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ABSTRACT 

The purpose of the study was to develop a behavioral nursing intervention 

strategy for specific deficits in grooming performance of elders with dementia. 

A quasi-experimental two-group design using switching replications with 

removed intervention was employed. Three residents with severe cognitive 

impairments and three residents with mild cognitive impairments were chosen 

from a special dementia care unit of a long-term care facility. Three residents 

among six residents were randomly selected to receive the behavioral 

intervention early. Baseline and post-intervention assistance was provided by 

nurse aides. Each resident was asked to wash hands, brush teeth, wash face, 

and comb hair in a sequence. Ten intervention sessions were conducted by the 

trained intervener for two consecutive weeks. The intervention consisted of 

systematic prompting and social reinforcement. A total of 21 sessions were 

collected in the morning using videotape recordings. Interobserver agreement 

for the instruments designed by the investigator was measured by the trained 

observers. 

Data were analyzed in two phases. First, the quantitative data were 

analyzed to determine the independent functional behaviors of individuals, and 

the change in the intensity of nursing effort associated with grooming of elders 
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with dementia. Data were examined by individual graphic display throughout 

the three phases (baseline, nursing intervention, post-intervention). Second, the 

qualitative data were analyzed to determine the antecedents, consequences, and 

resident responses associated with grooming, the caregiver problem behaviors, 

and resident problem behaviors associated with grooming performance. 

The results show that the functional behaviors of even severely demented 

elders can be promoted, indicating the effectiveness of nursing care strategies 

on the ADL task of grooming. The data in this research suggest that 

maintaining or improving functional ability is possible with a behavioral nursing 

intervention, which was a highly structured and systematic approach that 

involved modifying the environmental and behavioral context, through strategies 

such as prompting and social reinforcement, when necessary. Furthermore, 

through the qualitative analysis, the functional relationships between 

antecedents, consequences, and behaviors of demented elders allowed the 

investigator to analyze the caregiver problem behaviors and resident behavior 

problems associated with grooming. 



CHAPTER 1: INTRODUCTION 

This study was designed to develop a behavioral nursing intervention 

strategy for specific deficits in grooming performance of elders with cognitive 

impairments. The ultimate goal of the research is to help caregivers in the 

home to utilize behavioral management strategies in maintaining grooming 

performance of American and/or Korean elders with dementia. 

The elderly population is increasing faster than the rest of the popUlation. 

The proportion of the 65 year old and over age group in the total world 

population is expected to rise from 8.5 percent in 1980 to 13.7 percent by 

2025. 
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In the United States, 12.5 percent of the population were older than 65 

years in 1989 (U.S. Bureau of the Census, 1991). By 2020, it is estimated that 

17.3 percent of the population will be older than 65 years (U.S. Bureau of the 

Census, 1989). Although, in Korea, the proportion of the 65 year old and over 

age group is not relatively high, the elderly population has been increasing very 

rapidly due to the continuous decline in age-specific birth and death rates during 

the past two decades and a half. Five percent of the Korean population were 

older than 65 years in 1990 (Lee, 1991). By 2025, it is estimated that 14 

percent of the Korean population will be older than 65 years (Ministry of 



Health and Social Affairs, 1987). Recently, there has been growing concern 

over potential problems and needs of the aging population in Korea (Huh, 

1982). 
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The implications of these trends are enormous not only for the health care 

service of our aging population but also for changes in societal emphasis. The 

increasing elderly population will result in great increases in health services 

utilization, particularly services related to long-term care and rehabilitation for 

chronic conditions and disabilities. 

The problem associated with dementia that impact long-term care will be 

explored further in this chapter through the development of the statement of the 

problem, the significance of the problem for nursing, and statement of the 

purpose for this study. 

The Statement of the Problem 

The dementing disorders are now recognized as an important health 

problem for the aging population and a major issue for caregiving in long-term 

care. The statement of the problem that underlies this study will be presented 

in six parts: 1) the nature of Alzheimer's disease and related dementias; 2) 

caregiving for American elders with dementia; 3) caregiving for Korean elders 



with dementia; 4) issues about caregiving for elders with dementia across 

cultures; 5) knowledge base of caregiving; and 6) review of literatures. 

The nature of Alzheimer's Disease and related dementias 

17 

The prevalence of Alzheimer's disease is increasing, probably because more 

and more individuals are reaching advanced age and thus are at higher risk for 

its development. Alzheimer's disease (AD), accounting for approximately 60% 

of the dementias in the U.S., is the most common type of senile dementia 

(Stevenson, 1990; Fleet, 1992; Nelson, 1990; Cleary, 1991; Gary & Kavanagh, 

1991). Dementia of the Alzheimer's type is a progressive disease of the brain 

which affects memory and other mental function as well as behavior, 

personality, and the ability to perform activities of daily living (Skinner & 

Jordan, 1989). The etiology of AD remains unknown. Possible causes include 

selective cell death by an infectious agent or a slow virus, environmental 

toxins, abnormal accumulations of proteins, immunologic changes and genetic 

predisposition. Noteworthy to explaining the cause of AD is the 1987 

discovery of two genetic defects on chromosome 21 in three living patients with 

AD (Stevenson, 1990). 

Diagnosing AD is very difficult. A complete medical examination is 

needed to rule out reversible forms of dementia. A diagnosis of AD is made 
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after all other disorders are ruled out since it can only be confirmed by autopsy 

or brain biopsy (Wolanin & Phillips, 1981; Zarit & Zarit, 1983). A wide 

range of problems may be mistaken for Alzheimer's disease. For example, 

depression in the elderly is often misdiagnosed as dementia. Although the 

symptoms may suggest dementia, a careful examination may reveal another 

diagnosis (Nelson, 1990). 

The main symptoms of Alzheimer's disease include progressive aphasia, 

progressive apraxia, progressive agnosia, and progressive mnemic disturbance 

(Cleary, 1991; Nelson, 1990; Wolanin & Phillips, 1981; Mace, Hardy & 

Rabins, 1989). Alzheimer's disease has been classified according to the stages 

of the degenerative process. The number of stages ranges from 3 to 7 

depending on the source. Hayter (1974) described three stages of Alzheimer's 

disease. The first stage is approximately two to four years in duration and is 

characterized by memory loss, time disorientation, and affect changes. The 

second stage may extend over a long period of time with progressive mental 

and physical deterioration. The third stage is characterized by apathy, 

progressive weakness, coma, and death. 

At present, there is no cure for Alzheimer's disease and medical 

management is limited to the treatment of behavioral signs and symptoms 

(Stevenson, 1990; Miller, 1990; Varcarolis, 1990; Vitaliano, Russo, Breen, 



Vitiello & Prinz, 1986). Pharmacotherapy is sometimes useful for treating 

behavioral problems but drugs must be used with caution with AD patients 

because medication may impair memory further, increase agitation or have 

adverse effects (Stevenson, 1990). Although presently chemotherapy is used, 

care of patients with Alzheimer's disease still remains a nursing problem. 

19 

Due to the progressive nature of AD and the trajectory of decline and 

symptom appearance, some functions deteriorate early and other functions are 

retained until relatively late in the disease (Volicer, SeIter, Yvette, Fabiszewki, 

Herz, Shapiro & Innis, 1987). For instance, difficulty in grooming or dressing 

is indicative of early deterioration of function and lack of the ability to feed 

oneself is indicative of the later decline in functions (Nolen, 1988). In the early 

stages of the disease, overcoming or adapting to functional limitations is a 

principal issue for nursing care in maintaining independence. As the disease 

progresses, nursing care requires identifying and maximizing functional 

abilities. 

Caregiving for American Elders with Dementia 

The most prevalent of dementing disorders in the United States, 

Alzheimer's disease (AD), accounts for over 50% of all persons with dementia 

and represents the fourth leading cause of death among the elderly. An 
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estimated 2.5 million Americans suffer from Alzheimer's disease (Wilson, 

1989a). Six to seven percent of people over 65 years of age are victims of 

Alzheimer's disease, while 20 percent of the population over the age of eighty 

are afflicted in the United States (Kumar, Peterson, Kumar & Fulk, 1989). 

The frequency of the dementias ranges from 3% to 5% of the elderly residing 

in the community. Two and one-half percent of persons with dementia are 

cared for in long-term care facilities (Aronson, Cox, Guastsdisegni, Frazier, 

Sherlock, Grower, Barbera, Sternberg, Breed & Koren, 1992). 

For most AD patients, care is provided by family members in the home. 

Home care is sustained with varying degrees of help for varying lengths of 

time. Previous research (Shanas, 1979; Office of Technology Assessment, 

1987) supports that families and patients prefer home care. Families of AD 

patients, however, experience undue burdens as a result of inappropriate efforts 

to maintain patients at home when institutional care is indicated. As the Office 

of Technology Assessment (1987) noted, despite families' preference for home 

care, institutional care is unavoidable for many individuals in late stages of 

dementing illness. The challenge is in determining when home care becomes 

inappropriate and institutional care becomes the option of choice or a necessity. 

Both forms of care are essential and mutually supportive components of long

term care; neither can substitute for the other; and both can be improved 



substantially. For elders with cognitive impairments, however, problems are 

encountered in providing both home care and institutional care. 

21 

Home Care. Home care includes "formal" paid services from health care 

providers and home health care aides and "informal" care from family members 

(Gerontology Institute, 1990). Several problems are associated with home care 

for persons with AD. First, shortage of home health care workers limits how 

much assistance a disabled person can obtain at home (Gerontology Institute, 

1990; U.S. Department of Health and Human Services, 1989). These workers 

are seldom well-trained and are often under paid. 

Second, the role played by family members, which is such a key 

component of long-term care today, is diminishing. The reasons include more 

women working at paid jobs outside the home, a continuing high divorce rate, 

and the geographic separation of family members (U.S. Department of Health 

and Human Services, 1989). Providing care to a person with AD can be 

personally and financially devastating to the afflicted families (U.S. Department 

of Health and Human Services, 1989). Studies (Brody, 1989; Morries, 

Wheatley & Britton, 1988; Office of Technology Assessment, 1987) have 

shown that caring for a demented relative is one of the most difficult family 

responsibilities, producing severe strain and potentially destructive effects on 

families that undertake caregiving. 
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Third, most patients with dementia are cared by family caregivers who have 

a limited understanding of the nature of the behavior, and the specific cognitive 

impairments experienced with Alzheimer's disease (Gugel, 1988; Gabow, 1989; 

Skinner & Jordan, 1989). 

Institutional Care. There are three problems related to institutional care for 

persons with AD. First, there is a shortage of trained aides and assistants, the 

workers who provide the bulk of the hands-on care for nursing home residents 

(U.S. Department of Health and Human Services, 1989; Gerontology Institute, 

1990). In nursing homes, nursing assistants are estimated to provide 80 to 90 

percent of the "hands-on" care received by residents (U.S. Department of 

Health and Human Services, 1989). 

Second, nursing assistants are inadequately prepared for the responsibility 

of providing a therapeutic environment for elderly patients (Sand, Yeaworth & 

McCabe, 1992). Baltes and colleagues (1983) research supports that the 

popular view of nursing assistants is accurate. They fulfill primarily custodial 

functions within the nursing home, engage in limited interaction with their 

patients, and interact with them in a manner that reinforces dependent behavior. 

In addition, traditional nursing home systems overwhelmingly rely on physical 

and chemical restraints for behavioral management. Less than 6 % of nursing 

homes provide specialized staff training for care of patients with dementia 
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(Gerontology Institute, 1990). 

Third, most institutional care is provided by staff who have a limited 

understanding of the principles of care for Alzheimer's disease 

patients(Stevenson, 1990). As a consequence, patients' behavior problems are 

managed through use of psychotropic drugs and usually not through appropriate 

nursing care management strategies. 

Caregiving for Korean Elders with Dementia 

Even though the proportion of Korean elders with Alzheimer's disease is 

not accurately estimated, 5.6% of people over 65 years of age have diagnosed 

dementia as the cause of death (National Bureau of Statistics, 1983). The 

number of Alzheimer's victims is expected to increase dramatically with the 

continued growth of Korea's older population. 

Ninety five percent of the elderly in Korea were living in a family setting in 

1980, and 80% or more of elderly parents were living with their children (Koo, 

& Cowgill, 1986). Korea relies upon the family both to provide personal care 

and to finance the professional health care services needed by most of its 

elderly people. 

Until recently, dementia has not been regarded as symptomatic of certain 

disease and conditions but, as normal aging (Lee, 1980; Park, Jung & Kim, 
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1987). Family members have been expected to accept this problem and provide 

care for elders at home regardless of burden. As a result, family caregivers 

have limited understanding of the principles of care for elders with dementia. 

Family caregiving of elders with dementia at home is influenced by the 

cultural norms of respect for age and filial piety, derived from Confucian 

ethics, which characterizes the indigenous culture of Asian society. One of the 

most critical features of Confucianism is its emphasis on filial piety, which 

requires one to sacrifice oneself for one's parents and/or the ancestors 

representing the family lineage (Sung, 1992; Kim, Kim & Rurh, 1991). 

This fact underscores the importance of the role of the family in care of the 

elders with dementia rather than the need for institutional and nursing home 

care. The role of the family, however, is diminishing due to the recent changes 

in the family structure and the labor participation of woman (Kim, 1989). 

These are directly related to the problems, including caregiving strains now 

experienced by caregivers. Consequently, care for impaired older people is 

becoming an urgent social problem. The need to care for demented elders has 

just begun to increase health services utilization, particularly services related to 

long-term care such as nursing homes and institutions. 
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Issue of Caregiving for Elders with Dementia across Culture 

Even though there is little published research on Alzheimer's disease in 

Korea, AD represents a major problem for these two countries, Korea and 

United States, both of which have rapidly growing elderly populations. Perhaps 

the problem is more serious in the U.S. simply because the prevalence is 

higher, but for individual patients and their families, AD is just as devastating 

on either side of the ocean. 

The symptoms and problems of elders with dementia may not differ, but 

acceptance of symptoms, and caregiver's attitudes toward elders vary 

considerably in different cultures. For elders with dementia both home care 

and institutional care are important regardless of culture. Whether elders with 

dementia are cared for at home or in a long-term care facility, both formal and 

informal caregiving are essential and supportive for elders. Nursing research 

on care strategies to help informal and formal caregivers is needed. Research 

on nursing care strategies to ultimately maintain elders with dementia at home 

is needed for improving care, reducing the burdens of caring for people with 

the disease, and decreasing costs to society. 

Knowledge Base of Caregiving 

Although many research studies (Pynoos & Ohta, 1991; Chiverton, & 
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Caine, 1989) have described how caregivers care for persons with Alzheimer's 

disease, little attention has been paid to developing the knowledge base that 

underlies caregiving (Kuhlman, Wilson, Hutchinson & Wallhagen, 1991). 

There is currently little research on nursing care specifically related to the 

activities in the demented elders' daily lives. 

Research studies (Beck, 1988; McEvoy & Patterson, 1986; Volicer et al., 

1987; Teri, Borson, Kiyak & Yamagishi, 1989) suggest that the inability of 

patients with Alzheimer's disease to carry out simple activities of daily living 

(ADLs) is one of the behavioral problems most frequently identified by 

caregivers as burdensome. It is often assumed that AD patients are simply 

incapable of performing functional tasks. The problem, however, is not 

simple. Two other factors influence the functional inability of elders with 

dementia to perform ADLs. First, cognitive and sensory impairments may 

influence functional ability. Alzheimer's disease patients experience difficulty 

in performing activities of daily living independently, as their cognitive 

impairment increases (Office of Technology Assessment, 1987; Vitaliano et al., 

1986). Many Alzheimer's disease patients have the physical capacity to 

perform tasks such as ADLs. What is often lacking is the inability to 

remember to perform the activity or to stay with the task long enough to reach 

an appropriate conclusion (U .S. Department of Health and Human Services, 



1989). For example in handwashing, the problem may not be an inability to 

handle the soap, or towel but, the lack of knowledge about to how to use the 

soap, or towel. Alzheimer's disease is often characterized by a need for 

prompting ADLs rather than by physical incapacity to perform the task 

(McEvoy, 1990). Marx and colleagues (1992) indicates that sensory 

impairment of demented elders may result in difficulty with carrying out even 

simple ADLs. The AD patient, for example, who has a cataracts or severe 

visual problems, may have difficulty seeing the soap. 
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Second, research studies suggest that external factors, also, may influence 

the functional ability of demented elders. Caregiver's behaviors can serve as 

such an external factor. Caregivers provide custodial care such as "doing for" 

demented elders because they believe demented elders cannot improve and 

elders' independent behavior is inappropriate (Mercer, 1983; Posner, 1974). 

Therefore, functional ability to perform ADLs may deteriorate more quickly 

than the cognitive impairment warrants because caregivers do not allow 

demented persons to perform ADLs to the full extent of their abilities. These 

problems result in excess disability. Many researcher have demonstrated that 

elders with dementia may have imposed disability which is the result of 

caregivers not fostering their independence (Dawson, Kline, Wianchko & 

Wells, 1986; Kahn, 1965; Brody, Kleban, Lawton & Silverman, 1971; Brody, 
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Kleban, Lawton & Moss, 1974; McEvoy, 1990). Sandman and colleagues 

(1986) concluded that the patient's highest level of performance was primarily 

dependent on the patient-nurse interaction. Burgio and Burgio (1990), also, 

suggested that the behavior of nursing assistants has a tremendous impact on the 

dependence of patients in institutional settings. 

In addition to excess disability, some empirical evidence (Beck, Baldwin, 

Modlin & Lewin, 1990; Beck, Rossby & Baldwin, 1991; Rossby, Beck & 

Heacock, 1992) suggests that problem behaviors of demented elders during 

caregiver's assistance with activities of daily living, may influence functional 

ability to perform ADLs. Carroll (1989) states that persons with dementia may 

respond with catastrophic reactions, disruptive behavior, or irritability, when 

the caregiver is rushed, anxious, or irritable. Boettcher (1983) asserted that the 

pitch and pace of the caregiver's voice (high tone and fast pace) change 

demented elder's emotional condition. 

In a theoretical model developed by Hall and Buckwalter (1987), 

disfunctional or catastrophic behaviors are viewed as stress-related and indicate 

a progressive lowering of the stress threshold. These behaviors cause excessive 

disability and further limit the functional ability of demented elders and interact 

with the environment. Other researchers (MacDonald & Kerr, 1982; Martin & 

Kirkpatrick, 1987; Coons & Weaverdyck, 1986; Hallberg, Norberg & Erikson, 
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1990; Leverett, 1991) suggest that patients with Alzheimer's disease who have 

sensory impairment, may be at high risk for acquiring behavioral problems such 

as irritability, and even catastrophic reaction such as screaming, or yelling. 

Rabins (1989) explains that catastrophic reactions can occur with 

overstimulation, when too much noise is present or when an upsetting event 

occurs. The recognition that catastrophic reactions are occurring can lead to 

interventions aimed at preventing or minimizing them. Some researchers 

(Lawton, 1987; Pastalan, 1979; Nagley, 1990) recommend that the demands of 

the environment not exceed the ability of the individual. Other researchers 

(Hussian, 1984a; DeBoer & Wilson, 1988) suggest that AD is characterized by 

a need for reducing complex tasks to simple steps and responding to the 

demented elders by a reassuring presence, determining the precipitating factors 

of the event and minimizing the excessive stimuli. 

The complexity of the problems requires careful attention to the 

development of the caregiving knowledge base. It is important to advance the 

knowledge base so caregivers can manage specific deficits and behavior 

problems in the performance of ADLs. The need for strategies that may 

promote functional independence and decrease excess disability is critical. 

Research (Beck, 1988; Buckwalter, Abraham & Neundorfer, 1988) suggests 

interventions designed to help compensate for functional decline could maintain 
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the patient's performance of ADLs and, thereby, decrease the caregiving 

burden. These interventions based on capitalizing on remaining physical, 

cognitive, and sensory ability may help maintain functional abilities (Heacock, 

Walton, Beck & Mercer, 1991; Beck & Heacock, 1988; Nagley, 1990; Butin, 

1991). One way to maintain or improve functional behavior may be through 

nursing care interventions involving behavioral strategies to change specific 

behaviors. Researchers suggest behavioral interventions including prompts as 

reminders to function, verbal instruction, modelling, physical guidance, and 

social reinforcement are useful for changing the extent to which the 

environment influences functional behavior of demented elders (Heacock et al., 

1991; Corcoran & Gitlin, 1991; Burgener & Barton, 1991; Fisher & 

Carstensen, 1990). 

Two issues need to be considered in using nursing care interventions: the 

amount of time required and the intensity of nursing effort. Caring for AD 

patients can be time consuming and must require time to allow them to carry 

out ADLs of which they are still capable, even if this takes additional time. It 

is easy to lose patience and quickly perform the tasks for impaired persons 

rather than allow them to care for themselves. The second issue is the intensity 

of the nursing effort or how much actual interaction is needed. Nursing effort 

refers to caregiver actions to promote the independent behaviors in the impaired 
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elders. The intensity of nursing effort can be graduated from verbal to physical 

guidance. Some effort needs to be directed at decreasing the intensity of 

required nursing care involvement because the goal of nursing care is to help 

demented elders perform the task independently and correctly with the least 

amount of intervention. 

In summary, the present study is directed at the development of knowledge

based care strategies to maintain functional ability of even simple activities in 

demented elders' daily lives, and ultimately to help caregivers to utilize 

behavioral strategies for cognitively impaired elders. 

Review of Literature 

Many studies in gerontology, behavioral psychology, and nursing have 

examined behavioral techniques for increasing functional behaviors and 

reducing problem behaviors of cognitively impaired elders. Several studies 

have shown that behavioral and environmental modifications can improve 

functional behaviors for feeding and dressing of demented elders. In a recent 

study of feeding, Sandman and colleagues (1988) studied verbal communication 

and self-feeding behavior during meals among five institutionalized patients 

with Alzheimer's disease. They showed an increase in self-feeding in two 

residents with dementia without the participation of staff. Lewin and colleagues 
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(1989) investigated strategies for reducing eating dependency in three severely 

cognitively impaired patients in nursing home. Prompting and social 

reinforcement strategies were used for two dependent subjects. Rearrangement 

of the physical environment to compensate for visual impairments was used for 

one independent subject. They showed a significant increase in independent 

eating in one of the two dependent subjects, and an increase in the amount of 

eating in the one independent subject, indicating the effectiveness of 

intervention. Van Ort's and Phillips' (1991) study was designed to develop and 

test two nursing interventions, one contextual and one behavioral, to promote 

functional feeding in Alzheimer's disease patients in the long-term care facility. 

Their findings related to the contextual intervention included an increase 

response to contextual cues and greater participation of the residents in self

feeding. 

In a study of dressing, Beck, Heacock, Mercer, Walton & Shook (1991) 

identified behavioral strategies that promote functional independence in dressing 

among cognitively impaired elders, and assessed the behavioral strategies in 

home settings and a long-term care setting. Four of five home subjects showed 

decreased caregiver assistance and increased ability to dress independently. 

Namazi and Johnson (1992) examined how modification of the environment 

influences the dressing behavior of AD patients. Their results show 



modification of the closets and clothing so it is visually accessible in a 

preplanned sequential order increased the level of independence among the 

residents by 19 percent. 
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In a study by Sandman et al. (1986), a classification system was developed 

to determine abilities essential for the performance of morning care for 

demented elders. They suggest that a continuous assessment of the patient's 

abilities is needed to design and develop a proper nursing system. McEvoy 

and Patterson (1986) conducted an exploratory study on the demented elder's 

ability to relearn lost skills. The treatment program combined prompting and 

reinforcement with specific training modules designed to teach activities of 

daily livings, spatial orientation and communication with others. Their findings 

showed that even the most impaired dementia patients were able to reacquire 

the some of skills needed for self-care. 

Some research has explored behavioral and environmental strategies for 

toileting of demented elders. Schnelle and colleagues (1989) conducted an 

experimental study of 126 severely cognitively impaired, incontinent nursing 

home residents in two groups; one immediated and one delayed treatment 

group. Prompted voiding approach was used; the residents were toileted only if 

they requested assistance, and given social approval to reinforce continent and 

appropriate toileting behavior. The researchers suggested that the effect of the 
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prompted voiding approach offered increased opportunity for toileting assistance 

and positive reinforcement for continent behavior, rather than the patients 

relearning skills related to continence. In a study by Hussian (1988), color, 

sign, symbols, and prompts were provided to promote behavioral responses in 

the area of toileting. His findings were that desirable changes in toileting 

behaviors were observed as a result of stimulus manipulation. Several other 

researchers have emphasized the importance of physical environmental 

strategies for toileting behavior of elders with dementia (Namazi and Johnson, 

1991a; Chanfreau-Rona, Bellwood, and Wylie, 1984). 

Several studies have investigated behavioral techniques for problem 

behaviors of cognitively impaired elders, and have shown that effective 

behavioral intervention reduces problem behaviors such as screaming and 

wandering. In a study of wandering, Hussian (1982) provided an intervention, 

which controlled the individual behavior by selecting discriminative stimuli to 

which the subject responded. One color was associated with positive 

consequences, whereas the other was paired with noxious noise. The positive 

cue was placed to indicate safe areas, while the other cue was positioned in 

dangerous areas. Findings showed that wandering behavior of three nursing 

home residents with senile dementia was reduced. Hoyer and colleagues (1974) 

demonstrated verbal communication could be reestablished using operant 
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procedures. In a case report, the chronic screaming behavior of an 80-year-old 

nursing home resident was reversed by shaping and strengthening behaviors 

incompatible with screaming in conjunction with a modified time-out 

contingency following each screaming episodes. 

