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Aims and method Non-pharmacological interventions (NPIs) are recognised for
their potential in treating dementia symptoms. However, little is known about the
extent of their use. In this study, we conducted structured interviews with people with
dementia and their family caregivers (n= 50), professional caregivers (n= 42) and
dementia care coordinators (n= 42) on the use of 14 NPIs.

Results Cognitive stimulation/training, physical activity and occupational therapy
were implemented by most participants, whereas neurofeedback, drama therapy and
phototherapy were rarely used. Most NPIs were carried out weekly. People with
dementia and their caregivers reported using significantly fewer NPIs than other
participants (P< 0.001). Participants perceived effects for, on average, 90.3%
(s.d.= 31.3%) of the NPIs that they used.

Clinical implications Providing targeted support and funding might help to increase
the use of NPIs by family caregivers as well as in institutional care settings.

Keywords Dementias/neurodegenerative diseases; out-patient treatment;
psychosocial interventions; old age psychiatry; psychiatric nursing.

With an ageing population,1 the number of people with
dementia is increasing,2 placing an increasing burden on
caregivers, the healthcare system and society as a whole.3,4

Beyond memory loss, dementia includes behavioural and
psychological symptoms (BPSD) that affect cognitive func-
tion, daily activities and the quality of life of those with
dementia5 and therefore increase caregiver burden.6

Although pharmacological solutions can provide some relief,
non-pharmacological interventions (NPIs) have also been
shown to alleviate dementia symptoms (e.g. cognitive
performance, emotional well-being, functional abilities7,8).
NPIs include a wide range of approaches, such as cognitive
stimulation,9 aromatherapy,10 animal-assisted therapy11 and
music therapy.12 National and international guidelines, e.g.
by the World Health Organization,13 recommend implement-
ing NPIs in dementia care. Nonetheless, there is a lack of
knowledge on the extent to which they are actually utilised in
dementia care. Despite beneficial effects reported in
systematic reviews14,15 and by stakeholders,16,17 barriers
may hinder utilisation.16,18

To get an overview of the current situation, we asked
people with dementia and those involved in their care
about their experiences of NPI use in dementia care. We
specifically assessed the types of intervention, their
frequency, funding and perceived effects.

Method

Sample

As part of a study of interventions in dementia care from the
perspective of different stakeholders, this paper focuses
specifically on NPIs. Participants were recruited nationwide
by telephone or email via strategic sampling to minimise
selection bias. Initially, physicians, therapists and nursing
homes were contacted. Subsequently, we systematically
contacted nursing care networks, dementia networks,
support groups, geriatric care working groups, professional
associations and organisers of nursing training courses
across all the federal states of Germany. Inclusion criteria
were being at least 18 years old, actively involved in dementia
care, capable of giving consent (i.e. not currently experienc-
ing delirium), and having sufficient visual and hearing
abilities. Participants were excluded if they had any other
neurological diseases (apart from dementia), lacked suffi-
cient psychological well-being to participate in the study or it
was unclear whether they could effectively consent (e.g.
because of the stage of their dementia or their language
skills).

A total of n= 134 participants took part in the study,
falling into three groups: (a) individuals with dementia
themselves and family caregivers (spouses and other
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relatives) (n= 50); (b) professional caregivers such as
employees in in-patient and out-patient care facilities, and
dementia care assistants (n= 42); and (c) care coordinators,
i.e. people not directly involved in daily caregiving activities
so that they see patients with dementia less frequently, for
example therapists, dementia care counsellors and physi-
cians (n= 42).

The authors assert that all procedures contributing to
this work comply with the ethical standards of the relevant
national and institutional committees on human experimen-
tation and with the Helsinki Declaration of 1975, as revised in
2013. All procedures involving human subjects/patients were
approved by the Ethics Committee of University Medicine
Greifswald (BB 024/21). Written informed consent was
obtained from all participants before participation.

Structured interview

Because the nationwide recruitment approach aimed to
obtain a comprehensive overview of NPIs in dementia care
across the country, interviews were mostly conducted by
telephone. However, owing to participants’ preferences and
logistical feasibility, six interviews were conducted in person.
The interviews lasted approximately 90 min and were
conducted by one of the authors; all interviewers were
female and trained in communicating with people with
dementia. At the beginning of the interview, the participants’
demographic data were requested. Then, structured ques-
tions were asked to determine the use and perceptions of
NPIs across various domains (see below). At the end of the
interview, participants were asked about perceived barriers
(accessibility/no time/no money/organisational effort/per-
sonal attitude/intervention unknown/content unknown/
benefits unknown/feeling insecure among strangers/stigma)
to implementing NPIs.

