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ABSTRACT 

The operant model applied to geriatric settings has provided 

optimistic data with regard to the reversibility of behavior deficits 

in elderly residents. Naturalistic studies have demonstrated that 

one major class of resident behavioral deficiencies, dependency, tends 

to be encouraged by staff whereas independent functioning tends to 

be ignored. Only a few studies have attempted to change this inter

actional pattern from staff dependent~supportive to independent

supportive responses to increase residents independent functioning. 

The present study was a further attempt to alter these inter

actional patterns between staff and residents. It departs most 

notably from earlier studies in that cognitive and perceptual changes 

for residents and aides were evaluated in addition to overt behavioral 

changes. Specifically, the purpose of this project was to increase 

independent functioning and improve mood, perceptions of the environ

ment and morale in institutionalized geriatric residents. To accomp

lish this, 12 nurses' aides were trained in operant principles and 

techniques. Self-report and behavioral measures were obtained for 

residents and staff in a treatment and no-intervention control group. 

No significant results emerged for aides and residents in the inter

vention condition. 

The failure to find significant results is discussed in terms 

of one or a combination of variables including: problems encountered 

in conducting research in naturalistic settings, deficiencies in the 

ix 
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training program, perceptual biases of the staff and the appropriate· 

ness of the theoretical model employed. Limitations of the study and 

directions for future research are explored. 



INTRODUCTION 

Until the last decade, a number of unfavorable stereotypes have 

persisted regarding elderly people in our society. The most popular of 

these was the widely held belief that the process of aging is one of 

inevitable deterioration and decline (Baltes and Barton, 1977). Imbued 

with this viewpoint, the scientific community supported a primarily 

biological theory of aging in which it was considered a unidirectional, 

decremental process. Unfortunately, due to this position, the impact 

of environmental factors on developmental processes in later life was 

disavowed (Baltes and Baltes, 1979). Behavioral deficits with a pos

sible functional basis (e.g., dependency on caretakers) were consid

ered irreversible and consequently few attempts were made to alter 

them. 

With the burgeoning number and proportion of elderly (the 1971 

U.S. Bureau of Census report predicts that approximately 16% of the 

American population will be over 65 by the year 2000 if zero population 

growth and constant mortality rates are attained), there has been a 

corresponding broadening of theoretical and empirical approaches to 

the understanding of development in later life. This encouraging trend 

has resulted in both a more flexible, less biased approach to the study 

of the elderly and a more optimistic, humane outlook. The operant-

psychology model has played a major role in this transition. Specifi

cally, the research generated from this model has expanded the field 

of geropsychology to include the study of environmental influences on 



behavior of the elderly. Moreover, this line of investigation 

challenges the position that development in older people is in the 

direction of irreversible decline. 

2 

The operant model suggests that behavioral de',ficits in the 

elderly may be functionally determined and/or mai~tained. Within this 

framework, efforts have begun to delineate the environmental factors 

associated with development in older persons (Baltes iand Barton, 1979). 

As data are accumulated to support a functional r~ther than biological 

basis for developmental processes in later life, the 1P0ssibility of 

reversing or preventing some of the undesi ra~le chang1es (e.g., depen

dency on others for feeding, grooming, and other daily activities) 

becomes viable. 

A trend in this direction is most clearly demonstrated by 

operant research conducted in geriatric settings. Ev.idence has accumu-

1 ated suggest i ng that much dependent and other de.crementa 1 behavi or of 

the institutionalized aged is modifiable via operant technology 

(Barton, Baltes, and Orzech, 1980). These findings support the posi

tion of behavior plasticity in the older person. Other data are being 

acquired through operant observational research t.o inlcrease the under

standing of the development of behavior deficits in e'lderly institu

tiona I i zed res i dents (Ba 1 tes a.nd Barton, 1979). The lemphas i s of th is 

line of investigation is the delineation of natural dontingencies in 

these environments in which deficits occur. Frolll these findings, 

intervention strategies are being developed to rervers!e behavioral 

defi c i enc i es through a 1 teri ng the natura 11 y occur-ri n9 envi ronmenta 1 

contingencies. The present study is an attempt ~o t~ain staff in a 



geriatric setting to change their interactIonal patterns with the 

residents so that the residents can function more independently and 

experience improved mood, perceptions of the environment, and morale. 

3 

In the following pages, the literature pertinent to this study 

is examined. This review is arranged in three sections, each of which 

bears directly on the present experiment. These are: 

1. Disengagement theory of aging--a critical review. 

2. Importance of the social environment in determining behavior. 

3. Operant model applied to geriatric settings. 

Disengagement Theory 

Disengagement theory is an inductive, social-psychological 

theory of development based upon the repeatedly confirmed observation 

that as people grow older they tend to become dissociated from others 

and from activities that characterized them in middle life (Botwinick, 

1978; Cumming and Henry, 1961; Neugarten, 1968a, -b). The theory 

was empirically derived and subsequently tested on a samp~e of sub

jects as part of a series of studies conducted by a group of research

ers at the University of Chicago. The subjects ranged from 50 to 90 

years old and were described as physically healthy, Caucasian, working, 

middle-class adults who were free of chronic illness that would inter

fere with their usual roles at home and work. The major findings 

which gave rise to disengagement theory included age-related changes 

in intrapsychic aspects of personality (i.e., changes from active to 

passive mastery in relating to the environment) and changes from an 



investment in the outer world to a more internal orientation which 

was described as increased interiority (Neugarten, 1964). 
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Disengagement theory represented a departure from activity 

theory (Neugarten, 1973) which had been the prevailing view in the 

social psychological literature of gerontology. The latter theory, 

also based on the observation that people withdraw as they grow older, 

implies that except for changes in biology and health, elderly indi

viduals are similar to middle-aged individuals with primarily the same 

psychological and social needs. The waning of social interaction in 

old age is a result of society withdrawing from the aged even against 

their will. The optimal aging process involves staying active and 

maintaining contact with the social world. 

In disengagement theory, first proposed by Cumming and Henry 

(1961), the decline in social interaction is viewed as a mutual 

process, both the aging person and society withdraw. The individual's 

withdrawal occurs with diminished emotional investment in the relation

ships and activities of middle age. Disengagement is formally defined 

as "an inevitable process in which many of the relationships between a 

person and other members of society are severed and those remaining 

are altered in quality" (Cumming and Henry, 1961, p. 211). In activity 

theory, society's role in initiating the disengagement process is 

emphasized whereas disengagement theory places more emphasis on the 

role of the individual. A second important difference is the proposal 

by Cumming and Henry (1961) that a disengaged state for the older 

person is optimal. This view sharply contrasts with that of activity 



theory which posits the opposite, that successful aging is reflected 

by continuing engagement with the social environment. 

5 

A close examination of the basic tenets of disengagement theory 

reveals that Cumming and Henry (1961) considered disengagement to be an 

intrinsic, developmental process. They suggested that disengagement 

may be a result of inevitable ego changes (e.g., movement toward 

increased self-preoccupation and eccentricity, increased attention to 

control, and satisfaction of personal needs) "programmed" into develop

ment, changes which occur regardless of experience except those which 

are most extreme. A person is considered ready to begin disengagement 

if there is a sharp awareness of the shortness of life and that there 

is little time remaining before death, if the life space is perceived 

as decreased, and if available energy for the challenges and demands 

of living is diminished. 

Cumming and Henry's (1961) position that disengagement is a 

developmental process has been researched extensively by Neugarten 

and her coworkers. An early study by Rosen and Neugarten (1960) 

lends support to the proposition that intrapsychic changes accompany 

aging from middle to later years. In particular, these researchers 

hypothesized that as people move from middle age to later life, there 

will be a decrement in ego energy available for maintaining involve

ments in the oute"r world. To test this hypothesis, they analyzed 

abbreviated Thematic Apperception Test (TAT) protocols for 144 people 

aged 40 to 71. Their findings support the idea that older people were 

less capable of integrating wide ranges of stimuli, of perceiving and 



dealing with conflictual or complex situations, and tended toward 

passive or inactive rather than assertive forms of behavior . 

6 

. A study by Neugarten et al. (1964) supports and extends the 

findings of Rosen and Neugarten (1960). These researchers also ana

lyzed responses to abbreviated TAT protocols of subjects from 40 to 60 

years old. Consistent with the findings from the earlier study, they 

found significant age differences in the individuals' perception or 

and style of coping with their inner world of experience in the direc

tion of decline with age. Further, they discovered that these changes 

predated the social manifestations of disengagement. The 40-year-old 

respondents perceived the environment as rewarding risk taking and saw 

themselves as having the energy necessary to meet the outer world chal

lenges. The subjects closer to 60 years old, on the other hand, per

ceived the environment as dangerous and the self as passively conform

ing to outer world demands rather than attempting to control them • 

. This perceptual shift represented the change noted earlier from actlve 

to passive mastery. A second major change found between younger and 

older subjects was a decrease in emotional investment in people and 

objects in the outer world with a corresponding increase in preoccupa

tion with their inner life. The intrapsychic changes accompaning dis

engagement (i.e., a shift from active to passive mastery and increased 

interiority) began to occur in the 40s and 50s. The social manifesta

tion of disengagement (i.e., a thinning of social roles and contacts 

and a decrease in abil ity to cope with adult social roles) did not 

occur until the mid-60s or early 70s. Neugarten et al. (964) con

cluded that these findings pointed to developmental processes 
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(processes that are biologically programmed and inherent in the organ~ 

ism as well as those in which the organism is irreversibly changed by 

interaction with the environment) rather than responsive processes. 

However, these data, as well as the data from the previous study, must 

be interpreted with caution as they were based on cross~sectional 

samples which introduces "the possibility that generational, rather 

than maturational, influences may have accounted for the findings. To 

counter this argument, Neugarten (1973) pointed to the cross-cultural 

work of Gutman (1969) who has carried out a series of studies on 

aging people in other, mostly prel iterate societies (e.g., the Lowland 

and Highland Maya of Mexico, the Navajo of Arizona, etc.) employing 

the same methodology described above. Results from these studies 

support former findings that younger men rely on active mastery 

whereas older men assume a more accommodating, passive position. How

ever, when Gutmann (1969) used accounts written by ethnographers and 

used cultures as the unit of study rather than individuals, he found 

that women, as they move from middle to older age, change in the 

opposite direction from men (i.e., from a passive to a more active 

orientation). These data conflict with the findings of earlier stud

ies that both men and women move toward passive mastery as they become 

older. Although cross-cultural data such as Gutmann's are necessary to 

confirm the hypothesis that disengagement is a developmental process, 

tha lack of consistency in the data does not permit "any conclusions to 

be drawn at the present time. Further cross-cultural, as well as 

longitudinal studies, are needed to provide evidence to confirm or 

refute this hypothesis. 

-- - --- ~----- ------ - -- ~ ----- -----
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Operant gerontologists (Baltes and Barton, 1979) have severely 

criticized disengagement theory, focusing primarily on the underlying 

assumption that there is an irreversible decline with aging that is a 

biologically inherent deterioration process. They further criticized 

the theory for disregarding environmental influences that may impact on 

the disengagement process. find that the former criticism is based 

on a misinterpretation of the theory. Disengagement, although thought 

to be developmentally and possibly biologically based by Cumming and 

Henry (1961), was not presented by them as an irreversible process. 

In fact, the implication is that if society does not reinforce disen

gagement, older people would have more difficulty withdrawing and might 

remain engaged. Furthermore, disengagement is not viewed as a deteri

oration process by Cumming and Henry (1961) but rather as a necessary 

shift from an outer to an inner world focus in preparation for death, 

the final disengagement. The criticism of the theory1s disregard for 

environmental influences merits serious consideration. The subordinate 

role attributed to societal influences in initiating disengagement is 

of concern in that such a position could guide research in a direction 

away from examining the enviromental contributors to and consequently 

creating optimal environments for successful aging. Discovery of 

optimal environments that promote high satisfaction is an important 

area that deserves attention. From this line of research, intervention 

strategies can be planned to prevent or reverse maladaptive behaviors 

associated with aging that are a product primarily of environmental 

factors (e.g., dependency in a'nursing home). Research focusing on 

both developmental and situational aspects of aging is critical and 
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must be considered in attempting to explain the process of aging and 

the conditions under which morale and psychological well-being will be 

optimized. 

Even more controversial than the role of the individual versus 

society in the disengagement process was Cumming and Henry's (1961) 

proposal that disengagement results in high morale and a sense of 

psychological comfort. Purportedly, the disengaged person is following 

his or her inner directed interests and, if the disengaged behavior is 

acceptable by society, morale will be high. If not allowed to disen

gage, but coerced into activity instead, life satisfaction and morale 

will be compromised. This Rrescription, withdrawal for happiness, was 

strongly attacked and found in need of reformulation by its original 

authors (Cumming, 1963; Henry, 1964) and others (Havighurst, Neugarten, 

and Tobin, 1968). 

Studies conducted to test the relationship between disengage

ment and psychological health have found, for the most part, that 

feelings of satisfaction go with activity, not disengagement. Maddox 

(1965) made a major contribution to the reformulation of this aspect 

of the theory by demonstrating a positive relationship between activity 

and morale. In this study, individuals 60 to 94. years old were 

assessed by questionnaires on measures of activity and morale. Activ

ity was defined as social contacts with friends and family, physical 

movement, work patterns, and participation in organization and leisure 

time pursuits. Morale included feelings about the self and friends, 

ideas concerning personal usefulness and happiness. Four typologies 

were developed based on subjects' activity and morale scores: high in 
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both activity and morale, low in both, and the two cases in which 

either morale or activity was high and the other low. Despite the 

limitation that the oldest subjects tended to be those who were lowest 

in activity, in poorest health, not working and the least in control 

of their living arrangements (which precluded an unambiguous analysis 

between activity and morale), results from this study suggested evi

dence counter to disengagement theory. That is, only a small percent

age of subjects were typed either high activity and low morale or vice 

versa. 

Thus, the relationship between disengagement and morale was 

found not to be unidirectional but diverse with four different patterns 

emerging. The most frequent pattern found in this and other studies 

(Maddox and Eisdorfer, 1962; Havighurst et al., 1968) was the predomi

nantly positive relationship between activity and satisfaction. 

Research demonstrates, however, that this relationship is modified by 

a number of variables such as type of activity. Maddox (1965) demon

strated that mean satisfaction was higher for subjects reporting high 

noninterpersonal and l~~ interpersonal activity. Maddox and Eisdorfer 

(1962) found that good physical and mental health were associated with 

high satisfaction despite level of activity. They also found that 

subjects highest in socioeconomic status and those with little work 

role change were most likely to report both high activity and high 

satisfaction. However, when activity was low, neither of the social 

factors pointed to satisfaction. Yet another theoretical modification 

is required based on Lowenthal and Haven's (1968) finding that having 

a confidant can mitigate depression resulting from a decrease in social 



role or interaction or from other social losses frequently experienced 

by older persons, reti rement and \'1idowhood. 

11 

Finally, personality was found to be a key element in predicting 

successful aging (Neugarten, 1973; Neugarten, Crotty, and Tobin, 1964). 