In addition, a number of studies provide evidence that communication 

strategies impact on the functional behavior of cognitively impaired elders. 

Cipani (1990) emphasized non-verbal behaviors (i.e., smile, facial expression, 

and touching) with positive reinforcement change functional behavior. 

Langland and Panicucci (1982) examined the effects on communication between 

a confused elder and the nurse when touch was combined with a verbal request. 

In their study, a significant increase in nonverbal response with the use of touch 

was found, indicating its importance in conveying relational aspects of 

communication. Bartol (1979) reported that many behavior problems associated 

with dementia result from communication deficits. She recommended 

instructing staffs in nonverbal communication techniques. In a study of 

touching, Burnside (1976) showed appropriate verbal communication and eye 

contact were increased in groups of patients with dementia. She suggested 

affective touch can be a nursing intervention for patients with Alzheimer's 

disease. In addition, Burnside (1988) suggests several other useful 

communication strategies for improving ADLs by nursing staffs or family 



caregivers. Farran and Keane-Hagerty (1989) suggested how to communicate 

effectively with dementia patients. They recommended both verbal message 

with calm and clear in an unhurried manner and nonverbal communication in 

the optimal supportive environment for a person with dementia. 
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In summary, a variety of behavioral interventions are described in the 

literature. Although research associated with care of the demented elders has 

been conducted, a lack of attention has been paid to developing and testing 

systematic nursing interventions for maintaining functional behavior of 

grooming activities. Therefore, this study was designed to develop behavioral 

strategies that promote functional independence in elders with dementia and to 

explore the effectiveness of those strategies on the ADL task of grooming. 

Statement of the Purpose 

The purpose of this study was to develop a behavioral nursing intervention 

strategy for specific deficits in grooming performance of institutionalized elders 

with dementia. 



The specific aims were: 

1. To explore the effectiveness of a behavioral nursing intervention for 

grooming performance of individuals with dementia, 

2. To describe the nursing effort involved in a behavioral intervention for 

grooming performance of individuals with dementia, 
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3. To describe the nature of antecedents, consequences, and resident responses 

to interventions associated with grooming performance, and 

4. To explore the factors associated with the appearance of excess disability 

and problem behaviors among individuals with dementia. 

Research Questions 

The specific aims were met by answering the following research questions. 

1. What changes occur in independent functional behaviors (self-initiated 

responses) among individuals with dementia as a result of a behavioral 

nursing intervention focused on grooming in general and the performance of 

handwashing, toothbrushing, facewashing, and haircombing specifically? 

2. What changes occur in the intensity of nursing effort associated with a 

behavioral nursing intervention focused on performance of handwashing, 

toothbrushing, facewashing, and haircombing for individuals with dementia? 
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3. What is the relationship between the independent functional behavior and the 

intensity of nursing effort associated with handwashing, toothbrushing, 

facewashing, and haircombing for individuals with dementia? 

4. What are the antecedents, consequences, and resident responses associated 

with handwashing, facewashing, toothbrushing, and haircombing? 

5. What are caregiver problem behaviors associated with handwashing, 

toothbrushing, facewashing, and haircombing? 

6. What are the resident problem behaviors associated with grooming 

performance? 

The following operational definitions were used in answering the research 

questions. 

1. Independent functional behavior: a self-initiated response of each component 

task by the resident. 

2. Nursing effort: degree to which caregiver assists the resident to perform a 

task independently and correctly. For example, nursing effort would include 

verbal instruction, gestural demonstration, or physical guidance to emit a 

resident's behavior (i.e., "Turn on water", pointing to soap, or hand-over 

-hand guidance for combing motion). 



3. Antecedent events: all stimulus conditions that are present prior to the 

emission of the resident behavior. 

4. Consequences: environmental changes or events that follow the resident 

behavior. 

5. Resident responses: all behaviors that follow all stimulus conditions. 

Summary 
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The statement of the problem was identified through discussing the nature 

of Alzheimer's disease and related dementia, caregiving for American elders 

with dementia, caregiving for Korean elders with dementia, issues about 

caregiving for elders with dementia across cultures, knowledge base of 

caregiving, and review of literature. The purpose of the study, research 

questions, and operational definitions were described. In chapter 2, the 

theoretical perspective for developing the model of behavioral strategies will be 

described. 
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CHAPTER 2: THE THEORETICAL PERSPECTIVE 

The theoretical perspective for this study is derived from 

behavior theory which states behavior is learned by associating a stimulus with 

a response. The theoretical perspective that underlies this study will be 

presented in five parts; 1) definition of grooming; 2) behavior theory; 3) 

principles of the behavioral approach; 4) behavioral approach to nursing care 

for demented elders; and 5) grooming behavior model. 

Grooming 

Activities of Daily Living are a set of everyday tasks the performance of 

which is required for personal self-care and independent living (Hill & Smith, 

1990). Self-care refers to activities initiated or performed by an individual, or 

an individual's actions directed to the environment in order to regulate 

functioning in the interest of life, integrated functioning, and well-being (Hill & 

Smith, 1990; Steiger & Lipson, 1985). Such activities include personal 

hygiene, nutrition, and so on. These activities can be done by others on behalf 

of the individual in professional care situations. Personal hygiene includes 

grooming, and bathing. Grooming of individuals with dementia was the focus 

of this study. 

Grooming includes handwashing, facewashing, toothbrushing, and 
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haircombing. Handwashing is defined as the action through which both hands 

are cleansed with water or washcloth. Facewashing is defined as the action 

required to cleanse the face with water or washcloth. Toothbrushing is defined 

as the action required to cleanse the teeth or gums using a toothbrush. 

Haircombing is defined as the action through which one separates, orders, or 

cleanses hairs using a comb (Webster's Third New International Dictionary, 

1976). 

Behavior Theory 

Behavior theory was developed in an phenomena for the purpose of 

changing phenomena, or preventing them from recurring, or making them recur 

(Schwartz & Lacey, 1982). Behavior theory is explicitly committed to the view 

that it is possible to pursue the understanding of some aspects of human nature 

scientifically. It assumes there are regularities about the nature of human action 

which are universal and a part of essential human nature (Schwartz & Lacey, 

1982). When these regularities are discovered and properly formulated, human 

action can be explained in the past and predicted in the future. 

The significant feature of behavior theory is its emphasis on environmental 

events as the determinants of human behavior. By developing an 

understanding of how environmental events influence behavior, human behavior 
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can be understood. From the perspective of behavior theory, there is a 

universality of human behavior. Although the range of human concerns differs 

from culture to culture, and from group to group, human behavior can be 

thought of in terms of universals, and understood by understanding the human 

nature, and by discovering important generalizations about human nature. 

Skinner (1953) developed a set of methods that have characterized much of 

behavior theory. Operant conditioning is referred to as the behavior changes 

produced by the law of effect. The crucial elements of operant conditioning are 

the response and the consequences (i.e., reinforcer). The central thesis of 

operant conditioning is the relationship between responses and consequences 

and how these consequences influence the future occurrence of the response. 

The study of operant behavior focuses on how behavior is affected by the 

occurrence of consequences. Units of operant behavior are activities of the 

whole organism that have effects on the environment, and then these 

environmental effects control the occurrence of the activities (Schwartz & 

Lacey, 1982). There is a relation between actions and subsequent 

environmental events. 

Behavior theory focuses on how contingencies between behavior and 

reinforcement influence the future occurrence of behavior (Schwartz & Lacey, 

1982; Gugel, 1988; Wolpe, 1982). Two major issues need to be considered. 
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The first is concerned with identifying the role of reinforcement in the 

acquisition of new response in learning. Reinforcement has an important role 

in seeking the laws that describe its effect on occurrence of behavior (Schwartz 

& Lacey, 1982). The second issue is concerned with how reinforcement 

influences the occurrence of responses. When an environmental event is 

effective in relationship to a particular behavior, that event is said to be 

reinforcing (i.e., it either strengthens or maintains a behavior) (Hoyer, 

Mishara, & Riebel, 1975). 

Applications of behavior theory are diverse, and are growing rapidly. 

There is a considerable literature base to support that many problem behaviors 

of children and adults are changed by contingent environmental factors (Giles & 

Clark-Wilson, 1988). For example, the development and efficacy of behavior 

modification procedures for independent self-help functioning has been cited as 

one of the most influencing factors in improving the care and training of the 

mentally retarded (Reid, Wilson & Faw, 1991; Wolber, Carne, Collins

Montgomery & Nelson, 1987; Abramson & Wunderlich, 1972; Thinesen & 

Bryan, 1981; Treffry, Martin, Samels & Watson, 1970; Doleys, Stacy & 

Knowles, 1981; Horner & Keilitz, 1975; Matson, Marchetti & Adkins, 1980; 

Matson, DiLorenzo & Esveldt-Dawson, 1981). 

However, there is a major difference in the use of behavioral procedures 
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for the elderly population and for children. Behavioral procedures are typically 

used to establish new behaviors or expand the behavioral repertoire of children. 

With the elderly, however, behavioral procedures can be used to reestablish a 

normal frequency of behaviors. For instance, the person with dementia who 

exhibits behavioral deficits probably exhibited the skills in past his/her life. 

Competence in routine tasks have been developed since early childhood. It is 

likely that these tasks are retained the longest in individuals with Alzheimer's 

disease, because of their familiarity, and their habitual and repetitive 

performance over many years. Prior to behavioral approaches, an 

environmental approach designed to elicit the behavioral response consistently 

could maintain the individuals' performance of ADLs. Behavioral approaches 

could be used to emit the correct response in the presence of the environmental 

approach. As Russian (1984b) noted, behavioral approaches generally involve 

the gradual reshaping or retraining of absent or low-rate responses by providing 

apparent or meaningful prompts as reminders to function, by selectively 

reinforcing successive approximations toward the desired responses, or a 

combinations of the two. 

The behavioral approach has been used with the elderly to change or 

moderate a wide variety of behaviors such as speech and verbalization, sensory

motor behavior, self-care, physical problems, and activities of daily living 
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(Hoyer et al., 1975; Baltes & Lascomb, 1975; Baltes & Zerbe, 1976). Research 

on behavioral approaches to the elderly is increasing rapidly, and empirically 

evidence suggests that behavioral procedures are a useful approach to the 

problems of aging population (Hoyer, 1973; Williamson, 1986; Patterson and 

Jackson, 1980; Patterson and Jackson, 1982; Patterson, 1990; Wisocki, 1984), 

especially among patients with dementia-related cognitive impairments 

(Eisdorfer, Cohen & Preston, 1981; Gottestam, 1984; Hussian, 1981; Hussian, 

1984b; McEvoy, 1990; Fisher & Carstensen, 1990; Carstensen, 1988). 

Principles of the Behavioral Approach 

The basic principles of behavioral approach to be described are prompting 

and fading, chaining, extinction, and reinforcement. 

Prompting and Fading 

According to Skinner (1953), a prompt refers to the use of stimulus to raise 

the probability of a response already assumed to exist at some low rate. 

Prompting alone can result in an increased frequency of the behaviors already 

in the individual's repertoire. 

Prompting is used, in combination with reinforcement, to bring an 

individual's response under the influence of verbal or nonverbal signals (Karoly 
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& Harris, 1987). A prompt is defined as any gesture, verbalization, or action 

by the caregiver to assist the individual to perform a behavior (Wong, Flnagan, 

Kuehnel, Liberman, Hunnicutt & Adams-Badgett, 1988). Prompts are 

supplementary stimuli used to increase the likelihood that an individual will 

emit a correct response in the presence of the SO (discriminative stimuli), which 

will eventually control the behavior (Cooper, Heron & Heward, 1987; 

Schreibman, 1985). Prompts are stimuli given before or during the 

performance of a behavior: they cause behavior to occur so the caregiver can 

provide reinforcement. Prompts are behavioral interventions that direct the 

individual's attention to the required behavior. Prompts may be verbal, 

gestural, and physical. 

Verbal prompting is defined as instructions given to help initiate a task, to 

move on to the next subtask, or to suggest a more appropriate way of 

continuing the task (Skuria, Rogers & Sunderland, 1988). Verbal prompts can 

either be directed, where the action desired of the resident is expressed (e.g. 

"Bring the comb to your hair"); or undirected, where the resident is given a 

prompt that something is expected of him but he is not told what (e.g. "What is 

next after you pick up the comb?"). 

Gestural prompting is defined as cues that involve gesturing to call attention 

to an item or demonstrate how to manipUlate an object (Skurla et al., 1988). 
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Gestural prompting can be accompanied by verbal prompt (Butler & Rosenthall, 

1978). For instance, the caregiver demonstrates how to bring the comb to 

hair, and says something like, "Watch me. Just put the comb here on your 

head, like this," performing the task while talking. 

A physical prompt is defined as helping the individual perform correctly by 

giving him/her physical assistance (Butler & Rosentall, 1978; Skurla et al., 

1988). For example, the caregiver helps the resident perform the 'bringing the 

comb to hair' activity by touching his/her own hair, and telling the elder how to 

bring the comb to the hair. Manual guidance, which is stronger physical 

prompting, is defined as placing a hand over the individual's hand and gently 

guiding the correct movement. 

Stimulus prompts are cues for helping the individual emit a correct response 

(Cooper et a1., 1987). Snell (1983) identifies two techniques for cuing 

behavior. First are movement cues. For instance, the caregiver might point to, 

tap, touch, or look at the soap, towel, or comb. Second are position cues. 

One example is the caregiver places the grooming material appropriate on the 

washstand for the resident prior to each task. The other example is the 

caregiver might place the comb on the washstand to help the resident initially 

comb his/her hair. 

The prompt must initially be effective in provoking the response every time 
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it is presented. Prompts are graduated in sequence according to the strength of 

the prompt from verbal to manual guidance (Turley, 1987). Though prompting 

is useful in initiating behavior, it should be reduced in a systematic way when 

the behavior is established. 

Fading is the process whereby prompting is gradually removed 

until the individual is able to perform the activity under his own initiative 

(Demchak, 1990; Schreibman, 1985). Timing is critical in the skill of fading 

prompts. The caregiver waits at each step long enough to permit the resident 

to perform the task independently, but not so long that the rhythm of the chain 

of behaviors is lost. Fading and prompting are methods for bringing behavior 

under stimulus control which refers to the general process of manipulating the 

antecedent conditions of reinforced or reinforceable responding (Cooper et al., 

1987). 

Chaining 

A chain is defined as two or more discrete behaviors which 

combine in a specific order into a more complex sequence. The use of 

chaining is indicated when the behavior to be learned is composed of several 

different elements that must be performed sequentially. Each behavior in the 

chain is a discriminative stimulus for the occurrence of the next behavior 
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(Deitz, 1985; Wong et al., 1988). Turley (1987) suggests the goal of chaining 

is movement from step to step in the chain without interruption until the entire 

chain is finished. The' combing hair' task, for example, consists of 9 

components of behavior in a chain. Each component behavior of the chain acts 

as both a cue (discriminative stimulus) for the next behavior in the sequence 

and a reinforcer for the preceding behavior (i.e., a conditioned reinforcement). 

Figure 1 is the diagram of the five of the steps of a combing chain. Four 

components among nine components include combing motion (combing left, 

right, top, and back side of hair), which need not to be in order. The cue for 

the 'picking up the comb'(SOI) could be the sight of the comb. RI is 'picking 

up the comb' reinforced by (SRI) positive praise or touching. The cue for the 

'bringing the comb to hair' could be visual, tactile stimuli. When holding the 

comb reliably predicts 'bringing the comb to hair', comb holding (SO I) can be 

expected to reinforce (SO 2 -- > SR 2) bringing comb to hair. R2 is 'bringing the 

comb to hair' reinforced by (S\) positive praise or touching. The cue for 

making combing motion (S03) might be a visual, or tactile stimuli (Le., looking 

in a mirror, placing the comb to hair). Positive reinforcement reinforces (SR3) 

the response of R3 which is combing left, right, top, and back. Next, the cue 

for the 'check in mirror' and the 'end combing motion' could be the hair 

combed when looking in a mirror. R4 is 'check in mirror' and 'end combing 



Figure 1. A Behavior Chain of Haircombing 
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motion', which need not to be in order, reinforced by (SR4) positive praise and 

touching. Eventually, Rs is 'put comb down' reinforced by (SRs) praise or 

touching. 

Each behavior of grooming has a similar chained sequence (figure 2). 

Handwashing has the behavior chain of 9 separate components. Toothbrushing 

has the behavior chain of 12 separate components. Facewashing has the 

behavior chain of 12 separate components. Haircombing has the behavior chain 

of 9 separate components. These behavior chains were the components 

identified by Tappen (1988)'s Refined ADL Scale. 

Extinction 

Extinction is a procedure whereby a behavior previously 

maintained by positive reinforcement is decreased in probability or frequency 

by removal of the reinforcement (Wong et al., 1988; Butler & Rosenthall, 

1978). For example, behaviors incompatible with grooming performance of an 

elder with dementia include inactivity and excessive restlessness. If these 

occur, extinction might involve the caregiver stopping work with an individual 

for a brief time, and then returning to the demented elder when the behavior is 

reduced. 



Figure 2. Component Chains of Grooming 

Handwashing: Turn on the water 
Place hands in water 
Get soap on hands 
Rub hands together 
Rinse hands 
Turn off the water 
Get a towel 
Dry hands 
Put the towel down 

Toothbrushing: Pick up a toothpaste tube 
Unscrew cap 
Put the cap down 
Pick up a toothbrush 
Put the toothpaste onto the toothbrush 
Brush teeth 
Spit out the toothpaste from mouth 
Rinse mouth 
Spit out rinse water 
Rinse the toothbrush 
Put the toothbrush down 
Put the cap on the toothpaste tube 

Facewashing: Turn on the water 
Pick up a washcloth 
Put the washcloth in water 
Squeeze water from the washcloth 
Bring the washcloth to face 
Wipe the washcloth over face 
Put the washcloth down 
Turn off the water 
Get a towel 
Bring the towel to face 
Wipe the towel over face 
Put the towel down 
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Figure 2.(cont'd) 

Haircombing: Pick up a comb 
Bring the comb to hair 
Comb the left side of hair 
Comb the right side of hair 
Comb the top side of hair 
Comb the back side of hair 
Check in a mirror 
End combing motion 
Put the comb down 

53 



54 

Reinforcement 

Reinforcement is the presentation of a stimulus, activity, or event by 

caregiver following the occurrence of a behavior in such a way as to strengthen 

or maintain the behavior (Butler & Rosenthall, 1978; Wong et al., 1988; 

Poling, 1985; Nieves-Khouw, 1991). The nature of the positive reinforcement 

can differ from person to person. Primary reinforcers include those things that 

satisfy basic biological needs of the organism such as water (Bootzin & 

Acocella, 1984; Butler & Rosenthall, 1978). Through earlier association with 

primary reinforcers, 

secondary reinforcers such as social reinforcement, and touching are also 

effective in influencing behavior (Bootzin & Acocella, 1984). For example, the 

caregiver gives the resident verbal statements of appreciation (Le., "thank you") 

with gentle touch after the resident has finished combing hair. 

In negative reinforcement, or avoidance learning, the response is promoted 

by the avoidance or removal of an aversive stimulus. For example, crying or 

yelling is reduced by the avoidance of overstimulation (i.e., exposure to 

unpredictable environmental stimuli, or rushed). 

Behavioral Approach to Nursing Care for Demented Elders 

The concept of person-environment fit described in nursing is derived from 
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system theory and emphasize the inter-relatedness of systems and their 

subsystems (Lawton, 1987; Danford, 1982). It has been used by nurses and 

others to explain AD patient behavior and to propose management strategies. 

Researchers (Baltes & Barton, 1977; McEvoy, 1990; Roberts & Algase, 1988) 

suggest the behavior approach derived from the conceptualization of 

behavior-environment relationship is useful in determining the extent to which 

the current environment influences the optimal functioning of elders with 

dementia. 

Three major issues should be considered with behavioral approach to 

nursing care for demented elders. The first issue involves identifying the 

functional status of elderly individual. Functional status can be viewed as a 

person's ability to perform the activities (Becker & Cohen, 1984; Kane, 1990). 

Functional status is one component of the larger concept of health status. It 

refers to the characteristic performance of the individual. Function reflects 

one's reaction to a biological condition: it represents the interaction of the 

individual with his/her environment. Physical functioning is assessed in terms 

of the routine self-maintenance activities an individual can do (capacity) or does 

do (performance) in terms of the degree of difficulty encountered in performing 

each activity (Willis, 1991; Kuriansky & Gurland, 1976). The loss of 

independent self-care skills of demented elders may be co-determined by 



physical disability, cognitive impairment, sensory impairment, and 

environmental conditions (Baltes & Werner-Wahl, 1987). Thus, the need to 

determining functional ability for performing the task is critical to the 

behavioral approach. 

56 

The second issue is how environment influences the functioning of 

demented elders. Inability to perform ADLs among demented elders can be 

best understood in terms of the concept of person-environment fit, in which 

impairment of cognitive, sensory, and physical processes affect overall ability 

to interact with the social and physical environment (Silverston & Burach

Weiss, 1982). This issue emphasizes that environmental and behavior 

modification influence the functional behavior of individuals with dementia. 

Namazi and Johnson (1991b) showed the effect of physical environment in the 

incontinence problems in Alzheimer's disease patients. The results of their 

study indicate the frequency of toilet use was increased when toilets were 

visually accessible to the residents. Patterson and colleagues (1982b) 

demonstrated elders in need of mental health treatment who were functionally 

rather than physically impaired could be retrained in a wide variety of basic and 

more complex ADLs. The behavioral techniques were to provide instruction, 

prompting, and modelling. 

The third issue is how social reinforcement influences an individual's 
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response. Universals or generalities can be observed in the behavior of all 

humans in all cultures. Many derive from genetic capabilities and evolutionary 

survival processes. An example is the universal human expression of emotions. 

The nonverbal expressions of emotions is an apparent cultural universal (Hall, 

1959). Some behaviors are generalizable across cultures in comparable effects, 

consequences, or purposes. For example, compliance acknowledged (Le., 

"Thank you. ") would be a consequence of occurrence of an individual's 

behavior. Patients with Alzheimer's disease have a need to touch as a way of 

communicating. Touch might be different for different socioeconomic status, 

different sex, or different culture (Weiss, 1979; Vortherms, 1991). Touch, 

however, has a universal meaning regardless of person, place, or circumstantial 

condition, if all dimensions of touch are integrated to possess a valid 

understanding of its effects. It is assumed the functional behavior of demented 

elders may affect nonverbal and verbal communication across cultures. 

Figure 3 is a theoretical model based on the three major issues associated 

with behavioral approach to nursing care for demented elders. The theoretical 

perspective for this study is based on the concept of interaction of person

environment that is derived from the Operant-Ecological Theory for aging by 

Baltes and Barton (1977), and the Cognitive Disability Perspective by A!len 

(1985). The Baltes and Barton (1977) Operant-Ecological framework for 
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gerontology consists of two perspectives: 1) identification of the conditions 

under which behaviors among the elders can be achieved; that is, what type of 

antecedents are necessary to set the occasion for performance to occur and what 

type of reinforcements are powerful enough to maintain performance in older 

adults; and 2) systematic description of existing functional relationships between 

environmental conditions and the behaviors by the elders. As defined by Allen 

(1985), the Cognitive Disability approach is based on the conceptualization of 

the environmental modifications to promote maximal functional abilities of 

individuals with cognitive impairments. This theoretical model consists of the 

concepts, and specification of their interrelationships. The variables in the 

model are staged according to the events that occur before and after a specific 

behavior or class of behaviors. The arrows in this model represent the 

relationships between concepts. 

Antecedents. The two concepts are Environmental Context, and Behaviorai 

Context. Each concept will be discussed below. 

Environmental Context consists of physical environmental stimuli which 

are defined as the sensory cues which capture attention, and are inferred from 

observation in the environmental nature (Levy, 1987). The sensory cues are 

visual, auditory, and tactile stimuli which refer to discriminative stimuli (SD) 



60 

that control the environment. The physical environment produces the sensory 

cues that elicit responses of individuals. The antecedent environmental stimuli 

(sensory cues) influence the functioning of impaired individuals (Levy, 1987). 

There is both empirical and theoretical support for the need of modifying the 

environmental context in the care of people with dementia. Lawton (1987) 

suggests people with dementia may be especially responsive to behavioral 

changes in their environment. The physical environment can contribute to the 

moderation of stimulation and challenge as well as moderation of sensory input 

(Pastalan, 1979). 