Non-pharmacological interventions (NPIs)
Interviewers asked each participant ‘Which of the following
therapies do you use?’, and then slowly read out the following
list of NPIs: cognitive stimulation, cognitive training,
massages, aromatherapy, snoezelen, phototherapy, neuro-
feedback, animal-assisted therapy, music therapy, art ther-
apy, dance therapy, drama therapy, physical activity
programmes and occupational therapy. After naming each
NPI, the interviewer gave enough time for the participant to
respond yes or no, before naming the next NPI. The list of
NPIs was based on the German guidelines from 2016,19

scientific literature and programmes known to us. A sum
score was created for each participant by counting the
number of interventions the participant used.

Frequency of intervention use
Participants were asked how often the NPIs were being
implemented.We categorised the responses as: daily (scoring
1), weekly (scoring 2) and less frequently (scoring 3). An
average score was created for each participant by adding up
the responses and dividing by the number of interventions
the participant reported a frequency for.

Funding of interventions
Funding source was assessed by asking participants who
financed the intervention. We categorised responses as:
financed privately (scoring 1), financed through service
providers (e.g. nursing home/day care centre/associations;
scoring 2), prescribed by a general practitioner/neurologist
(scoring 3), paid for by insurance (e.g. health/nursing
insurance; scoring 4). Percentage scores were created for
each participant indicating the number of interventions that
the participant reported were funded by each funding source.

Perceived effects
Participants were asked open-ended questions about the
perceived effects of the NPIs they used. To categorise the
reported effects, two authors read through the answers
independently. A strong congruence between the raters was
reached (82.4%). Discrepancies were discussed with a third
rater until consensus was reached.The final categories can be
found in Supplementary Table S.1, available online at https://
doi.org/10.1192/bjb.2025.10120. The percentage of NPIs for
which the participant perceived effects was calculated.

Data analysis

Complete information on the implementation of NPIs was
provided by a total of 133 participants. Besides descriptive
data analysis, differences were estimated via the chi-squared
(χ2) test for categorical variables, Kruskal–Wallis test in
combination with Dunn’s test for pairwise continuous
variables across groups, and Spearman’s rank correlation
for continuous variables. For these analyses, the scores on
average frequency and the percentages of funding sources
and effects were log transformed.

All analyses were carried out using Stata version 16 (for
Windows 10) and a significance level of P= 0.05.

Results

Characteristics of the participants are shown in
Supplementary Table S.2. The majority of participants were
female (74.6%) and the mean age was 55.2 years (range 26–85
years). All participants had more than 8 years of education,
with 58.9% having a college or university degree. About one-
third in each stakeholder group perceived financial aspects,
organisational effort and poor accessibility as barriers to
using NPIs (other barriers were reported by fewer
participants).

Use of NPIs

Table 1 shows the rates of use of NPIs by the stakeholder
groups. The NPIs that were most frequently used were
cognitive stimulation (used by 87.9% or participants),
cognitive training (76.7%), physical activity programmes
(69.9%) and occupational therapy (61.7%). Neurofeedback
and drama therapy were rarely used (<6%), and sensory
interventions such as phototherapy, snoezelen, dance
therapy and aromatherapy were used by fewer than 30%
of participants. The percentage of participants who reported
using an NPI was usually lower among people with dementia

2

ORIGINAL PAPERS

Ross et al Non-pharmacological interventions in dementia care

https://doi.org/10.1192/bjb.2025.10120 Published online by Cambridge University Press

https://doi.org/10.1192/bjb.2025.10120
https://doi.org/10.1192/bjb.2025.10120
https://doi.org/10.1192/bjb.2025.10120
https://doi.org/10.1192/bjb.2025.10120
https://doi.org/10.1192/bjb.2025.10120


and family caregivers than among professional caregivers
and care coordinators, except for cognitive training and
cognitive stimulation.

