
The effect of a control-enhancing intervention among
older persons residing in an assisted living facility

Item Type text; Dissertation-Reproduction (electronic)

Authors Miller, Eva Lee

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 21:20:33

Link to Item http://hdl.handle.net/10150/288994

http://hdl.handle.net/10150/288994


INFORMATION TO USERS 

This manuscript has been reproduced from the microfilm master. UMI films the 

text directly from the original or copy submitted. Thus, some thesis and 

dissertation copies are in typewriter face, while others may be from any type of 

computer printer. 

The quality of this reproduction is dependent upon the quality of the copy 

submitted. Broken or indistinct print, colored or poor quality illustrations and 

photographs, print bleedthrough, substandard margins, and improper alignment 

can adversely affect reproduction. 

In the unlikely event that the author did not send UMI a complete manuscript and 

there are missing pages, these will be noted. Also, if unauthorized copyright 

material had to be removed, a note will indicate the deletion. 

Oversize materials (e.g., maps, drawings, charts) are reproduced by sectioning 

the original, beginning at the upper left-hand comer and continuing from left to 

right in equal sections with small overiaps. Each original is also photographed in 

one exposure and is included in reduced form at the back of the book. 

Photographs included in the original manuscript have been reproduced 

xerographically in this copy. Higher quality 6" x 9" black and white photographic 

prints are available for any photographs or illustrations appearing In this copy for 

an additional charge. Contact UMI directly to order. 

Bell & Howell Information and Learning 
300 North Zeeb Road, Ann Arbor, Ml 48106-1346 USA 

800-521-0600 





THE EFFECT OF A CONTROL-ENHANCING INTERVENTION 

AMONG OLDER PERSONS RESIDING IN AN ASSISTED LIVING FACILITY 

by 

Eva Lee Miller 

Copyright © Eva Lee Miller 1999 

A Dissertation Submitted to the Faculty of the 

DEPARTMENT OF SPECIAL EDUCATION, REHABILTTATION, 
AND SCHOOL PSYCHOLOGY 

In Partial Fulfillment of the Requirements 
For the Degree of 

DOCTOR OF PHILOSOPHY 

In the Graduate College of 

THE UNIVERSITY OF ARIZONA 

1 9 9 9  



DMI Number: 9934852 

Copyright 1999 by-
Miller, Eva Lee 

All rights reserved. 

UMI Microform 9934852 
Copyright 1999, by UMI Company. All rights reserved. 

This microform edition is protected against unauthorized 
copying under Title 17, United States Code. 

UMI 
300 North Zeeb Road 
Ann Arbor, MI 48103 



2 

THE UNIVERSITY OF ARIZONA ® 
GRADUATE COLLEGE 

As members of the Final Examination Committee, we certify that we have 

read the dissertation prepared by Miller 

entitled The Effects of a Control-Enhancing Intervention Among Older 

Persons P,.esiding in an Assisted Living Facility 

and recommend that it be accepted as fulfilling the dissertation 

requirement for the Degree of Doctor of Philosophy 

/) 

ICLi. 

Dr. Amos Sales 

Dr. Les McAllan 

Dr. William Ittelson 

Date, 

y/̂ /rT 
Date 

h/U /? 9 
Date 

Date 

Dr. Robert Wrenn 
Date 

Final approval and acceptance of this dissertation is contingent upon 
the candidate's submission of the final copy of the dissertation to the 
Graduate College. 

I hereby certify that I have read this dissertation prepared under my 
direction and recommend that it be accepted as fulfilling the dissertation 
requirei^pnt. 

Dissef^ation Director 

V 

Dat 

Dr. S. Mae Smith 



3 

STATEMENT BY THE AUTHOR 

This dissertation has been submitted in partial fulfillment of the requirements for an 
advanced degree at the University of Arizona and is deposited in the University library to 
be made available to borrowers under the rules of the Library. 