Behavioral Context consists of social environmental stimuli which refer to 

the conditioned stimuli that emit a correct response of individuals in the 

presence of the SD (discriminative stimuli) (Cooper et al., 1987). Verbal, 

gestural, and physical stimuli as the sensory cues control the behavior of 

individuals. The antecedent environmental stimuli influence the change of 

functional behaviors of individuals (Baltes and Barton, 1977). According to 

Baltes and Barton (1977), problems of the functioning of elders may be 

attributable to the paucity of antecedent stimuli conditions by other people in 

the social environment. Since antecedent events in the environment occasion the 

behavior of individuals, the behavioral change can be brought by manipulating 

antecedent stimuli. 
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Response. The response includes Functional Behaviors of individuals with 

dementia. 

Functional Behaviors consist of functional responses that follow the 

antecedent events. Antecedent events control the behaviors of demented elders 

(Levy, 1987; Baltes & Barton, 1977). The functional behaviors depend upon 

the cognitive level of demented elders (Levy, 1987). When antecedent events 

are presented to impaired individuals in a way that matches their cognitive 

abilities, behavioral responses become more effectively maximized. 

Consequences. The reinforcing consequences include Conditioned 

Reinforcement and Social Reinforcement. Each concept will be described 

below. 

Conditioned Reinforcement consists of visual, auditory, and tactile 

reinforcing stimuli by individuals with dementia. When a behavior is linked to 

other behaviors (e.g., during chaining), each change in the environment serves 

as a conditioned reinforcement for the previous step in the chain (Cooper et al., 

1987). The sensory reinforcement operates so each response produces a 

conditioned reinforcement that simultaneously serves as a discriminative 

stimulus for the next response in the environment. Thus, the stimulus linking 

the components together serves a dual function: it is a sensory cue and a 
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conditioned sensory reinforcement. Although there is no empirical support for 

the importance of sensory conditioned reinforcement in the environment, it is 

reasonable to assume conditioned reinforcement influences the responses of 

individuals with dementia. 

Social Reinforcement consists of verbal and nonverbal reinforcing stimuli 

resulting from the functioning behaviors of demented elders. According to 

Baltes and Barton (1977), the problems of functioning of elders may be 

influenced by the absence of positive consequences contingent on the behavior 

of the elders. Since consequent events in the environment reinforce the 

behavior of elders, the behavioral change can be brought by manipulating the 

reinforcing events. 

Grooming Behavior Model 

The acquisition, and/or modification of responses of individuals with 

dementia is dependent on the lack or excess of stimuli (i.e., verbal instruction, 

prompting) given by caregiver in performance of handwashing, facewashing, 

toothbrushing, and haircombing. Control is achieved through consequences that 

either increase or decrease the probability of certain behaviors among 

individuals with dementia. 

Functional behavior of elders with dementia can be maintained or improved 
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when antecedent stimuli and reinforcement contingencies are rearranged. There 

are four major concerns associated with this approach. First is the demented 

elder's opportunity to respond. Opportunity to respond is defined as the 

interaction between the presentation of antecedent events and responses by 

antecedent events (Cooper et al., 1987). Opportunity to respond implies that 

the caregivers should allow demented persons to perform the task to the extent 

of their abilities. This indicates that excess disability may be decreased. 

Second is the specificity of the antecedent stimuli. Lack of responses, or 

responses performed at inappropriate times or places must be developed in the 

presence of specific antecedent events (Cooper et al" 1987). The caregiver 

should arrange antecedent stimuli so the individual with dementia can make the 

desired responses. When residents do not perform the response initially, their 

improvements may be accounted for by prompts on how to perform the 

response or by cuing rather than by reinforcement per se. For example, when 

a resident does not turn on water, the caregiver can provide verbal instruction 

so the resident can turn on water. Third is the pacing of response 

opportunities. The pacing of response opportunities may influence functional 

behaviors of demented elders. For instance, multiple verbal instructions 

repeated rapidly may result in the exceeding of the ability of the individual with 

dementia. In addition, the high tone and fast pace in the verbal prompting, 
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influence the demented elder's reactions to the respond of the antecedent 

stimuli. The literature suggests a rapid and excessive presentation of antecedent 

stimuli may produce disruptive behaviors of individuals with dementia. Fourth 

is the social reinforcement. Both functional and nonfunctional behaviors of 

demented elders can be maintained when positive reinforcement is present 

(Geiger & Johnson, 1974). 

Based on the four major concerns associated with the approach modifying 

the behavioral and environmental context, figure 4 shows the hand washing 

behavior model that describes the functional relationships between a specific 

stimulus condition (antecedents), consequences, and responses associated with 

handwashing. Considered sequentially, the sight of sink would serve as the 

visual stimulus (SD) to occasion a resident's first response, turning on water. 

That response, turning on water, terminates the stimulus condition of the sight 

of sink, and produces reinforcing stimulus given by a caregiver ("Good", or 

"Thank you"). Running water serves as a conditioned reinforcement for 

turning on water, and as a visual stimulus for placing hands under the water. 

However, no response, or inappropriate response by the resident must be dealt 

with by the presence of specific antecedent events such as prompting or cuing. 

Verbal instruction, gestural demonstration, or physical guidance by the 

caregiver would serve as the antecedent event for turning on water. That 
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Figure 4. Handwashing Behavior Model 
Antecedent stimuli Response Consequence 
I 
SD:The sight of sink *Turning on wat~r C:Running water 

S:Prompting 
(verbal, 
gestural, or 
physical) 

*No response, SR: "Good" "Thank you" 
or 

Incorrect response 

SD:Running water *Wet hands C:Wet hands 

S:Prompting 
(verbal, 
gestural, or 
physical) 

*No response, SR: "Good" "Thank you" 
or 

Incorrect response 

I I 
SD:The sight of bar *Get soap 

soap(soap dispensor) 

I I 
C:Soap on one's hands 

S:Prompting 
(verbal, 
gestural, or 
physical) 

*No response, SR: "Good" "Thank you" 

I I 
sD:soap on one's hand 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Running water 

S:Prompting 
(verbal, 
gestural, or 
physical) 

or 
Incorrect response 

*Rub hands together 

*No response, 
or 

Incorrect response 

C:Running water 

SR:"Good" 
"Thank you" 

*Rinse hands C:Rinsed hands 

*No response, SR:"Good" 
or "Thank you" 

Incorrect response 



Figure 4. (cont'd) 

SD:Rinsed hands 

s:Prompting 
(verbal, 
gestural, or 
physical) 

I I 

s:Prompting 
(verbal, 
gestural, or 
physical) 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Dried hands 

s:prompting 
(verbal, 
gestural, or 
physical) 
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*Turn off water C:Hands cleaned 

*No response, SR:"Good" "Thank 
or you" 

Incorrect response 

*Get towel C:Towel in hands 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Dry hands C:Dried hands 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Put towel down SR:"Thank you, Do 

*No response, 
or 

Incorrect response 

you feel good?" 

sD:Discriminative stimuli by resident 
s: stimuli given by caregiver 
*: Response by resident 
C: Consequence by resident's response 
SR:Reinforcement given by caregiver 



response, turning on water produces a conditioned reinforcement of running 

water, and reinforcing stimulus given by the caregiver ("Good", or "Thank 

you"). 
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Placing hands under the water, terminates the stimulus condition of running 

water, and produces a reinforcing stimulus given by the caregiver ("Good", or 

"Thank you"). Wet hand serves as a conditioned reinforcement for placing 

hands under the water. No response, or inappropriate response of the resident 

must be dealt with by the presence of specific antecedent events such as 

prompting or cuing. Verbal instruction, modelling, or physical prompting 

(manual guidance) by the caregiver would serve as the antecedent event for 

placing hands under the water. Placing hands under the water produces the 

conditioned reinforcement of wet hand, and the reinforcing stimulus given by 

the caregiver ("Good", or "Thank you"). 

Getting soap, terminates the stimulus condition of the sight of bar soap or 

soap dispenser, and produces a reinforcing stimulus given by the caregiver 

("Good", or "Thank you"). Soap on the resident's hands serves as the 

conditioned reinforcement for getting soap and as a visual stimulus for rubbing 

hands together. No response, or inappropriate response of the resident must be 

dealt with by the presence of specific antecedent events such as prompting or 

cuing. Verbal instruction, gesture, or manual guidance by the caregiver would 



serve as antecedent events for getting the soap. That response, getting soap 

produces the conditioned reinforcement of soap on hands, and the reinforcing 

stimulus given by the caregiver ("Good", or "Thank you"). 

68 

Rubbing hands together, terminates the stimulus condition of soap on 

hands, and produces a reinforcing stimulus given by the caregiver ("Good", or 

"Thank you"). Running water serves as the conditioned reinforcement for 

rubbing hands together and as a visual stimulus for rinsing hands. No 

response, or inappropriate response of the resident must be dealt with by the 

presence of specific antecedent events such as prompting or cuing. Verbal, 

gestural, or physical prompting by the caregiver would serve as antecedent 

events for rubbing hands together. That response, rubbing hands together 

produces the conditioned reinforcement of running water, and a reinforcing 

stimulus given by the caregiver ("Good", or "Thank you"). 

Rinsing hands, terminates the stimulus condition of running water, and 

produces a reinforcing stimulus given by the caregiver ("Good", or "Thank 

you"). Rinsed hands serve as the conditioned reinforcement for rinsing hands 

and as a visual stimulus for turning off water. No response, or inappropriate 

response of the resident must be dealt with by the presence of specific 

antecedent events such as prompting or cuing. Verbal instruction, modelling, 

or manual guidance by the caregiver would serve as antecedent events for 
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rinsing hands. Rinsing hands produces the conditioned reinforcement of rinsed 

hands, and the reinforcing stimulus given by the caregiver. 

Turning off water, terminates the stimulus condition of rinsed hands, and 

produces the reinforcing stimulus given by the caregiver ("Good", or "Thank 

you"). Hands cleaned serve as the conditioned reinforcement for turning off 

water, and the sight of towel serves as a visual stimulus for getting towel. No 

response, or inappropriate response of the resident must be dealt with by the 

presence of specific antecedent events such as prompting or cuing. Verbal 

instruction, gestural demonstration, or physical guidance by the caregiver would 

serve as antecedent events for turning off water. Turning off water produces 

the conditioned reinforcement of hands cleaned, and the reinforcing stimulus 

given by the caregiver ("Good", or "Thank you"). 

Getting towel, terminates the stimulus condition of the sight of towel, and 

produces the reinforcing stimulus given by the caregiver ("Good", or "Thank 

you"). The towel in hands serves as the conditioned reinforcement for getting 

the towel, and as a visual stimulus for drying hands. No response, or 

inappropriate response of the resident would be handled by the presence of 

specific antecedent events such as prompting or cuing. Verbal, gestural, or 

physical prompting by the caregiver would serve as antecedent events for 

getting towel. This response, getting towel, produces the conditioned 



reinforcement of towel in hands, and the reinforcing stimulus given by the 

caregiver ("Good", or "Thank you"). 
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Drying hands, terminates the stimulus condition of towel in hands, and 

produces the reinforcing stimulus given by the caregiver. Dried hands serve as 

the conditioned reinforcement for drying hands, and as a visual stimulus for 

putting towel down. No response, or inappropriate response of the resident 

requires the presence of specific antecedent events such as prompting or cuing. 

Verbal instruction, modelling, or manual guidance by the caregiver would serve 

as antecedent events for drying hands. That response, drying hands, produces 

the conditioned reinforcement of dried hands, and the reinforcing stimulus 

given by the caregiver ("Good", or "Thank you"). 

Putting towel down, terminates the stimulus condition of dried hands, and 

produces the reinforcing stimulus given by the caregiver ("Good", or "Thank 

you"). No response, or inappropriate response of the resident requires the 

presence of specific antecedent events such as prompting or cuing. Verbal 

instruction, gestural demonstration, or physical guidance by the caregiver would 

serve as antecedent events for putting towel down. That response, putting 

towel down, produces the reinforcing stimulus given by the caregiver ("Thank 

you", "Do you feel good?", smile, or hugging). 



Toothbrushing, facewashing, and haircombing behavior models which are 

same as handwashing behavior model, are illustrated in Appendix A. 

Summary 
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The behavioral approach can be used to the extent to which the current 

environment influences functional behavior of elders with dementia. Definition 

of grooming was described. Behavior theory and the basic principles of 

behavior theory were introduced. The grooming behavior model was 

developed. In next chapter, procedures for data collection will be described. 
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CHAPTER 3: METHODOLOGY 

This chapter discusses the design model, sample selection, human subjects 

protection, data collection methods, instruments, development of coding 

scheme, observer training for coding of videotaped data, threats to reliability, 

threats to validity, and data analysis model. 

Research Design 

An interrupted time series quasi-experimental two-group design using 

switching replications with removed intervention was employed. The 

behavioral intervention was used for patients who had mild dementia and 

patients who had severe dementia. Each group received the intervention at 

different times so when one group received the intervention the other served as 

a control, and when the control group later received the intervention the 

original intervention group served as the control. 

The research design can be represented schematically as indicated below. 

In this schema, 0 represents an observation, and X represents intervention with 

10 sessions (Cook & Campbell, 1979). 
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According to Campbell and Stanley (1963), a classic experiment has three 

components: 1) the random assignment of subjects to experimental conditions; 

2) at least one control group established in the study; and 3) clear and 

unambiguous manipulations of an independent variable. Quasi-experiments are 

research designs where the introduction of an experimental treatment is 

involved but where some characteristic of a true experiment is lacking (Cook & 

Campbell, 1979; Campbell & Stanley, 1963; Wilson, 1989b). In this study, 

there was no actual control group against the experimental condition. 

A quasi-experimental design that uses a small number of subjects such as 

this study, may be subject to a lack of some controls. Barlow and Hersen 

(1973) suggest control may be possible if stable baseline measures are taken. 

Cooper et ai. (1987) stresses multiple observations over time are needed to 

identify the degree of variability within the subjects and between the subjects. 

In addition, Barlow and Hersen (1973) emphasize that a minimum of three 



separate observation points are required to establish a trend in the data during 

the baseline phase. 

Sample Selection 
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To facilitate sample selection, the Clinical Dementia Rating (CDR) was 

completed on all residents in a protected AD unit using collateral sources; chart 

and a nurse who knew residents well. The design required selection of three 

residents with mild cognitive impairments and three residents with severe 

cognitive impairments, because of practicability and feasibility. The rationale 

of selection of the subjects in two stages of the disease was to control for 

disease progression, to explore the difference of the functional behavior of 

individuals, and ultimately to develop nursing care strategies for ADL's that 

match cognitive ability of the individuals with dementia. Criteria for the 

staging of dementia were based on the results of the CDR that ranges from 0 

(normal) to 3 (severe dementia). The three mildly demented residents who 

participated had a rating of I, the three severely demented residents had a 

rating of 3. After selection of the six, three residents among six residents were 

randomly selected to receive the treatment first (group one) because of 

feasibility and practicability. 

Five subjects were female and one was male, and their ages ranged from 76 
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to 94 (average age = 82.7, standard deviation = 6.31). The six subjects had 

lived at the institution from 11 months to 4 years (average time = 35.7 months, 

standard deviation = 14.14). 

The following is a description of each subject. Subjects #1, #2, and #3 

were in group one. Subjects #4, #5, and #6 were in group two. 

Subject #1 was a 94 year-old female who was rated as very severely 

demented. She had highly impaired vision and a few teeth. She was totally 

dependent for all ADL's. 

Subject #2 was an 85 year-old female who was considered mildly 

demented. She had some teeth. She could perform some ADL's under 

caregiver's supervision. 

Subject #3 was an 82 year-old male who was considered very severely 

demented. He exhibited severe wandering behavior, had cataracts and no teeth. 

He was totally dependent for ADL's. 

Subject #4 was a 79 years-old female who was considered severely 

demented. She exhibited wandering behavior, had Parkinson's disease and a 

few teeth. She was totally dependent for all ADL's. 

Subject #5 was an 80 year-old female who was considered mildly 

demented. She had some teeth. She could perform some ADL's under 

caregiver's supervision. 
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Subject #6 was a 76 year-old female who was considered mildly demented. 

She exhibited wandering behavior, and had no teeth. 

Human Subjects Protection 

Approval from the Human subjects Committee at the University of Arizona 

(Appendix B) was obtained prior to data collection. After potential subjects 

were identified as having met the sampling criteria, the guardians were 

contacted through the long-term care facility. A brief explanation of the 

research project's purpose, and protection of confidentiality was presented to 

guardians. 

Guardian consent was obtained, and subject assent was obtained if possible 

(Appendix C). This study posed no known risks to the subject, confidentiality 

was assured and subjects were free to participate or not. Video-recorded tapes 

were secured in a safe place. The tapes were transcribed and analyzed for 

purpose of data analysis. 

Data Collection Methods 

Data collection methods will be discussed in three parts; 1) pilot study 2) 

training of the intervener; and 3) the procedures. 
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Pilot Study 

The purpose of the pilot study was to develop training materials for 

intervener training. Based on pilot data and literature review about the 

principles of the behavioral approach, two types of training materials were 

developed: videotape recordings for demonstration, and training guidelines for 

intervention. 

The following is a description of the resident selected for the pilot. The 

subject was an 82 year old female who was diagnosed with Alzheimer's 

disease. She could not ambulate due to hip surgery. She wore eye glasses and 

had some teeth. She had severe hearing problems. 

Ten intervention sessions were done by the investigator for two consecutive 

weeks in the resident's room. All data were collected in the morning by 

videotaping. The grooming equipment was placed on the overbed table one 

item at a time. For example, the washcloth and towel were placed on the 

overbed table for handwashing; comb and mirror were arranged on the overbed 

table for haircombing. The resident was asked to wash hands, brush teeth, 

wash face, and comb hair in a sequence. Prompting, along with social 

reinforcement was provided for performing correctly and independently the 

steps for the completion of the each task. Depending on the resident's 

responses, prompting graduated from verbal to manual guidance, was provided 
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at each step. At the end of each intervention session, the resident was thanked, 

and provided a cup of cold water as a reward. In addition, gentle touch or 

hugging was provided. The general impressions of the pilot study underscored 

the importance of the behavioral nursing intervention. 

Training of an Intervener 

A nursing student was trained prior to the study by the investigator. The 

training consisted of three two hours sessions. The training was provided by 

written guidelines, video-taped demonstration, and guided practice. The 

training manual (Appendix D) delineated in detail each step of the component 

behaviors for handwashing, facewashing, toothbrushing, and combing hair. A 

videotaped demonstration, which was recorded in the pilot study, included 

examples of the procedures for the structured intervention. The nursing student 

learned the behavior modification techniques and the definitions of behavioral 

principles in an intervention training session. A videotaped demonstration was 

effective in helping the intervener acquire behavior management skills. In 

addition, practice was useful for aiding the intervener in the reliable acquisition 

of more complex verbal and skill repertoires. 



The procedures 

The procedures will be discussed with four parts; 1) setting; 2) recording; 

3) baseline and post-intervention procedure; and 4) intervention procedure. 

Setting 
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The setting was the shared resident bathroom in the special dementia-care 

unit of a long-term care facility. This setting was chosen because of the 

difficulty of videotaping in the residents' small private bathrooms using the dim 

light available. The grooming equipment (e.g., washcloth, toothbrush, 

toothpaste, etc.) was placed on the washstand one item at a time. For hand and 

face washing, a bar soap was placed on the washstand during the intervention 

sessions as well as 0 9 to 011 sessions. For individuals who were not able to 

ambulate and the severely demented, the items were arranged on the overbed 

table in each resident's room. All subjects except two were assisted with 

grooming at the shared resident bathroom. 

Recording 

All data were collected individually, one resident at a time, in the morning 

using videotape recordings. Videotape recording was done once a day in the 

morning because of feasibility and practicality, and because grooming is always 



evident in the morning. Videotape recording was used to analyze events. 

Videotaping preserves the observational context, facial and vocal expressions, 

body movements, verbal content, and interactive processes. 

Baseline and Post-Intervention Procedure 
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Baseline and post-intervention assistance was provided by nursing aides. A 

total of four nurse aides attended to the residents. Two nurse aides were 

female, and two were male. Each resident was asked to wash hands, brush 

teeth, wash face and comb hair in a sequence. Then, the nurse aide helped the 

resident finish each task. The nurse aides were asked to assist with the task in 

their customary way. 

Baseline data from 0 1 to 0 3 were collected at the same time on three 

consecutive days. Data from 0 4 to 0 8 and data from 0 9 to Oil were collected 

as for 0 1 to 03' These sessions were held between 8:00 AM and 10:00 AM 

every morning. 

The following is a description of each resident during the baseline and post

intervention sessions. Subject #1 was assisted with grooming at the overbed 

table in her room. For handwashing and facewashing, a washcloth and towel 

were used rather than running water. For toothbrushing, a toothette was used 

since the staff customally used toothettes with the resident for usual morning 



81 

care. For haircombing, either a hairbrush or a comb was used. 

Subject #2 was asked to wash hands, brush teeth, wash face, and comb hair 

at the shared resident bathroom. For facewashing, a washcloth was used 

without soap. Either a hairbrush or a comb was used for haircombing. 

Subject #3 was assisted with grooming at the shared resident bathroom 

during 0 1 to 0 3 session. Due to severe wandering, however, he was assisted 

with grooming at the overbed table in his room during the post-intervention 

sessions. For handwashing and facewashing, a washcloth and towel were 

used. 

Subject #4 was assisted with grooming at the shared resident bathroom. A 

toothette was used for toothbrushing since the staff customally used toothettes 

with the resident for usual morning care. For facewashing, a washcloth was 

used without soap. 

Subject #5 was assisted with grooming at the shared resident bathroom. 

After handwashing, she automatically washed her face with running water using 

soap. Hence, there was no need for a washcloth to be used for facewashing. 

Subject #6 was assisted with grooming at the shared resident bathroom. A 

washcloth was used without soap for facewashing. For haircombing, either a 

hairbrush or a comb was used. 
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Intervention procedure 

Three residents in group one had the nursing intervention early in the study 

and those in group two had the intervention later. Ten interventions were 

conducted by the same nursing student as intervener. These sessions were held 

between 8:30 AM and 10:00 AM every morning from Monday through Friday 

for two consecutive weeks. 

The intervention consisted of systematic prompting, and social 

reinforcement. At the beginning of each intervention session, the resident was 

given an orientation to grooming. Lewis' (1982) protocol for reality 

orientation to grooming was used as follows. "Good morning, Mrs. Smith (a 

polite greeting given time and person information). My name is ... (person). 

It's 8:30 Monday morning (time). Did you like your breakfast this morning 

(general conversation)? It's a good time to clean your hands and face after 

breakfast (behavioral expectation). I'm here to help you get ready for washing 

hands and face (ongoing activity). Let's go to the bathroom (ongoing activity). 

Here is the bathroom (place). Here are your soap and towel to wash your 

hands (behavioral expectation)." 

Residents were asked to wash hands, brush teeth, wash face, and comb hair 

in a sequence. Each resident was allowed to do as much of each task as 

possible, then the intervener assisted him/her to complete the task. The 
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intervener assisted the resident to correctly and independently perform the 

sequence of steps necessary for the completion of the task. Prompts were 

graduated in strength from verbal to manual guidance depending on the 

resident's responses. Calm and soft voice with low tone was given. At the end 

of each task, the resident was given acknowledgement, "Thank you." In 

addition, the resident was asked how he/she felt about the performance of each 

task, e.g., "00 you feel good?" or "How do you feel?". 

Other types of social reinforcement are categorized as verbal praise, and 

positive nonverbal behavior. If a resident with severe dementia, for example, 

initially performed the 'picking up the towel' task, verbal praise (e.g., "You 

did a very nice job") was provided for completing the task. While giving 

verbal approval, the intervener made eye contact with the resident, smiled, or 

delivered physical approval in the form of friendly touch on shoulder. After a 

few intervention sessions, it was no longer necessary to provide social 

reinforcement to the resident for each correct behavior. Social reinforcement, 

however, was provided for a very small increment or improvement in 

performance (Turley, 1987). Another type of social reinforcement was given at 

the end of each task, a cup of cold water was provided and/or lotion was 

provided for the hands and face depending on the preference of each resident. 

Fading was used to help the residents correctly perform grooming during 
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intervention sessions. To begin, the intervener used prompts as sparingly as 

possible, because the goal of the nursing intervention was to help the resident 

perform the task independently. Whenever prompts were used, the intervener 

subsequently faded from stronger to weaker prompts and ultimately to no 

prompts at all. For example, a resident with mild dementia performed 'the 

combing back of hair' task prompted with verbal instruction. After several 

sessions, it was not necessary to provide verbal prompting to the resident for 

initiating the 'combing back of hair' behavior. The major concern for the 

fading technique was the need for the resident's to have an opportunity to 

respond. 

Calling the patient's name, or eye contact was used to help the resident to 

correct an incorrect behavior. For example, if a resident with mild dementia 

brought the toothbrush into her mouth without toothpaste, the resident's name 

was called and a verbal prompt was provided to put toothpaste onto the 

toothbrush. 

The following is a description of each resident during the nursing 

intervention sessions. In the case of subject #1, it took 40 minutes for the four 

kinds of grooming at the first and second session. Due to the resident's 

tiredness, the resident was assisted with only handwashing and facewashing 

from the third to tenth session. For handwashing and facewashing, a wet 



washcloth and a towel were used. 

Subject #2 performed all four kinds of grooming. 

For subject #3, it took 40 minutes to perform the four kinds of grooming. 