On average, stakeholders used 5.4 (s.d.= 3.0) NPIs.
Significant group differences (χ2= 50.16, P< 0.001) indi-
cated that people with dementia and their caregivers (mean
3.1, s.d.= 1.7) reported using significantly fewer NPIs than
both professional caregivers (mean 6.5, s.d.= 2.5; P< 0.001)
and care coordinators (mean 7.0, s.d.= 3.2; P< 0.001).

Frequency

The average frequency of NPI use was 1.9 (s.d.= 0.4),
indicating weekly implementation (only 14.1% of the
participants’ averages fell into the ‘daily’ and 7.1% into the
‘less frequently’ range). There were no significant differences
between the groups (χ²= 1.704, P= 0.427).

Regarding each NPI separately, only phototherapy
was implemented daily; for all other NPIs, the majority of
participants reported weekly implementation (Supplementary
Table S.3).

Funding

Of all NPIs, on average, 24.5% (s.d.= 38.1%) were funded by
an external service provider such as a nursing home or day
care facility, 22.6% (s.d.= 34.1%) were financed privately,
25.9% (s.d.= 37.2%) were financed through prescriptions
and 17.4% (s.d.= 33.3%) were covered by insurance benefits.
There was no statistically significant difference between the
stakeholder groups in the percentage of NPIs financed
privately (χ²= 5.590, P= 0.061) or provided as insurance
benefits (χ²= 0.849, P= 0.654). People with dementia and
family caregivers reported a significantly lower percentage of

NPIs funded by service providers (10.8%, s.d.= 23.5%,
χ²= 9.878, P= 0.007) than the percentages reported by the
care coordinators (17.9%, s.d.= 36.2%) and professional
caregivers (47.5%, s.d.= 43.9%; Dunn’s test: professional
caregivers versus people with dementia and family caregivers
P< 0.001, care coordinators versus people with dementia
and family caregivers P= 0.011, care coordinators versus
professional caregivers P= 0.338). Moreover, the percentage
of NPIs funded by prescriptions was significantly lower
among professional caregivers (11.8%, s.d.= 20.9%,
χ²= 15.250, P< 0.001) than among people with dementia
and family caregivers (28.3%, s.d.= 37.5%) and care coor-
dinators (37.3%, s.d.= 45.1%) (Dunn’s test: professional
caregivers versus people with dementia and family caregivers
P< 0.001, professional caregivers versus care coordinators
P< 0.001, care coordinators versus people with dementia
and family caregivers P= 0.227).

When asked how NPIs in dementia care should be
funded, 57.6% of participants expressed doubt that everyone
can afford them. Fig. 1 shows the funding sources that
participants suggested to cover the costs of NPIs. More than
60% suggested that health insurance should cover the costs
and more than half specifically suggested long-term care
insurance. Only a small percentage (∼7%) of the participants
suggested that costs should be covered privately or should
come in the form of voluntary work or donations.

Perceived effects

For the NPIs that participants used, on average, they
perceived effects for 90.3% (s.d.= 31.3%). Even though this
average was lower among people with dementia and family
caregivers (79.9%, s.d.= 28.3%) compared with professional
caregivers (97.9%, s.d.= 43.6%) and care coordinators

Table 1 Differences in the use of non-pharmacological interventions (NPIs) by stakeholder group

NPI

Participants using the NPI, n (%)

χ2 P
Total

(n= 133)
People with dementia and family

caregivers (n= 49)
Professional caregivers

(n= 42)
Care coordinators

(n= 42)

Cognitive stimulation 117 (87.9) 40 (81.6) 41 (97.6) 36 (85.7) 5.76 0.056

Cognitive training 102 (76.7) 32 (65.3) 34 (80.9) 36 (85.7) 5.89 0.053

Physical activity programmes 93 (69.9) 20 (40.8) 36 (85.7) 37 (88.1) 31.32 <0.001

Occupational therapy 82 (61.7) 17 (34.7) 29 (69.1) 36 (85.7) 26.32 <0.001

Massages 77 (57.9) 16 (32.7) 31 (73.8) 30 (71.4) 20.33 <0.001

Animal-assisted therapy 56 (42.1) 10 (20.4) 24 (57.1) 22 (52.4) 15.18 0.001

Music therapy 41 (30.8) n< 5a 17 (40.5) 21 (50.0) 23.1 <0.001

Aromatherapy 37 (27.8) n< 5 16 (38.1) 17 (40.5) n.a. n.a.