Personality characteristics were found to be maintained as individuals 

moved from middle age (early 50s) through old age (late 80s). Overall, 

for both sexes, those with "integrated" personalities (i.e., well

functioning individuals with complex inner lives, competent egos, and 

cognitive skills) made good adjustments with high life satisfaction as 

they grew older. Three patterns of personality were discovered for 

these integrated types based on differences in role activity. One 

pattern involved continued engagement in a variety of activities, 

substituting new activities for old ones. A second pattern reflected a 

more focused approach with only medium levels of fewer activities. In 

the third type, "disengaged", high life satisfaction was associated with 

low activity levels. Other personality patterns emerged with good, 

medium, or poor adaptations to the aging process. For example, "passive

dependen~' personality types showed medium levels of activity and life 

satisfaction as long as one or more people were available to meet their 

emotional needs. 

In summary, disengagement theory, as originally formulated, has 

been supported to some degree and has also been found in need of revi

sion. Some evidence exists to support the proposition that disengage

ment is a developmental process, particularly the finding that percep

tual shifts from active to passive mastery and outer to inner world 

orientation occur before social disengagement is evident. However, the 
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original tenet that disengagement is a desirable, optimal state for all 

elderly people was found to be inaccurate. Overall, activity is asso-

ciated with high morale. This relationship is mediated, however, by a 

number of variables including type of activity, physical and mental 

health, socioeconomic status, availability of a confidant, and person-

ality variables. 

Importance of the Social Environment 
in Determining Behavior 

Ample scientific documentation exists to demonstrate the impor-

tance of the social environment in determining behavior (Lemke and 

Moos, 1981; Moos, 1974a). In the past two decades, increasingly more 

recognition has been given to the impact of treatment environments on 

residents and staff. Interest in this area apparently originated with 

Dr. Philippe Pinel who in 1792 applied "moral treatment" (i.e., no 

chains or shackles, tolerant and accepting attitudes, humanitarianism, 

and loving care) to inmates of two Paris insane asylums. He believed 

such attention to the social or treatment environment would frequently 

both lay the foundation of and complete a cure (Pinel, 1806). During 

the early 1900s, moral treatment was largely replaced by organic and 

physical treatments such as insulin shock therapy, electroshock 

therapy, and psychosurgery. However, with the detailed observations 

of Stanton and Schwartz (1954) there has been a resurgence of interest 

in the impact of the social environment. These researchers concluded 

from their extensive observations in a mental hospital that the 

environment may cause a symptom. The authors offered somewhat 

persuasive evidence that patients in a manic state are often the 
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subject of disagreement between staff members and that when this split 

is resolved, the patient's symptoms usually subside. These findings 

were independently supported by Caudill (1958) who concluded that a 

patient's behavior cannot be sufficiently understood within the usual 

meaning of terms such as "defense" or "symptom" but must also be 

thought of as an adaptation to the situation in which he or she is 

placed. Goffman (1961) presented data that pointed to the negative 

effects that institutional environments can have on residents and 

staff. These data are taken from Goffman's own observations at a 

mental hospital as well as his review of the vast literature on this 

subject. He concluded that institutional environments produced power

fully negative effects on the residents. Specifically, in total insti

tutions (i.e., a place of residence and work where a large number of 

similar people, cut off from the wider society for an extended period 

of time, together lead an enclosed, formally controlled life) one finds 

a uniformity of environmental effects upon residents and staff behavior 

which results in absolute control of the life of the people living and 

working in these settings. The total institution requires its 

"inmates" to lead their lives in a similar fashion, to subordinate 

their individual identities, and to follow a fixed routine to ensure 

that institutional objectives are met. This results in apathy, lack of 

a sense of efficacy in changing one1s life, and a need for authoritar

ian structuring. 

The importance of the environment in controlling behavior has been 

forcefully and dramatically argued by Skinner (1953; 1974) who main

tained a radical environmentalistic position and provided a conceptual 
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framework which emphasizes the analysis of observable events and denies 

the utility of mediational constructs. Skinner proposed that mot iva'· 

tional theories for understanding behavior are circular and merely a 

relabeling of the observed phenomenon. To avoid this circularity, and 

to offer explanations rather than descrip.tions of behavior, Skinner 

proposed that behaviors be analyzed in terms of covariations between 

events and response patterns. This IIfunctional analysis" involves only 

observable events which must be described operationally in physical and 

quantitative terms. Within the Skinnerian framework, the primary unit 

of response is the operant, a behavior that is a function of environ

mental consequences (Skinner, 1953). The term "operant" reflects that 

the behavior operates on the environment to produce consequences 

(Skinner, 1953). Operant behavior is regarded as highly susceptible to 

change by environmental conditions. Research generated from the oper

ant conditioning model lends strong support to the notion that environ

mental conditions can have a significant influence on behavior. With 

regard to this study, operant procedures are increasingly being applied 

in gerontological settings to demonstrate the powerful effects of 

environmental contingencies on residents' behavior (Baltes and Baltes, 

1971; Baltes and Barton, 1977, 1979). 

Skinner's radical position has led to the ascendancy of situa

tionism. Harre and Secord (1972, p. 27) described this as "an explana

tory bias that tends to either ignore organismic factors or to regard 

them as ••• subsidiary to the primary impact of the external 

stimulus .. 11 Few would dispute that situationism has been a warranted 

corrective to the exclusive focus on dispositional or intrapsychic 
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determinants of behavior (Bowers, 1973). However, there is consider

able controversy regarding the relative contribution of environmental 

and person variables in determining behavior. Bowers (1973) cogently 

argued that both situationalistic and trait theories are inaccurate 

and misleading. He called for a position stressing the interaction of 

the person and situation. Criticizing the current tendency toward 

situationism, Bowers emphasized that the situation is as much a func

tion of the person as the person1s behavior is a function of the situ

ation. He explained that the situation is a function of the person in 

that reality is filtered through and organized by cognitive schemas in 

a manner which makes it impossible ever to completely separate out the 

environment from the person observing it. 

Mischel (1973), who has consistently emphasized the importance 

of situational determinants of behavior, also supported an interaction

istic position. He maintained that the specific individual, behavior, 

and situation as well as the purpose of the assessment must be consid

ered together to determine the relative importance of individual and 

situational factors (Mischel, 1977). To accomplish this he proposed 

that it may be useful to examine consistency in various types of 

human activity (Mischel, 1969). For example, there is evidence for 

cognitive and intellectual stability and consistency over time but 

for social behavior and noncognitive personality dimensions (e.g., 

dependency, aggression) specificity, rather than trans-situational 

consistency has been shown (Mischel, 1968). 
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From the person versus situation controversy, an appreciation 

has emerged for how individual characteristics (in particular perceiv

ing and understanding 'reality) interact with environmental factors to 

influence behavior. The question of which aspect of this interaction 

is the most crucial behavioral determinant is a moot one as specific 

person and situational factors must be considered. Research directed 

toward such specificity is exemplified by Moos and his coworkers (Moos, 

1974a, -b; Moos and Lemke, 1979, 1980) who have been investigating the 

effects of specific physical and social environments on residents and 

staff. Specifically, they have observed the impact of different types 

of environments (e.g., skilled nursing facilities, residential care 

facilities) on individual resident characteristics. Most recently, 

they have begun to study sheltered care facilities. The thrust of this 

work involves assessing the impact of the social environment on affect, 

attitudes, mood, behavior, health, and morale among the elderly resi

dents and staff (Moos and Lemke, 1979; Moos and Igra, 1980). To accom

plish this evaluation they developed the MEAP--Multiphasic Environmental 

Assessment Procedure (Moos and Lemke, 1979). This instrument evaluates 

four different approaches to assessing human environments: physical 

and architectural characteristics, policies and proced~res, character

tics of staff and residents in the settings, and social climate (i .e., 

perception of residents and staff). This diverse evaluation procedure 

should contribute to a more comprehensive understanding of how differ

ent sheltered care environments impact on certain residents in specific 

ways. These data, in turn, may be used to improve care for the elderly 



by changing environments to optimize residents' functioning (e.g., 

self-care, morale). 

Operant Model Applied to Geriatric Settings 
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The successful use of operant procedures has been extensively 

documented for the institutionalized mentally retarded (Kazdin and 

Polster, 1973; Jones and Kazdin, 1975) and the institutionalized men

tally ill (Ayllon, 1965; Ayllon and Haughton, 1962). Only within the 

last decade or so has this line of investigation been extended to 

geriatric facilities. This relatively recent application of the oper

ant model to geriatric settings has yielded exciting data which illus

trates the importance of environmental factors in determining behavior 

of the institutionalized elderly. Findings from a number of operant 

studies demonstrate that behaviors of older people that were previously 

thought to be irreversible are in fact modifiable. The operant 

research, which focuses on behavior and its consequences, suggests that 

the earlier biological-decremental model of aging is inadequate in 

explaining behavioral decline in the geriatric population. In addition 

to biological factors, external environmental variables must also be 

considered. Thus, as the operant model dictates, to understand how 

the environment affects development in older people, a functional 

analysis of behavior-environmental relationships is required. 

A functional analysis of behavior-environment relationships can 

be conducted along three general 1 ines (Baer, 1973). First, in "Type 

I" research, experimental studies may be implemented to demonstrate the 

functional relationships between behaviors, their antecedents and con

sequences. Most gerontological operant research falls within this 
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classHi.catlon. These studies. Investigate the. reversibility and modi-

fiabil i'ty, of behaviors in the elderly by demonstrating that behavior 

can be al tered by changi'ng envi'ronmental cues or consequences (Bal tes 

and Barton, 1979; Baltes and Zerbe, 1976b). For example, in a study 

by MacDonald and Butler (1974), two residents who had been transported , 

by wheelchair for several months were able to walk independently fol-

lowing a program involving verbal and nonverbal prompts and contingent 

social interaction. A reversal design was implemented to demonstrate 

the sensitivity of the target behavior to changes in the antecedents 

and consequences which, in turn, provided strong support for the 

conclusion that walking was a function of the contingency condition. 

The reversal design, as illustrated in the MacDonald and 

Butler (1974) study, offers compelling evidence for the reversibil-

tty of behaviors in older people. Modificaility of a range of 

behaviors such as self-feeding (Baltes and Zerbe, 1976a), ambulation 

(MacDonald and Butler, 1974), chronic screaming (Baltes and Lascomb, 

1975), and interpersonal skills (Blackman, Howe, 'and Pinkston, 1976; 

McClannahan and Risley, 1974) has been demonstrated with this design. 

These "Type I" research endeavors, which attempt to demonstrate that 

age-performance deficits are susceptible to changes through the appl i-

cation of operant procedures, present a hopeful picture for positive 

developmental change in old age. However, the fact that these studies 

are of short-term duration and experimenter-dependent raises the ques-

tion of maintenance of behavior across time and situations. Further, 

procedures which focus on only one or two subjects are expensive 

methods of behavior modification with respect to staff time. What 

is needed in addition is information related to the large-scale 
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applicability of operant procedures to the nursing home environment 

(Baltes and Barton, 1979). Examining the ways in which institutional 

environments characteristically affect resident behavior would provide 

insights into the most efficient methods of system-wide interventions. 

This type of research (IIType 11") involves the analysis of functional 

relationships between behaviors and naturally occuring antecedents and 

consequences. A noninterventive observational procedure in the natural 

setting has been employed for this analysis. 

To date, there is a paucity of "Type 11" research. applied to 

gerontological settings. The existing "Type 11" studies have attempted, 

on a small scale, to describe the functional relationships between 

dependence in older residents and contingent behavior of the nursing 

staff. Findings from these studies consistently revealed that staff in 

nursing ~omes most frequently reinforce dependent personal maintenance 

behaviors (e.g., residents request for assistance in daily tasks) among 

their residents. Independent personal maintenance behaviors are most 

often ignored by the staff. Further, the residents exhibited indepen

dent behavior more frequently than dependent behavior. 

A preliminary study by Mikulic (1971) was the first to suggest 

that dependent behavior in geriatric residents was maintained by staff 

reinforcement. Resident (N = 8) behavioral categories included 

"dependent" and "independent" behaviors. Dependent behaviors were 

defined as: acceptance of total or partial care wh~n the resident can 

perform tasks of daily living without assistance, verbal izations that 

focus on disabilities) and igno~ing conversation initiated by others. 

Independent behaviors were described as: performance of an activity 
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of daily living without help or participating in these activities com

mensurate with one's abilities, verbalizations that focus on ability, 

and socially appropriate responses unrelated to personal care. For 

staff (N = unknown) behaviors coded were: verbal and nonverbal posi

tive and negative reinforcers and withholding of reinforcers (i.e~, 

ignoring, leaving the room, paying attention to other residents). 

Results showed that independent resident behaviors received signifi

cantly less staff positive reinforcement (25.10%) than dependent resi

dent behavior (88.40%). Furthermore, reinforcement was withheld for 

71.60% of the independent behaviors and 11.60% of the dependent behav

iors. However, these results must be interpreted with extreme caution 

due to the numerous methodological problems inherent in the study. 

The validity of the findings is in question as the observations and 

recording procedures were not standardized and were performed by only 

one investigator without reliability assessments. These limitations 

strongly point to the possibility of experimenter bias. In addition, 

the small sample size and restricted sampling of individual residents' 

target behaviors reduced the generalizability of the results. The major 

contribution of Mikulic's (1971) study is that it represents an attempt 

to begin investigating how the natural environment contributes to 

behavioral deficits in institutionalized geriatric residents. 

A second study by Lester and Balt~s (1978) more systematically 

examines the relationship between dependent behaviors of elderly resi

dent and contingent staff responses. Subjects were 22 elderly resi

dents diagnosed as having at least one medical problem that required 

skilled nursing care. Residents were described as mentally alert and 
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able to communicate verbally. Staff and residents' target behaviors 

paralleled those of Mikulic's (1971) study. Results corroborated 

Mikulic's findings that staff positive reinforcers were significantly 

more often contingent on dependent than independent resident behaviors. 

No response by the staff most frequently followed occurrences of inde

pendent behavior. 

The study by Lester and Baltes (1978) represents a methodo~ogi

cal improvement over Mikulic's (1971) preliminary study. The former 

study includes a larger sample with a more representative sampling of 

target behaviors over time and activities, and a more standardized 

observational and recording procedure. There are, however, a number of 

weaknesses that are important to note. First, the author performed the 

observations and scoring of the target behaviors which introduced the 

possibility of experimenter bias. Second, the sample was restricted to 

more dependent residents (i .e., those requiring skilled nursing care) 

which reduced the generalizability of the findings. Third, reliability 

was assessed only twice during the 'study. Finally, the long-time 

interval allowed for coding staff consequences (2 minutes) presents 

the problem of determining if, in fact, the staff behaviors were con

tingent on targeted residents' behaviors. A shorter time interval 

would be necessary to document more accurately that certain staff 

responses were reinforcers for residents' behaviors. 