To avoid tiredness, he was assisted with only handwashing using a wet 

washcloth and a towel from the third session until the end of intervention 

session. 

Subject #4 was assisted with all four kinds of grooming. 
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Subject #5 washed her face automatically after washing her hands. She was 

not required to use a washcloth to wash her face because of her past daily 

habits. 

Subject #6 was assisted with toothbrushing using a toothette because this 

constituted usual morning care of this resident. 

Instruments 

The Clinical Dementia Rating (CDR) 

The Clinical Dementia Rating (CDR) (Appendix E) was developed for a 

prospective study of mild senile dementia. It allows the clinician to consider 

many separate patient characteristics (Hughes, Berg, Danziger, Coben & 

Martin, 1982). The CDR consists of six behavioral and cognitive categories; 

memory, orientation, jUdgement/problem solving, community affairs, and 
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home/hobbies, and personal care. It yields a score from 0 to 3 (0 = normal, 

0.5 = questionable dementia, I = mild, 2 = moderate, and 3 = severe 

dementia) based on a combination of multiple standardized and unstandardized 

procedures which encompass medical, psychiatric, family, and psychosocial 

evaluation (Huges et al., 1982). Comparison between the CDR and SPSMQ 

(The Short Portable Mental Status Questionnaire) in a sample of 117 elderly 

community subjects revealed a correlation coefficient of 0.84 with an interrater 

reliability coefficient for the CDR of 0.89 (Hughes et al., 1982). Hughes' and 

others' research suggests the CDR is useful for global assessment of cognitive 

function in persons with dementia. 

Performance of Grooming Tasks (PGT) 

Performance of Grooming Tasks (PGT) (Appendix F) was designed by the 

investigator to measure the patient's ability to perform grooming tasks and to 

analyze which components of the task the person is able to perform 

independently. 

Typical ADL scales measure only the ability to perform simple tasks of 

self-care, or daily living. Report of the Advisory Panel on Alzheimer's Disease 

(1988), however, suggests that component behaviors of performance of even 

simple task need to be measured to determine which component behaviors are 



lacking and need cues or prompts to complete the essential activities. It is 

important that the components of the behavior and the skills required to 

perform it to be determined and arranged in a logical order. 
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On the PGT, each grooming activity including handwashing, toothbrushing, 

facewashing, and haircombing, was broken down into its component behaviors 

or the sequence of steps needed for completion of the activity. Component 

behaviors of the four tasks were derived through a systematic process that 

reduced the tasks to individual directly observable behavior dimensions. The 

components were those identified by Tappen (1988)'s Refined ADL Scale. 

Tappen (1988)'s Refined ADL Assessment Scale was developed in response to 

the need to assess small increments in self-care ability. The items resemble the 

Klien-Bell (1982) instrument in terms of the type of task analysis. The Refined 

ADL Scale, however, specifies the level of assistance needed while the Klein

Bell, which was found to be sensitive to small changes in function, uses a 

dichotomous rating. The Refined ADL Scale was reviewed for content validity 

by a panel of six specialists in gerontological nursing and tested in two clinical 

facilities. 

The PGT is composed of four subscales; handwashing is composed of 9 

discrete component steps, toothbrushing consists of 12 discrete component 

behaviors, facewashing consists of 12 discrete component behaviors, and 
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haircombing consists of 9 discrete component behaviors. The performance 

items are rated as a "0" or a "1", where a "0" rating indicates the resident 

independently performs the component behavior on his/her own without 

caregiver's assistance; a "1" rating indicates that the resident is not able to 

complete that component behavior on his/her own. The PGT was scored on the 

basis of the percentage of component behaviors which a resident correctly and 

independently performed. 

Grooming Performance Index (GPI) 

Grooming Performance Index (GPI) (Appendix G), a modification of the 

Refined ADL Assessment Scale devised by Tappen (1988), was developed to 

describe the nursing effort involved in a behavioral intervention for helping the 

resident to improve and retain independent grooming. It was designed for the 

purpose of determining the intensity of prompts provided, the patient's ability to 

perform behavioral sequences in response to a prompt or cues, and the most 

appropriate order of prompts or cues. 

The GPI is composed of four subscales, same as the Performance of 

Grooming Tasks (PGT); the behavior chain of 9 separate components of 

handwashing, 12 separate components of toothbrushing, 12 separate 

components of facewashing, and 9 separate components of haircombing. The 
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GPI included duration of grooming to determine how much time was required 

for grooming among individuals with dementia. The types of assistance are 

arranged into a hierarchy of categories of prompts based on intensity, which are 

modified from the Beck Dressing Performance Scale designed by Back (1988). 

These categories are no assistance, verbal prompt, gestural prompt, manual 

guidance, and complete assistance. Numerical values from 0 (no assistance) to 

4 (complete assistance) are assigned to the categories. The GPI was used as a 

measurement of the prompting involved in a behavioral intervention for 

grooming of elders with dementia. The GPI was scored on the basis of the 

percentage of component behaviors and the caregiver's strongest prompt given 

for each component step. 

Development of Coding Scheme 

Coding schemes for extracting observed behavior from the videotape were 

devised. Devising a coding scheme for analyzing observational data is a 

complex and critical task. Baltes and Barton (1977) suggest coding schemes 

require functional analysis of the relationships between existing environmental 

antecedents and consequences and problematic behaviors in the usual 

environment. Antecedent-behavior-consequence coding was used to determine 

the functional relationships between behaviors and the environmental events 
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associated with them. The functional observations were classified according to 

1) the type of antecedent events (stimuli) (i.e., the events or situations that 

occur before the component behavior); 2) the type of resident behavioral 

response related to stimulus (prompting); and 3) the type of consequences 

following the resident's behavior (Le., social reinforcement, or the observable 

environmental events or situations that occur after the observed behavior). The 

categories were used to describe antecedents, consequences, and resident 

behaviors associated with handwashing, toothbrushing, facewashing, and 

haircombing. The video-taped observations were transcribed using second-by

second analysis. 

Observers Training for Videotaped Observations 

Observer training was conducted to control error by standardizing the 

observation procedures across observers. Observers were trained in two 

phases. First, two nursing students were trained prior to the rating of 

Performance of Grooming Tasks (PGT), and two nursing student raters were 

trained by the investigator to measure Grooming Performance Index (GPI). 

The training consisted of three two-hour sessions. The training was provided 

by written guidelines and video-taped demonstration. Raters were trained to 

criterion accuracy and consistency on a series of videotapes. They were trained 



91 

until 70% of observer agreement was obtained. 

Twenty percent of randomly selected videotapes were analyzed for 

interobserver agreement. A reliability procedure including interobserver 

agreement measures was used to assess the accuracy of video-taped 

observational data. The percent of interobserver agreement for PGT was 

94.98% for handwashing, 90.77% for toothbrushing, 91.61 % for facewashing, 

and 85.86% for haircombing for all 46 observations combined (average of 

percent of agreement = 91.32%, average kappa = .86). The percent of 

agreement, however, was not totally free from chance agreements. Kappa is 

used as a chance-corrected version of the percent of agreement (Cohen, 1960). 

To minimize agreements expected by chance, kappa was computed as the ratio 

of actual nonchance agreements divided by total possible nonchance 

agreements. Kappa was .93 for handwashing, .74 for toothbrushing, .91 for 

facewashing, .74 for haircombing. Gelfand and Hartman (1975) suggested that 

a kappa of .60 be used as the minimally acceptable level of interobserver 

agreement. Landis and Koch (1977) suggested that a kappa of .80 is an 

indication of "good" reliability. Overall the percent of agreement was quite 

high, and kappa did remain above the criterion. 

Since consistent implementation of the intervention procedure is essential 

for a valid assessment of effectiveness, evaluation of procedural reliability is 
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necessary (Billingsley, White & Munson, 1980). The major effect of 

interobserver agreement measures on GPI is to require greater specification in 

the description of a behavioral nursing intervention. The percent of 

interobserver agreement for GPI was 88.26% for handwashing, 94.23% for 

toothbrushing, 85.65% for facewashing, and 80.56% for haircombing for all 33 

observations combined (average = 86.4%). Kappa ranged in value from .61 to 

.79 (average kappa = .72). Kappa was .76 for handwashing, .79 for 

toothbrushing, .72 for facewashing, and .61 for haircombing. Overall, percent 

of agreement was quite high, and kappa was above .60. 

In the second phase of training, the two nursing students who served as 

observers were trained to transcribe the video-taped observations. The training 

consisted of three two-hour sessions. Training was provided by written 

guidelines, video-tape demonstration, and practice. Five percent of randomly 

selected videotapes were transcribed by nursing students and the investigator. 

Transcription was conducted by second-by-second analysis to identify 

antecedents and consequences of the behaviors. The transcribed data were 

analyzed for interobserver agreement. Interobserver agreement was determined 

for the occurrence of each resident response by antecedent event. For example, 

the percentage of agreement was calculated by dividing the number of 

agreement on the resident responses by component responses for handwashing. 



Percent of interobserver agreement was 82.81 % for all 16 observations 

combined. Kappa was .70. Overall, the percent of interobserver agreement 

remained above the 70% criterion. All raters met the criterion for kappa. 

Sources of Influence on the Agreement and Accuracy of Measurement 
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Observer bias is probably the greatest threat to the credibility of 

observational measures (Cooper et aI., 1987; Hartman & Wood, 1990; 

Morrison, Phillips & Chae, 1990; Hollenbeck, 1978). Coding complexity of 

the videotaped observational data is a possible source of observer bias. The 

complexity of categories in observational data also influences the reliability of 

observational measures. During the training, for example, the category of 

physical guidance in PGI relied on subjective observer judgement as caregiver's 

complete assistance. This observer bias resulted from the lack of understanding 

of definition of behavior in observational measurement. 

Some strategies to deal with the threats to reliability were used. According 

to Hartman (1984), observer bias can be minimized by providing regular 

feedback about accuracy in applying a standard definition of behavior during 

coding and continuing training throughout the investigation. In this study, 

ongoing training and feedback meetings were conducted at a regular, 

prescheduled interval (e.g., every Monday morning) during the rating period. 
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The purpose of continuing training was to ensure observers applied a standard 

definition of behavior and rate behavior with a high degree of accuracy. 

During the rating period, observers were consistently monitored and given 

feedback concerning their accuracy in applying the definitions. Therefore, 

ongoing training and feedback were critical steps for minimizing the influence 

on the agreement and accuracy of observational measurement. 

Threats to Validity 

A quasi-experimental design using switching replications with removed 

intervention, is subject to several validity threats. The issue of structuring the 

research context to balance threats to validity is a complex one. 

Confounding factors refers to those factors affecting the internal validity 

that might call into question whether the findings are a result of the research 

intervention (Cooper et al., 1987). Therefore, researchers attempt to address 

main effects through designs and strategies that diminish the possibility of 

uncontrolled bias. The external validity is determined whether the findings are 

generalizable to the larger population from which the sample is taken (Cooper 

et aI., 1987). 

Threats to internal validity, strategies for minimizing threats to internal 
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validity, threats to external validity, and strategies to reduce threats to external 

validity, will be described. 

Threats to Internal Validity 

Several possible influences on internal validity were identified in this study. 

The first influence on internal validity was subject confounding. For example, 

the uncontrolled variables responsible for a subject's not being in a good mood 

are particularly unavoidable with measurement of functional independent 

behavior. There might be great variation of functional behaviors in the day-by

day performance of grooming of demented elders. The needs of demented 

elders may vary from day to day, season to season, and may also reflect 

changes in moods, impairment, and differences in activity levels. 

The second influence on internal validity was potential confounding related 

to setting. For example, an unfamiliar environment might influence the 

functional behaviors of demented elders in the performance of even simple 

tasks. The case of subject #1 exemplifies how an unfamiliar environment 

influenced the functional behavior of handwashing. For handwashing and 

facewashing, a washcloth and towel were used rather than running water. In 

the case of subject #1, it was not possible to avoid extraneous related to setting. 

Another example of potential confounding related to setting was that the shared 
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resident bathroom rather than the private bathroom in each resident's room was 

used. For some this might have been an unfamiliar environment. This factor 

could have influenced the functional grooming behaviors of the subjects. 

The third influence on internal validity was potential confounding related 

to procedure. Videotaping creates the threat of reactivity. Either the residents 

or nurse aides could have been reactive to videotaping, and could have 

responded differently, depending upon whether they knew recordings were 

being made or not. Since a completely unobtrusive measurement was not used, 

reactivity was a possible confound, and undoubtedly impacted on either the 

functional behavior of demented elders or the caregiver's behaviors during 

assistance with grooming tasks. 

The fourth influence on internal validity was potential confounding related 

to the intervention. For example, the effects of nursing intervention on 

grooming performance of elders with dementia can be confounded by variables 

such as the expectation of the intervener. Keeping the intervener "blind" to the 

conditions and expected outcomes of the intervention reduces the potential for 

nonrandom error. This, however, was not possible. Intervention drift occurs 

when the intervention applied during later stages of the intervention only 

approximates the application earlier in the study. Intervention drift can result 

from the complexity of the intervention procedure, which can make it difficult 



for intervener to implement all of the elements consistently over the 

intervention session (Cooper et aI., 1987). 

Strategies for Minimizing the Threats to Internal Validity 
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Since many time-series experiments were conducted in this study, it was 

difficult to establish effective controls to maximize internal validity. Strategies 

for minimizing the threats to internal validity, however, were implemented. 

For example, to ensure the consistency of the intervention procedure, simple, 

precise, and standard interventions were applied. Training and practice were 

provided to the intervener. In this study, continuous discussion with the 

intervener was conducted to ensure the consistency and standardization of 

intervention throughout the intervention period. A procedural reliability 

procedure (assessing percent agreement) was used to evaluate the consistent 

implementation of intervention procedure. 

It was not possible to avoid the other potential sources of confounding 

variables in this study. For example, it is not possible to avoid extraneous 

influences related to setting. 

External Validity Threats 

External validity refers to the degree to which a functional relationship 
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found reliable and valid in a given experiment is considered meaningful under 

other conditions (Cooper et al., 1987). The external validity threats are more 

difficult to control than the internal threats (Kratochwill, 1978). Several 

potential factors that might influence generalizability of research findings can be 

identified in this study. The first factor is whether the behavioral nursing 

intervention is effective if it is applied to dressing, or eating of elders with 

dementia. The second factor is whether the behavioral intervention is effective 

if it is applied to the home setting. The third factor is whether the research 

finding is generalizable if family caregivers rather than an intervener 

implements the behavioral nursing intervention. These questions would need 

addressed with additional research. 

Strategies to Reduce the Threats to External Validity 

The generalizability of research findings can be assessed, established, and 

specified only through the replication of experiments (Cooper et al., 1987). 

Sidman (1960) identifies two major types of replication: direct and systematic 

replication. Direct replication refers to the duplication of the exact condition of 

an earlier experiment. Because of the many uncontrolled variables operating in 

a long-term care setting, direct replication is impossible for this study. The 

generalizability of research findings, however, can be established through the 
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active process of systematic replication (Cooper et al., 1987). Systematic 

replication not only demonstrates the reliability of the findings but adds to the 

external validity of the intervention effect by showing that it can be obtained 

under varying conditions. Results of this study could be generalized to subjects 

and environments outside experimental settings but only with further research 

(e.g., the effectiveness of the behavioral strategies needs to be done in the 

home setting). 

Model of Data Analysis 

The research questions were answered by graphic display throughout the 

three phases. 

Research Questions 

1. What changes occur in independent functional behaviors(self-initiated 

responses) among individuals with dementia as result of a behavioral nursing 

intervention focused on grooming in general and the performance of 

handwashing, toothbrushing, facewashing, and haircombing specifically? 

The independent functional behavior was measured using the Performance 

of Grooming Tasks (PGT) scores. The independent functional behavior was 

quantified as the percentage of component behaviors which a resident correctly 
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and independently performed; number of self-initiated responses divided by all 

component behaviors was multiplied by 100. It was hypothesized that in 

handwashing, toothbrushing, facewashing, and haircombing, there would be a 

significant change in component behaviors which a resident correctly and 

independently performed, comparing the nursing intervention with the baseline 

and post-intervention. 

Two techniques were employed to determine the effect of nursing 

intervention. First, averaging data points across consecutive days or sessions, 

was used in this study. Such averaging may reduce fluctuations and render data 

more stable (Hersen, 1990). Second, procedure to determine intervention 

effects from graphical displays was the trend line. The trend line was 

constructed by the method of least squares (Parsonson & Baer, 1978). 

2. What changes occur in the intensity of nursing effort associated with a 

behavioral nursing intervention focused on performance of handwashing, 

toothbrushing, facewashing, and haircombing for individuals with dementia? 

Nursing effort required for grooming of elders with dementia was measured 

using Grooming Performance Index (GPI). Two types of nursing effort were 

determined. First, nursing effort included verbal prompting, gestural 

prompting, and manual guidance. Each prompting was quantified as the 
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percentage of components for which a caregiver provided prompting to help the 

resident improve and retain independent grooming. 

Percentage of verbal prompting was expressed as the proportion of 

components which a caregiver used verbal prompting; number of verbal 

prompting divided by all grooming components was multiplied by 100. 

Percentage of gestural prompting was expressed as the proportion of 

components which a caregiver used gestural prompting; number of gestural 

prompting divided by all grooming components was multiplied by 100. 

Percentage of manual guidance was expressed as the proportion of components 

which a caregiver used manual guidance; number of manual guidance divided 

by all grooming components was multiplied by 100. 

It was hypothesized that in performance of handwashing, facewashing, 

toothbrushing, orland haircombing over time among residents with dementia 

during the nursing intervention, there would be a decrease in the intensity of 

prompting required. 

As the second type of nursing effort, duration of grooming was measured to 

determine how much time was required for grooming performance among 

individuals with dementia. It was hypothesized that there would be a significant 

change in time required for grooming among individuals with dementia, 

comparing the nursing intervention with the baseline and post-intervention. 
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3. What is the relationship between the independent functional behavior and the 

intensity of nursing effort associated with handwashing, toothbrushing, 

facewashing, and haircombing for individuals with dementia? 

Visual analysis proceeded with a comparison of data within and between 

phases. Trend lines were used to determine the direction of the relationship 

between the independent functional behavior and nursing effort associated with 

grooming within each phase. 

It was hypothesized that in performance of handwashing, facewashing, 

toothbrushing, orland haircombing over time among residents with dementia 

during the nursing intervention, there would be an increase in the independent 

functional behavior of individuals with dementia, and a decrease in the intensity 

of prompting provided for grooming. 

4. What are the antecedents, consequences, and resident responses associated 

with handwashing, facewashing, toothbrushing, and haircombing? 

Videotaped observational data were described by functional analysis, 

focused on the determination of the antecedents and consequences of specific 

functional behaviors by the resident, and resident behaviors associated with 

handwashing, toothbrushing, facewashing, and haircombing. Functional 

analysis was used a qualitative analysis procedure. Cooper and colleagues 
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(1987) explain that functional analysis is described as a systematic methodology 

for the investigation of overt behavior, aspects of the environment, and the 

behavior of persons in the environment to identify environment-behavior 

functional relationships. The functional relations describe what the current 

relevant behaviors are deficient and excessive and under what specific stimulus 

and contextual conditions. 

5. What are caregiver problem behaviors associated with hand washing, 

toothbrushing, facewashing, and haircombing? 

Qualitative analysis from transcribed data focused on the identification and 

categorization of caregiver problem behaviors associated with grooming. The 

problems of antecedents and consequences of specific functional behaviors by 

the resident were identified. The categories of caregiver problem behaviors 

were developed. 

6. What are the resident problem behaviors associated with grooming 

performance? 

Qualitative analysis from transcribed data focused on the identification of 

resident problem behaviors under the condition that the caregiver assisted with 

grooming. Quantitative analysis was applied to the transcribed data. Problem 
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behaviors were quantified as percentage of seconds out of total grooming 

duration in during which catastrophic reactions and/or disruptive behaviors 

occurred. For example, the percentage of occurrences in screaming behaviors 

was expressed as the proportion of time during which screaming occurred in 

facewashing at the given session; duration of occurrence of screaming divided 

by duration of facewashing at the given session were mUltiplied by 100. 

Summary 

In this chapter, the design model, sample selection, human subject 

protection, data collection methods, instruments, development of coding 

scheme, and observer training for videotaped observations were described. 

Threats to reliability, and threats to validity were discussed. Data analysis 

model was identified. In chapter 4, findings related to research questions will 

be described. 



105 

CHAPTER 4: RESULTS 

This chapter discusses the results organized by the six research questions. 

Each research question addressed two different categories of patients: residents 

with mild dementia, and residents with severe dementia. 

Research question I: 

What changes occur in independent functional behaviors (self-initiated 

responses) among individuals with dementia as a result of a behavioral 

nursing intervention focused on the performance of handwashing, 

toothbrushing, facewashing, and haircombing? 

Figure 5 shows the change in the total mean PGT scores of grooming 

(handwashing, toothbrushing, facewashing, orland haircombing) among both 

severely and mildly demented residents for the three periods (baseline, nursing 

intervention, and post-intervention). The independent functional behaviors of 

grooming were very high among mildly demented elders as compared with 

severely demented elders. The self-initiated grooming responses of all subjects 

were higher during the nursing intervention period as compared with the 

baseline and post-intervention period, indicating the effect of systematic 

behavior modification during the nursing intervention. The graph shows a 

slight increase of self-initiated grooming responses from the baseline to the 
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post-intervention observations period, indicating the maintenance of the effect 

of the behavioral nursing intervention. 

Residents with mild dementia: 

Two different ways for depicting independent functional behaviors will be 

described: 1) average percentage of independent functional behaviors of each 

grooming activity within each phase (baseline, nursing intervention, post

intervention); and 2) graphic displays of individual's self-initiated grooming 

responses. 

Average Percentage of Independent Functional Behaviors of Each Grooming 

Within Each Phase. 

Using bar graphs to summarize and compare behavior across different 

phases, the average independent functional behaviors of all four kinds of 

grooming will be described. Figure 6 shows the change in the mean PGT 

scores for the three periods (baseline, nursing intervention, and post

intervention) for three residents with mild dementia in all four kinds of 

grooming (handwashing, toothbrushing, facewashing, and haircombing). In the 

area of handwashing, this figure represents two subjects' PGT scores. The 

third subject automatically proceeded from handwashing to facewashing. This 

subject's PGT score for handwashing and facewashing combined will be found 
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in the individual graphic display on page 109. In the area of toothbrushing, this 

figure depicts the scores of two subjects. The third subject had neither teeth 

nor dentures; therefore toothbrushing was not rated. In the area of 

facewashing, only two subjects were scored for the reasons stated in the area of 

handwashing. In the area of haircombing, all three subjects' PGT scores are 

included in the graph. 

For independent functional behaviors of handwashing, the mean PGT score 

of the two subjects increased from 77.8 % during the baseline observation 

period to 95.1 % during the nursing intervention period; then decreased to 

81.4% during the post-intervention period. It may be noted that the 

independent functional behaviors during the post-intervention period (PGT 

81.4 %) were slightly higher than those during the initial baseline observations 

period (PGT 77.8%). 

For independent functional behaviors of toothbrushing, the mean PGT score 

of the two subjects rated increased from 81.5 % during the baseline observations 

period to 93 % during the nursing intervention period, and then decreased to 

84.8% during the post-intervention observations phase. The mean PGT score 

of these subjects between the baseline (PGT 81.5%) and the post-intervention 

observations phases (PGT 84.8 %) also increased. 

For independent functional behaviors of facewashing, the mean PGT score 
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of the two subjects was 86.4% during the baseline observations phase, 91.6% 

during the intervention period, and 87.5 % during the post-intervention period. 

The Post-intervention PGT score (87.5 %) showed a slight increase from the 

baseline PGT score (86.4 % ). 

For independent functional behaviors of haircombing, the mean PGT score 

of the three subjects was 89.7% during the baseline observations period, 95.6% 

during the intervention period, and 95.6% during the post-intervention period. 

Interestingly enough, for haircombing, the mean PGT scores showed a greater 

increase from the baseline (PGT 89.7 %) to the post-intervention observations 

(PGT 95.6%), as compared with the three other types of rated tasks. 

Mean PGT scores were used to examine the overall average performance of 

four kinds of grooming among mildly demented elders between phases. 

However, using overall mean PGT scores poses three serious problems. First, 

data representing the average performance of a group of subjects was viewed 

with the understanding that significant variability of an individual may have 

been lost in the display. Second, using the overall average performance during 

a phase can easily obscure important variability in the data. Third, measures of 

average performance can obscure important trends in the data. Trends are 

described in terms of the direction (increasing, or decreasing), degree (gradual, 

or steep), and the extent of variability of data points around the trend (Cooper 
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et al., 1987; Parsonson & Baer, 1978). Therefore, to deal with the three 

problems, visual analysis of data within and between each phase focused on the 

number of data points, the variability of performance, and the direction and 

degree of trends. 

Graphic Displays of Individual's Self-Initiated Grooming Responses. 