Art therapy 33 (24.8) n< 5 13 (30.9) 19 (45.2) 23.86 <0.001

Dance therapy 26 (19.6) n< 5 9 (21.4) 15 (35.7) 14.53 0.001

Snoezelen 24 (18.1) n< 5 11 (26.2) 11 (26.2) n.a. n.a.

Phototherapy 17 (12.8) n< 5 5 (11.9) 9 (21.4) n.a. n.a.

Drama therapy 7 (5.3) n< 5 n< 5 5 (11.9) n.a. n.a.

Neurofeedback 5 (3.8) n< 5 n< 5 n< 5 n.a. n.a.

n.a., not applicable.
a. For subcategories with fewer than five participants no statistical analysis was carried out.
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(94.6%, s.d.= 10.1%), the difference was not statistically
significant (χ²= 4.140, P= 0.126).

Regarding each NPI separately, as displayed in Table 2,
more than 80% of participants reported perceiving effects of
the NPIs they used. The highest percentages of participants
reported perceived effects for phototherapy, dance therapy
and physical activity programmes and the lowest percentages
reported effects for occupational therapy. Improved well-
being was the most commonly reported effect and most
frequently reported to be achieved through art and drama
therapy. Activation was most commonly perceived to be
achieved through cognitive stimulation, relaxation through
massage, and maintaining abilities through occupational
therapy.

Associations with NPI use

Associations between participants’ characteristics and per-
ceptions and the number of NPIs used are shown in Table 3.
Among people with dementia and family caregivers, only a
greater percentage of NPIs funded privately or by insurance
was associated with a lower number of NPIs used. Similarly,
among professional caregivers, a greater percentage of NPIs
funded through prescriptions was associated with a lower
number of NPIs used. This indicates that funding sources
might limit the possibility of implementing NPIs. Among
care coordinators, a greater percentage of NPIs funded
through insurance as well as a higher frequency of using NPIs
were associated with a lower number of NPIs used.

Discussion

With this study, we wanted to understand better if and
what NPIs are used in dementia care. Cognitive training and
stimulation, physical activity programmes and occupational
therapy seem the most frequently used NPIs. In contrast,
snoezelen, aromatherapy, dance therapy, neurofeedback
and drama therapy were rarely implemented, despite the
fact that, for instance, snoezelen20 and dance therapy21

are explicitly recommended in systematic reviews.
Implementation frequency was mainly weekly. People with
dementia and family caregivers reported using significantly
fewer NPIs (except cognitive training/stimulation) than
professional caregivers and care coordinators, which might
have resulted in the fact that they had a tendency to perceive
fewer effects.Yet, family caregivers may also just be too close
to notice significant improvements.22,23 Nonetheless, they
did perceive some positive effects, suggesting that using
fewer NPIs is not the result of a lack of perceived efficacy.
Previous studies reported that people with dementia and
their caregivers perceive positive changes in BPSD and
increased well-being and quality of life due to non-
pharmacological therapies, such as exercise programmes
and occupational therapy.24,25 Rather, a lower utilisation in
this group could be attributed to the factor that family
members may not know about them or face constraints that
limit their capacity to get involved in too many interventions.
High levels of stress and burnout26,27 among informal
caregivers could lead to the decision to implement fewer
NPIs. Accordingly, people with dementia living at home
might have more difficulties accessing therapeutic inter-
ventions than those living in nursing homes, where therapies
are offered on-site. In contrast, professional caregivers and
care coordinators typically have better access to information,
resources and infrastructure that facilitate the implementa-
tion of a broader range of NPIs. This shows in higher
utilisation rates.

Participants reported perceiving effects for all NPIs. This
is consistent with scientific findings, which show that music
therapy as well as cognitive and sensory interventions
enhance well-being; exercise programmes, cognitive inter-
ventions and aromatherapy activate people with dementia;
and animal-assisted therapy and sensory measures provide
relaxation.15,28 Owing to the small number of people that use
snoezelen, aromatherapy, dance therapy and drama therapy,
less information regarding real-life efficacy is available.
However, a similar proportion of participants (>85%)
reported perceiving effects for those NPIs as for the most