A third study by Barton (1978), which was methodologically 

superior to the earlier studies, looks at the relationship between both 

personal maintenance (e.g., grooming, retiring) and discretionary 

(i.e., social, leisure activities) behavior, and staff consequences. 
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Consistent with evidence from the previous studies, Barton (1978) 

hypothesized that the staff would respond more positively to resident's 

dependent than independent personal maintenance behavior. She further 

predicted that the staff would respond more to personal maintenance 

than discretionary behaviors as the latter interfere with the staff's 

preoccupation with order and efficiency. Subjects were 15 randomly 

selected residents from the custodial ward of a private extended care 

facility and 36 nursing staff members. As with previous studies, 

Barton (1978) found that dependent resident behaviors were more often 

reinforced by staff than independent behavior. Appropriate discre

tionary behaviors (e.g., greeting visitors) were most often ignored 

and inappropriate discretionary behaviors (e.g. putting books in the 

toilet) were reacted to by the staff in a nondiscriminatory manner. 

As predicted, staff members were more responsive to personal maintenance 

than discretionary behavior. Barton (1978) interpreted these results 

as support for the prepotency of custodial behaviors in staff reper

toires and the exclusive concentration on the goals of efficiency and 

control. 

Barton's (1978) study was an extension of previous studies in 

that separate observational categories for social behaviors were 

included in addition to personal maintenance behavior. This serves to 

broaden the understanding of the functional relationship between resi

dent dependent behavior and staff consequences. That is, staff may 

be more responsive to dependent resident behaviors and ignore positive 

discretionary behavior because this arrangement of contingencies is in 

line with the staff's emphasis on predictable and orderly ward 



management (Goffman, 1961). A second advantage is that the sample 

was not medically dependent so the findings were not confounded by 

the medical status of the residents. Third, the target behaviors 
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were observed during both busy and slow times, thus providing a broader 

picture of the functional relationship between resident and staff 

behavior. Fourth, observational intervals were of sufficiently short 

duration (15 seconds) so that recording staff behavior following 

residents' target behavior could more confidently be interpreted as 

contingent responses than in the study by Lester and Baltes (1978). 

In terms of weaknesses, observations were conducted solely by the 

author and only eight reliability assessments were made. Since the 

reliability coefficients for indivldual behavior categories were not 

reported, those with the lowest, and unacceptable reliabilities are 

unknown. These limitations make the interpretation of the results 

difficult due to possible experimenter bias and questionable reliability 

for some of the behavior categories. 

In a fourth study of this series, Baltes, Burgess, and Stewart 

(1978) found evidence consistent with findings from the former studies. 

Subjects were 48 residents who required assistance in daily living 

tasks but not nursing care and seven randomly ·selected staff members 

in a proprietary nursing home. Behaviors were coded as either 

II independent," dependent" or "other" for res i dents and II i ndependence

support i ng," "dependence-support i ng," "other" and " no responsell for 

the staff. Res i dent "dependent" and •• i ndependent" behavi ors were 

defined in a fashion comparable· to the other studies. The "other" 

category for residents and staff included interpersonal behaviors 



unrelated to self-maintenance. Staff "independence" and "dependence

supporting" behaviors refer only to verbal responses related to 

self-maintenance behaviors. 
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In accord with earlier studies, results indicated that resi

dents' behavior could be characterized more frequently as independent 

(66%) rather than dependent (10%). The data further revealed that the 

staff responded most often with " no response" (50%) followed by 

"dependence-supportive" (30%) and "independence-supportive" (11%) 

responses. Analysis of the interaction effect showed that dependent 

resident behaviors were followed most often by "dependence-supportive" 

staff behavior (81%) whereas "no response" was the most frequent 

reaction to residents' independent behavior (61%). The researchers 

emphasized that a pattern of fairly consistent positive reinforcement 

for resident dependent behaviors and a highly inconsistent schedule for 

independent behavior was found. Given that the residents more fre

quently engaged in independent behaviors, the data suggests that 

behavioral decline among the elderly in these settings may at least 

be in part a function of the schedule of staff attention. 

Findings from the study by Baltes et al. (1978) were more 

convincing than those of earlier studies as four observers, rather 

than one, were used, thereby reducing the possibility of experimenter. 

bias. However, interobserver reliability appeared to be inadequate 

which diminished the reliability of the behavior categories. 

A final study in the "Type I I" operant research is a replica

tion and extension of the former studies (Barton et al.] 1980). 

Thirty-six nursing home residents and 17 nursing staff participated 



in the study. Response categories were the same as those used in the 

Baltes et al. (1978) study. However, a newly developed method of 

sequential analysis (Datamyte 904) permitted a more detailed analysis 

of resident-staff interaction than the other studies. The findings 
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from this study replicated earlier results, a higher level of indepen

dent than dependent behavior was exhibited (1.4:1) by the resi-

dents while staff supported dependent behaviors approximately four 

times more often than independent behaviors. Further, resident depen

dent behavior was most frequently followed by dependence-supporting 

staff behavior. Thus, findings from the more sophisticated observa

tional techniques employed in this study were consistent with those of 

earlier studies. Furthermore, reliability assessments were far superior 

to those of the previous studies although the percentage of actual 

reliability checks was not provfded. In spite of the methodological 

flaws noted in each of the above studies, the consistent cumulative 

evidence points to a fairly convincing picture of a pattern of staff 

positive reinforcement for dependent resident behavior and withholding 

of positive reinforcement for independent behavior. 

With the knowledge derived from Type I and Type II operant 

research, it should be possible to develop intervention programs to 

correct and/or prevent deteriorating behavior of the institutionalized 

elderly (Baltes and Barton, 1979). To execute this plan, "Type 111" 

experimental research is needed (Baer, 1973). Interventions in the 

natural environment utilizing indigenous reinforcing events and agents 

are requi red for this research. "Type 111" r:esearch verifies that 

apparent patterns of contingent reinforcement are functional in the 
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acquisition, maintenance and extinction of elderly behavior (Baltes and 

Barton, 1979). While this type of study'is of obvious importance, 

only two studies have been conducted in geriatric settings which are 

of this type (Risley and Edwards, 1978; Sperbeck and Whitbourne, 1981). 

Risley and Edwards (1978) developed a staff training program 

incorporating operant principles to change the interactional patterns 

between staff and residents and to improve the quality of resident care. 

In a series of unpublished pilot studies, these researchers tailored 

interventions to specific areas in which staff had occasion to interact 

with residents {e.g., recreation, nutrition, nursing care}. Staff 

were trained to change behavioral antecedent conditions {e.g., placing 

recreational materials on trays of geriatric chairs} and/or use social 

support for self-help and social skills shown by the residents. Their 

pilot data is promising with regard to the effectiveness of teaching 

staff operant principles to effect changes in the residents. Residents 

changed in the direction of increased self-care and independence. Since 

the behavioral interventions were focused wfthin specific problem 

areas, i,t is not known from this research whether the aides learned 

general principles of behavior modification which could be generalized 

across behaviors and settings. Additionally, data was collected to 

evaluate only the effects of training on overt behavior. Were there 

concomitant changes in other characteristics such as mood, perceptions 

of the environment and morale? If the residents were acting more 

independently but feel ing more depressed and dissatisfied, can this 

program still be considered successful? These questions require serious 

consideration and are addressed in the present study. 
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The study by Sperbeck and Whitbourne (1981) departed somewhat 

from a strictly operant perspective. The authors trained staff in a 

nursing home to reduce dependent behaviors in the residents by develop

ing a training program directed not only toward teaching principles 

and techniques of behavior modification but which also included 

attempts to: 

1. Reduce informational deficits about the elderly (e.g., nega

tive stereotypes about their capacity for self care). 

2. Counteract staff bias in attributing casuality to the 

residents' behavior rather than environmental factors. 

The addition of these cognitive components to the traini~g program was 

based on the hypothesis that staff reinforcement of dependency occurs 

inadvertently as a function of the inaccurate assessment of resident 

abilities coupled with a tendency to underestimate the role of situa

tional factors in explaining behavior. Subjects included eight resi

dents in a health-related facility selected by the head nurse and 

meeting the criteria for "functional dependence--reliance of the 

resident on staff to perform tasks for them they are physically capable 

of performing themselves.'1 Subjects were assigned to one of three 

conditions: 

1 .• Treatment (N = 4), which involved an eight week staff training 

program. 

2. Modified control group (N = 2), in which staff were simply 

instructed to decrease dependency. 

3. Control group (N = 2) in which staff received no training or 

instruction. 
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Data were collec~ed on one target behavior (e.g., self-shaving) for 

each resident resulting in eight single subject designs. Comparisons 

of posttreatment frequencies of target behaviors showed significant 

differences between the treatment and control conditions. A marked 

increase in target behaviors for three of the four residents in the 

treatment condition was principally responsible for these differences. 

It is noteworthy that one treatment subject showed no appreciable change 

inher dependence on a wheelchair for locomotion. This subject expressed 

dissatisfaction with the behavior change program stating that she did 

not' feel the potential benefits were worth the energy expended. 

Changes found in the other three residents were maintained at a six

month follow-up assessment. 

In addition to data collected on residents' behaviors, staff 

in the treatment condition recorded the number of hours spent reinforc

ing functional dependency per week. Data from these self-observations 

showed a decrease in time spent reinforcing residents' dependency as a 

function of weeks in training. 

Although the results supported the success of the treatment 

program in effecting changes in residents' dependency, these findings 

were not convincing in view of a number of methodological problems. 

These include a small and biased selection of subjects; inadequate 

interobserver reliability assessments for half the subjects and none 

for the remaining subjects; and nonsystematic collection of data 

related to staff contingent responses following resident behavior. 

Further, the relative contribution of each component of the training 

program (increasing informational deficits about the elderly and 
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increasing staff attribution of causality to environmental factors) 

in changing staff contingencies for functional dependency in the 

residents was unknown. Thus, the addition of the cognitive components 

to the teaching of operant principles and procedures in the treatment 

condition mayor may not have been significant in the consequent 

changes in resident target behaviors. Finally, no data was available 

regarding how staff or residents interpreted the behavioral changes. 

The significance of overt behavior changes may well vary for different 

residents and staff. If the training program successfully altered 

certain dependent resident behaviors, what effect does this then have 

on mood,- perceptions of the environment and morale of the staff and 

residents? Is there a corresponding improvement in these more sub

jective characteristics for both staff and residents as residents 

become more independent in their functioning? The answers to these 

questions become important if the ultimate goal of staff training 

programs is to create a more satisfying and less oppressive living and 

working environment for staff and residents. 

In summary, "Type I" research has amply demonstrated that 

behavioral deficits of elderly residents can be reversed and modified 

by altering environmental cues or consequences (Baltes and Barton, . 

1979). "Type IIII research app1 ied to gerontological setting was shown 

to suffer from a variety of methodological flaws. However, taken 

together, these studies consistently demonstrated a pattern of positive 

staff reinforcement for dependent resident behaviors and withholding 

of positive reinforcement for independent resident behaviors. For 

"Type II I" research, only two studies have been conducted (Risley and 
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Edwards, 1978; Sperbeck and Whitbourne, 1981). Findings from these 

studies suggest that staff training in operant principles and techni

ques can decrease maladaptive, dependent resident behavior. The 

results from these studies are not conclusive, however, due to the 

preliminary nature of one (Risley and Edwards, 1978) and numerous pro

cedural inadequacies of the other (Sperbeck and Whitbourne, 1981). 

Overview of the Study 

The present study was undertaken to contribute to the limited 

fund of knowledge of "Type 111" res7arch applied to gerontological 

settings. The main purpose of the study was to evaluate behavioral 

and cognitive changes in institutionalized geriatric residents as a 

result of staff training in operant principles and technology. 

Operant-observational strategies were employed to assess pre to post

test changes in residents l self-maintenance and social behaviors. 

Changes in staff maintenance and social behaviors contingent on resi

dents' target behaviors were also evaluated at posttest assessment. 

In addition, a major focus of this study was to examine the effects of 

the training program on subjective feelings and experiences of the resi

dents and staff. To accomplish this, pre, post and follow-up assess

ments were conducted for the following characteristics: depression 

(evaluated by the Self-Rating Depression Scale (SDS) (Zung, 1965)), 

anxiety (evaluated by the State-Trait Anxiety Inventory (STAI) 

(Speilberger, Gorusch, and Lushene, 1970)), perceptions of the social 

environment (assessed by the Sheltered Care Environment Scale (SCES) 

(Moos and Lemke, 1979)), and morale (assessed by Moos' (1974a) Morale 
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Scale). Staff expectations for the helpfulness of the training pro

gram and their perceptions of job difficulty were also examined. A 

between groups design, including a treatment and no treatment control 

group, was chosen to evaluate the effectiveness of the behavioral inter

vention as compared to ongoing, naturally occurring interactional 

patterns between staff and residents. 

The current study was a partial replication and extension of 

earlier "Type 11" research that studied the relationship between resi

dent personal maintenance and social behavior and contingent staff 

responses. Methodological improvements over prior studies were imple

mented to reduce the possibility of Type I errors. Operant definitions 

for the behavioral categories were more p"recise and inter-observer 

reliability assessments were somewhat more sophisticated than those in 

previous studies. Both acceptable levels of reliability for each 

behavioral category as well as adequate percentages of reliability 

assessments were attained. A further improvement involved the expan

sion of staff behavioral categories to include personal maintainance 

and instructions. These additions were considered important in under

standing more speci.fically the process of how residents' behavior 

deficits are produced and maintained by the staff and also how these 

deficits can be remedied most effectively. 

As "Type 111" research, the current study departs from the 

other two in several notable ways. First, staff were taught general 

principles of behavior modification to be applied across residents and 

problem areas rather than specially tailored programs for individual 

residents. This change was instituted in response to suggestions in 
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the literature for larger scale intervention programs to change staff 

and resident interactional patterns that support deficits in resident 

functioning (Baltes and Barton, 1979). These larger scale programs 

could prove to be more efficient than single subject interventions in 

terms of staff time and effort. Further, in addition to assessing 

overt behavioral changes, the assessment of more subjective character

istics (mood, perceptions of the environment and morale), thought to be 

affected by behavioral changes, was a major focus. In order to evalu

ate if the satisfaction and well-being of the staff and residents were 

improved following staff training, it was considered vital to assess 

the subjects' subjective feelings and perceptions along with any behav

ior changes that took place. Previous "Type I I" and "Type II I" research 

have not evaluated these qualities and thus it is unknown whether a 

decrease in resident dependency and an increase in prosocial behavior 

led to a more rewarding, less oppressive living and working environment. 

This study has both practical and theoretical implications •. 

If, through systematic changes in staff behavior, residents' behavior 

also changes, this would have implications for views of aging. Whereas 

traditionally geropsychological research looked for "true" and fixed 

age trends (Baltes and Barton, 1979), positive findings from the pre

sent study would strengthen the trend toward the investigation of 

social and environmental concomitants of age-related deficits. Posi

tive findings would further suggest that changing environmental", 

behavior relationships can ~urtail or reverse the declining process to 

some degree. Preventive, corrective and optimizing intervention pro

grams in geriatric settings could be created, particularly as the 
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relationship between behavior and mood, perceptions of the environment, 

and morale become more clearly defined. 

Hypotheses 

For the purposes of this study, the following hypotheses are 

offered: 

1. Appropriate social, positive social, and self-maintenance 

behaviors will significantly increase from pre to posttest 

and follow-up for residents in the treatment group. 