Figures 7, 8, and 9 are graphic displays of individual mild dementia 

subjects' self-initiated grooming (handwashing, toothbrushing, facewashing, and 

haircombing) behaviors throughout the three phases (baseline, nursing 

intervention, and post-intervention). The horizontal axis represents each session 

in time. The vertical axis represents percentages. The vertical dot lines 

extending upward from the horizontal axis indicates a change in experimental 

procedures. Visual analysis of data between phases included an examination of 

the trends in the data. Trend line was used with the method of least squares 

(Parsonson & Baer, 1978). The dashed lines on graph represents the trend 

level. The horizontal axis only incorporated available data. 

In figure 7, the trend line shows a higher level of all four kinds of 

independent functional grooming behaviors of subject #2 in the nursing 

intervention phase than in the baseline and post-intervention phase. The graphs 

show an increase, of the trend, within the nursing intervention phase, indicating 

the effect of systematic behavior modification. During the post-intervention 



Figure 7. Percentage of Self-Initiated Responses of Subject #2 
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Figure 8. Percentage of Self-Initiated Responses of Subject #5 
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Figure 9. Percentage of Self-Initiated Responses of Subject #6 
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phase, there was great variation in the low level of self-initiated responses of 

handwashing, toothbrushing, and facewashing. The high level of trend in the 

self-initiated haircombing responses, however, was maintained during the post

intervention. The graphs reveal a slightly upward trend in handwashing, and 

facewashing within the post-intervention phase, but a deeply downward trend in 

toothbrushing. The reason for variability might be that the caregivers assisted 

with grooming in inconsistent way. Caregiver's inconsistent behaviors will be 

described in the research question #5. 

In figure 8, self-initiated responses of handwashing and facewashing of 

subject #5 were rated together. The trend line shows that during the 

interventions, all responses of this subject were consistently high. However, 

during the baseline phase for self-initiated toothbrushing behaviors there was a 

great variation in response and a decrease of the trend. 

Figure 9 displays that in handwashing behaviors of subject #6, the self

initiated responses were highest during the nursing intervention period. 

However, in the area of facewashing and haircombing, there were great 

variations in the responses and a decrease of the trend within the nursing 

intervention phase. The differences of the resident's mood day-by-day might 

have influenced these two activities. 
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Residents with severe dementia: 

Two different ways for depicting independent functional behaviors will be 

described: 1) average percentage of independent functional behaviors of each 

grooming within each phase (baseline, nursing intervention, post-intervention); 

and 2) graphic displays of individual's self-initiated grooming responses. 

Average Percentage of Independent Functional Behaviors of Each Grooming 

Within Each Phase. 

Figure 10 through 12 show the change in the mean PGT scores for the 

three periods (baseline, nursing intervention, and post-intervention) for residents 

with severe dementia in three of four kinds of grooming (handwashing, 

facewashing, and haircombing). In the area of toothbrushing, residents' PGT 

scores were not rated because a toothette was used for toothbrushing. In the 

area of handwashing, this figure represents the three subjects' PGT scores. In 

the area of facewashing, only two subjects were scored. No self-initiated 

facewashing responses, however, occurred across three phases for one subject. 

The third subject was not scored because the nursing intervention was not done 

for subject #3. Hence, only one subject's PGT score was included in the 

graph. In the area of haircombing, only one subject's PGT score is included in 

the graph. Other two subjects were not scored because the nursing intervention 

was not done for subject # 1, and #3. 
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Figure 11. 
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Figure 12. 
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In figure 10, for independent functional behaviors of handwashing, the 

mean PGT score of the three subjects increased from 1.39% during the baseline 

observation period to 9.29% during the nursing intervention period; then 

decreased to 2.37 % during the post-intervention period. It may be noted that 

the independent functional behaviors were highest during the nursing 

intervention period. In addition, the self-initiated handwashing responses 

showed an increase from the initial baseline to the post-intervention period. 

In figure 11, for independent functional behaviors of facewashing, the mean 

PGT score of only one subject was 2.37% during the baseline observations 

phase, 3.51 % during the intervention period, and 2.77% during the post

intervention period. The self-initiated facewashing responses showed a slight 

increase from the baseline to the post-intervention phase, as compared with the 

two other types of tasks. 

In figure 12, for independent functional behaviors of haircombing, the mean 

PGT score of only one subject was 14.27% during the baseline observations 

period, 29.98 % during the intervention period, and 14.80% during the post

intervention period. The average self-initiated haircombing responses were 

high during the nursing intervention phase as compared with the baseline and 

post-intervention phase. Furthermore, the self-initiated haircombing responses 

showed a slight increase from the baseline to the post-intervention period. 
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Graphic Displays of Individual's Self-Initiated Grooming Responses. 

Figures 13 and 14 are graphic displays of individual severe dementia 

subject's self-initiated grooming (handwashing, facewashing, and haircombing) 

behaviors throughout the three phases (baseline, nursing intervention, and post

intervention). Visual analysis of data between phases included an examination 

of the trends in each phase to determine whether the trend in the nursing 

intervention phase changed in direction or slope during the baseline and post

intervention period. Trend line was obtained by the method of least squares 

(Parsonson & Baer, 1978). 

Figure 13 shows the percentage of self-initiated handwashing responses of 

subject #1 between two phases. PGT of handwashing was not scored because 

there was no available data during the baseline period. Self-initiated 

handwashing responses occurred twice during the total of ten nursing 

intervention sessions, and occurred once during the eight post-intervention 

sessions. Although few responses of self-initiated handwashing occurred across 

two phases, the graph showed a slightly upward trend in handwashing. In 

facewashing, there were no independent functional behaviors. 

Figure 14 displays the percentage of self-initiated handwashing, 

facewashing, and haircombing responses of subject #4 throughout the three 

phases. In handwashing, the graph reveals change in both level and trend 
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Figure 14. Percentage of Self-Initiated Responses of Subject #4 
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among the three phases. The phase change line indicates the effects of a 

behavioral nursing intervention. There was a great increase in the trend line in 

self-initiated responses within the nursing intervention phase, indicating the 

effect of systematic behavior modification including physical and social 

environment. Overall, the graphs show changes in both level and trend among 

the three phases, indicating that the self-initiated grooming responses were 

higher during the nursing intervention phase than the baseline and post

intervention phases. Furthermore, the graphs showed an upward trend in all 

three kinds of grooming within the nursing intervention period, but a downward 

trend within the post-intervention period. 

No self-initiated handwashing responses occurred across three phases for 

subject #3. 

Research question 2: 

What changes occur in the intensity of nursing effort associated with a 

behavioral nursing intervention focused on performance of handwashing, 

toothbrushing, facewashing, and haircombing for individuals with dementia? 

Two techniques were employed to answer the research question. First, 

averaging data points across sessions was used. Another procedure to 
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determine the intensity of nursing effort from graphical displays was the trend 

line by the method of least squares (Parsonson & Baer, 1978). 

R.esidents with mild dementia: 

Four different ways of depicting the intensity of the nursing effort will be 

described (three by percentage and one by duration): 1) average percentage 

within each phase (baseline, nursing intervention, post-intervention), for all four 

kinds of grooming combined and types of prompting provided including only 

verbal prompts and "gestural" prompts; 2) average percentage of prompting 

within each phase (baseline, nursing intervention, post-intervention) and types 

of prompts provided including only verbal prompts and "gestural" prompts, 

graphed for each grooming category separately; 3) graphic displays of number 

2 above, by individual subject; 4) time required for grooming performance by 

individual subject and phase (baseline, nursing intervention, post-intervention). 

1) Average percentage within each phase (baseline. nursing intervention. post

intervention). for all four kinds of grooming combined and types of prompting 

provided including only verbal prompts and "gestural" prompts. 

Figure 15 shows the average percentage of prompting provided for all 

grooming among mildly demented elders throughout three phases (baseline, 
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nursing intervention, & post-intervention). The percentage of verbal prompting 

was 3.50% during the baseline period, 3.88% during the nursing intervention 

period, and 0.84% during the post-intervention period. The percentage of 

"gestural" prompting was 2.18% during the baseline period, 2.82% during the 

intervention period, and 0.71 % during the post-intervention period. Physical 

prompting was not used during any period. There was little difference among 

prompts provided for grooming between the nursing intervention and the 

baseline/post-intervention. Overall, verbal prompting was given more than 

" gestural" prompting for all grooming among three residents with mild 

dementia throughout the three periods. Interestingly enough, the use of verbal 

and "gestural" prompting was reduced during the post-intervention phase, 

suggesting that grooming behavior can be maintained despite an increase in the 

intensity of prompts for mildly demented elders. 

2) Average percentage of prompting within each phase (baseline. nursing 

intervention. post-intervention) and types of prompts provided including only 

verbal prompts and "gestural" prompts. graphed for each grooming category 

separately. 

Figure 16 shows the average percentage of prompting provided for 

handwashing of two of the three residents. Generally," gestural" prompting 
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was provided more than verbal prompting throughout the three phases. Figure 

17 shows the average percentage of prompting given for toothbrushing of two 

of the three residents. Verbal prompting was provided more than "gestural" 

prompting. Figure 18 shows the average percentage of prompting provided for 

facewashing of two of the three residents. II Gestural " prompting was provided 

more than verbal prompting, and was decreased gradually throughout the three 

phases. Figure 19 shows the average percentage of prompting provided for 

haircombing of three residents. Verbal prompting was generally given more 

than "gestural" prompting. 

In summary, for toothbrushing and haircombing, verbal prompting was 

provided more than "gestural" prompting throughout the three phases. For 

handwashing and facewashing, however, "gestural" prompting was given more 

than verbal prompting. 

3) Graphic Displays by Individual Subject. 

Graphic displays of percentage of prompting within each phase, and types 

of prompts provided including only verbal and "gestural" prompting, graphed 

for each grooming category separately, were used to determine what changes in 

trend occurred in the intensity of prompting given for grooming of individual. 

Visual analysis of data included an examination of the trends within and 
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Figure 18. 
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Figure 19. Percentage of Prompting in Haircombing of Mildly Demented 
% Elders 
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between phases. Trend line was obtained by the method of least squares 

(Parsons on & Baer, 1978). The horizontal axis represents only available data. 

Figure 20 through 22 show the percentage of verbal, and "gestural" 

prompting provided for each grooming activity for subject #2. In Figure 20, 

the graph showed no change in either level or trend in "gestural" prompting 

given for handwashing among the three phases. There was a downward trend 

in "gestural" prompting within each phase. "Gestural" prompting was given 

more than verbal prompting for handwashing during the baseline and post

intervention periods. The examples of "gestural" prompting during the baseline 

and post-intervention, were the caregiver pointing to the soap dispenser to get 

the soap on the resident's hands, and pointing to the towel to help her to dry 

her hands. During the nursing intervention period, no prompt was required for 

getting the soap on the resident's hands since she automatically used the bar 

soap. In Figure 21, the graph shows no change in level but change in a trend 

in verbal prompting provided for toothbrushing among the three phases. In 

verbal prompting, there was an upward trend within the baseline period, but no 

direction of trend within the nursing intervention and post-intervention period. 

An example of verbal prompting given for toothbrushing was "Here is a cup to 

rinse your mouth". In" gestural" prompting, there was a decrease of trend 

within the nursing intervention phase, but no use of "gestural" prompts during 
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Figure 21. Percentage of Prompts for Toothbrushing of Subject #2 
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Figure 22. Percentage of Verbal Prompting for Haircombing, and 
Facewashing of Subject #2 
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the baseline and post-intervention period. Overall, the graphs show the 

differences of prompts in toothbrushing, indicating that verbal prompting was 

provided more than "gestural" prompting. In figure 22, the graph shows 

change in level and trend in verbal prompting provided for haircombing among 

the three phases, indicating that there was an upward trend within the baseline 

phase, a decrease of trend within the nursing intervention phase, and no use of 

verbal prompting within the post-intervention phase. Neither" gestural" 

prompting nor "manual guidance" was provided in any period. For 

facewashing, the graph shows no change in either level or trend of verbal 

prompting provided for facewashing across phases. Neither" gestural" 

prompting nor "manual guidance" was provided in any period. 

Figure 23 and 24 show the percentage of verbal, and "gestural" prompting 

required for each grooming activity of subject #5. In figure 23, the graphs 

show no change in either level or trend for verbal and "gestural" prompting 

provided for toothbrushing between the baseline and nursing intervention phase. 

However, the graphs show changes in both level and trend of those prompts 

between the nursing intervention and post-intervention phase, indicating that no 

prompts were given during the post-intervention period. In figure 24, there 

was change in both level and trend of verbal and "gestural" prompting provided 

for hand washing and facewashing combined across phases, indicating that no 



Figure 23. Percentage of Prompts for Toothbrushing of Subject #5 
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Figure 24. Percentage of Prompts for Grooming of Subject #5 
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prompts were provided for handwashing and facewashing during the post

intervention period. Based on the graph for percentage of self-initiated 

handwashing and facewashing responses, there was low level of self-initiated 

responses. For haircombing behavior, there was no change in level but change 

in trend of verbal prompting among the three phases, indicating that no prompt 

was provided during the post-intervention period. 

Figure 25 through 27 show the percentage of verbal, and II gestural II 

prompting provided for subject #6. In figure 25, there was change in both 

level and trend of verbal and II gestural II prompting provided for handwashing 

between the nursing intervention phase and post-intervention period. No 

prompts were provided for handwashing during the post-intervention period. In 

figure 26, the graph shows a small change in both level and trend of verbal 

prompting for facewashing between the nursing intervention and post

intervention period, indicating that there was an increase of verbal prompting 

within the nursing intervention phase. However, there was no change in both 

level and trend of II gestural II prompting for facewashing among the three 

phases. In figure 27, there was some variation, but an upward trend of verbal 

and "gestural II prompting for haircombing within the nursing intervention 

period. Furthermore, the graphs show change in both level and trend of those 



Figure 25. Percentage of Prompts for Handwashing of Subject #6 
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Figure 26. Percentage of Prompts for Facewashing of Subject #6 
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Figure 27. Percentage of Prompts for Haircombing of Subject #6 
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prompts between the nursing intervention and post-intervention phases. No 

prompts were provided for haircombing during the post-intervention period. 

4) Duration Required for Grooming Performance by Individual Subject and 

Phase {baseline. nursing intervention. post-intervention>. 

144 

Figure 28 shows the average duration of grooming for the three elders with 

mild dementia. Average duration was 5.98 minutes during the baseline period, 

6.48 minutes during the nursing intervention period, and 5.15 minutes during 

the post-intervention period. Figure 29 shows the average minutes for 

grooming of subject #2, #5, and #6. The average minutes for grooming of 

elders with mild dementia were longer during the nursing intervention phase, as 

compared with the baseline and post-intervention phase, and showed a slight 

decrease of duration from the baseline period to the post-intervention period. 

Residents with severe dementia: 

Four different ways of depicting the intensity of the nursing effort will be 

described (three by percentage and one by duration): 1) average percentage 

within each phase (baseline, nursing intervention, post-intervention), for the 

three kinds of grooming combined (handwashing, facewashing, and 

haircombing) and types of prompting provided including verbal prompts, 



Figure 28. Duration of Grooming Performance of Mildly Demented Elders 
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Figure 29. Duration of Grooming of Individuals with Mild Dementia 
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"gestural" prompts, and "manual guidance"; 2) average percentage of 

prompting within each phase (baseline, nursing intervention, post-intervention) 

and types of prompts provided including verbal prompts, "gestural" prompts, 

and "manual guidance", graphed for each grooming category separately; 3) 

graphic displays of number 2 above, by individual subject; 4) duration required 

for grooming performance by individual subject and phase (baseline, nursing 

intervention, post-intervention). 

1) Average percentage within each phase {baseline. nursing intervention. post

intervention>. for the three kinds of grooming combined (handwashing .. 

facewashing. and haircombing) and types of prompting provided including 

verbal prompts. "gestural" prompts. and "manual guidance". 

Figure 30 shows the average percentage of prompting provided for all 

grooming activities of the severely demented elders throughout three phases 

(baseline, nursing intervention, & post-intervention). The percentage of verbal 

prompting was 1.41 % during the nursing intervention period. During the 

baseline and post-intervention, there was no verbal prompting. The percentage 

of "gestural" prompting was 0.93 % during the baseline period, 9.47% during 

the intervention period, and 1.81 % during the post-intervention period. The 

percentage of "manual guidance" was 20.10% during the baseline period, 



Figure 30. Percentage of Prompting among Severely Demented Elders 
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64.84% during the nursing intervention period, and 3.95% during the post

intervention period. There was a great difference among "manual guidance" 

provided for grooming between the nursing intervention and the baseline/post

intervention. "Manual guidance" was given the most among prompts provided 

for performance of grooming for individuals with severe dementia throughout 

the three phases. 

2) Average percentage of prompting within each phase (baseline. nursing 

intervention. post-intervention) and types of prompts provided including verbal 

prompts. "gestural" prompts. and "manual guidance". graphed for each 

grooming category separately. 

Figure 31 shows the perce.ntage of prompting provided for hand washing of 

the three residents. The percentage of "manual guidance" was decreased from 

39.40% during the baseline period to 3.27% during the post-intervention 

period. It increased to 60.77 % during the intervention. In contrast, the 

percentage of "gestural" prompting was increased from 0 % during the baseline 

period to 1.65% during the post-intervention phase. It was 14.10% during the 

intervention. No verbal prompting was provided during the baseline and post

intervention periods. The percentage of verbal prompting, however, was 

1.67 % during the nursing intervention phase. Figure 32 shows the percentage 
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Figure 32. 
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of prompting given for facewashing of two of the three residents. Neither 

verbal prompting nor II gestural II prompting was provided in facewashing during 

the baseline and the post-intervention. The percentage of IImanual guidance II , 

however, was increased from 6.01 % during the baseline period to 11.36% 

during the post-intervention period. It was 79.83% during the nursing 

intervention. Figure 33 shows the percentage of prompting given for 

haircombing of one resident. No verbal prompting was provided during the 

baseline and post-intervention periods. The percentage of verbal prompting, 

however, was 2.22 % during the nursing intervention phase. The percentage of 

II gestural II prompting was decreased from 3.17 % during the baseline period to 

0% during the post-intervention. It was 8.88% during the nursing intervention 

phase. In contrast, the percentage of IImanual guidance II was increased from 

15.86% during the baseline period to 18.5% during the post-intervention 

period. It increased to 46.79% during the intervention. 

In summary, there was great differences among the prompts across the 

three phases. The verbal prompting, IIgestural ll prompting, and manual 

guidance were provided more during the nursing intervention period than the 

baseline and post-intervention. During the nursing intervention period, IImanual 

guidance II was provided the most among the prompts, then "gestural ll 

prompting was given, and verbal prompting was provided the least among the 
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prompts for handwashing, facewashing, and haircombing. In addition, much 

"manual guidance" was given for facewashing than handwashing and 

haircombing. In contrast, during the baseline and post-intervention periods, 

"manual guidance" was provided the less for facewashing than handwashing 

and haircombing. 

3) Graphic Displays by Individual Subject. 

Visual analysis of data by individual subject across phases determined what 

changes in trend occurred in the intensity of prompting provided for 

handwashing, facewashing and/or haircombing of individual. Visual analysis of 

data included an examination of the trends between and within phases. Trend 

line was obtained by the method of least squares (Parsonson & Baer, 1978; 

Cooper et al., 1987). The horizontal axis represents only available data. 

Figure 34 shows the percentage of verbal instruction, "gestural" prompting, 

"manual guidance" given for handwashing and "manual guidance" provided for 

facewashing responses of subject #1. There was no baseline data in 

handwashing because of inappropriate videotape recording. The graphs shows 

changes in both level and trend of all three kinds of prompting provided for 

handwashing between the nursing intervention and post-intervention phases. 

There was an upward trend of verbal and "gestural" prompting, but a 



Figure 34. Percentage of Prompts for Grooming of Subject #1 
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downward trend of "manual guidance" within the nursing intervention period. 

For facewashing, verbal and "gestural" prompting were not provided at any 

phase. There were changes in both level and trend of "manual guidance" 

provided for facewashing among each phase. The intensity of "manual 

guidance" for facewashing was decreased during the nursing intervention phase. 

Overall, much IImanual guidance II was provided during the nursing 

intervention. In contrast, II manual guidance II was not given to assist the 

resident to perform the grooming during the baseline and post-intervention. 

Figure 35 shows the percentage of "manual guidance" provided for 

handwashing of subject #3. The graph shows changes in both level and trend 

among the three phases. There was a great variation, but a little increase of the 

trend within the nursing intervention period. There was no use of "manual 

guidance" for handwashing during the post-intervention period. 

Figure 36 though 38 show the percentage of each type of prompting for 

each grooming activity of subject #4 throughout the three phases. In figure 36, 

the graphs show changes in both level and trend of "gestural" and "manual 

guidance" provided for handwashing among the three phases, indicating that 

both "gestural" and IImanual guidance" were given more during the nursing 

intervention period as compared with during the baseline and post-intervention 

periods. Even though there was great variation of performance day by day, 



Figure 35. Percentage of Manual Guidance for Handwashing of Subject #3 
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Figure 36. Percentage of Prompts for Handwashing of Subject #4 
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Figure 37. Percentage of Prompts for Facewashing of Subject #4 
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Figure 38. Percentage of Prompts for Haircombing of Subject #4 
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corresponding to the increases in "gestural" prompting provided for 

performance of handwashing, decrease in "manual guidance" occurred during 

the nursing intervention period. It was not surprising that there was low 

percentage of prompts (see figure 36) and low percentage of self-initiated 

handwashing responses (see figure 14) during the baseline and post-intervention 

period. In figure 37, graphs show changes in both level and trend of all three 

prompts provided for facewashing responses among the three phases. "Manual 

guidance" was provided the most, then "gestural" prompting, and verbal 

prompting was given the least during the nursing intervention period. 

Furthermore, graphs show increases of the intensity in "gestural" prompting 

and decreases of the intensity in "manual guidance" for facewashing within the 

nursing intervention phase. Figure 38 shows the percentage of verbal 

prompting, "gestural" prompting, and "manual guidance" provided for 

haircombing. Graphs show a gradual increase in the trend of verbal and 

"gestural" prompting, but a decrease in the trend of "manual guidance" 

provided for haircombing during the nursing intervention period. Hand-over

hand guidance was used to comb the left, top, and back side of the resident's 

hair. However, during the baseline and post-intervention, the combing motion 

was not prompted by manual guidance, but accomplished by the caregiver's 

assistance prior to attempt by the resident. 



4) Duration Required for Grooming Performance by Individual Subject and 

Phase (baseline. nursing intervention. post-intervention). 
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Figure 39 shows the average duration of grooming performance of three 

elders with severe dementia. Average duration was 4.56 minutes during the 

baseline period, 14.37 minutes during the nursing intervention period, and 5.72 

minutes during the post-intervention period. Figure 40 shows the average 

minutes of grooming for subject #1, #3, and #4. The average minutes of 

grooming performance of elders with severe dementia was much longer during 

the nursing intervention phase, compared to the baseline and post-intervention 

phase, and shows a slight increase of duration from the baseline period to the 

post-intervention period. 

Research question 3: 

What is the relationship between the independent functional behavior and the 

intensity of nursing effort associated with handwashing, toothbrushing, 

facewashing, and haircombing for individuals with dementia? 

Case examples of the relationship between the independent functional 

behavior and prompts provided for grooming of individuals with dementia will 

be presented. 



Figure 39. Duration of Grooming Performance of Severely Demented Elders 
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Figure 40. Duration of Grooming of Individuals with Severe Dementia 
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Resident with mild dementia: 

The case of subject #2 exemplifies the relationship between the self-initiated 

toothbrushing responses, and the verbal, and "gestural" prompting provided for 

toothbrushing. In figure 41, the graphs show a slightly decreased trend in 

verbal prompting, an abrupt decrease in "gestural" prompting provided for 

toothbrushing, and an increase trend in the self-initiated toothbrushing responses 

during the nursing intervention period. During the post-intervention phases, 

however, there was no change in trend for the verbal prompting, and "gestural" 

prompting was not given for toothbrushing. It was assumed that the less 

prompts, the more self-initiated grooming responses. However, based on the 

graph for the percentage of self-initiated toothbrushing responses, there was low 

level of and decrease trend in self-initiated responses during the post

intervention period, as compared with the nursing intervention. 

Resident with severe dementia: 

The case of subject #4 illustrates the relationships between the self-initiated 

handwashing responses, and the "gestural" prompting and "manual guidance" 

provided for handwashing. In figure 42, the graphs show an increase trend in 

the "gestural" prompting, and self-initiated handwashing responses during the 

nursing intervention period. In contrast, corresponding to the decreases in 



Figure 41. Self-Initiated Responses and Prompts for Toothbrushing 
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Figure 42. Self-Initiated Responses and Prompts for Handwashing 
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"manual guidance" provided for handwashing response, increases in self

initiated handwashing responses occurred within the nursing intervention phase. 

The graphs reveal low level of and an upward trend in the prompts during the 

baseline and post-intervention period, as compared with the nursing 

intervention. In contrast, the self-initiated handwashing responses were low and 

decreased. 

Research question 4: 

What are the antecedents, consequences, and resident responses associated 

with handwashing, facewashing, toothbrushing, and haircombing? 