Health insurance

Number of stakeholders

0 5 10 15 20 25 30 35 40 45

61.76%

Long-term care insurance 54.41%

Funding from the municipality / society 22.06%

Social insurance 22.06%

Tax money 14.71%

Voluntary work / donations 7.35%

Relatives / self 7.35%

Fig. 1 Study participants’ suggestions on how non-pharmacological interventions in dementia care should be funded.
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Table 2 Participants’ (n= 133) reports of perceived effects of non-pharmacological interventions (NPIs)

NPI
Any effect,

n (%)
Activation,
n (%)

Appreciation,
n (%)

Promotion of
well-being,

n (%)

Promotion of
social

health, n (%)

Maintaining
abilities,
n (%)

Relaxation,
n (%)

Improve
cognition,
n (%)

Improve
motor

skills, n (%)

Reduction of
behavioural
problems,
n (%)

Cognitive stimulation 111 (95.7) 57 (48.7) 20 (17.1) 64 (54.7) 12 (10.3) 8 (6.8) 7 (5.9) – – –

Cognitive training 87 (85.3) 16 (15.7) 6 (5.9) 63 (61.8) – 15 (14.7) 9 (8.8) 24 (23.5) – –

Massages 74 (96.1) 7 (9.1) – 30 (38.9) 20 (25.9) – 51 (66.2) – – 5 (6.5)

Aromatherapy 33 (89.2) 12 (32.4) – 11 (29.7) – – 21 (56.8) – – –

Snoezelen 21 (87.5) 6 (25.0) – – – – 15 (62.5) – – –

Phototherapy 17 (100.0) 6 (35.3) – 7 (41.2) – – – – – –

Neurofeedback – – – – – – – – – –

Animal-assisted therapy 53 (94.6) 21 (37.5) – 36 (64.3) 8 (14.3) – 16 (28.6) – – –

Music therapy 39 (95.1) 12 (29.3) – 31 (75.6) – – – – – –

Art therapy 31 (93.9) 5 (15.2) – 28 (84.9) – – – – – –

Dance therapy 26 (100.0) 9 (34.6) – 20 (76.9) – – – – – –

Drama therapy 6 (85.7) – – 6 (85.7) – – – – – –

Physical activity
programmes

91 (97.9) 24 (25.8) – 48 (51.6) 10 (10.8) 24 (25.8) 12 (12.9) – 10 (10.8) –

Occupational therapy 66 (80.5) 10 (12.2) – 26 (31.7) – 37 (45.1) – – – –
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frequently used NPIs (cognitive stimulation and cognitive
training). Lower rates of use might simply be the result of a
lack of availability. Further research is needed to deter-
mine that.

Funding of NPIs seems to come from several sources:
private (mostly cognitive stimulation and music therapy),

service providers themselves (e.g. snoezelen, aromatherapy,
phototherapy, animal-assisted therapy) and insurance
(mainly occupational therapy). People with dementia and
family caregivers used more prescribed interventions,
whereas professional caregivers and care coordinators
reported more interventions funded by service providers.

Table 3 Associations between participants’ (n= 133) characteristics and perceptions and the number of non-pharmacological
therapeutic interventions (NPIs) used

Number of NPIs used

People with dementia and family
caregivers Professional caregivers Care coordinators

r P r P r P

Age 0.106 0.469 −0.145 0.360 −0.078 0.623

Frequency of NPI use, meana −0.207 0.206 −0.167 0.329 −0.463 0.023

Effects perceived, %a −0.070 0.648 −0.114 0.478 0.002 0.988

Privately funded, %a −0.446 0.017 −0.367 0.331 −0.029 0.922

Service-provider funded, %a 0.078 0.819 0.034 0.874 −0.605 0.064

Prescription funded, %a −0.229 0.305 −0.617 0.011 −0.381 0.088

Insurance funded, %a −0.759 0.029 −0.431 0.109 −0.549 0.042

Mean (s.d.) χ² P Mean (s.d.) χ² P Mean (s.d.) χ² P

Gender

Female 3.1 (1.9) 0.113 0.737 6.2 (2.2) 0.721 0.396 6.9 (3.1) 0.352 0.553

Male 3.1 (1.3) 7.0 (3.0) 7.8 (3.9)

Education

Low 2.8 (1.6) 1.085 0.298 6.6 (1.9) 0.166 0.684 6.1 (2.7) 2.141 0.143

High 3.3 (1.8) 6.4 (2.7) 7.6 (3.3)