2. Negative social behavior will significantly decrease from pre 

to posttest and follow-up for residents in the treatment group. 

3. Instructions and positive social behavior will significantly 

increas~ from pre to posttest and follow-up for aides in the 

treatment group. 

4. Negative social and maintenance behavior will significantly 

decrease from pre to posttest and follow-up for aides in the 

treatment group. 

5. Depression will significantly decrease from pre to posttest and 

follow-up for residents and aides in the treatment group. 

6. State anxiety will significantly decrease from1pre to posttest 

and follow-up for residents and aides in the treatment group. 

7. Perceptions of the environment on the dimensions of Cohesion, 

Independence, and Self-exploration will increase significantly 

from pre to posttest and follow-up for residents and aides 

in the treatment group. 
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8. Perceptions of the environment on the dimension of Conflict 

will significantly decrease from pre to posttest and follow-up 

for residents and aides in the treatment group. 

9. Morale will significantly increase from pre to posttest and 

follow-up for residents and aides in the treatment group. 



METHOD 

Subjects 

Subjects for this study were 27 residents and 29 nurse's aides 

selected from a local, non-profit geriatric facility. Residents 

ranged in age from 58 to 99 (mean age = 78). Nurse's aides ranged 

from 28 to 48 years of age (mean age = 34). All subjects were recruited 

from the two most similar of three units comprising the center. The 

major difference between the tWG units was size (one unit had a 57-bed 

capacity whereas the other could accommodate only 33 residents). Due 

to this size difference and the anticipated problems with subject 

attrition due to illness and death, the larger unit was designated as 

the treatment group (17 residents, 20 aides) and the sma11er unit as 

the no-treatment control group (10 residents, 9 aides). All aides in 

the treatment and control groups agreed to participate in the study. 

Only those residents capable of responding to the self-report outcome 

measures (SDS, STAI, SeES, and Morale Scale) were chosen as subjects. 

Six residents in the treatment group and two residents in the control 

group refused to participate. Two residents tn the treatment group and 

one resident in the control group who initially agreed to be subjects 

were unable to follow through due to illness (for one resident in each 

group) and discharge. 

A number of events occurred which resulted in 100% attrition 

for the residents and 67% attrition for the aides in the control group 

35 
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for the observational measures. The reasons for this are discussed 

in detail later. Attrition for the treatment group residents and 

aides was 59% and 40%, respectively. For the self-report measures, 

attrition for the control group aides ranged from zero to 12% and for 

residents from 20% to 50%. For the self-report measures for the 

treatment group residents and aides, attrition ranged from 18% to 53% 

and 55% to 60%, respectively. A range for the attrition rate is given 

since, for the different analyses, some, but not always all of the 

data were avail.able for individual subjects. There were no apparent 

biases introduced by those who dropped out. Missing cases' were 

primarily a function of job turnover and absences during the assess

ments for aides, and health problems or transfer within or outside the 

center for residents. 

Due to selective attrition, the number of subjects at posttest 

and follow-up assessments varied across the evaluation procedures. For 

the self-report measures at posttest and follow-up, the final group 

totals were: 

1. Treatment Group 

a. Residents, N ranged from 8 to 14 

b. aides, N = 8 or 9 

2. Control Group 

a. residents, N ranged from 5 to 8 

b. aides, N = 8 or 9 

For the posttest observational assessment, seven residents and 12 aides 

comprised the treatment group while three aides and no residents 

remained in the control group. 
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Demographic and additional information was collected from 

residents and aides via Background Information forms, developed for 

the .study (see Appendix A). For the aides, 95% of the treatment group 

were female and 100% of the control subjects were female. For the 

residents, 86.6% of the treatment group were female and 60% of the 

control group subjects were female. Furthermore, only 13.4% of the 

treatment group residents and 10% of the control group residents were 

restricted in any way in carrying out daily activities. Finally, 

66.6% of the treatment group and 50% of the control group residents 

were found to have significant emotional problems. These emotional 

problems were determined by a chart review and consisted of neurotic 

disorders, primarily depression and anxiety. For additional data on 

the residents and aides, refer to Tables 1 and 2. 

Table 1. Mean age, education, and length of stay for treatment 
and control residents 

T (X) 

N == 15 

c (X) 

N = 9 

Age (yrs.)* 

76.66 

81.89 

Length of s tay~': 
Education (yrs.)* in ~ursing Home (mos.) 

11 .73 18.00 

10.33 11. 67 

* No significant difference between treatment versus controls. 
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Table 2. Mean age, education, and work experience for treatment 
and control group aides 

Expe r i ence * Previous 
Age* Educat i 0"* in Center Experience* 
(yrs. ) N (yrs. ) N (mos.) N (mos.) N 

T 33.50 
16 11.80 16 

27.39 
18 21.70 13 

(4) (4 ) (2) (7) 

C 31.00 4 10.00 5 18.50 6 21.50 6 
(5) (4) (3) (3) 

-.': No significant difference between treatment versus control. 

( ) indicate number of missing cases 

Dependent Measures 

For the current study, the dependent measures included both 

behavioral and self-report assessments. 

Behavioral Measures 

To evaluate the effectiveness of staff training in altering 

resident and staff behavior, a behavioral coding system was developed. 

Behavioral categories for the residents were selected to reflect social 

and maintenance behaviors. Four classes of resident behavior were 

observed: appropriate social interaction, positive social interaction, 

negative social interaction, and maintenance. Behavioral categories 

for the nurse,' s aides were designed to illuminate interactional patterns 

with residents, primarily contingent responses to resident criterion 
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behaviors. Four c1asses of aide behaviors were observed: instruction, 
I 

positive social interaction, negative social interaction~ and mainte
I 

nance. Operational definitions for each resident and aide behavioral 
I 

category can be found in Appendix B. 

Self-Report Measures 

The self-report measures discussed in this study are as follows: 

1. Self-Rating Depression Scale (SDS) 

2. State-Trait Anxiety Inventory (STAI)--Form X-I 

3. Sheltered Care Environment Scale (SCES)--Form R 

4. Morale Scale 

Self-Rating Depression Scale. To assess the effects of staff 

training on depression in the residents and aides the SDS was ~mployed 
I 

(lung, 1965). This inventory is a 20-item self-report instrument 

constructed on the basis of clinical diagnostic criteria charaQterizing 
I 

depressive disorders in terms of mood, psychological and biological 

disturbances. Subjects rate each of the items based on ho~, it applies 

to them at the time of testing in four quantitative terms: none of the 

time, some of the time, most of the time, all of the time. Half the 

items are worded symptomatically positive and half symptomclticC/lly 
I 

negative. Self-Rating Depression Scale indices range from 25 to 100 

with higher scores reflecting a greater degree of depression i~ the 

respondents. Reliability and validity have been amply demonsttated 
I 

in studies of psychiatric inpatients (lung, 1965), outpathmts I (lung, 
I 

Richards, and Short, 1965), and normal subjects (lung, 1967, 1~70). 
I 
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State-Trait Anxiety Inventory--Form X-l). To evaluate t~e ef

fect of staff training on residents and staff anxiety in response to 

specific conditions, the STAI Form X-l was administered (Spielberger 

et al., 1970). This scale consists of 20 items to assess "how you 

feel right now, at this moment" with four response alternatives per 

item (i.e., not at all, somehow, moderately, very much so). Although .. 

the STAI provides a measure of both trait and state anxiety, of inter

est in the present study is only state anxiety because the more endur

ing trait anxiety would not be expected to change in response to a rela

tively short intervention. The reliability and vailidity of this test 

have been shown ,in a wide .variety of studies (Spielberger, et al., 1970). 

She 1 tered Care Env ironment Sca 1 e--Form R. I n the current 

study, the SCES Form R (Moos and Lemke, 1979) was administered to 

evaluate staff and residents' perceptions of the social environment in 

a geriatric facility. The SCES is composed of seven subscales of nine 

items each. These subscales are grouped into three dimensions: 

Relationship (cohesion and confl ict subscales): Personal Growth (inde

pendence and self-exploration subscales); and System Maintenance and 

System Change (organization, resident influence and physical comfort 

subscales). Definitions for each of the seven subscales and item 

examples are provided in Appendix C. Three parallel forms of the 

SCES were developed (Moos and Lamke, 1979): 

1. The Real Form (Form R) which evaluates perceptions of the 

current social environment. 

2. The Ideal Form (Form r) which assesses how residents and 

staff conceive of an ideal sheltered care facility. 
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3. The Expectation Form (Form E) which focuses on expectations 

the prospective staff or residents have of the sheltered care 

social environment they are about to enter. 

This recently developed scale is one of five instruments that 

comprise the Multiphasic Environmental Assessment Procedures (MEAP) 

(Moos and Lemke, 1979), which measures four major enviornmental aspects 

of sheltered care settings (physical and architectural resources; 

policy and program resources; staff and resident resources and social 

climate resources). Environmental assessments can be made by using 

any of the five instruments separately or in conjunction with one 

another. 

The SCES was shown to have the following characteristics: 

1. Face validity. 

2. The ability to discriminate among facilities. 

3. Internally consistent subscales. 

4. Conceptually similar subscales (Moos and Lemke, 1979) 

Morale Scale. To assess changes in morale, Moos' (1974a) 

six-item questionnaire was admini6tered to the residents. For the 

staff, two additional items were included to evaluate possible threats 

to internal validity (i.e., expectations for how helpful the training 

program will be and perceptions of job difficulty in the recent past). 

Both scales can be found in Appendix D. Moos (1974b) has employed the 

Morale Scale in conjunction with other measures of social climate to 

provide a more complete picture of the environment. For example, the 

Morale Scale was given along with the Ward Atmosphere Scale (which 
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measures the perceptions of social climates of psychiatric treatment 

programs) and the Ward Initiative Scale (which assesses initiative 

taken by patients on psychiatric wards) to evaluate eight treatment 

programs. Results from this study support the conclusion that impor

tant relationships exist between patients' morale, general reactions 

and the program treatment environment. 

Staff Training Program 

Nurses' aides were trained in nine, I-hour weekly sessions by 

the author to be more cognizant of dependency reinforcing conditions 

and to develop behavior management plans to increase resident self

maintenance and appropriate social behaviors. Training sessions were 

held from November to January, 1980. 

Two separate training sessions were offered, one for morning 

and afternoon shifts combined (16 nurse's aides) and the other for the 

evening shift (four nurse's aides). Attendance varied depending on a 

number of factors: illness, days off, vacation time, conflicting 

meetings, and the head nurse requiring additional coverage on the floor 

during scheduled training sessions. Make-up sessions were planned for 

aides who were absent from the scheduled meetings. With the make-up 

sessions included, the aides missed 5% of the sessions. 

The training program consisted of didactic presentations 

of behavioral principles, skill acquisition and application of 

these behavioral principles to residents' maintenance and social 

behaviors. To facilitate this process, handouts were provided during 

every session. {An outline of the training program is presented in 
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Appendix E). During each session, one major principle was presented 

(e.g., positive reinforcement) both verbally by the author and in 

written form via the handouts. This was followed by a discussion of 

these principles and their application to residents' social and 

maintenance behaviors. In addition to the instructional aspect of 

training, role plays to simulate actual work situations were planned as 

research has shown that when individuals receive training about 

principles of behavior change only, they do not effectively implement 

them (Kazdin and Moyer, 1976; Gardner, 1972). A modified role playing 

procedure was adopted due to an extremely high level of resistance by 

the nurses aides. This resistance appeared to be a result of a recent 

inservice which role-playing was used. The aides found this experi

ence unhelpful and embarrassing. The modified procedure involved the 

author's informally presenting hypothetical cases of resident social 

and maintenance behaviors and the aides' generating as many appropriate 

contingent responses as possible. Also, cases were offered with 

inappropriate contingencies and the aides' task was to identify what 

was wrong and provide alternative responses. 

To encourage the implementation of the behavior principles, 

homework assignments were made at the end of each session. Aides chose 

one resident and two target behaviors (one social and one maintenance) 

to observe the record along with their own contingent responses. 

Index cards specifically tailored for behavioral recording were pro

vided for the exercise (Appendix F). Homework data that were collected 

were graphed for the group each session so that aides who did not partic

ipate in the assignments could benefit from those who did. The aides 
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were highly resistant to the homework assignments and only sporadi

cally completed them. All aides, upon completing the training program, 

received a certificate (Appendix G). 

Research Assistants Training Program 

Seven upper class University of Arizona undergraduate students 

majoring in psychology were recruited as research assistants. Two 

were trained to administer the self-report measures (SOS, STAI, SeES, 

Morale Scale), whereas the other five underwent training in behavioral 

principles and techniques. The two groups of research assistants 

were trained separately. Each group was naive about the other's 

membership and purpose. Further, the research assistants remained 

blind to the design of the study and the staff training intervention. 

They were told that the study was undertaken to broaden the under

standing of the effects of nursing home environments on geriatric 

residents and that this information would be used at some future point 

in time to plan an intervention to improve conditions for the residents. 

Training in the administration of the self-report measures 

initially involved discussion and role playing of the following: 

1. Appropriate entry into the nursing home facility (e.g., 

checking in with the head nurses of the treatment and control 

unit daily; appropriate dress; wearing of name tags). 

2. Establishing rapport with the residents. 

3. Administering each individual scale with particular emphasis 

on voice volume, eye contact, avoidance of nonverbal reinforce

me.nt;cJ.les of resident fatigue)H 
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4. Dealing with problems presented by staff or residents (e.g. 

opposition or uncooperative resident and staff behavior). 

Following this aspect of training, the two research assistants prac

ticed the administration of the self-report measures at a nursing home 

not affiliated with the geriatric center used in the study. On three 

separate occasions the research assistants, accompanied by the author, 

practiced with volunteer geriatric residents. The nonparticipating 

research assistant and the author observed these sessions and provided 

feedback. After the third session, the research assistants felt 

comfortable with the procedure and, in the judgment of the principal 

investigator, were prepared to begin administering the self-report 

measures to the residents in the study. 

The research assistants involved in collecting behavioral data 

attended 12 training sessions which focused on behavior principles and 

observing and coding target behaviors in applied settings. Also, in 

the initial sessions, the topic of giving and receiving feedback was 

emphasized to facilitate good working relationships among the research 

assistants. This was particularly important as the research assistants 

worked closely together throughout the project from arranging trans

portation to the geriatric center to achieving and maintaining high 

reliability for the observational categories and supporting each other 

in the sometim~s adverse conditions of the nursing home. Training 

sessions were conducted by a graduate student in clinical psychology 

with expertise in appl ied behavioral analysis. Readings germane to the 

application of behavior principles were assigned. A number of areas 

were covered including reliability, the collection of data, and problems 
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encountered in conducting applied research (Gelfand and Hartmann, 

1975; Sulzer-Azaroff and Mayer, 1977). After the research assistants 

displayed adequate working knowledge of behavioral principles and 

techniques, the behavior observation system used in the current study 

was introduced. Research assistants were required to memorize opera

tional definitions for each resident and aide category and were quizzed 

on this material until they demonstrated complete recall. 