Qualitative analysis of transcribed data focused on identifying and defining 

categories to describe antecedents, consequences, and resident responses 

associated with grooming. Two types of antecedents were identified: One type 

of antecedent was sensory stimuli by the resident, and another type of 

antecedent was sensory stimuli given by the caregiver. Two types of 

consequences were identified; reinforcing stimuli provided by the environment 

on the resident's behavior, and reinforcing stimuli provided by the caregiver on 

the resident's behavior. Two types of resident behaviors were identified; verbal 

behaviors, and nonverbal behaviors. Each category associated with 

antecedents, consequences, and resident behaviors will be described. 
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Antecedents: 

Two types of antecedents will be described. 

Sensory Stimuli by the Resident: 

Sensory stimuli are sensory cues provided by the environment for the 

resident's behavior. Sensory cues provided by the environment in the bathroom 

were visual and tactile. For example, the sight of the grooming equipment 

(i.e., bar soap, towel, toothpaste tube, comb, etc.) near to the sink was a visual 

stimulus or sensory cue for beginning the residents' grooming behavior. Other 

visual cues were the mirror, and the running water. Biringer and Anderson 

(1992) showed subjects with moderately severe dementia did self-recognize in 

the mirror. The researchers suggest cues in the mirror condition can facilitate 

the self-awareness of individuals with dementia. Examples of tactile stimuli 

were holding objects (i.e., toothbrush, washcloth, etc.) in the resident's hand. 

These sensory cues were the antecedent stimuli provided by the environment for 

resident grooming behaviors. Thus, the environmental cues may affect the self

initiated grooming responses of elders with dementia. Inappropriate 

environment, however, may result in the failure of elders to perform sequential 

steps involved in the completion of the task, and/or the necessity of other cues 

by the caregivers to elicit the resident perform grooming. For instance, the 

sight of a soap dispenser was not necessarily a appropriate visual cue to prompt 
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residents to get the soap. It was hard for the resident to find the soap 

dispenser. The resident washed her hands without soap, and usually needed 

other cues by the caregivers to elicit the resident getting the soap. In addition, 

it was hard for the residents to discriminate between the hot and cold water 

faucet. 

Sensory Stimuli given by the Caregiver: 

Visual, verbal, and tactile stimuli were also provided by the caregiver. For 

example, soft, slow verbal instruction were used by caregivers to prompt 

residents to get the towel to dry hands. Pointing to a mirror was a gestural 

stimuli provided after haircombing. Gentle manual guidance was provided for 

combing left side of the resident's hair. Thus, sensory cues were the 

antecedent stimuli to prompt the resident behavior, which influenced the 

functional behaviors of demented elders. However, some antecedents 

negatively affected the functional behaviors, resulting in excess disability of 

elders with dementia. Getting the towel, without giving the elder and 

opportunity to find the towel was such an example. 
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Consequences: 

Two types of consequences will be described. 

Reinforcing Stimuli provided by the Environment: 

Visual, and tactile stimuli also were the sensory reinforcements provided by 

the environment after residents behaviors. One example was the sensory 

reinforcement of no toothpaste, after rinsing the toothbrush under the running 

water. For another example, the resident's holding the toothbrush provided the 

sensory reinforcement to the resident. Consequences may serve the dual role of 

influencing the occurrence of the behaviors that precede them and also operate 

as discriminative stimuli for subsequent behaviors (Bates and Hanson, 1983). 

For example, the resident holding the toothpaste tube served as the sensory 

reinforcement for picking up the toothpaste tube, and also as a visual stimulus 

for unscrewing the cap of the toothpaste tube. 

Reinforcing Stimuli provided by the Caregiver: 

Verbal and nonverbal reinforcement were the reinforcing stimuli provided 

by the caregiver after residents behaviors. Positive verbal reinforcement 

included encouragement and acknowledgement given by the caregiver. Positive 

nonverbal reinforcement was smile, eye contact, hugging, handholding, and 

gentle touch on the resident's shoulder. In addition, providing a cup of cold 
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water, or putting the lotion on the resident's hands after finishing the grooming, 

influenced positively the nonverbal and verbal behaviors by the resident. 

Behavioral Responses by Residents: 

Residents behaviors included all responses that follow all stimulus 

conditions given by caregivers, and by residents. Two types of resident 

behaviors will be described. 

Verbal Behaviors by Residents: 

Two types of verbal behaviors by residents were identified. First, the 

verbal behaviors that elicit functional behavior of grooming, occurred. The 

case of subject #2 exemplifies the occurrence of the verbal behavior that elicited 

the functional handwashing in an early post-intervention session. The verbal 

behavior by the resident (Le., "I cannot see the soap, I'm looking for the 

soap") occurred to prompt the nurse aide to provide the soap. 

Second, the verbal behaviors that follow the antecedent stimuli given by the 

caregiver, occurred. One example was the occurrence of attention-seeking 

verbal requests during the nursing intervention. Gentle manual guidance was 

provided for wiping one resident's face with the towel. While she asked the 

caregiver, "Am I doing alright?", the resident proceeded on her own face with 

the towel. Another example was the occurrence of verbal responses (Le., "I 
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can't, I can't," yelling or screaming) that follow the verbal instruction given by 

the nurse aide early in the post-intervention session. 

Nonverbal Behaviors by Residents: 

Two types of nonverbal behaviors by residents were identified; functional 

nonverbal responses, and nonfunctional nonverbal responses. One example of 

functional nonverbal responses was the resident's getting the towel to dry her 

hands, after the verbal instruction was given by the caregiver. Drying the 

resident's hands operated as the resident response for verbal instruction given 

by the caregiver. Another example was the self-initiated grooming responses of 

residents. Nonfunctional nonverbal behaviors included smile, handholding, eye 

contact, laugh, frown, pushing, and crying. For instance, smile operated as the 

resident response for eye contact and handholding given by the caregiver. 

Therefore, all nonverbal resident behaviors may be influenced by the sensory 

cue and reinforcement given by the caregiver. 

Based on the determination of the antecedents, consequences, and resident 

responses associated with handwashing, toothbrushing, facewashing, and 

haircombing, the functional relationship will be explored. The systematic 

analysis of functional relationships among antecedent events, behaviors of 
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demented elders, and consequences can facilitate the design and implementation 

of nursing intervention. Examples of the functional relationship in 

toothbrushing for a resident with mild dementia and in haircombing for a 

resident with severe dementia are presented. 

An Resident with Mild Dementia: 

Figure 43 shows the relationship between each antecedent stimuli, response, 

and conditioned reinforcement in the task of toothbrushing of subject #2 at the 

first post-intervention session. The nurse aide's handing a toothbrush with 

toothpaste to the resident served as the antecedent event. The resident held the 

toothbrush with toothpaste. Holding the toothbrush provided a sensory 

reinforcement to the resident. Then, the toothbrush with toothpaste in the 

resident's hand served as the sensory and visual stimulus for putting the 

toothbrush in her mouth. The resident placed the toothbrush with toothpaste 

into her own mouth. The toothbrush in the resident's mouth served as the 

sensory reinforcement to the resident, and as the onset sensory cue for brushing 

her teeth. The resident proceeded on her own to brush her teeth. The resident' 

mouth became filled with toothpaste, which acts as a sensory reinforcement to 

the resident, and also as a sensory cue for spitting out the toothpaste. Thus, the 

resident automatically spat out the toothpaste. The removed toothpaste served 



Figure 43. Functional Analysis of Toothbrushing of Subject #2 

Antecedent (A) -- > Behavioral Responses (B) -- > Consequences (C) 
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A nurse aide handed a toothbrush with toothpaste to the resident. 

The resident held the toothbrush with toothpaste. 

The toothbrush in the resident's hands 

The toothbrush in the resident's hands 

The resident placed toothbrush with toothpaste into own mouth. 

The toothbrush in the resident's mouth 

The toothbrush in the resident's mouth 

The resident proceeded on won to brush her teeth. 

The resident's mouth became filled with toothpaste. 

The resident's mouth filled with toothpaste 

The resident automatically spat out toothpaste. 

The toothpaste was removed. 
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Figure 43.(cont'd) 

A: 

B: 

c: 

A: 

B: 

c: 

A: 

B: 

c: 

A: 

B: 

c: 

Running water & the toothbrush in the resident's hand 

The resident rinsed the toothbrush under the running water. 

The removed toothpaste on the toothbrush 

The toothbrush in the resident's hand 

The resident placed the toothbrush on a sink 

The toothbrush in hand was removed. 

The nurse aide verbally instructed the resident to rinse her mouth. 

The resident filled a cup from the running water. 

Water in cup in the resident's hand 

Water in cup in the resident's hand 

The resident automatically swished water around in her mouth and spat. 

Empty cup and emptying mouth 
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Figure 43. (Cont'd) 

A: Empty cup and emptying mouth 

B: The resident placed the cup on the sink. 

C: The Cup in the resident's hand was removed. 

A: Running water 

B: The resident turned off water. 

C: The nurse aide gave verbal "OK" responses. 

Task of toothbrushing accomplished. 



178 

as the sensory reinforcement of the task completion to the resident. Running 

water and the toothbrush in the resident's hand, served as the sensory cue for 

rinsing the toothbrush. Then, the resident rinsed the toothbrush under the 

running water. The removed toothpaste on the toothbrush served as the sensory 

reinforcement to the resident, and also as the sensory cue for placing the 

toothbrush on the sink. The resident placed the toothbrush on the sink. The 

removed toothbrush from her hand was the sensory reinforcement of the task 

completion to the resident. Running water as a visual cue was still active, but 

was not adequate as a sensory cue to prompt the resident to rinse her mouth. 

The nurse aide verbally instructed the resident to rinse her mouth (Le., II Rinse 

your mouth. There is a cup to rinse your mouth "). The resident filled the cup 

from the running water. Water in the cup in the resident's hand served as the 

sensory reinforcement to her, and as the sensory cue for rinsing her mouth. 

The resident automatically swished water around in her mouth and spat out the 

water. The empty cup and the emptying of the resident's mouth served as the 

sensory reinforcement to her, and as the sensory cue for placing the cup on 

sink. Then, the resident placed the cup on the sink. Running water was the 

visual cue for turning off the water. The resident turned off the water. The 

nurse aide gave a verbal "OK" response. The task of toothbrushing was 

accomplished. 
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A Resident with severe dementia: 

Figure 44 shows the functional relationship between antecedents, 

consequences, and responses associated with haircombing of subject #4 at the 

first post-intervention session. In the initiation of the task, the nurse aide did 

not wait for the resident to make an attempt to pick up the comb. The nurse 

aide's handing the resident a comb served as the antecedent event. The resident 

held the comb. Thus, holding the comb provided the sensory reinforcement to 

the resident, but was not an adequate sensory cue to activate bringing the comb 

to her hair. The nurse aide intervened physically by manually guiding the 

resident to bring the comb to her hair. Then, the comb in the resident's hair 

served as the conditioned reinforcement to the resident; she remained 

motionless with the comb in her hand placed in her hair. Manual guidance as 

the antecedent stimuli was provided by the nurse aide to prompt the resident to 

comb the right side of her hair. The resident's motions of hair combing served 

as the conditioned reinforcement to her. Manual guidance was again provided 

by the nurse aide to prompt the resident to comb the left side. The resident 

looked into a mirror which provided visual reinforcement to her. The nurse 

aide took the comb from the resident's hand and combed the hair on the top 

and back of the resident's head. The nurse aide put the comb down on the sink 

and gave a verbal "OK" cue. 



Figure 44. Functional Analysis of Haircombing of Subject #4 

Antecedent (A) -- > Behavioral Responses (B) -- > Consequences (C) 

======================================= 

A: 

B: 

C: 

A: 

B: 

C: 

A nurse aide handed a comb to the resident. 

The resident held the comb. 

Holding the comb 

The nurse aide physically guided to bring the comb to the resident's 

hair. 

The resident brought the comb to her hair. 

The comb in the resident's hand 
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A: The nurse aide manually guided to comb the right side of the resident's 

hair. 

B: 

C: 

The resident combed the right side of her hair. 

Combed hair 
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Figure 44. (cont'd) 

A: The nurse aide manually guided to comb the left side of the resident's 

hair. 

B: 

C: 

The resident combed the left side of her hair, and looked in a mirror. 

Combed hair 

A: The nurse aide combed the top, and back side of the resident's hair, 

and put the comb down on a sink. 

B: The resident looked in a mirror. 

C: The nurse aide gave verbal "OK". 

Task of haircombing accomplished. 



Research question 5: 

What are caregiver problem behaviors associated with handwashing, 

toothbrushing, facewashing, and haircombing? 
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Qualitative analysis of transcribed data focused on identifying and defining 

categories to describe caregiver problem behaviors associated with grooming. 

Two kinds of caregiver problem behaviors were identified: 1) problems of 

inadequate antecedent stimuli; and 2) problems of inappropriate consequence 

contingencies. On the basis of identification of caregiver problem behaviors, 

the following categories were developed: 

I. Problems of inadequate antecedent stimuli 

A. Diminished antecedent stimuli: failure to offer opportunities for 

the desired behavior, resulting from the caregiver allowing only a short 

length of time to elapse between the resident's opportunity to emit the 

behavior and the initiation of the resident's performance of that behavior. 

ie. inadequate waiting time by the caregiver. 

B. Deficient antecedent stimuli: failure to offer adequate variety and 

kinds of prompts and/or failure to offer the sequential steps involved in the 

completion of the task. 
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C. Excess of antecedent stimuli: excessive orland inappropriate 

antecedent cues which overload the stimuli by the caregiver. 

II. Problems of inappropriate consequence contingencies 

Deficits in the range of social reinforcement: failure of the 

caregiver to provide sensory and social reinforcement to support the desired 

behavior by the resident. 

Each of the above categories (I. & II.) will be explored using the examples 

of caregiver behaviors observed during the grooming as identified with both 

mildly and severely demented elders. 

Diminished Antecedent Stimuli: 

Sometimes the problem of no self-initiated responses by the demented 

elders results from failure of caregivers to offer opportunities for the desired 

behavior, arising from the short latency period for response. One example was 

when a nurse aide turned on the water within five seconds of giving a verbal 

instruction (Le., "Turn on water") without providing the resident an opportunity 

to respond. Another example was the nurse aide who wiped the resident's 

hands with a towel within five seconds of manual guidance without the 
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resident's opportunity to respond. Although some caregivers provided 

prompting for grooming, they did not wait for a resident's attempt to respond. 

It appears that some caregivers may not believe demented elders can perform 

even simple ADLs, and do not allow the residents to perform simple steps. 

These caregiver behaviors may affect functional behaviors of demented elders 

(Van Ort & Phillips, 1992), resulting in excess disability. 

Deficient Antecedent Stimuli: 

Sometimes problems of no self-initiated responses by the demented elders 

result from failure of caregivers to offer sequential step-by-step prompts for the 

desired behavior involved in completing the task. For example, one nurse aide 

handed a toothbrush with toothpaste to the resident, but didn't offer prompts for 

the steps (Le., picking up the toothpaste tube, unscrewing the cap, putting 

toothpaste onto the toothbrush). Another example was the nurse aide who 

handed the towel to the subject without giving the subject the prompts needed to 

find the towel to dry her hands and face. As the third example, combing 

motion was accomplished by the caregiver's assistance prior to an attempt by 

the resident. Furthermore, the resident did not have an opportunity to check 

the mirror after finishing the combing. These caregiver behaviors suggest 

caregivers are accustomed to providing custodial care or "doing for" demented 
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elders. Caregiver behaviors without providing any prompts associated with the 

target behavior may negatively influence functional ability to perform even 

simple ADLs of demented elders, resulting in excess disability (Kahn, 1975). 

Excess of Antecedent Stimuli: 

Some problems result from excessive environmental stimuli which arise 

from pushing the subject beyond stimulus tolerance. One example was giving 

repeated mUltiple verbal instructions with firm and loud tone within a short 

length of time. Such caregiver behaviors may result in resident problem 

behaviors such as catastrophic reaction (Hall, 1988; Hall & Buckwalter, 1987), 

and affect the functional behavior of demented elders (Hallberg et al., 1990). 

Deficits in the Range of Social Reinforcement: 

Some caregivers give almost no social reinforcement. The examples in this 

study were a lack of nonverbal communication such as smile, eye contact, and 

touching. Lack of encouraging reinforcing behaviors by the caregivers can 

decrease the functional behaviors and negatively affect the nonfunctional 

behaviors of the demented elders (Dawson et aI., 1986; Burnside, 1976; 

Burgener & Barton, 1991; Butler & Rosenthall, 1978). 



Research question 6: 

What are the resident's problem behaviors associated with grooming 

performance? 

186 

Qualitative analysis of transcribed data focused on identifying and defining 

categories to describe the resident problem behaviors associated with grooming. 

Resident problem behaviors were associated with antecedent stimuli and 

included catastrophic reactions and disruptive behaviors such as yelling, 

screaming, crying, and pushing caregiver's hands and arms. 

The case of subject #1 exemplifies the occurrence of these behaviors in 

facewashing during the post-intervention phase. Figure 45 shows the 

percentage of seconds during which yelling, screaming, crying, and pushing 

caregiver's hands and arms occurred during facewashing for subject #1 at each 

grooming session. Pushing behaviors occurred during the post-intervention 

period occurred from 4.3 % to 42.9% of the time. Crying behaviors occurred 

from 8.7% to 27.8% of the time. The percentages of seconds during which 

yelling and screaming occurred was 17.4% and 2.9% of the time at the first 

post-intervention session. These behaviors occurred because of the caregiver 

giving excess stimuli for the target behavior. Furthermore, the rapidly repeated 

instructions resulted in resident behaviors including yelling, screaming, and 
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crying, and influenced the incompletion of the sequential steps involved in the 

task. 

General Impressions and Findings 

Compared with baseline and post-interventions, the independent functional 

behaviors of grooming performance (handwashing, toothbrushing, facewashing, 

and haircombing) among the residents with dementia were high during the 

nursing intervention period. The findings indicate the effects of a behavioral 

nursing intervention. The results support that the systematic behavioral nursing 

intervention influences the functional ability of both severely and mildly 

demented elders. 

Overall, there were four kinds of findings associated with the change of the 

intensity of nursing effort provided for handwashing, toothbrushing, 

facewashing, and haircombing of individuals with dementia. First, the use of 

prompting in strength from verbal to "manual guidance" depended on the stage 

of dementia. "Manual guidance" was provided more than verbal instruction for 

grooming among severely demented elders. In contrast, verbal instruction was 

given more than "gestural" prompting for grooming among mildly demented 

elders. Second, for elders with severe dementia, there were differences 

between prompts provided for grooming during the nursing intervention and 
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those during the baseline and post-intervention period. For example, much less 

"manual guidance II was provided during the baseline and post-intervention 

period, as compared with the nursing intervention period. Third, there were 

great differences between the amount of time required for grooming of severely 

demented elders during the nursing intervention and those during the baseline 

and post-intervention period. Duration required for grooming was three times 

longer during the nursing intervention, as compared with the baseline and post

intervention. Interestingly enough, the amount of time required for grooming 

of severely demented elders between the baseline and the post-intervention 

slightly increased. In contrast, the minutes required for grooming of mildly 

demented elders between the baseline and the post-intervention slightly 

decreased. Fourth, the intensity of prompting provided for grooming among 

residents with severe dementia was generally decreased within the nursing 

intervention phase. For example, corresponding to the decreases in "manual 

guidance II given for handwashing, increases in self-initiated handwashing 

responses occurred within the nursing intervention phase. 

Through the qualitative analysis, antecedents, behaviors, and consequences 

were identified. Antecedents and consequences in the behavioral and 

environmental context, and nonverbal and verbal behaviors of demented elders 

were identified. Through the functional analysis, the interrelationship between 
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antecedents, behaviors, and consequences were examined. The investigation of 

relationships between antecedents, consequences, and behaviors allows to show 

that the strength of a behavior is dependent on the presence or absence of 

specific antecedent or consequence conditions. The manipulation of antecedents 

and consequences may result in a change in the performance level and/or trend 

of the functional behavior of demented elders. Inadequate and inappropriate 

antecedents and consequences, however, may negatively influence the behavior 

of individuals with dementia. One example in this study was failure of 

caregivers to offer the opportunities for the target behavior, arising from the 

short latency to respond. This resulted in the problem of no self-initiated 

grooming responses of elders with dementia. Another example was the 

occurrence of problem behaviors in grooming of demented elders, arising from 

giving excess antecedent stimuli for the target behavior. Therefore, through the 

qualitative analysis, the functional analysis allows for the understanding of the 

target behaviors of demented elders. 

Summary 

In this chapter, the findings of the six research questions were discussed. 

Quantitative and qualitative analysis were determined to answer the research 

questions. Conclusion and implication will be discussed in chapter 5. 
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CHAPTER 5: CONCLUSIONS AND IMPLICATIONS 

In this chapter, discussion of the findings, limitations of the study, 

suggestions for further study, issues involved in conducting this research, and 

implications for nursing will be described. 

Discussion 

The goal of nursing care for grooming of demented elders includes 

maintaining personal hygiene and self-esteem, and providing an optimal 

physical and social environment for the impaired individual that will maximize 

functional ability and minimize excess disability (Burnside, 1988; Ebersole & 

Hess, 1990; Wolanin & Phillips, 1981; Stolley & Buckwalter, 1992; Hinds & 

Wade, 1991; Buckwalter, 1991; Gwyther, 1985). The data in this research 

suggest that maintaining or improving functional ability is possible with a 

planned and individualized behavioral nursing intervention. The behavioral 

nursing intervention was a highly structured and systematic approach that 

involved modifying the environmental and behavioral context, through strategies 

such as prompting and social reinforcement, when needed. Furthermore, the 

introduction of the behavioral intervention allowed for a reduction of the 

amount of nursing effort provided for grooming, over time, i.e., reduction in 

strength of prompts, but also involved an increase in the amount of time 
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required for grooming. In addition, the analysis of functional relationships 

between antecedents and consequences in the behavioral and environmental 

context, and resident responses allowed the investigator to explore the factors 

associated with the appearance of excess disability and the resident problem 

behaviors. 

Three major issues associated with the findings of the research arose. The 

first issue was the sensitivity to change of the functional ability of elders. This 

research showed a high level of and an increased trend in the independent 

functional behaviors (self-initiated grooming responses) of both mildly and 

severely demented elders during the nursing intervention phase, as compared 

with the baseline/post-intervention phases, indicating the effect of the behavioral 

nursing intervention. Three factors appear to be involved in the change; the 

optimal antecedent stimuli (prompting) provided for the target behavior, the 

positive consequences (Le., reinforcement), and the change of environmental 

context (i.e., use of a bar soap). The combination of these three factors, rather 

than anyone of these, may effect change of functional ability of elders. The 

results support that environmental and behavioral modification influence the 

functional behavior of individuals with dementia (Lester & Baltes, 1978; 

Lawton, 1987; Calkins, 1988; Heacock et aI., 1991; Beck et al., 1991; Maas, 

1988; Boling, 1989; Cohen & Weisman, 1991). 
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Two concerns appeared to be involved in the change of functional ability of 

elders. The first concern was the relationship between the institutionalized 

residents and the intervener during the nursing intervention period. Interaction 

between the resident and unfamiliar person can affect negatively functional 

behavior of elders. In this study, there were great variations in the self-initiated 

haircombing responses of one subject with mild dementia and a decrease of the 

trend in the self-initiated responses within the nursing intervention phase for 

that subject. This was probably evidenced because she was not acquainted with 

the intervener. The problem could be decreased if familiar caregivers are 

trained for behavioral nursing intervention. Research on caregiver training 

programs for nursing staff to assist with ADLs of demented elders in the long

term care setting needs to be further considered. 

The second concern was the control of the environmental context during the 

post-intervention period. In this study, a bar soap was used during the last 

three post-intervention sessions. The results of this study showed no difference 

between the self-initiated handwashing responses of all subjects during the 

baseline and those during the post-intervention period. This might indicate the 

problems of inadequate antecedent stimuli by caregivers that emit a behavioral 

response of individuals in the presence of environmental context. The findings 

of this study suggest that the combination of environmental and behavioral 
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modification may influence functional ability of elders. 

Another finding of this study was that while verbal prompting increased and 

manual guidance given for grooming decreased within the nursing intervention 

phase, the self-initiated behaviors were maintained. These findings show an 

increase of self-initiated grooming responses of elders, even though a long time 

was required for grooming. The amount of time required for grooming could 

be decreased since nursing effort in terms of strength decreased. Further study 

is needed to determine trend in the duration required for grooming over 

session. 

This research showed that prompts were given to allow the resident to 

perform each step involved in the task during the nursing intervention, but the 

latency period between prompts and responses was long. Waiting, however, 

produced the desired response. Therefore, the results of this research suggest 

that an individualized behavioral nursing intervention can maintain and improve 

functional behavior of grooming activities among the elders with dementia, 

even in late stages of the disease. 

The second issue associated with the findings of the research was the 

variability of data within each phase. The day-by-day performance of the 

elders with dementia was highly variable within each phase. In addition, 

during the baseline and post-intervention period, the nurse aide's individual and 
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habitual performance was highly inconsistent. Nurse aides rarely waited for a 

response before acting or giving another instruction. The nurse aide behaviors 

appeared to promote excess disability, and occurrence of catastrophic reactions 

of elders. The nurse aide's attitude is an essential issue to care for patients 

with dementia in the long-term care setting. This issue is related to training. 