Barriers

Poor accessibility

No 2.9 (1.8) 1.130 0.288 6.4 (2.5) 0.016 0.898 7.2 (3.0) 0.365 0.546

Yes 3.4 (1.5) 6.8 (2.1) 6.7 (3.5)

No time

No 3.0 (1.8) 1.760 0.185 6.2 (2.5) 1.405 0.236 6.8 (3.2) 0.611 0.434

Yes 3.7 (1.0) 7.4 (2.1) 7.9 (3.2)

Financial aspects

No 2.7 (1.4) 3.374 0.066 6.2 (2.5) 0.847 0.357 6.5 (3.2) 1.451 0.228

Yes 3.9 (2.2) 7.0 (2.4) 7.8 (3.1)

Organisational effort

No 3.2 (1.8) 0.438 0.508 6.2 (2.5) 1.119 0.290 7.0 (3.1) 0.003 0.956

Yes 2.8 (1.5) 7.0 (2.3) 7.1 (3.6)

Personal attitude

No 3.1 (1.7) 0.005 0.946 6.7 (2.5) 3.295 0.069 6.8 (3.3) 1.338 0.247

Yes 3.1 (2.0) 5.0 (1.3) 9.0 (0.8)

Intervention unknown

No 3.1 (1.8) 0.022 0.882 6.3 (2.4) 0.500 0.479 6.9 (3.1) 0.370 0.543

Yes 3.0 (1.2) 7.5 (3.1) 7.6 (3.8)

Benefits unknown

No 3.1 (1.9) 0.542 0.462 6.2 (2.4) 3.718 0.054 7.4 (3.3) 0.868 0.351

Yes 3.2 (0.9) 8.5 (1.9) 6.3 (2.9)

a. log transformed.
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These differences may reflect differences in professional
knowledge and access to funding information. A lack of
knowledge among informal caregivers has been noted in
several studies, which subsequently call for better knowledge
distribution.29,30 A recently published study revealed that
providing support in primary care – for instance, in the form
of training and interdisciplinary team work – can improve
the quality of dementia care.31 A lack of knowledge can be a
barrier that people themselves are not necessarily aware of,
as this information is just not part of their expectation.
Interestingly, in our study, funding sources determined the
number of NPIs used. Implementing more interventions
comes with more costs overall, so that people may restrict
their use to avoid financial strain. Our participants doubted
that the necessary costs of interventions can be covered by
individuals and their families alone.This was also observed in
other studies, in which both health professionals and
informal caregivers mentioned insufficient funds and
inflexible service conditions as barriers for NPI use.32–34

Accordingly, it is crucial to obtain alternative funding
sources. The investment would pay off in the long term, as
a systematic review found that cognitive stimulation, tailored
activity programmes and occupational therapy are more
cost-effective than usual care.35

Limitations

A limitation of the current study is that, although we aimed
to reach as many people involved in dementia care as
possible, those who participated may not be representative of
everyone. The decision not to participate in our interviews
may also reflect a lack of time for or interest in NPIs
themselves. Accordingly, our findings may overestimate the
true implementation rate. Moreover, we did not offer the
interview in languages other than German, so that
the experiences of recently migrated individuals could not
be considered. Hence, the results can only serve as an
orientation and cannot be generalised. They reflect the
subjective perceptions of the participants, and objective
parameters may provide a different picture. A few partic-
ipants (n= 6) provided their answers in face-to-face inter-
views, and we cannot exclude the possibility that aspects of
social interaction (e.g. facial expression, gestures) may have
affected their answers. Moreover, use of NPIs may depend on
the neuropsychiatric symptoms that people with dementia
have and these symptoms differ between patients. For
clinical practice, it would be valuable to know for what
specific symptoms each NPI is used and whether it is
perceived to be effective. The effects that the participants
reported may depend on that as well as on the specific
components of the individual NPI. Further, as this work is
part of a larger study, we cannot differentiate whether the
barriers mentioned are specifically related to NPIs or to non-
pharmacological aspects of dementia care in general.

Implications

Our findings that some NPIs are much more frequently
implemented than others in dementia care and that people
with dementia and family caregivers reported less frequent
use than professionals may reflect differences in knowledge

and as yet unexplored barriers to use. Future research should
identify targeted strategies to promote the use of NPIs,
ensuring that effective interventions can be successfully
integrated into both home-based and institutional care
settings.
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