The next phase of training involved applying the coding system 

to staff-student interactions that were presented on videotape. The 

scoring sheets and battery run devices, designed for the study to give 

an auditory signal every 10 seconds, were used dur~ng this training. 

Reliability checks we~e randomly made and discrepancies between research 

assistants' recordings were discussed until agreements were obtained. 

When reliability for all categories was at an acceptable level (85-100%) , 

the research assistants began recording and performing reliability 

assessments at the nursing home. 

Procedure 

The current study was conducted in four phases: 

1. Pretest. Self-report and observational assessment of nurses 

aides and residents in the treatment and control groups. 

2. Staff training program. Intervention in which nurses' aides in 

the treatment group were taught behavior principles and their 

application to resident care. 

3. Posttest. Partial replication of the pretest procedure. 

4. Follow-up. Partial replication of the posttest phase. 



47 

Prior to the collection of the pretest data, two groups of 

research assistants underwent specialized training. For one group, 

training involved learning to administer self-report measures to the 

residents. The second group was trained to observe and record resident

aide social and maintenance behaviors. 

For the pretest phase, two trained research assistants verbally 

administered the self-report measures to individual residents who 

agreed to participate in the study. Approximately 3 weeks were required 

to collect this data. Frequently, residents had to be tested over two 

to three session~ due. to their difficulty in concentrating for: 

extended periods of time .and fatigue. Nurse's aides independently 

completed the same self-report measures as the residents in a group 

meeting overseen by the principal investigator. 

Three weeks after the self-report data were collected, the 

observers entered the nursing home and spent 3 weeks conducting relia

bility azsessments and allowing the residents to adapt to their pre

sence. Following this, a 4-week baseline period was initiated. An 

interval recording procedure was implemented in which resident and aide 

target behaviors were observed during 10-second intervals and recorded 

on scoring sheets. These data were subsequently transferred to data 

summary sheets (Appendix H). Observations were taken during early 

morning care routine (8-9:30 A.M.) and in the evening (6:30-8:00 P.M.) 

when residents were preparing for bed. Trained observers performed 

daily observations, each randomly assigned to selected staff members 

whose work schedule included residents in the study. These schedules 

were provided daily by the head nurses on the treatment and control 



units. Observations of resident-staff interactions began when the 

nurse's aide entered a resident's room and participated in an inter

action with the resident. Coding began the first 10 seconds of 

resident-staff interaction for a minimum of 2 minutes and continued 

until this interaction was completed (e.g., resident was dressed and 

taken to the cafeteria) or until 20 minutes elapsed. If the aide 

left the room before the end of the 2-minute interval, this was 
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recorded and observations of the resident continued until the aide 

returned or 5 minutes passed. If the aide returned, coding of rQsident

staff interactions resumed. Otherwise, the observers either waited 

for the aide to move on to another resident or joined a nurse's aide 

already interacting with another resident. 

The second phase of the study, the staff training program, 

began approximately one week after the pretest observational data was 

collected. Nurse's aides in the treatment group met for nine l-hour 

sessions to learn behavioral principles and their application to 

resident care. All treatment sessions were conducted by the principal 

investigator. 

Phase 3, the posttest phase, was originally designed to be a 

replication of the pretest procedure. For the treatment group this 

replication was successful. However, the control group was assessed 

only on self-report measures. 

In Phase 4, the follow-up period, which occurred approximately 

4 months after the posttest phase, only self-report data was collected. 

Apparently, the departure of two head nurses had created stress through

out the geriatric facility and morale was quite low among all staff 
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members. The head nurse associated with the treatment group felt that 

observations at that point in time would interfere with the care of 

the residents by the nurse's aides and would create a~ditional problems 

(e.g., absences in reaction to the reinstatement of observations). All 

self-report measures were repeated at follow-up for the treatment and 

control group staff and residents with the exception of three SeES 

subscales--organization, resident influence and physical comfort. 

These measures were omitted for the residents. By follow-up, the 

residents were complaining about the time required to answer questions 

on the inventories. To shorten the testing period, the three subscales 

assessing system maintenance an~ system change dimensions were exclud~d. 

These particular subscales were considered the least likely to be 

affected by staff training and since no specific hypothesis were 

related to them, they were omitted. 



RESULTS 

Behavioral Data 

Findings from the analyses on the behavioral data for residents 

and staff are presented below. 

Inter-observer Reliability 

Inter-observer reliability was computed at pre~ and posttest 

by dividing agreements (on occurrence and non-occurrence of the speci

fic behavior) by agreements and disagreements, separately, for each 

behavior category. These computations were based on 10-second interval 

recordings of resident and staff behaviors. Of the 112 pretest and 73 

posttest observations, 33% and 29%, respectively were reliability 

checks selected at random. Convention dictates that reliability should 

fall between 80% and 100% (Kazdin, 1975, p. 82). For each staff 

behavior category (giving instructions, positive social, negative 

social, maintenance) and each resident behavior category (appropriate 

social, positive social, negative social, self-maintenance) an 

extremely high level of reliability was obtained. Table 3 presents 

these findings with the corresponding ranges for each category. 

Pretest Measures 

Separate one-way analyses of variance (ANOVAs) were computed 

for each measure on staff and residents at pretest to determine if 

there were any significant differences between treatment and control 

group subjects (i.e., treatment and control group staff; treatment 

50 
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Table 3. Means and ranges for interobserver reliability at pre- and 
posttes,t 

Giving Appropriate Positive Negative 
Instructions Social Soci a 1 Social Maintenance 

Aides 

Pretest 98.03% 98.48% 100% 94.97% 
(86.5-100%) (87-100%) (100%) (86.5-100%) 

Posttest 97.02% 98.90% 100% 95.57% 
(92-100%) (91-100%) (100%) (83-100%) 

Residents 

Pretest 92.94% 99.42% 98.9% 94.38% 
(68-100%) (94.6-100%) (91-100%) (85-100%) 

Posttest 92.28% 99.42% 99.80% 94.57% 
(91-100%) (92-100%) (96-100%) (83-100%) 



and control group residents). Analyses yielded no significant F 

values indicating that the groups were comparable at present. 
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Because of the large number of dependent measures included in 

this study, which increases the possibility of alpha slippage, the 

results must be interp!reted conservatively. Therefore, a .01 level 

was chosen for significance. 

Staff Measures 

Separate 2 x 2 repeated measures ANOVAs were computed on each 

of the four main behavioral measures. These analyses were performed 

to test the hypotheses that trained nurses' aides, when compared to 

untrained aides, would evidence the following behavior changes from 

pretest to posttest and follow-up: 

1. increase in giving instructions, 

2. increase in positive social interactions, 

3. decrease in negative social interactions, and 

4. decrease in maintenance. 

Only analyses on pre-post change scores were conducted. No signifi

cant differences were obtained on any of the analyses. This indicates 

that the training program was unsuccessful in effecting the expected 

behavior changes for the aides. Thus, the hypotheses were not upheld. 

Results from these analyses are summarized in Table 4. 

Resident Measures 

As a result of the nonsignificant findings for the staff, the 

hypotheses concerning the residents' behavior could not be tested. 

However, in an exploratory manner, the residents' behavioral data 
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Table 4. Means and standard deviations for analyses of staff behavioral 
measures 

Group 

Giving Insitructions 

Treatment 

Control 

Positive Social 

Treatment 

Control 

Negative Social 

Treatment 

Control 

Maintenance 

Treatment 

Control 

N 

12 

3 

12 

3 

12 

3 

12 

3 

Pretest 

307.83 
(142.25) 

304.33 
(243.00) 

67. 17 
( 70.04) 

40.67 
( 29.89) 

20.00 
( 38.20) 

17.00 
19.90) 

2061. 67 
(383.33) 
2343.67 
(182.89) 

( ) indicate standard deviation 

Postest 

286.58 
(104.95) 

273.67 
( 82.39) 

45.58 
( 59.16) 

38.67 
( 41.97) 

15.00 
13.71) 
10.00 
14.40) 

2445.67 
(724.41) 
2830.33 
(228.92) 



were analyzed in view of the possibility that changes may have 

occurred in connection with staff behavior changes that were not 

specifically assessed at posttest (see Appendix I). 

Staff Contingencies for Resident Behavior 
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It was hypothesized that treatment would result in the follow-

ing changes ~n staff contingencies for resident independent behaviors: 

1. increase in positive social behavior, 

2. decrease in maintenance, and 

3. decrease in negative social behavior. 

The data were analyzed by assessing the frequencies and percentages of 

four types of staff responses (positive social, negative social, main

tenance, no response) contingent on three cl~sjes of resident behavior 

(self-maintenance, positive social, appropriate social). For purposes 

of this ~nalysis, the three classes of resident behaviors were com

bined into one overall categorY-''''independent behavior. Staff contin-, 

gencies were defined as respon.ses occurring within the same 10-second 

interval as resident criterion behavior for all observation sessions. 

At pretest, the most frequent staff behavior contingent on resident 

independent behaviors, for both treatment and no.-treatment groups, was 

"maintenance" with total frequencies of 1,502 (58%) and 331 (50%) 

occurrences, respectively. The second most frequent contingent staff 

response for both groups was "no response" (treatment-",965 (38%», no

treatment--3l4 (47%) followed by: "positive social ll (treatment-"·96 

(4%1, no-treatment--l3 (2%»), and "negative socia]!' (treatment-

(.1%), no-treatment---2 (.3%». Posttest observations revealed the 

following findings for staff contingent behaviors in the treatment 



group: I ma intenance"--l,151 (72%), "no response"--416 (26%), 

"positive social"--23 (1%), and "negative social"--3 (.3%). 
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In summary, the most frequent staff response contingent on 

residents' independent behaviors at pretest for treatment and 

no-treatment groups was IImaintenance" followed in order of descending 

frequency by: no response, positive social, and negative social. The 

same pattern of staff contingencies was found for the treatment group 

at posttest. Thus, the hypotheses offered for changes in contingent 

staff responses for resident independent behaviors were not confirmed. 

An example'of staff contingencies for resident independent behaviors 

at pre- and posttest observations is depicted in Figures'l and 2, 

respectively. 

Summary of Findings 

In summary, no significant results were obtained for aides 

on the behavioral measures. The hypotheses related to positive 

changes in staff behavior in the treatment group did not find support. 

Subjective Measures 

The following results were found for residents and staff on 

the subjective measures. 

Pretest Measures 

For all staff and resident scales (SDS, STAI, SeES, Morale 

Scale, Perceived Training Helpfulness, Perceived Job Difficulty) one

way analyses of variance were performed to rule out the possibility 

of pre-existing differences between the two groups. These analyses 
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revealed no significant differences indicating that the groups were 

equival~nt with regard to pretest scores. 

Staff Measures 
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Twelve 2 x 3 repeated ANOVAs for the staff measures were 

computed wi th as.sessments taken at pre-, posttest, and follow-up. 

periods for the following scales: SDS, STAI, SCES, Morale Scale, 

Perceived Job Difficulty. These analyses were conducted to evaluate 

the hypotheses that staff mood, morale, and perceptions of the environ

ment would be improved at posttest and follow-up phases of the study. 

Perceptions of the environment were evaluated via independent analyses 

for each of the seven subscales comprising the SCES (l--cohesion, 

2--conflict, 3--independence, 4--self-exploration, 5--organization, 

6--influence, 7--physical comfort). Of the 12 analyses, only 1 

resulted in significant findings. Contrary to expectation, on sub

scale 4--self-exploration of the SCES--the no-treatment control group 

demonstrated improved perceptions when compared to the treatment group 

at posttest and follow-up evaluations (F = 8.9, df = 2.2, p = .01). 

Means and standard deviations for this test can be found in Table 5. 

The Test of Simple "BII Effect (a post hoc test applied to mixed analy

ses of variance when significant interaction effects are found) indi

cated a significant improvement in the perceptions for aides in the 

no-treatment group from pretest (X = 3.80) to posttest (X = 6.60) to 

follow-up (X = 7.20). No other significant findings were discovered. 

Means and standard deviations for these non-significant findings are 

presented in Tables 5 through 9. 
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Table 5. Means and standard deviations for analyses of staff SCES 
scores 

Scale Group N Pretest Posttest Fo 11 ow-up 

4.75 4.00 4.25 Treatment 8 (2.40) (2.70) (2.99) 
Cohesion 

6.40 4.60 5.20 Control 5 (1. 36) (2.24) (3.25) 

7. 12 6.37 6.00 
Treatment 8 (2.37) (2.42) (1. 87) 

Conflict 
6.60 7.00 7.20 Control 5 (1. 36) (1.41) (1.33) 

4.42 3.37 3.50 Treatment 8 (2.45) (2.82) (2.92) 
Independence 

6.60 6.00 4.80 
Control 5 (3.62) (3.03) (2.92) 

6.37 6.25 6.00 
Treatment 8 (1.37) (1. 64) ( 1. 87) Self-

exp 1 orat i on 3.80 6.60 7.20 
Control 5 (0.98) (1.02) (1.33) 

8 
3.87 2.75 3.75 Treatment (1.01) (1. 40) (3.15) 

Organization 
3.40 2.40 3.20 

Control 5 (1. 50) (1. 50) (1.66) 

8 
5.50 4.87 5.87 

Treatment (1. 94) (2.03) (1.30) 
Influence 

6.00 4.80 5.60 
Control 5 (0.63) (1. 60) (1. 20) 

3.07 4.00 4.37 
Treatment 8 (1. 60) (2.91) (3.16) Physical 

comfort 
4.60 3.60 3.60 

Control 5 (1. 85) (1. 50) (1 .85) 

( ) indicate standard dev i at i'ons 
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Table 6. Means and standard deviations for analyses of staff SOS 
scores 

Group N Pretest Posttest Fo 11 ow-up 

Treatment 9 33.89 34.78 34.89 
(6.35) (4.89) (6.56) 

Control 5 
34.60 33.40 34.40 
(6.99) (2.15) (4.13) 

( ) indicate standard deviations 

Table 7. Means and standard deviations for analyses of staff STAI 
scores 

Group N Pretest Posttest Follow-up 

Treatment 9 
32.39 31.89 40.33 
(7.41) (8.40) (9. 12) 

Control 5 
31.40 31.00 35.60 
(5.20) (5.66) (8.59) 

( ) indicate standard deviations 
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Table -8. Means and standard deviations for analyses of staff morale 
scale scores 

Group N Pretest Posttest Follow-up 

Treatment 9 
24.22 22.33 23.33 
(3.58) (3.50) (3.78) 

Control 5 
23.60 21.40 21.40 
(3.38) (2.57) (2.24) 

( ) indicate standard deviations 

Table 9. Means and standard deviations for analyses of staff 
perceptions of training helpfulness and job difficulty 

Group N Pretest Posttest Follow-up 

Perceived Training Helpfulness 

Treatment 9 
3.67 3.55 3. 11 
(.789) (1. 08) (1. 37) 

Cont ro 1 5 
4.40 3.80 4.00 
(.80) (.75) (.63) 

Perceived Job Difficulty 

Treatment 9 
2.4444 3.00 3.33 

(1.53) (1 .05) (.86) 

Control 5 
2.20 2.00 3.20 

( 1 .20) (1. 09) (.98) 

( ) indicate standard deviations 



Resident Measures 

To examine the possibility that changes in the residents on 

the subjective measures occurred in relation to changes in nonspe

cific factors for the staff, the residents' subjective data were 

analyzed. Findings from these analyses can be found in APPendix I. 