Nursing staff training is another means of affecting the environmental and 

behavioral context of demented elder's behaviors. Hence, the results of this 

study suggest that specific types of training for nursing staff is needed for 

nursing care of demented elders. 

The third issue associated with the findings of the research was 

overlearning of individuals with dementia. In the very advanced stages of 

dementing disorders, behavior appears to be less influenced by environmental 

stimuli. However, by altering the environmental context, less cognitively and 

sensory impaired elders can demonstrate relatively simple and specific skills 

thus helping them maintain function and decreasing excess disability. This is 

undoubtedly related to the lifelong, overlearned patterns of the subjects. 

Hence, this study suggests that the level of functional ability in ADLs of less 

cognitively and sensory impaired elders could be preserved and maximized, if 

the environmental context is initially arranged to elicit behavioral response 

consistently, and then the behavioral context is arranged to emit the consistent 



behavior in the presence of environmental context. These approaches could 

slow the decline expected over time in the functional abilities of people with 

dementia. 
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In summary, this study was directed at the development of nursing care 

strategies in grooming performance of elders with dementia. Although the 

numbers of subjects in this study were too small to draw a meaningful 

conclusion which can be applicable to all AD patients, the results show that the 

functional behaviors of even severely demented elders can be promoted, 

indicating the effectiveness of nursing care strategies on the ADL task of 

grooming. 

Limitations of the study 

Statistical analysis, to determine the effectiveness of a behavioral nursing 

intervention, was not done because the number of subjects were too small in 

this study. Cooper et al. (1987) presented three factors that encourage visual 

analysis over tests of statistical significance. First, a behavior change is 

clinically significant. Second, visual analysis encourages the development of an 

effective method of behavior change because it is more likely to identify 

variables that produce strong and large effects. For example, a behavior 

change can be determined by the trend and level of data within and between 
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phases. Third, factors causing variability can be determined. Therefore, based 

on the three reasons, visual analysis was appropriate in this study. 

Suggestions for further study 

Suggestions for further study are listed below. 

1. Research on a behavioral nursing intervention in grooming performance 

of elders with dementia in both home care setting and long-term care setting 

needs to be further considered. 

2. Behavioral caregiver training programs for nursing staff to assist with 

ADLs of demented elders in the long-term care setting needs to be further 

developed. 

3. Behavioral caregiver training programs for family caregivers to assist 

with ADLs of demented elders in the home care setting needs to be further 

developed. 

4. Research on environmental modification in performing ADLs of 

demented elders needs to be further considered. 

5. Cross-cultural research on a behavioral nursing intervention to needs to 

be further considered. 

6. The further study is needed to determine if specific 

behavioral/environmental modification can improve function and/or behavior, 

--==-=--- --------
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or if nonspecific factors (being supportive, caring, encouraging, touching) are 

effective, additive, or more efficacious. 

7. The further study is needed to determine systematic analysis of 

environment-behavior relationship to improve the effectiveness of behavior 

intervention and to build the design of future environments that will maximize 

functioning. 

8. The measurement for latency to respond needs to be further considered. 

Issues involved in conducting this research 

Two issues involved in conducting this research arose. First was the lack 

of control in the long-term care setting in this research. "Field experiments" 

conducted in the long-term care setting, lack control of variance (Kerlinger, 

1973), as it is unavoidable to control extraneous environmental factors in this 

setting. In this study, nursing staff controlled units in the long-term care 

setting. In some cases, videotaping plans were thwarted during the baseline 

and post-intervention periods. 

The second issue was the criteria for component steps involved in the 

handwashing and facewashing task for individuals who were assisted at the 

overbed table. The criteria focused attention on the relation between the 

individual's skills and the abilities required to perform handwashing and 
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facewashing, and was judged by the investigator. It was impossible to control 

extraneous factor related to setting. For individuals who were assisted on the 

overbed table, handwashing had the behavior chain of 6 separate components, 

and facewashing had the behavior chain of 8 separate components, so data 

across subjects was noncomparable. 

Implications for nursing 

Handwashing, toothbrushing, facewashing, orland haircombing were 

specifically designed to improve or maintain the functional behavior and 

minimize excess disability of elders with dementia. As expected, the 

performance of individuals during even the short period of nursing intervention, 

was markedly different from the functional behavior of elders with dementia 

during nurse aides' assistance with grooming tasks. These findings have 

several implications. 

First, these findings have implications for caregiving strategies and suggest 

the need to modify the environmental and behavioral context in systematic and 

consistent ways. Table 1 shows some suggestions to modify the environmental 

context in the bathroom. The appropriate good lighting would provide a 

comfort, and safety. Color and symbol of a soap dispenser can be contrasted to 

find the soap and to learn how to use the soap (figure 46). The use of the 



Table 1. Environmental Context for Nursing Care 
Strategies for Grooming 

* Increase lighting 

* Simplify the environment 

* For Soap Dispenser, 
use colorful symbol and sign (figure 46) 

* For water faucet knob, 
use color (figure 47) 

* Eliminate noise 

* Place a towel near to sink (figure 48) 

200 
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SOAP 

Figure 46. Soap 
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visual ability of individuals with dementia in a long-term care facility is part of 

good environmental modification. Color of water faucet knobs can be 

contrasted to determine hot and cold water (figure 47). A towel needs be 

placed near to the sink so that it is easy to find the towel after handwashing or 

facewashing (figure 48). 

Table 2 shows some suggestions to modify the behavioral context in nursing 

care strategies for demented elders. Caregivers allow the elder to perform even 

simple tasks for grooming, and give reality orientation for grooming. 

Caregiving strategies should emphasize the use of verbal and nonverbal 

communication by caregivers to support the remaining cognitive, physical, and 

sensory abilities of demented elders. For example, verbal communication 

should include verbal prompting in a soft and calm voice slowly, and giving 

step by step simple verbal instructions. Other verbal strategies should include 

'thank you' and giving feedback which provide information about the 

performance of grooming and socially appropriate interactions. These 

techniques influence the functional behavior of individuals with dementia. 

Nonverbal communication, such as gentle physical guidance (figure 49) and 

gestures (figure 50), and social reinforcement from smiles (figure 51), eye 

contact, and handholding, are important for nursing care of demented elders 

(Vortherms, 1991). 
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Table 2. Behavioral Context for Nursing Care 
Strategies for Grooming 
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* Allow the elders to perform even simple tasks 

* Use reality orientation for grooming 

* Use remaining sensory ability of elders 

* Use verbal communication technique: 

Verbal: speed - slow 

tone - low, soft, calm 
Simplify the sentence (step by step) 

social reinforcement - "thank you" 

Nonverbal: gentle physical guidance (figure 49) 
gestures (figure 50) 

Social reinforcement; 
smile (figure 51), 
eye contact, or holding hands 
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Figure 49. Physical Guidance 
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Figure 50. Gestures 
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Figure 51. Smile 



209 

Second, these findings have implications for training the nursing staff in the 

long-term care facility. Specialized training in the care of AD patients is a 

critical factor. The training program could include understanding about the 

nature and behavior of Alzheimer's disease, applying caregiving strategies in 

consistent and systematic ways, and understanding of the value and belief 

system for caring of demented elders. Both initial and regular inservice 

training sessions are encouraged. Nurses can play an important role in 

encouraging nursing staff to provide nursing care to improve the quality of life 

of even the most impaired patients. 

Third, these findings have implications for training either formal or 

informal caregivers who care for elders with dementia at home. Behavioral 

nursing care strategies for AD patients and their families may be a significant 

component in helping patients remain in independent living settings for as long 

as possible. It is important and necessary to train caregivers, either 

professionals or families, in how to effectively use behavioral techniques. 

Fourth, these findings have implications for nursing care strategies for 

Korean demented elders and suggest the need to develop the environmental and 

behavioral context. Although the specific activities and tasks associated with 

ADLs vary by culture, ADLs are considered to be a everyday competence in all 

cultures. It is critical to develop nursing care strategies for Korean demented 
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elders at both home and community-based services and institutional care setting. 

Within the continuum of care, specialized training in the needs of Korean 

demented elders must be undertaken by informal and formal caregivers. 

Summary 

In this chapter, discussions related to the findings of the research questions, 

limitation of the study, suggestions for further study, issues involved in 

conducting this research, and implications for nursing were addressed. Nursing 

research in behavioral gerontology has just begun to describe and identify the 

phenomena and concepts relevant to nursing practice. Moreover, investigations 

focused on nursing care strategies were few. The need for further study is 

critical. 
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APPENDIX A 

Grooming Behavior Models 



Facewashing Behavior Model 

Antecedent stimuli 

~D: The sight of 
washcloth 

S:Prompting 
(verbal, 
gestural, or 
physical) 

~D: The sight of sink 

S:Prompting 
(verbal, 
gestural, or 
physical) 

I 
SD:Washcloth on hands, 

Running water 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Wetted washcloth 

S:Prompting 
(verbal, 
gestural, or 
physical) 

S :Runn~ng water 

S:Prompting 
(verbal, 
gestural, or 
physical) 

I 

Response COnsequence 

*Pick up C:Washcloth on 
washcloth hands 

*No response, SR:"Good" "Thank 
or you" 

Incorrect response 

*Turn on water C:Running water 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Wet washcloth C:Wetted washcloth 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Squeeze water 
from washcloth 

C:Washcloth on 
hands 

*No response, SR:"Good" "Thank 
or you" 

Incorrect response 

*Turn off water C:Washcloth in 
hands 

*No response, sR:"Good" "Thank 
or you" 

Incorrect response 
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(Cont'd) 

SD:Wetted washcloth 
in hands 

S:Prompting 
(verbal, 
gestural, 
physical) 

or 

SD:Washcloth over 
face 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Face cleaned 

S:Prompting 
(verbal, 
gestural, or 
physical) 

I 
SD:The sight of 

S:Prompting 
(verbal, 
gestural, or 
physical) 

I 

towel 

SD:Towel in hands 

S:Prompting 
(verbal, 
gestural, or 
physical) 

I 

*Bring washcloth 
over face 

*No response, 
or 

Incorrect response 

*Wipe washcloth 
over face 

C:Washcloth over 
face 

SR: "Good" "Thank 
you" 

C:Face cleaned 

*No response, SR:"Good" "Thank 
or you" 

Incorrect response 

I I 
*Put washcloth down C:Washcloth on sink 

*No response, 
or 

Incorrect response 

*Get towel 

*No response, 
or 

Incorrect response 

*Bring towel 
to face 

*No response, 
or 

Incorrect response 

SR:"Good" "Thank 
you" 

C:Towel in hands 

SR: "Good" "Thank 
you" 

C:Towel over face 

SR: "Good" "Thank 
you" 
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(cont'd) 

sD:Towel over face *Wipe towel 
over face 

C:Face dried 

S:Prompting 
(verbal, 
gestural, or 
physical) 

*No response, SR:"Good" "Thank 
or you" 

SD:Face dried 

S:Prompting 
(verbal, 
gestural, or 
physical) 

Incorrect response 

*Put towel down 

*No response, 
or 

Incorrect response 

SD:Discriminative stimuli by resident 
S: Stimuli given by caregiver 
*: Response by resident 
C: Consequence by resident's response 
SR:Reinforcement given by caregiver 

SR:"Thank you, Do 
you feel good?" 
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Toothbrushing Behavior Model 

Antecedent Stimuli 

!D:Si9ht of 
toothpaste tube 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Toothpaste tube 
in hands 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Cap in hands 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Sight of 
toothbrush 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Toothpaste tube, 
toothbrush in hands 

5: Prompting 
(verbal, 
gestural, or 
physical) 

Response 

*Pick up 
toothpaste tube 

consequence 

C:Toothpaste tube 
in hands 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Unscrew cap C:Unscrewed cap 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Put cap down C:cap on sink 

*No response, sR:"Good" "Thank 
or you" 

Incorrect response 

*Pick up 
toothbrush 

C:Toothbrush in 
hands 

*No response, SR:"Good" "Thank 
or you" 

Incorrect response 

*Paste onto 
toothbrush 

C:Pasted toothbrush 

*No response, sR:"Good" "Thank 
or you" 

Incorrect response 
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jCont'd) 

SD:Toothpaste tube 
in hand 

5: Prompting 
(verbal, 
gestural, or 
physical) 

sD:Pasted toothbrush 

S:Prompting 
(verbal, 
gestural, or 
physical) 

I I 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD:Paste in mouth 

S:Prompting 
(verbal, 
gestural, or 
physical) 

SD; Sight of cup 

S;Prompting 
(verbal, 
gestural, or 
physical) 

SD:Water in mouth 

S;Prompting 
(verbal, 
gestural, or 
physical) 

*Put cap on 
toothpaste tube 

C:Toothpaste tube 
on sink 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Put toothbrush 
in mouth 

C:Toothbrush in 
mouth 

*No response, SR:"Good" "Thank 
or you" 

Incorrect response 

*No response, 
or 

Incorrect response 

*Spit paste 

*No response, 
or 

Incorrect response 

*Rinse mouth 

*No response, 
or 

Incorrect response 

I 
*Spit rinse water 

*No response, 
or 

Incorrect response 

C:Paste in mouth 

SR;"Good" "Thank 
you" 

C:Teeth brushed 

SR;"Good" "Thank 
you" 

C:Water in mouth 

SR:"Good" "Thank 
you" 

C;Rinsed mouth 

SR: "Good" "Thank 
you" 
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(Cont'd) 

~D:Si9ht of 
toothbrush 

*Rinse toothbrush C:Toothbruah 
cleaned 

S:Prompting 
(verbal, 
gestural, or 
physical) 

*No response, SR:"Good" "Thank 
or you" 

SD:Toothbrush in 
hands 

S:Prompting 
(verbal, 
gestural, 
physical) 

or 

Incorrect response 

*Put toothbrush 
down 

*No response, 
or 

Incorrect response 

SD:Discriminative stimuli by resident 
S: Stimuli given by caregiver 
*: Response by resident 
C: Consequence by resident's response 
SR:Reinforcement given by caregiver 

C:Toothbrush on 
sink 

SR:"Good" 
you" 

"Thank 
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Antecedent Stimuli 

10 . 5 :The s~ght of comb 

S:prompting 
(verbal, 
gestural, or 
physical) 

5 : Look at m~rror 

5: prompting 
(verbal, 
gestural, or 
physical) 

SO:Look ~nto mirror 

s:prompting 
(verbal, 
gestural, or 
physical) 

~O: Hair combed 

s:Prompting 
(verbal, 
gestural, or 
physical) 

~O: Hair combed 

s:Prompting 
(verbal, 
gestural, or 
physical) 

Haircombing Behavior Model 

Response Consequence 

*Pick up comb C:Comb in hand 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

1 . 1 
*Bring comb to ha~r 

*No response, 
or 

Incorrect response 

*Comb left, right, 
top, & back 

*No response, 
or 

Incorrect response 

*Check in mirror 

C:Place comb to 
hair 

SR: "Good" 
you" 

"Thank 

C: Hair combed 

SR: "Good" 
you" 

"Thank 

C:Hair combed 

*No response, SR: "Good" "Thank 
or you" 

Incorrect response 

*Finish combing 
motion 

C: Comb in hand 

*No response, sR:"Good" "Thank 
or you" 

Incorrect response 
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fcont'd) 

SD:Comb in hand 

S:Prompting 
(verbal, 
gestural, 
physical) 

or 

*Put comb down 

*No response, 
or 

Incorrect response 

SD:Discriminative stimuli by resident 
S: Stimuli given by caregiver 
*: Response by resident 
C: Consequence by resident's response 
SR:Reinforcement given by caregiver 

sR:"Thank you, you 
look nice." 
"Do you feel 
better?" 
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THE UNIVERSITY OF 

Human Subject Committee 

June 28, 1991 

ARIZONA 
HEALTH SCIENCES CENTER 

1690 N. Warren (Bldg. 526B) 
Tucson. Arizona 85724 
(602) 626·6721 or 626·7575 

Young Mi Chae, M.S.N. 
c/o Leanna crosby, D.N.Sc. 
college of Nursing 
Arizona Health Sciences center 

RE: HBC An.61 DEVELOPMENT AND TESTING OF A BEHAVIORAL NURSING 
INTERVENTION STRATEGY IN GROOMING PERFORMANCE OF PATIENTS WITH 
COGNITIVE IMPAIRMENT 

Dear Ms. Chae: 

We received your revised consent forms for your above referenced 
project. The procedures to be followed in this study pose no more 
than minimal risk to participating sUbjects. Regulations issued by 
the u.s. Department of Health and Human Services [45 CFR Part 
46.110(b)] authorize approval of this type project through the 
expedited review procedures, with the condition(s) that subjects' 
anonymity be maintained. Although full Committee review is not 
required, a brief summary of the project procedures is submitted to 
the Committee for their endorsement and/or comment, if any, after 
administrative approval is granted. This project is approved 
effective 28 June 1991 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent formes) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

sincerely yours, 

J1.·lI~·GW' f;;3etWu W
illiam F. Denny,~.D. 

Chairman 
Human Subjects Committee 

cc: Departmental/College Review Committee 
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APPENDIX C 

Consent and Assent Forms 



GUARDIAN'S CONSENT 
FOR 
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DEVELOPMENT AND TESTING OF A BEHA VIORAL NURSING 
INTERVENTION STRATEGY IN GROOMING PERFORMANCE OF PATIENTS 
WITH COGNITIVE IMPAIRMENTS 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND 
OF HOW MY RELATIVE WILL PARTICIPATE IN IT, IF I CONSENT FOR 
THEM TO DO SO. SIGNING THIS FORM WILL INDICATE THAT I HAVE 
BEEN SO INFORMED AND THAT I GIVE MY CONSENT. FEDERAL 
REGULATIONS REQUIRE WRITTEN INFORMED CONSENT PRIOR TO 
PARTICIPATION IN THIS RESEARCH STUDY SO THAT I CAN KNOW THE 
NATURE AND THE RISKS OF MY RELATIVE'S PARTICIPATION AND CAN 
DECIDE FOR THEM TO PARTICIPATE OR NOT PARTICIPATE IN A FREE 
AND INFORMED MANNER. 

I am being asked for permission for my relative who resides at the Carondelet Holy 
Family Center to participate in a nursing dissertation study entitled "Development and 
Testing of a Behavioral Nursing Intervention Strategy in Grooming Performance of 
Patients with Cognitive Impairment." The purpose of this study is to determine the 
effect of nursing care for improving the grooming(hand washing, face washing, teeth 
brushing, and combing) ability of individuals with Senile Dementia of Alzheimer'S 
Type. The goal of the research is to help caregivers to use any gesture, verbalization, 
and touch in improving the grooming ability of individuals with senile dementia at 
their home. My relative is being asked to participate because s/he has been diagnosed 
with Alzheimer's disease and s/he resides on a special nursing unit designed for the 
care of individuals with dementia. 

If my relative participates, a film(video recording) of my relative's grooming ability 
will be taken 22 times over a two month period. The individuals who participate will 
have a nursing student, who does any gesture, verbalization, and touch to assist them 
to perform a grooming skill for two consecutive weeks. In addition, a small amount 
of information will be gathered from my relative's chart including age, admission 
date, and time since onset of Alzheimer's disease. The observations will in no way 
interfere with the usual care my relative receives on the unit. The films will be used 
for scientific purposes only. The only people who will ever view the films are the 
individuals directly involved in this research. The films will be retained indefinitely 
for further analysis in the future. 



224 

The data will be kept strictly confidential. There will be no names collected and 
there will be no way to identify my relative in any of the published reports of this 
research. I am free to withdraw my consent to participate at any time. I may view 
the films if I choose before deciding whether or not my relative should withdraw. 
The principal investigator will explain the study to my relative in as simple terms as 
possible. If my relative indicates his or her unwilliness to participate, data collection 
will be stopped. There are no known risks to participating and no benefits beyond 
contributing information that will help patients similar to my relative in the future. 
There are no costs for participation and I will receive no money in exchange for 
participation. 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS AND BENEFITS HAVE BEEN EXPLAINED TO ME 
AND MY QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT I 
MA Y ASK QUESTIONS AT ANY TIME AND THAT I AM FREE TO 
WITHDRAW MY RELATIVE FROM THE STUDY AT ANY TIME WITHOUT 
CAUSING BAD FEELINGS OR AFFECTING MY RELATIVE'S HEALTH CARE. 
MY RELATIVE'S PARTICIPATION IN THIS STUDY MAY BE ENDED BY THE 
INVESTIGATOR. NEW INFORMATION DEVELOPED DURING THE COURSE 
OF THIS STUDY WHICH MAY AFFECT MY WILLINGNESS FOR MY 
RELATIVE TO CONTINUE IN THIS STUDY WILL BE GIVEN TO ME AS IT 
BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM 
WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS 
COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL 
INVESTIGATOR, YOUNG MI CHAE, M.S.N. OR AN AUTHORIZED 
REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND THAT 
I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. 
A COpy OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

(Signature of Guardian) Date 

INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject's guardian the nature of the above study. I 
hereby certify that to the best of my knowledge the person who is signing this consent 
form understands clearly the nature, demands, benefits and risks involved in her/his 
participation and her/his signature is legally valid. A health problem or language or 
educational barrier has not precluded this understanding. 

(Signature of Investigator) Date 
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ASSSENT FORM 

FOR 

DEVELOPMENT AND TESTING OF A BEHAVIORAL NURSING 
INTERVENTION STRATEGY IN GROOMING PERFORMANCE OF PATIENTS 

WITH COGNITIVE IMPAIRMENTS 

I, , state that I am __ years of age and wish to participate in 
the nursing dissertation study being conducted by Young Mi Chae, M.S.N .. The purpose 
of the study is to know the effect of the nursing care on the grooming (hand washing, 
face washing, tooth brushing, and combing) ability of individuals with Alzheimer's 
disease. If I participate, a film(video recording) of the grooming ability will be taken 
22 times over a two month period. The films will be used for scientific purposes only. 
If I am not willing to participate, data collection will be stopped. If I have any questions 
about study, I can ask the Principal Investigator at any time. 

Date: ----- Subject's Signature: _______ _ 

Principal Investigator: _______ _ 
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APPENDIX D 

The Training Manual of 
A Behavioral Nursing Intervention 
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Guideline for Nursing Intervention 
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Guidelines 

Behaviora1 Nursing Intervention is designed to provide systematic 
nursing strategy in helping the resident improve and retain independent 
grooming behaviors. 

The intervener helps the resident to initiate grooming at the proper 
time, and to correctly perform each of the skills. 

Definition: 

Prompt: Any verbalization, gesture, or action by the intervener to assist 
the resident to perform a behavior. 

Example #1 for 'Combing Hair': 
Verbal Prompt: "Mrs. Smith! Here is the comb. Try to comb 

hair. " 

Gesture Prompt: 

" Mrs. Smith! Bring the comb to hair, and try 
to comb hair." 

" Mrs. Smith! Try to comb left side." 
" Mrs. Smith! Here is the mirror. Look at 

you!" 
"O.K. Mrs. Smith. 
" O.K. Mrs. Smith. 

here. " 

Let's finish combing." 
You can put down the comb 

a) Demonstrating how to pick up the comb, while talking to the resident, 
" Mrs. Smith! Here is the comb. Try to comb hair, just like this." 
b) Demonstrating how to bring comb to hair, and say something like, "Mrs. 
Smith! Br ing the comb to hair, and try to comb hair, 1 ike this.", 
performing the task while talking. 

Physical Prompt: 
a) Helping the resident perform correctly by giving the resident physical 
assistance, with Verbal and Gesture Prompt. 
b) Helping the resident perform picking up the comb with his/her hand, 
with gesture, and telling him/her how to pick up the comb, "Mrs. Smith! 
Here is the comb. Pick up the comb, and try to comb hair." 

* At each step, prompts are provided if 
1) behavior compatible with the next step is not evident within 5 seconds 
of completion of the previous step, (i.e. the resident does not respond at 
all within 5 seconds) or 

2) behavior incompatible with production of the next step in the 
behavioral chain is demonstrated. 
For example, 
i) Problems in the proper sequencing of activity such as getting soap 
before turning on water, 
ii) Inability to know how to use common objects such as picking up the 
soap instead of the comb when initiating combing hair, 
iii) Problems in immediate memory such as forgetting the paper towel to 
dry hands after turning off water, 
iv) Impairment in judgement such as the inability to decide if the water 
is hot or cold enough to wash hands. 
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* Prompt is done in a step-down fashion from least to most assistive 
prompts ( Verbal --> Gesture --> Physical Prompt). 

* Each type of prompt is repeated twice. 

* As the resident performs the grooming any reponses correctly, the 
intervener 1) verbally praises him/her (1. e., "Great! You did a good job, 
Betty. " ) and may provide· additional encouragement in 2) holding 
hands/arms, or 3) the form of friendly pats on the shoulder/back, or 3) 
making eye contact, or 4) smile, or 5) hugging. 

* When nonlistening behavior (i.e., lack of direct eye contact, etc.) or 
nonreceptive behavior (i.e., frown being touched, muscle regidness, etc.) 
occurs, it is better to wait a few minutes and then go back and approach 
the resident again. 

