphic 
design office.
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PosterBuzz.com



www.aboutSCP.com