Summary of Findings 
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In summary, the expectation that staff in the treatment group 

would demonstrate improved mood, perceptions of the environment, and 

morale at posttest and follow~up assessment was not upheld. Contrary 

to prediction, significant improvement was found in the untrained 

aides' perceptions of the environment on seES subscale 4--self

exploration. 



DISCUSSION 

Behavioral Measures 

Aides who underwent staff training did not demonstrate the 

predicted changes in antecedent (i.e., instructions) and consequent 

(i.e., positive social, negative social and maintenance) behaviors 

relative to resident maintenance and social behaviors. Consequently, 

the functional relationshIp between aides and residents target 

behaviors was not altered, thereby resulting in the residents' target 

behaviors remaining unaffected. Failure to find significant changes 

for aides' behavior can be explained as a function of one or a 

comb i'nat ion of the foIl owi ng: 

1. Impediments to the application of the learned principles 

and acquired skills by the staff caused by their suspicious

ness and negative attitude toward the administration. 

2. The training program employed was not effective. 

3. Negative sterotypes held by the staff that elderly people 

are not capable of change. 

4. The operant approach may not be effective for changing aides' 

and residents behaviors. 

On the basis of discussions of resident-aide interactions and 

participation in the modified role-playing procedure during training, 

it was my impression that the majority of the aides learned both the 

theoretical and applied aspects of the training material. However, 

there were no objective assessments of this and this must therefore 

63 



64 

remain a speculation. Procedures to evaluate the aides' learning of 

the principles and skills were considered important to include in 

this study, but were omitted as we felt they would significantly inter-

fere with the continuation of the project. Specifically, I felt any 

additional assessment measures wou1d induce increased suspiciousness 

and resfstance which, in turn, would hav~ further biased the results 
. 

and could have precluded collection of posttest and follow-up data. 

speculate that the absence of behavioral changes for the 

aides was most likely a result of problems encountered in the natural 

setting. These obstacles appeared to be related to the staff's atti-

tude toward the administration and their feelings about the adverse 

working conditions at the center. Overall, the aides appeared to be 

extremely hostile toward the administration who they perceived as rela-

tively uninterested in resident care and most concerned about how the 

geriatric center appeared to visitors (e.g., attention to noise and , 

odor control). They spoke of their resentment and frustration about 

the low salaries they received and the unfair working demands due to 

understaffing. Coupled with these feelings were fears that the admin-

istrati'on would have access to their individual data which would some-

how be used against them, possibly resulting in their dismissal. 

Yet another likely contributing factor to the aides' resistance 

in applying the behavioral skills was the lack of administrative 

involvement in direct care of the residents. This was an ongoing 

complaint of many of the aides. Although this research project was 

endorsed by the admtnistration, there was little active participation 

by them. The aides seemed to interpr~t this lack of involvement as 



another example of the paucity of suppor~ and concern for their wel

fare as well as that of the residents. 
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The second explanation for the lack of results--deficiencies 

in the training program--is a strong, viable possibility. Since 

behavioral programs similar to the one used in the current study have 

worked in a number of settings wioth a variety of subjects, the 1 ikel i

hood that one or more aspects of the training program was defective 

must be strongly considered. In line with this explanation, it should 

be noted that the aides' learning of the behavior skills could have 

been compromised by the modified role-playing procedures employed 

io~ thios study. Previous studies have shown that proficiency in 

applying behavior modification skills is highest following traditional 

role-playing phases of training (Gardner, 1970).' However, some 

evidence exists to suggest that a single medium, lecture-based 

training program can be partially effective in improving performance 

in applied settings (Sepler and Meyers, 1978). With regard to the 

present study, I expected significant improvement in at least some 

of the behavior categories as a function of the lecture material and 

additional improvement with the modified role-playing. Again, since 

no objective assessments were conducted for the application skills, 

the aides' proficiency in this area cannot be adequately determined. 

What we do know is that, even if they did have the skills, they did 

not perform them in naturalistic situations. 

The third majo,r possibility offered for the failure to find 

behavioral changes, negative stereotypes of the elderly, may have inter

fered with the aide's motivation to learn and apply the training 



material. Positive findings in the study by Sperbeck and Whitbourne 

(1981), in which staff training focused on the negative attitudes 

toward the aged and behavioral principles and techniques, raises the 

possibility that these attitudinal variables need to be addressed in 

more depth. If, in fact, the aides believed that the residents were 

incapable of change then this could have prejudiced them against 

making attempts in initiate change. 

66 

The final reason offered for the nonsiginificant results is 

the possibility that the operant approach may not be effective for 

changing the behavior of staff and residents in geriatric centers. If 

this were the case, the hypothe5es derived from the behavioral frame

work would not be applicable and would need to be modified. However, 

that the successful implementation of behavioral training programs 

to effect changes in both staff and resident behavior has been 

extensively demonstrated in institutions for the mentally retarded 

(Kazdin and Polster, 1973) as well as for the mentally ill (Ayllon, 

1965) argues against this explanation. Therefore, while it remains a 

possibility that problems with the operant approach with the elderly 

were the main causes for the lack of significant findings, it is 

an unlikely one. 

Subjective Measures 

The hypothesized changes in the subjective measures (~DS, 

SCES, STAI, Morale Scale) for the residents and aides in the treatment 

group were not supported by the data. Contrary to prediction, signifi

cant changes were found for aides in the control group on SCES 

subscale 4--self-exploration. 
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In view of the failure to find the expected behavior changes 

for the aides and r~sidents it is not surprising that the anticipated 

changes on the subjective measures did not occur. It was my expecta

tion that resident and aide mood, satisfaction with the environment 

and morale would be altered as the functional relationship between 

staff and aides changed in the direction of staff support for resident 

independent functioning. Given that this functional relationship was 

unaltered there was no reason to expect changes along the subjective 

dimensions. The remote possibility, however, that resident changes 

could have occurred in connection with staff changes of nonspecific 

variables did not fInd support in the data. 

The one significant finding on SCES subscale 4--self- , 

exploration is perplexing. The most likely explanation is related 

to the attitude of the newly hired head nurse associated with the 

control group. It was my opinion that she was very concerned about 

the aides' problems with the prior head nurse. This impression was 

influenced by the new head nurse holding several meetings to discuss 

the aides' concerns about job responsibilities and difficulties 

experienced in the past. This appr.oach was in marked contrast to 

that of the previous head nurse who appeared uninterested in dis

cussing issues directly with the aides. Consequently, the aides may 

have experienced the new emphasts on the exploration of their 

individual feelings and concerns as quite dramatic, which, in turn, 

may have been reflected in their self-exploration subscale score 

changes. A second possibility for this result is that it may be a 

chance finding. 
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Replication Findings 

The current study has replication features, frequently neg

lected in behavioral research (Carver, 1978), of IIType 1111 studies. 

Results from the pretest phase of this study supported previous 

findings (Baltes and Barton, 1979) that staff in nursing homes fail to 

support resident independent functioning. In the previous studies, 

the most frequent staff response to resident independent bahavior was 

found to be withholding of positive reinforcement. In contrast, 

in the present sutdy, a pattern emerged in which aides responded to 

residents independent behavior most often by initiating maintenance 

behaviors. Thus, rather than a passive withholding of support, the 

aides acti·vely interrupted residents' attempts to help themselves 

and to initiate conversation or act in other prosocial ways. 

Procedurally, the present study was an improvement over the 

past experiments in that a higher interobserver reliability for each 

resident and aide category was attained. Also, more specific opera

tional deftnitions were offered. Finally, the addition of the 

IIma intenancell category for the aides was particularly helpful in 

expanding the understanding of how residents' independent functioning 

may be negatively influenced by the staff. 

Limitations of the Study 

One of the most difficult aspects of conducting research in 

applied settings is the occurrence of frequent and unexpected impedi

ments to the originally designed study (Johnson and Bolstad, 1973; 

Weiss, 1972). The present study was no exception. Difficulties arose 
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primarily in the areas of subject attrition and attitudes of the staff 

toward the research project. 

Concerning attrition, during the early part of the posttest 

assessment for the observational measures, a number of unexpected 

events occurred which resulted in discontinuing observations for the 

control group. The head nurse associated with control group and the 

head nurse for the facility were both replaced. This change created 

apprehension among the aides in the control group about the security 

of their jobs and uncertainty about how the unit would be run in the 

future. An atmosphere of suspiciousness and hostility among these 

aides emerged which appeared to be manifested in part by an increase 

tn complaints about being observed and a decrease in cooperation. In 

addition, during this period one resident in the control group died 

and one favored resident became severly ill and was hospitalized. 

These losses appeared to add to the aides' anxiety and discomfort in 

being observed. Following this series of events, the new head nurse 

affiliated with the control group expressed concern that continuing 

the observations would further lower staff morale, which, in turn, 

would affect resident care. Thus, she requested that the observations 

be stopped. This resulted in an unusually high attrition rate for 

residents and aides on the observational measures. There was 

considerably more cooperation with the self-report measures in the 

control group and consequently the attrition rate was· lower, but 

nonetheless appreciable. Due to the high rate of attrition, the data 
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set was marginally analyzable. Consequently, the results are tentative 

in nature and cannot be considered definitive. 

The second major problem involved concern on the part of the 

staJf i.n the treatment group about confidential ity. Confidential ity 

was tnsured by ass[gning numbers to each subject's data which was 

available only to the principal investigator. Although this was 

discussed in depth with the nursing assistants over several meetings, 

a few of them continued to express concern that the administration 

would gain access to the data which, in turn, would jeopardize their 

jobs. This suspiciousness delayed the first administration of the 

staff subjective measures and at times during the study appeared to 

contribute to a lack of cooperation on the part of several aides. 

This resistance appeared to be manifested in missing training sessions, 

in complaints about being observed and in not attending to residents 

included in the study in order to avoid being observed. These attitudi

nal and behavioral problems may have affected the aides' learning during 

the training sessions and/or their implementation of the knowledge and 

techniques acquired. 

Regardless of the limitations.discussed above, this study 

poses important research questions that have both theoretical and 

practical value. The confounding variables affecting the results 

{i.e., subject and environmental} are found in most applied research 

to one degree or another. Although these difficulties compromise the 

strength of the findings, the study remains a worthwhile research 

endeavor. 



Implications of This Study and Directions 
for Future Research 

Dfspite the nonsignificant results obtained in this study, 
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training nursing home staff in general principles of behavior modi fica-

tion to improve resident functioning remains a viable research area. 

There were numerous obstacles encountered at the geriatric facility 

which precluded implementation of the study as originally conceived. 

In light of these obstacles, the nonsignificant findings may not be 

interpreted ipso facto as a reflection of major flaws in the conceptu-

alization and/or execution of this experiment. If this study were 

conducted again in a less turbulent and more receptive setting, the 

outcome could be signiflcantly"different. 

Speculation aside, it is my strong feeling that the idea of 

teaching staff behavior modification principles and skills to effect 

positive changes in the residents merits further research. Other 

studies with children have shown that teaching general behavior 

modification procedures, rather than tailoring programs to individual 

children, is more effective in terms of generalization of learining 

across children (Koegel, Glahn, and Nieminen, 1978). If this finding 

also applies to working with the elderly, the aides could adapt their 

behavior skills to different residents without requiring extensive 

treatment planning for each individual resident. Given the frequent 

problem of understaffing in nursing homes, the time and energy that 

could be saved with such a broad based approach could prove invaluable 

in terms of staff morale and resident care. 
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The impediments In the current study and their negative 

effects on the ongoing research has implications for future research 

in this area. Perhaps the mOst important implication relates to the 

importance of involving the aides' supervisors and the administration 

i'n an active manner. A commitment to incorporate the training program, 

if successful, into the nursing home system may help motivate all 

staff members to participate to some degree. Additionally, an incen

tive system, supported by the administration, could be developed in 

which aides are rewarded monetarily or by social recognition for 

attendance at training sessions and competency in applying what they 

learn. One aspect of this incentive system which has been sh~wn to 

improve and maintain staff performance is the use of contingent feed

back for staff performance (Panyan, Boozer, and Morris, 1970). The 

behavioral coding system developed for this study could be used to 

provide this type of ongoing feedback to aides as well as to super

visors and administrators. To the extent that the project can be 

perceived as a collaborative effort between all staff, the aides 

would probably feel less oppressed, more supported, and subsequently 

more motivated, particularly if other incentives for changing their 

behavior are instituted. 

A second general improvement might involve more extensive 

assessments and interventions for staff's negative attitudes toward 

the potential for change in elderly individuals. Although the present 

study addressed this issue to some degree, a more in-depth approach 

(e.g., videotapes showing changes in elderly residents; case 



presentations) may be needed to establish a more recpetive attitude 

toward training. 
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If positive results are found in future research of this type, 

tt would be interesting to then investigate the impact of these changes 

on resident's families and the larger community. It might at'so be 

of interest to investigate the effects of involving family members in 

the training program. 



APPENDIX A 

BACKGROUND INFORMATION FORMS 

FOR RESIDENTS AND AIDES 
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Background Information--Residents 

1- Name of resident: 

2. Sex: Female Nale 

3. Date of birth: Age: 

4. Length of time in nursing home: 

5. Mari tal status: 

1- Single 3. Divorced or separated 

2. Married 4. Widowed 

6. If married, is spouse also living at the geriatric center? 

7. Religious affiliation: 

1- Protestant 4. Other (specify) 

2. Catholic __ 5. None 

3. Jewish 

8. Education: 

1-
2. 
3. 
4. 

Some grammer school 
Completed grammer school (8 years) 
Some high school 
Completed high school (12 years) 

Yes No 

__ 5. 
6. 

--7. 

Some college, or business or vocational schooling past high school 
Completed college (16 years) 

--8. 
Postgrad or professional school beyond college 
Not available 

9. Medications resident is currently taking: 

10. Diagnosis: _____________ _ 

11. Reason for being admitted to geriatric center: 

12. Race: 
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13. Is resident restricted in any v~ in carrying out daily activities (e.g., bathing, 
eating, toileting, etc.)? Yes No If yes, please explain restriction: 

14. Does the resident have any significant emotional problems? Yes __ No 
If yes, please explain: 
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Background Information--Staff 

1. Name of staff: 

2. Sex: Female Male 

3. Date of birth: Age __________ _ 

4. Length of time working in geriatric center: 

5. Marital. status: 

1. Single 3. Divorced or separated 

2. Married 4. Widowed 

6. Religious affiliation: 

1. Protestant 4. Qt', (specify) _____ _ 

2. Catholic __ 5. None 

3. Jewish 

7. Education: Please circle the highest grade you completed: 

College 
1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 Specialized training: (Please 

specify) _____________ _ 

8. Race: 

9. Previous experience working in geriatric center: Yes No 

If yes, please indicate length of time in each previous working situation: 



APPENDIX B 

OPERATIONAL DEFINITIONS FOR AIDE AND 

RESIDENT BEHAVIORAL CATEGORIES 
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A ide Categor i es 

1. Instructions (I) 

A. Definition: This category is scored for direct commands 
(imperatives; e.g., "00 this!") and indirect commands sometimes 
expressed as questions (interrogatives; e.g., '~ill you come 
here?") directed to the resident by an aide. Most questions 
would not be coded as instructions in as much as they do not 
specify an act of compliance ("00 you want some more toast?" 
Either yes or no could be acceptable answers). Ambiguous 
commands both direct and indirect are not scored as instructions 
for the same rea~on (IIBe nice!" The statement does not specify 
the action required). 