* the resident's behaviors incompatible with grooming include 
1) vocalization: Screaming 

Shouting 
calling out 
loudness 
Cursing 
Repetitive word 

2) Non-vocalization: Frown 
Pushing 
Throwing an object 
Spitting 
Repetitive movement 

* When the above behaviors occur, the intervener can 1) work on prompting 
and reinforcing initially very small attentive and cooperative responses, 
for example, " I'm right here, I'm going to stay with you so don't worry. 
I know you're feeling bad, but it's all right, you can relax and take it 
easy", or 2) can stop working with the resident for a brief time, and 
then, return the resident when the behavior is reduced. 

* When the resident actively resist by refusing a task, the intervener 
can give the resident a choice of how to groom or whether or not to groom. 

For example, a resident refuses to comb hair. 1) The intervener says, 
"Would you rather have a drink of water now?", or 2) tell the resident, " 
I'm right here, I'm going to stay with you so don't worry. I know you're 
feeling worried, but you'll be all right, you can relax a few minutes", 
and stop working with the resident for a brief time, and then, return the 
resident. 

* The intervener must keep in mind that the goal of the nursing 
intervention is to help the resident to perform all grooming tasks 
independently. The intervener needs to fade prompts as soon as they are 
no longer needed. Therfore, the intervener must wait at each step long 
enough to permit the resident to perform the task independently, but not 
wait so long (wait for 5 seconds). 

* Similarly, the intervener provide positive reinforcement such as 
touching, smile, or eye contact for completing grooming tasks early 
session in the intervention period. After a few sessions, however, it 
will no longer be necessary to provide social reinforcement for each 
correct behavior. 



* Each resident's grooming task should be followed by the order. 
First, hand washing 
Second, toothbrushing 
Third, face washing, and 
Fourth, combing hair. 
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* The grooming equipment for each task has to be placed one at a time. 
For example, for toothbrushing, a toothpaste, a toothbrush, and a cup are 
placed on the table or the sink. 

* The intervener makes the eye contact to the resident in order to call 
attention for each task. 

For example, at the beginning of each task, call the resident's name, 
"Betty.", and tell the resident, "After breakfast, it's better time to 
wash your hands", and tell the resident, " Betty, wash your hands." 

* At the end of each task, the intervener tells the resident, 
" Thank you, Betty". 

* The intervener uses the simple word. 

* The intervener makes attempt to complete each task. 
* T. V. or any noise ( i • e. , the other res ident at the room) has to be 
controlled during the intervention. 

* Communication strategies 
1. Address the resident directly in front of him/her. 
2. Speak calmly, clearly, and slowly. 
3. Be concise. 
4. Repeat when the resident is not able to follow the conversation. 
5. Simplify conversations or words used. 
6. Ask the resident how he/she feels. 
7. Verbally recognize discomfort, and redirect if necessary. 
8. Always listen to what the resident is saying. 

* After all tasks are done, the intervener can tell the resident, "You 
did well today, Betty", and" Thank you" , and hold the residen't hands. 
Then, the intervener can give any reward whatever the client likes(i.e., 
water, ice-water, sing a song, etc). 
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Example: Handwashing 

No Verbal Gesture Physical Full 
Prompt prompt prompt prompt Assis 

Turn on water 

Place hands 
in water 

Get soap 

Rub hands 

Rinse hands 

Turn off water 

Get a towel 

Dry hands 

Put the towel down 

Procedure protocol( Example: Washing Hands ) : 
1. Place soap, and towel near the sink in front of the resident, and 
call the resident's name first, "Betty!", and then, "After breakfast, 
it's better time to wash hands", and then, "We are at the sink now. Here 
is the soap, and towel.", and then, " Betty! Wash your hands." 

2. If the resident correctly performs 'Turning on water' task, verbally 
praise or/and provide additional encouragement with touch, smile, or eye 
contact. 

Observe the next component task, 'Place both hands in water', and go 
to #9. 

3. If the resident does not respond at all within 5 seconds, the 
intervener attempts to prompt desired behaviors by Verbal Prompt(simple 
verbal instructions), such as "Betty! Turn on water, and wash your 
hands". If the resident responds to the verbal prompt, that is, turns on 
water, the intervener provides positive reinforcement such as verbal 
praise(i.e., You did a very good, Betty".), or/and additional 
encouragement in the form of friendly pats on the resident's 
back/shoulder/hand, or holding his/her hand, or smile. 

Observe the next component task, 'Place both hands in water', and go 
to #9. 

4. If the resident does not respond to the verbal prompt within 5 
seconds, the intervener provides Verbal Prompt one more time, "Betty! Try 
to turn on water, and wash your hands". If the resident responds to the 
second verbal prompt, praise verbally or/and pats on shoulder/hand/back or 
smile. 

Observe the next component task, 'Place both hands in water', and 
go to #9. 

5. However, if the resident fails to respond to the verbal prompt within 
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5 seconds or responds inappropriately, the intervener provides Gestural 
Prompt such as demonstrating or modeling the correct response, by turning 
on water, say something like, "Betty! Can you see me?" , then" Try to 
turn on the water like this, and wash your hands. Would you like to wash 
your hands?" If s/he responds to the gestural prompt, provide positive 
reinforcement. 

Observe the next component task, 'Place both hands in water', and go 
to #9. 

6. If s/he does not respond to gestural prompt within 5 seconds, 
provide Gestural Prompt one more time. If s/he responds to the gesture 
prompt, provide positive reinforcement. 

Observe the next component task, , Place both hands in water', and go 
to #9. 

7. However, if the resident fails to respond to the gestural prompt 
within 5 seconds, the intervener applies gently Physical Prompt, placing 
her hand over the resident's hand and guiding it through the correct 
'Turning on water' motion, say something like this. "Betty! Let's turn on 
the water. Let me help you. We are turning on water now. Try to wash 
your hands." If s/he responds to the physical prompt, provide positive 
reinforcement. 

Observe the next component task, 'Place both hands in water', and go 
to #9. 

8. If the resident does not respond to the physical prompt, provide 
Physical Prompt one more time. If s/he responds to the physical prompt, 
provide positive reinforcement. 

Observe the next component task, 'Place both hands in water'. 

9. If the resident correctly performs 'Place both hands in water' task, 
verbally praise or/and touch the resident as same as before. 

Observe the next component task, 'Get soap', and go to #16. 

10. However, if the resident fails to perform 'placing both hands in 
water' task within 5 seconds, provide Verbal Prompt, such as "Betty! 
Water is running now. Try to wash your hands, Betty." If the resident 
responds to verbal prompt, praise verbally and touch the resident. 

Observe the next component task, 'Get soap', and go to #16. 

11. If the resident does not respond to the verval prompt within 5 
seconds, provide Verbal Prompt one more time. If the resident responds 
to verbal prompt, praise verbally and touch him/her. 

Observe the next component task, 'Get soap', and go to #16. 

12. However, if the resident fails to respond to the second verbal 
prompt within 5 seconds, provide Gestural Prompt such as demonstrating 
or modeling the correct response, by placing both hands in water, say 
something like this, "Betty, the water is running now. Try to wet your 
hands like this, and wash hands". 

Observe the next component task, 'Get soap', and go to #16. 

13. If the resident fails to respond to the gestural prompt within 5 
seconds, provide Gestural Prompt one more time. If the resident correctly 
responds to gesture prompt, that is, places both hands in water, priase 
verbally or/and touch him/her for a few seconds. Observe the next 
component task, 'Get soap', and go to #16. 
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14. If the resident fails to perform placing both hands in water within 
5 seconds, or performs the task incorrectly, provide Physical Prompt , 
placing the intervener's hand over the resident's hand and guiding it 
through the correct 'placing both hands in water' motion, say something 
like, "Betty, the water is running now. Let's wash hands. Let me help 
you. Betty, we are wetting hands now." If the resident correctly 
responds to physical prompt, praise verbally or/and provide additional 
encouragement with pats on his/her shoulder/hands. 

Observe the next component task, 'Get soap', and go to #16. 

15. However, if the resident does not respond to the physical prompt, 
provide Physical Prompt one more time. If the resident responds to the 
physical prompt, provide positive reinforcement. 

Observe the next component task, 'Get soap'. 

16. If the resident correctly performs 'Getting soap on hands', verbally 
praise and touch the resident as the same as before. 

Observe the next component task, 'Rubbing hands'. 

17. However, if the resident fails to perform 'getting soap', provide 
prompts (each type of prompt is repeated twice) as same as before. 

Then, observe the next component task, 'Rub hands'. 

18. If the resident correctly performs 'Rubbing hands' task, verbally 
praise and touch him/her as the same as before. 

19. However, if the resident fails to perform 'rubbing hands', provide 
prompts (each type of prompt is repeated twice) as same as before. 

Then, observe the next component task, 'Rinse hands'. 

20. If the resident correctly performs 'Rinsing hands', provide verbal 
praise and additional encouragement with pats on his/her shoulder/hands or 
hugging. 

Observe the next component task, 'Turn off the water'. 

21. However, if the resident fails to perform the 'Rinsing hands 
together' task, provide prompts as the same as before. 

Then, observe the next component task, 'Turn off the water'. 

22. If the resident correctly performs 'Turning off water' task, praise 
verbally and provide additional encouragement. 

Observe the next component task, 'Get a towel'. 

23. However, if the resident fails to correctly perform 'turning off 
water', provide prompts as the same as before. 

Then, observe the next component task, 'Get paper towel'. 

24. If the resident correctly performs 'Getting a towel' task, praise 
verbally and provide additional encouragement. 

Observe the next component task, 'Dry hands'. 

25. However, if the resident fails to correctly perform 'getting paper 
towel' task, provide prompts as the same as before. 

Then, observe the next component task, 'dry hands'. 

26. If the resident correctly performs 'Drying hands' task, priase 
verbally and provide additional encouragement. 

Observe the next component task, 'Put the towel down'. 
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27. However, if the resident fails to perform correctly 'drying hands', 
provide prompts as the same as before. 

Then, observe the next component task, 'Put the towel down'. 

28. If the resident correctly performs 'Putting the towel down' task, 
praise verbally and provide additional encouragement. 

However, if the resident fails to perform this task, provide prompts 
as the same as before. 

29. After the 'washing hands' task is done, tell the resident, " You did 
wash your hands well. Thank you, Betty. Do you feel good?". 
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APPENDIX E 

Clinical Dementia Rating Tool 



Memory 

Orientation 

Judgement/ 
problem 
solving 

Corrmunity 
affairs 

Clinical dementia rating (CDR) 

Healthy 
CDR 0 

No memory loss or 
slight inconstant 
forgetfulness 

Questionable dementia 
CDR 0.5 

Mild consistent forget
fulness; partial re
collection of events; 
'benign' forgetfulness 
everyday activites 

Fully oriented 

Solves every day 
problems well; 
judgement good in 
relation to past 
performance 

Independent function 
at usual level in job, 
shopping, business 
and financial affairs, 
volunteer and social 
groups 

Only doubtful impair
ment in sol ving 
problems, similarities, 
differences 

Only doubtful or mild 
impairment, if any, 
in these activities 

Mi ld dementia 
CDR 1 

Moderate memory loss, 
more marked for 
recent events; defect 
interferes with 

Some difficulty with 
time relationships; 
oriented for place and 
person at examination 
but may have geo
graphic disorientation 

Moderate difficulty in 
handling complex 
problems; social 
judgement usually 
maintained 

Unable to function 
independently at 
these activities 
though may still be 
engaged in some; 
may still appear 
normal to causal 
inspection 

Moderate dementia 
CDR 2 

Severe memory loss; 
only highly learned 
material retained; 
new material 
rapidly lost 

Usually disoriented 
in time, often to 
place 

Severely impaired in 
handling problems, 
similarities, differ
ences; social judgement 
usually impaired 

Severe dementia 
CDR 3 

Severe memory loss; 
only fragments 
remain 

orientation to 
person only 

Unable to make 
judgments or 
solve problems 

No pretense of independent 
funstion outside home 

N w 
0\ 



(cont'd) 

Home! 
hobbies 

Personal 
care 

Clinical dementia rating (CDR) 

Healthy 
CDR 0 

Life at home, hobbies, 
intellectual interests 
well maintained 

Questionable dementia 
CDR D.S 

Life at home, hobbies, 
intellectual interests 
well maintained or 
only sl ightly 
ill1'aired 

Fully capable of self 
care 

Mi ld dementia 
CDR 1 

Mild but definit~ 
impairment of function 
at home; more 
difficult chores 
abandoned; more 
cOll1'licated hobbies and 
interests abandoned 

Needs occasionaL 
prompting 

Moderate dementia 
CDR 2 

Only simple chores 
preserved; very 
restricted interest, 
poorly sustained 

Requires assistance in 
dressing, hygiene, 
keeping of personal 
effects 

Severe dementia 
CDR 3 

No significant 
function in home 
outside or own 
room 

Requires much heLp 
with personal 
care; often 
incontinent 

N 
u.l 
-...l 
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APPENDIX F 

Performance of Grooming Tasks 



Guideline for Rating 
on 

Performance of Grooming Tasks(PGT) 
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Guideline for Rating on Performance of Grooming Tasks (PGT) 

Performance of Grooming Tasks(PGT) is designed to test 
client's ability to perform tasks considered essential for 
functioning at institutional setting or home, such as 
grooming(washing hands, washing face, brushing teeth/cleaning 
dentures, and combing hair), and thus, to determine the nature 
of change in ability over time. 

Performance of Grooming Tasks (PGT) is composed of 4 
subscalesi washing hands, washing face, brushing 
teeth/cleaning dentures, and combing hair. Each grooming 
activity is broken down into its components or the successive 
movements involved in the completion of the activity. For 
example, look at the 'Washing hands' task. 

The performance items are rated as a "+", II_II, or "NA". 
"+" : The client completed the acti vi ty reasonably well on 
his/her 

own. 
"_" : The client was not able to complete that action on 
his/her 

own. 
II NA II : Not applicable. 

If an incorrect behavior is performed, i) a behavior is 
performed out of sequence, or ii) a behavior is given 
assistance by the caregiver(verbal instruction, any gesture, 
physical guidance, or complete assistance), rate as II_II. 

Any behaviors performed correc'cly or independently are 
scored as "+". 
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Example: Figure 1 shows that Kathy, after receiving the 
instructional cue, did not perform the first step in the 
sequence(turning on water), and a minus was recorded. The 
caregiver then turned on water and Kathy wet hands(step 2) and 
got soap on hands(step 3). 
A plus was recorded for each of these behaviors. However, 
Kathy forgot the towel to dry hands. She did not pick up the 
towel, so the caregiver asked her to pick up the towel to dry 
hands. A minus was recorded for the component step. Kathy 
wiped her hands with towel, and a plus was recorded. After 
drying hands, the caregiver put towel down for Kathy, and a 
minus was recorded. 

Task Analysis Assessment of Washing Hands (Figure 1) 

Instructional cue: "Wash your hands" 

Subject: Kathy Session: ______ _ 

Observer(rater): 

Hand Washing 
Components + - NA 

Turn on the water x 

Place hands in water x 

Get soap on hands x 

Rub hands together x 

Rinse hands x 

Turn off the water x 

Get a towel x 

Dry hands x 

Put the towel down x 

Recording key: 
+ (independent): The client completed the activity 

reasonably well on his own. 
- (dependent) : The client was not able to complete that 

action on his own. 
NA : Not applicable 
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Task Analysis Assessment of Washing Hands 

Instructional cue: "Wash your hands" 

Subject: Session: 

Observer (rater) : 

Handwashing 
Components + - NA 

Turn on the water 

Place hands in water 

Get soap on hand 

Rub hands together 

Rinse hands 

Turn off the water 

Get a towel 

Dry hands 

Put the towel down 

Recording key: 
+ (independent): The client completed the activity 

reasonably well on his own. 
- (dependent) : The client was not able to complete that 

action on his own. 
NA : Not applicable 



Task Analysis Assessment of Brushing Teeth 

Instructional cue: "Brush your teeth" 

Subject: Session: 

Observer(rater): 

Toothbrushing 
Components + -

pick up a toothpaste tube 

Unscrew cap 

Put the cap down 

pick up a toothbrush 

Put the toothpaste onto the toothbrush 

Put the toothbrush in mouth 

Brush teeth 

Spit the toothpaste 

Rinse mouth 

Spit rinse water 

Rinse the toothbrush 

Put the toothbrush down 

Put the cap on the toothpaste tube 

Recording key: 
+ (independent): The client completed the activity 

reasonably well on his own. 
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NA 

- (dependent) : The client was not able to complete that 
action on his own. 

NA : Not applicable 
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Task Analysis Assessment of Washing Face 

Instructional cue: "Wash your face" 

Subject: Session: 

Observer(rater): 

Face Washing 
components + - NA 

Turn on the water 

pick up a washcloth 

Put the waslcloth in water 

Squeeze water from the washcloth 

Bring the washcloth to the face 

Wipe the washcloth over face 

Put the washcloth down 

Turn off the water 

Get a towel 

Bring the towel to the face 

Wipe the towel over face 

Put the towel down 

Recording key: 
+ (independent) : The client completed the activity 

reasonably well on his own. 
- (dependent) : The client was not able to complete that 

action on his own. 
NA : Not applicable 



Task Analysis Assessment of Combing Hair 

Instructional cue: "Comb your hair" 

subject: Session: 

Observer(rater): 

combing hair 
Components + - NA 

pick up the comb 

Bring the comb to hair 

Comb the left side of hair 

Comb the right side of hair 

Comb the top of hair 

Comb the back of hair 

Check in a mirror 

End combing motion 

Put the comb down 

Recording key: 
+ (independent): The client completed the activity 

reasonably well on his own. 
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- (dependent) : The client was not able to complete that 
action on his own. 

NA : Not applicable 
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Task Analysis Assessment of Washing Hands 

Instructional cue: "Wash your hands" 

Subject: Session: 

Observer (rater) : 

Handwashing Components 
+ - NA 

pick up the 
wet washcloth 

Rub hands together 

Pu t dmvn the 
washcloth 

pick up the towel 

Dry hands 

Put down the towel 

Recording key: 
+ (independent): The client completed the activity 

reasonably well on his own. 
- (dependent) : The client was not able to complete that 

action on his own. 
NA : Not applicable 



Task Analysis Assessment of Washing Face 

Instructional cue: "Wash your face" 

Subject: Session: 

Observer(rater): 

Facewashing 
Components + - NA 

pick up the wet washcloth 

Bring the washcloth to the face 

Wipe the washcloth over the face 

Put down the washcloth 

pick up the towel 

Bring the towel to the face 

Wipe towel over the face 

Put the towel down 

Recording key: 
+ (independent): The client completed the activity 

reasonably well on his own. 
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- (dependent) : The client was not able to complete that 
action on his own. 

NA : Not applicable 
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APPENDIX G 

Grooming Performance Index 
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Guidelines 

Definition: 

promp~: Any verbalization, gesture, or action by the 
careg1ver to assist a resident to perform a behavior. Verbal 
prompt, Gesture prompt, & Physical prompt(Manual guidance) 

Example #1 for 
Verbal Prompt: 

'combing Hair': 

Gesture Prompt: 

" Mrs. smith! Here is the comb. Try to comb 
hair. " 

" Mrs. Smith! Bring the comb to hair, and try 
to comb hair." 

" Mrs. smith! Try to comb left side.~! 
" Mrs. Smith! Here is the mirror. Look at 

you!" 
"O.K. Mrs. Smith. 
" O.K. Mrs. Smith. 

here." 

Let's finish combing." 
You can put down the comb 

a) Demonstrating how to pick up the comb, while talking to the 
client, "Mrs. smith! Here is the comb. Try to comb hair, 
just like this." 
b) Demonstrating how to bring comb to hair, and say something 
like, "Mrs. Smith! Bring the comb to hair, and try to comb 
hair, like this.", performing the task while talking. 

Physical Prompt: 
a) Helping a resident perform correctly by giving the resident 
physical assistance, with Verbal and Gesture Prompt. 
b) Helping the resident perform picking up the comb with 
his/her hand, with gesture, and telling him/her how to pick up 
the comb, "Mrs. Smith! Here is the comb. pick up the comb, 
and try to comb hair." 

Example: touching the starting place on the resident's head, 
hand, or face(chin, cheek, forehead, nose, mouth, or eyes), 
and the resident makes the correct movement of performing 
task. 

Manual Guidance(Physical Guidance): 
using hand-over-hand manual guidance, place a hand over the 
resident's hand and gently guide the correct movement, and the 
resident makes the correct movement of performing task. 
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Example : 
In session #1, A caregiver handed a wet washcloth to a 

resident without the resident's opportunity to pick up the 
washcloth. The caregiver placed a hand over the resident's 
hand and helped the resident to rub her hands. Then, the 
caregiver took the washcloth from the resident's hand, and put 
it down. Then, without the resident's attempt on picking up 
the towel, the caregiver handed towel to the resident. The 
resident had a correct response by manual guidance of drying 
hands. Then, the caregiver took the towel from the resident's 
hands, and put it down. 

Hand Washing 
Components 

Pick up a wet washcloth 

Rub hands together 

Put down the washcloth 

Pick up the towel 

Dry hands 

Put the towel down 

Recording key: 
NP: No Prompt 
VP: Verbal Prompt 
GP: Gestural Prompt 
MG: Manual Guidance 
FA: Full Assistance 

NP VP GP MG FA 

x 

x 

down x 

x 

x 

x 



Grooming Performance Index 
(Hand Washing) 

Instructional cue: "Wash your hands". 

Subject: Session: 

Observer (rater) : 

Duration : minutes 

Handwashing 
Components 

Turn on the water 

Place hands in water 

Get soap on hand 

Rub hands together 

Rinse hands 

Turn off the water 

Get a towel 

Dry hands 

Put the towel down 

Recording key: 
NP: No Prompt 
VP: Verbal Prompt 
GP: Gestural Prompt 
MG: Manual Guidance 
FA: Full Assistance 

NP VP GP MG FA 
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Grooming Performance Index 
(Toothbrushing) 

Instructional cue: "Brush your teeth". 

Subject: Session: 

Observer (rater) : 

Duration : minutes ---

Toothbrushing 
Components 

pick up a toothpaste tube 

Unscrew cap 

Put the cap down 

pick up a toothbrush 

Put the toothpaste onto the toothbrush 

Put the toothbrush in mouth 

Brush teeth 

Spit the toothpaste 

Rinse mouth 

spit rinse water 

Rinse the toothbrush 

Put the toothbrush down 

Put the cap on the toothpaste tube 

Recording key: 
NP: No Prompt 
VP: Verbal Prompt 
GP: Gestural Prompt 
MG: Manual Guidance 
FA: Full Assistance 

N.P 
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VP GP MG FA 



Grooming Performance Index 
(Facewashing) 

Instructional cue: "Wash your face". 

Subject: Session: 

Observer(rater): 

Duration : minutes ---

Face Washing 
Components 

Turn on the water 

pick up a washcloth 

Put the waslcloth in water 

Squeeze water from the washcloth 

Bring the washcloth to the face 

Wipe the washcloth over face 

Put the washcloth down 

Turn off the water 

Get a towel 

Bring the towel to the face 

Wipe the towel over 

Put the towel down 

Recording key: 
NP: No Prompt 
VP: Verbal Prompt 
GP: Gestural Prompt 
MG: Manual Guidance 
FA: Full Assistance 

face 

NP VP GP 
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MG FA 



Grooming Performance Index 
(Haircombing) 

Instructional cue: "Comb your hair". 

subject: Session: 

Observer(rater): 

Duration : minutes ---

combing hair 
Components 

pick up the comb 

Bring the comb to hair 

Comb the left side of hair 

Comb the right side of 

Comb the top of hair 

Comb the back of hair 

Check in a mirror 

End combing motion 

Put the comb down 

Recording key: 
NP: No Prompt 
VP: Verbal Prompt 
GP: Gestural Prompt 
MG: Manual Guidance 
FA: Full Assistance 

hair 

NP VP GP MG 
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FA 



Grooming Performance Index 
(Handwashing) 

Instructional cue: "Wash your hands". 

subject: Session: 

Observer(rater): 

Duration : minutes 

Handwashing Components 

pick up the 
wet washcloth 

Rub hands together 

Put down the 
washcloth 

pick up the towel 

Dry hands 

Put down the towel 

Recording key: 
NP: No Prompt 
VP: Verbal Prompt 
GP: Gestural Prompt 
MG: Manual Guidance 
FA: Full Assistance 

NP VP GP MG 
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FA 



Grooming Performance Index 
(Facewashing) 

Instructional cue: "Wash your face". 

Subject: Session: 

Observer(rater): 

Duration : minutes ---

Facewashing 
Components 

Pick up the wet washcloth 

Bring the washcloth to the face 

Wipe the washcloth over the face 

Put down the washcloth 

Pick up the towel 

Bring the towel to 

Wipe towel over the 

Put the towel down 

Recording key: 
NP: No Prompt 
VP: Verbal Prompt 
GP: Gestural Prompt 
MG: Manual Guidance 
FA: Full Assistance 

the face 

face 

NP VP GP 
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MG FA 
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