B. General Use: 

1. The instruction must designate an obvious referent (IIPick 
up your shoe"), or class of referents (llput on your 
clothes") . 

2. Immediacy--An instruction is scored as such if compliance 
can be initiated within the interval (10 secs.) in which 
it was giv,en or in the interval immediately following it. 

3. Multiple instructions may occur in any interval as long as 
they refer to specific acts of compliance. However, only 
the first instance of an instruction is scored for each 
interval. 

2. Positive Social Interactions (+) 

Definition: The delivery of verbal and/or physical gestures of 
approval or reward, to a resident, the aide behavior is judged 
to be positive because of the content of the interaction (e.g., 
the aide hugs the resident), or because of the voice quality of 
the aide (Good job, I like that!). This category is not to be 
scored for such instances as: 1) physical contact which occurs 
in the course of the aide doing her/his job, 2) where the posi
tive interaction occurs simultaneously with an aversive inter
action, such as when an aid is verbally praising but physically 



punitive (e.g., by forcefully removing something from the 
resident's hand). When positive and negative interactions 
occur simultaneously, the negative interaction is scored, 
3) where the verbal content is positive but the associated 
effect is neutral (e.g., saying "good" in a monotone). 

3. Negative Social Interaction (-) 
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A. Definition: The delivery of verbal and/or physical gestures 
by an aide to a resident which are judged as aversive because 
of the content of the interaction, the voice quality, and/or 
the assertive behavior of the aide. 

B. General Use: 

1. Definition of aversive 

a. Aversive because of content: 

(1) the interaction contains a threat of punishment or 
unpleasant consequences to the resident (ilif you 
don't hurry and eat, I am going to· take your tray 
away"). 

(2) The interaction contains ridicule ("Nowaren't 
you pitiful talking like that"). 

b. Aversive because of voice quality. 

(1) The aide shouts or talks loudly and had been 
talking quieter moments before. (Not appl icable 
when the shouting is used with hard of hearing 
residents in non-aversive contexts.) 

(2) The aide speaks in a threatening tone of voice. 

c. Aversive because of the assertive behavior of the 
speaker: 

(1) The interaction is accompanied by grabbing the 
resident, pushing the resident aside, or grabbing 
an object. 

4. Maintenance--Aide (MA) 

Definition: Execution of any part of a resident's self-maintenance 
task regardless of the resident's behavior (i.e., the resident can 
simultaneously be engaged in a maintenance task or another unrelated 
task). This category will not be scored for aid attention unrelated 
to a maintenance task. 



80 

Resident Categories 

1. Maintenance--Resident (MR) 

Definition: This category is scored when the resident completes any 
part of a self-maintenance task. This is scored independent of the 
aide's behavior. 

2. Positive Social Interaction (+) 

Definition: Same as aide positive interaction except the aide 
is now the recipient. 

3. Negative Social Interaction (-) 

Definition: This category is scored for any instance of whining, 
crying, vocal protests, verbal protests, or displays of temper 
(temper tantrums, throwing objects, or grabbing objects from an 
aide) which occur in the presence of an aide. 

4. Appropriate Social Interaction (AS) 

Definition: This category is scored for the following: resident 
responses related to aide actions: requests, greetings, laughter, 
and resident verbalizations that focus on ability. 

Examples: requests--What time is it? (Information request) 
May I go outside now? (general request) 

greetings--Good morning. Hi, how are you today? 

laughter--Is either directed or clearly related to Aide's 
action. Nervous, sarcastic and hostile kinds 
of laughter are not scored in this category. 

ability 
verbalization--I 'm going to play bingo today. I'm going 

to make a phone call. I'm going to push 
R to the dining room. 
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SHELTERED CARE ENVIRONMENT SCALE 
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Subscale Descriptions and Item Examples 

Relationship Dimensions 

1. Cohesion: measures how helpful and supportive staff members are 
toward residents and how involved and supportive 
residents are with each other. 
(Do residents get a lot of individual attention?) 

2. Conflict: measures the extent to which residents express anger 
and are critical of each other and of the facility. 
(Do residents ever start arguments?) 

Personal Growth Dimensions 

3. Independence: assesses how self-sufficient residents are 
encouraged to be in their personal affairs and how 
much responsibility and self-direction they are 
encouraged to exercise. 
(Do residents set up their own activities?) 

4. Self-exploration: measures the extent to which the environment 
encourages residents to express and openly discuss 
their feelings and concerns. 
(Are personal problems op~nly talked about?) 

System Maintenance and System Change Dimensions 

5. Organization: asseses how important order and organization are 
in the facility, the extent to which residents know 
what to expect in their day-to-day routine, and how 
explicit the rules and procedures are. 

6. 

7. 

(Are activities for residents carefully planned?) 

Resident influence: measures the extent to which the residents 
~~~~~~~~~ 

can influence and change the rules and policies of 
the facility and the extent to which the staff 
restricts the residents through regulations. 
(Are suggestions made by the residents acted upon?) 

~P~h~ys~ic~a~l~c~o~m~f~o~r~t: measures the extent to which comfort, privacy, 
pleasant decor and sensory satisfaction are provided 
by the physical environment. 
(Can residents have privacy whenever they want?) 
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MORALE SCALE FOR RESIDENTS AND AIDES 
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Morale Scale for Residents 

Name __________________________________ ___ Wing: __________________________ _ 

Age ______ _ 

Sex ________ . ______ __ 

Are you a resident? Yes No 

If you are a staff member: What is your position? __________________________ ___ 

How long have you been on this unit? __________________________ __ 

How long have you been in this geriatric facility? ______________ _ 

INSTRUCTION~ 

PLEASE CIRCLE ONE ANSWER FOR EACH QUESTION 

1. In general, how satisfied or dissatisfied are you with this unit? 

extremely very somewhat somewhat very extremely 
satisfied satisfied satisfied dissatisfied dissatisfied dissatisfied 

2. In general, how much do you like the lldtients on this unit? 

very much moderately somewh .. t slightly not at all 

3. In general, how much do you like the staff of this uni t? 

very much moderately somewhat slightly not at all 

4. fn general, how nervous or tense do you feel on this unit? 

very much moderately somewhat slightly not at all 

5. In general, does what you do on the unit give you a chance to see how good 
your abilities really are? 

very much moderately somewhat slightly not at all 

6. In general, does what you do on the unit help you to have more confidence In 
yoursel f7 

very much moderately somewhat slightly not at all 



Morale Scale for Aides 

Name __________________________________ __ Wing: ________________________ __ 

Age ______________ __ 

Sex _______________ __ 

Are you a resident? Yes No 

If you are a staff member: What is your Position? ____________________ _ 

How long have you been on this unit? -----------------------------
How long have you been In this geriatric facility? ________________ _ 

INSTRUCTIONS 

PLEASE CIRCLE ONE ANSWER FOR EACH QUESTION 

I. In general, how satisfied or disatlsfied are you with this unit? 

Extremely very somewhat somewhat very extremely 
satisfied satisfied satisfied dissatisfied dissatisfied dissatisfied 

2. In general, how much do you like the patients on this unit? 

very much moderately somewhat slightly not at all 

3. In general, how much do you like the staff on this unit? 

very muc:h moderately somewhat slightly not at all 

4. In general, how nervous or tense do you feel on this unit? 

very much moderately somewhat slightly not at all 

5. In general does what you do on the unit give you a chance to see how good 
your abilities really are? 

very much moderately somewhat slightly not at all 

6. In general, does what you do on the unit help you to have more confidence In 
yourself? 

very much moderately somewhat slightly not at all 

. 7. In general, how much do you expect this training program to help you In your 
work with residents? 

very much moderately somewhat slightly not at all 

8. In general, how difficult do you feel this Job has been for you In the past 
few weeks? 

very much moderately somewhat slightly not at all 
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APPEtJD I X E 

OUTLINE OF THE STAFF TRAINING PROGRAM 

INCLUDING AIDE HANDOUTS 

Note: Each training session included role-playing tailored to the 
principles covered, review units, and homework assignments. 
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Outl ine of Staff Training Manual 

1. Introduction 

A. Purpose of Training 

1. Discuss aide's understanding of purpose of training 

2. Focus on observable behaviors 

3. Identify and decrease disruptive resident behaviors 
(negative social and dependent maintenance) 

4. Identify and increase residents' positive behavior 

5. Identify how aide's behavior (antecedent) affects 
residents with goal of increasing positive antecedents 

B. Benefits for Staff 

1. Place to talk about problems; confidentiality 

2. Increased skills to deal with disruptive behavior (and 
dependent behaviors) 

a. objective approach to deal with these behaviors 

b. as program is implemented and residents begin 
behaving more appropriately, staff will gain more 
confidence in ability to meet residents' needs 

c. recognition--from facility and nationally 

d. certificate 
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3. Increased ability to deal with own problems--self control 

a. can apply principles to own life and change own 
behavior (e.g., smoking, eating) or help deal with 
children's problem behaviors 

b. can improve social interactions 

c. offer to help aides set up individual program after 
research is completed. 
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C. Benefits for Residents 

1. Increased well-being of residents 

a. higher self-regard and more dignity 

b. more content with life 

c. accept more responsibility and depend less on staff 

2. General improvement in social interaction 

a. interact more frequently 

b. interact more appropriately 

c. more satisfaction from interactions 

3. As residents behave more independently and accept more 
responsibility, will want more responsibility 

D. Discussion of Successful Application of Principles by Experts 
In Nursing Homes 

1. Need for staff at nursing home to have skills to maintain 
changes 

E. Importance of Keeping Material Confidential 

II. Brief Outline of Programs 

A. Meeting Times, Days, Duration 

B. Content: Principles for changing behavior 
generally: learning to increase positive and 

decrease inappropriate behavior 

C. Methods: presentation of behavioral principles 
discussion 
role-playing (demonstrations) 
review units 
appl ication of principles to work situation 

I I I. Goal I: Increasing Positive Behaviors 

A. What are Positive Behaviors? 

1. Behaviors that cause residents to feel good about 
themselves 



2. Behaviors that are generally accepted as appropriate 

a. social 

b. maintenance 

B. Elicit from Aides Behaviors They Consider are Positive and 
Would Like to See Increased 

C. Positive Behaviors are Learned 
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1. Social learning--people act the way they do for the most 
part because they are taught to--talking, interacting 
with others and working at a task for example are all 
learned. 

2. Teach each other constantly when we interact; in some 
way we are changing each other when we interact (e.g., 
when smile at resident after s(he) says hello and asks 
you how you are, you are teaching resident this is a 
good thing to do and resident will be likely to do this 
again in future). 

IV. Practical Application: Observing 

A. Why Careful Observation is the First Important Step in Changing 
Behavior 

1. Brief presentation to be followed by more in depth 
coverage next session 

2. Observing gives information about how often the behavior 
is occurring naturally (baseline) and if and how the 
behavior is changing 

B. Charting: Observing and Recording 

1. Choose one resident who has a lot of positive behaviors 

a. Choose one positive behavior you would like to see 
occur more frequently 

b. Record resident's name, behavior to be observed, and 
day on index card 

2. Each time the resident displays the behavior, put an x in 
a box on the left hand side of the index card. 

3. Record any other observations of the resident or your 
reaction to her/him at that time 



V. Review Unit: 

A. Any Questions from Previous Session? 

B. Read Questions Out Loud: Aides Think Answer to Selves and 
then Volunteer to ~espond out Loud 

1. What are three examples of positive social behavior? 
Maintenance? 

2. What is one main goal of this project? 
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3. Who will benefit from increasing positive behaviors? How? 

4. Why is confidentiality important? 

5. What is social learning? 

6. Why is careful observation important in changing behavior? 

VI. Charting 

A. Difficulties with Observations? Recording? 

B. Reactions to Observing and Recording (how did it feel; notice 
anything different about the resident observed?) 

C. Freguency Count: total number of times residents showed 
behavior over days observed 

D. Group Chart Showing Aides' Data (way to check if homework is 
completed and for progress .to be posted for group) 

VI I. Observing and Recording Continued 

A. Steps in Observing Behaviors You Want to Change 

1. Decide on the behavior you want to change (target behavior) 

2. Observe the behavior very carefully over a period of time-
baseline 

a. Observation-counting 

b. Record frequency of behavior 

3. If possible, observe what occurred directly before target 
behavior occurs 

4. Observe what occurred immediately after target behavior 



B. Graphing Target Behaviors 

VIII. How to Increase Positive Behaviors 

A. Use Observing and Graphing Skills to Evaluate Changes in 
Target Behaviors 

B. Important Terms 

1. Positive Reinforcers--rewards 
Ask aides how they feel when they do something and are 
rewarded in some way; apply this to residents 

2. Types of positive reinforcers 
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a. social--most important for our purposes; attention, 
praise, approval, touching, complimenting. Small 
events happen to us hundreds of times each day that 
are socially reinforcing. Most of us don't realize 
what we are being reinforced for. To change behavior, 
we must be aware of what residents are being socially 
reinforced for (see handout on Social Reinforcers). 

b. non-social--candy, money 

C. Plan: If you see a resident do something you would like him 
or her to repeat in the future, positively reinforce that 
behavior 

D. When to Reinforce 

1. Immediately after you see the behavior or as soon as 
possible. If you wait, the resident won1t know what 
behavior you are reinforcing 

E. How Often to Reinforce 

1. At the beginning, as often as possible. If you stop 
positively reinforcing behavior, resident will stop that 
behavior 

2. When behavior occurs at a high frequency and occurs 
consistently, reinforce every few times it occurs rather 
than every time 

3. Examples of what happens if continue continuous reinforce
ment and then fail to reinforce a few times. 



IX. Role Play 

A. Use Positive Behaviors Aides' Observed Last Week. Choose 
one aid to role-play resident. Model Appropriate response 
using social reinforcer. Break up into triads. Role play: 
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Each aide will playa resident one of the other two aides 
observed during the week (Aide 1). Aide 2 will play herself 
and practice using social reinforcers contingent on appropriate 
positive behavior. Focus is on target behavior although other 
positive behaviors should also be positively reinforced. After 
role play, Aides 1 and 3 give feedback to 2. E floats and 
observes all groups. 

X. Summary if Necessary 

XI. Practical Application: Observation of Target Behavior and 
Consequences 

A. Observe Same Behavior as Last Time With Same Resident (if 
possible). Also observe what happened after the behavior 
occurred and record the consequences (i.e., positive reinforce
ment; behavior ignored; other (specify». Model this procedure 
for aides. Practice recording in small groups. 

XI I. What to Reinforce 

A. Desirable Behaviors: Use positive reinforcers to increase 
desirable resident behaviors 

B. Behaviors that Compete with Undesirable Behaviors: Discussion 
of how des'irable and undesirable behavior cannot exist simul
taneously. Provide examples and elicit examples from aides. 

C. As Desirable Behaviors Increase, Undesirable Behaviors Decrease 

XII I. Positive Reinforcement of Undesirable Behaviors 

A. Frequently, we unintentionally positively reinforce undesirable 
behaviors. This increases the possibility that these 
behaviors will occur again. 

B. Due to the fact that we sometimes reinforce behavior we want to 
decrease, it becomes important to be aware of our own behavior. 
As you closely observe your behavior, you will begin to see how 
you respond to many different types of resident behavior. The 
more closely you look at your behavior responses to the resi
dents, the less likely you will be to accidentally reinforce an 
undesirable behavior. 
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XIV. Contingencies 

A. Another way to increase positive behavior is to set up contin
gencies (if ••. then), (when ••• ). Discussion of how the use of 
contingencies lets residents know directly what is expected of 
them and may help them change their behavior. Provide examples. 

B. Role Play Using Contingencies and Reinforcements of Behaviors 
that are Incompatible with Undesirable Behaviors 

XV. Practical Application: Choose one resident to observe during the 
week. Record instances in which you use contingencies and when you 
reinforce behaviors incompatible with undesirable behaviors. Please 
record these observations on the cards provided and also include the 
resident behaviors you are responding to. 

XVI. Punishment. If you follow undesirable behavior with negative 
consequences (e.g., criticism) the behavior will temporarily 
decrease. 

A. Types of Punishment 

1. Remove positive event 
--take away favorite possession 
--take away opportunity to do something enjoyable 
--examples from aides 

2. Present negative event 
--threats 
--criticism, complaints 
--loud noises, frowns, etc. 
--examples from aides 

B. Problems that Occur when Using Punishment 

1. Often, behavior is only temporarily decreased and it occurs 
again in the future. This is due to the fact that when we 
punish, we also are giving attention which may be reward
ing the undesirable behavior. 

2. When we punish, the person being punished may begin to 
expect punishment whenever we are around him or her. 
People learn to avoid or escape from those who punish them. 
If we are perceived as punishers, we are much less likely 
to be effective in work situations. 
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XVII. Summary of Most Effective Way to Change Behavior 

A. Positively Reinforce Desirable Behavior 

B. Ignore Undesirable Behaviors 

c. Use the If-Then Principle 

d. Use Punishment as Little as Possible 



Handouts For Staff Training Program 

I. Brief Outline of Program 

A. Meeting Arrangements: 

Day Sunday 

Time 1:30-2:30 P.M.; 9:30-10:30 P.M. 

Length: approximately 10 weeks 

B. Content 

Principles for changing behavior 

Generally: learning to increase positive and decrease 
inappropriate resident behavior 

C. Methods 

Presentation of principles 

Discussion 

Role-playing 

Review Units 

Application of principles to work situation 

II. Goal I: Increasing Positive Behaviors 

A. What are positive behaviors? 
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1. Behaviors that cause residents to feel good about them
selves. 
Examples: 

2. Behaviors generally accepted as appropriate. 
Examples--social: 

maintenance: 



96 

B. Positive behaviors are learned 

1. Social learning: we are always teaching and learning in 
our social interactions 
Examples: 

III. Practical Application: Observation 

A. Why is careful observation important in changing behavior? 

1. Gain information about how often behavior is occurring 

2. Better understanding of circumstances under which behavior 
is occurring. 

a. what happens before the behavior occurs 

b. what happens after the behavior has occurred 

c. how the behavior is changing 

B. Charting: Observing and Recording 

1. Name of Resident: 

2. Positive Behavior: 

IV. Observing and Recording 

A. Steps in Observing Behaviors You Want to Change 

1. Decide on the behavor to be changed--target behavior 

2. Observe the behavior very carefully over a period of 
time--baseline 

3. If possible, observe what occurred directly before target 
behavior occurs 

4. Observe what occurred immediately after target behavior 

B. Graphing Target Behavior 

1. Graphing aids in organizing observations 

2. Graphing also provides information on changes in behavior 



V. How to Increase Positive Behavior 

A. Important Terms 

1. positive reinforcers--rewards 
Examples: 

97 

2. social reinforcers: attention, pr.aise, approval, touching 
(see handout, p. 6) 
Examples: 

3. non-social reinforcers--candy, money, etc. 
Examples 

B. Plan: If you see a resident do something you would like him or 
her to repeat in the future, positively reinforce that behavior. 

C. When to Reinforce 

1. Immediately after you see the behavior or as soon as 
possible. If you wait, the resident won1t know what 
behavior you are reinforcing. 

D. How Often to Reinforce 

1. At the beginning, as often as possible. If you'stop 
positively reinforcing behavior, the resident will stop 
that behavior 

2. When the behavior occurs at a high frequency and occurs 
consistently, reinforce every few times it occurs rather 
than every time. 

VI. Role Plays (To Be Explained) 

VII. Practical Application: Observation of Target Behavior and 
Consequences 

Observe same behavior as last week with the same resident if possible. 
Also observe what happens after the behavior occurs and record the 
consequences on the index card (Appendix F). Possible consequences 
include: positive reinforcement; behavior ignored or other (specify). 



VIII. What to Reinforce 

A. Desirable Behavior 

B. Behaviors that Compete with Undesirable Behaviors 
Examples: 
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C. As Desirable Behaviors Increase, Undesirable Behaviors decrease 
Examples: 

IX. Positive Reinforcement of Undesirable Behaviors 

A. Often, We Accidentally Positively Reinforce Undesirable 
Behavior 
Examples: 

B. Being Aware of Our Own Behavior is Important 

X. Instead of Positively Reinforcing Undesirable Behaviors: 

A. As Already Mentioned, Positively Reinforce Behaviors that 
Compete with Undesirable Behaviors 

B. Set up Contingencies (if .•• then), (when .•. ) 
Examples: If you stop crying, I will give you your ice cream. 
others 

C. Role Play Using Contingencies and Reinforcement of Behaviors 
that are Incompatible with Undesirable Behaviors. 

XI. Practical Application: Choose resident to observe during the week. 
Record instances in which you use contingencies and when you rein
force behaviors incompatible with undesirable behaviors. Please 
record these observations on cards provided and also include the 
resident behaviors you are responding to. 

XI I. Punishment 

If you follow undesirable behavior with negative consequences (e.g., 
criticism) the behavior will temporarily decrease. 

A. Types of punishment 

1. Remove positive event 
--take away favorite possession 
--take away opportunity to do something enjoyable 
--other examples: 



X III. 

2. Present negative event 
--threats 
--criticism, complaints 
--loud noises, frowns, etc. 
--other examples: 
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B. Problems that Occur when Using Punishment 

1. Often, behavior is only temporarily decreased and it 
occurs again in the future. This is due to the fact that 
when we punish, we also are giving attention which may be 
rewarding the undesirable behavior. 

2. When we punish, the person being punished may begin to 
expect punishment whenever we are around him or her. 
People learn to avoid or escape from those who punish 
them. If we are perceived as punishers, we are much less 
likely to be effective in work situations. 

Summary of Most Effective Way to Change Behav i 0 r 

A. Positively Reinforce Desire Be.haviors 

B. Ignore Undesirable Behaviors 

C. Use the If-Then Principle 

D. Use Punishment as Little as Possible 



Handout on Social Reinforcers 

Possible Praising Words and Phrases: 

good 
that's right 
exce 11 ent 
that's clever 
exactly 
good job 
good thinking 
that was very kind of you 

Expressions: 

smi 1 ing 
winking 
nodding up and down 

Nearness: 

walking together 
sitting on res. bed 

Thank you 
I'm pleased with that 
Great 
I 1 ike that 
I love you 
That's interesting 

looking interested 
laughing 
clapping 

standing close to res. when talking with him'or her 

Physical Contact: 

touching 
hugging 
stroking arm 
shaking hand 
holding hand 
patting shoulder 

List of praise words and phrases you would be comfortable using: 
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APPENDIX F 

CARDS FOR AIDE BEHAVIORAL RECORDING 

101 



Observations of 's Behavior 
Behavior: --------------------------
Day: 

--------------------
Other Observations. 

Directions: Place an X in the box each time the resident dis
plays the chosen behavior •. Record other observations of the 
resident or your reactions. 

Res. ~ Behavior Your ResEonse -

Directions: Record the resident you are observing, the day and 
the target behavior. Also record your response to the target 
behavi or. 
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APPENDIX G 

CERTIFICATE OF COMPLETION OF 

STAFF TRAINING PROGRAM 
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Given at: 

Qtertifitate of ~rainin!l 

This writing cerrifies that 

has successfully completed 
a staff training program 

in behavior modification principles 

HllNDMJlKER lEWISH GERmTRIC CENTER 
on the 15th day of May, 1980 

Candy Siegel, M.ll. 
Psychology Department 
University of llrizona 

Hal llrkowitz, Ph. D. 
llssociate Professor 
Psychology Department 
University of Jlrizona 
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APPENDIX H 

SCORIN~ AND DATA SUMMARY SHEETS FOR 

RESIDENT AND AIDE TARGET BEHAVIORS 
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2 

4 

6 

8 

9 

DATE 

Behavioral Scoring Sheet for 
Residents and Aides 

TIME: START FINISH 

RESI DENT ROOM # OBSERVER 1. 

2. 

TASK AND SETTING CONDITIONS 
CODING KEY: AIDE: MAINTENANCE (M) INSTRUCTION (I) POS. SOCIAL 
RESIDENT: MAINTENANCE (SM) APPROPRIATE SOCIAL (A) POS. SOCIAL 

Codes 1 2 3 ,. 5 6 7 8 9 10 

M 
AIDE 

1+-

SM 
RESIDENT 

A+-

M 
AIDE 

1+-

SM 
RESIDENT 

A+-

M 
AIDE 

1+-

SM 
RESIDENT 

A+-

H 
AIDE 

1+-

SM 
RESIDENT 

A+-

M 
AIDE 

1+-

SM 
RESIDENT 

A+-

COMHENTS: 

106 

PAGE 

(+) NEG. SOCIAL (-) 
(+) NEG. SOCIAL (-) 

11 12 Total 
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Data Summary and Reliability 

Date ___ _ Horning ___ Evening ___ Time; Start ____ _ Finish ___ _ 

Res I dent. _____ _ Room ___ _ Intervals scored ____ _ 

Task and setting condition ____________ Observers I. ______ _ 

2. _____ _ 

OBSERVER AGREEMENT AND FREQUENCY SUMMARY 

Category A1A+D xl 00-% Obs. I Freq. of Occurrence 

Aide: 

MAINTEUANCE 

INSTRUCTION 

POS. SOCIAL 
I 

NEG. SOCIAL 

Resident: 
, 

MAINTENANCE 

APPROP. SOCIAL 
I 

POS. SOCIAL 

NEG. SOCIAL 



APPENDIX I 

BEHAVIORAL AND SUBJECTIVE DATA FOR RESIDENTS 

Behavioral Measures 

Analyses on pre-posttest change scores were conducted for resi-

dents in the trained group at posttest on the following behaviors: 

1. appropriate social behavior. 

2. positive social behavior. 

3. negative social behavior. 

4. self-maintenance. 

Two-by-two repeated measure~ ANOVAs were computed separately for the 

four target behaviors. No significant findings resulted from these 

analyses. The results are provided in Table 1-1. 

Subjective Measures 

To assess changes in mood, perceptions of the environment, and 

moreale for the residents at posttest and follow-up assessments, 2 x 2 

and 2 x 3 repeated measures ANOVAs were performed on: SDS, STAI, SCES, 

and t10rale Scales. These analyses were identical to those conducted for 

the staff with the exception of the last three subscales of the SeES 

(5--organization, 6--resident influence, 7--physical comfort). Analyses 

for these measures were computed on pre-posttest change scores only. 

No significant differences emerged for any of the analyses. Means and 

standard deviations for these tests are shown in Tables 1-2 through 1-5. 
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.Table I-I. Means and standard deviations for analyses of resident 
behavioral measures 

Group N 

Appropriate Social 

Treatment 7 

Positive Social 

Treatment 7 

Negat i ve Soci a 1 

Treatment 7 

Maintenance 

Treatment 7 

( ) indicate standard deviations 

Pretest 

1175.74 
(420.83) 

47.71 
( 43. 10) 

162.57 
(197.33) 

1327.86 
(465.21) 

Posttest 

1046.14 
(715.69) 

51.43 
(51.52) 

173.86 
(164.76) 

1444.86 
(894.89) 



Table 1-2. Means and standard deviations for analyses of resident 
SOS scores 
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Group N Pretest Posttest Fo 11 ow-up 

42.54 43.85 42.08 
(9.34) (11.57) (10.12) Treatment 13 

40.60 40.60 36.80 
(8.42) 10.09) (7.52) Control 5 

( ) indicate standard deviations 

Table 1-3. Means and standard deviations for analyses of resident 
STA1 scores 

Group N Pretest Posttest Follow-up 

Treatment 13 
35.54 35.61 38.38 

(10.40) (16.02) (17.43) 

Control 5 42.60 40.40 35.60 
(13.47) (17.46) (13.63) 

( ) indicate standard deviations 
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Table I-4. Means and standard deviations for analyses of resident 
SCES scores 

Scale Group N Pretest Posttest Follow-up' 

Treatment 13 4.69 4.61 4.31 
(2. 13) (1. 60) (2. 10) 

Cohesion 

Control 6 4.17 5.50 5.33 
(0.88 (1.50 (2.05) 

Treatment 13 3.23 4.23 3.92 
(2.14) (3.20) (3.29) 

Conflict 

Control 6 2. 17 2.50 1.67 
(1.21) (2.70) (2.05 

Treatment 13 3.77 4.31 4.77 
(2.62) (2.73) (2.08) 

Independence 
3.50 4.17 Control 6 2.50 

(2.22) (1. 90) (1. 46) 

Treatment 13 3.00 3.72 3.77 
(1. 70) (1. 82) (1.71) Sel f-

exploration 
6 2.00 3.00 2.33 Control (1. 70) (1.41) (1. 80) 

Treatment 14 4.57 4.36 
(1.33) (1 .22) 

Organization 
4. 12 Control 5.00 

(2.36 ) (2.45) 

Treatment 14 4.28 3.93 
(1. 02) (1. 73) Resident 

Influence 4.87 4.25 Control 8 (1.2]) (2.32) 

14 6.64 6.21 
Treatment (1. 72) (3.05) 

Physical 
Comfort 7.50 7.00 Control (1. 16) (1. 58) 

( ) indicate standard deviations 
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Table 1-5. Means and standard deviations for analyses of resident 
Morale Scale scores 

Group 

Treatment 

Control 

N 

13 

5 

Pretest 

21.08 
(4.14) 

20.80 
(4. 17) 

( ) indicate standard deviations 

Posttest 

21.38 
(3.33) 

21.20 
(4.44) 

Follow-up 

19.92 
(1. 55) 

21.00 
(2.53) 

--.-~-~-
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