Brief quotations fi^om this dissertation are allowable without special permission, 
provided that accurate acknowledgment of source is made. Requests for permission for 
extended quotations fi'om or reproduction of this manuscripts in whole or in part may be 
granted by the copyright holder. 

SIGNED: 



DEDICATION 

The present study is dedicated to my son, Adam, whose support, encouragement, 
patience, and sacrifices enabled me to complete this work. 



5 

ACKNOWLEDGMENTS 

I wish to express sincere appreciation and gratitude to my dissertation committee. 

Dr. Amos Sales, Dr. Les McAUan, Dr. Robert Wrenn, and Dr. William Ittelson who 

helped bring this research study to a successful conclusion. I want to especially thank my 

committee chairperson. Dr. S. Mae Smith, for her support and editorial expertise 

throughout this project. I thank Dr. Susan Moore for her encouragement and words of 

wisdom throughout the past year. Thanks to Dr. Charlene Kampfe for her mentorship 

and knowledge in the field of gerontology. 

I wish to extend my appreciation to the residents and staff at the Fountains 

Assisted Living Facility in Tucson for their support and participation in the study. A 

special thanks goes to Diane Will for her commitment to helping older persons live life to 

its fullest and for making the study a reality. 

I also want to thank Karen McNamara for her steadfast fiiendship, encouragement, 

and everlasting support. Thanks to my family and the rest of my wonderful fiiends, 

especially Evans Spears and Ann Richards for believing in me and having faith in me and 

my work. I wish to extend a special memorial to my Uncle Don who encouraged my 

scholastic achievements throughout my childhood and most recently during my doctoral 

studies. Thank you all. 



TABLE OF CONTENTS 

6 

LIST OF ILLUSTRATIONS 9 

UST OF TABLES 10 

ABSTRACT 11 

CHAPTER 1; INTRODUCTION 13 

Background Information 13 

Statement of the Problem 18 

Purpose of the Study 20 

Significance of the Study 21 

Research Questions 23 

Limitations of the Study 24 

Definition of Terms 26 

CHAPTER 2: REVIEW OF THE LITERATURE 28 

Locus of Control Defined 28 

Locus of Control Instrumentation 29 

Classic Control-Enhancing Interventions 35 

Control-Enhancing Interventions in the 1980s and 1990s 40 

Assisted Living Facilities 44 

CHAPTER 3: RESEARCH DESIGN AND METHODOLOGY 48 

Research Questions and Hypotheses 48 



7 

TABLE OF CONTEKTS-CONTTNUED 

Research Participants 49 
Demographic Information for Treatment Group 49 
Demographic Information for Control Group 50 

Criteria for Inclusion in the Study 50 

Setting 51 

Research Design 52 

Treatment Procedures 53 
Treatment Group 53 

Stajff Training for Treatment Group 54 
Control Group 55 

Staff Training for Control Group 55 

Instrumentation 56 
Demographic Questionnaire 56 
Mini-Mental State Examination 56 
Desired Control Measure 57 
Participant Questionnaire 58 
Behavioral Checklist 59 

Data Collection 60 

Data Analysis 60 

CHAPTER 4; RESULTS 62 

Reliability of Dependent Measures 63 

Demographic Variables 63 

Results 63 

Desired Control Measure Part 1 63 

Desired Control Measure Part n 67 



8 

TABLE OF COKTEKTS-CONTTNUED 

Participant Questionnaire 70 

Behavioral Checklist 73 

Chapter Summary 78 

CHAPTER 5; SUMMARY, DISCUSSION, AND FUTURE RESEARCH 79 

Summary of Results 79 

Discussion of Results 81 

Recommendations for Future Research 86 

Implications of the Study 88 

APPENDIX A: PARTICIPANT CONSENT 91 

APPENDIX B; MEETING WITH TREATMENT GROUP 94 

APPENDIX C: MEETING WITH TREATMENT GROUP CAREGIVERS 96 

APPENDIX D: MEETING WITH CONTROL GROUP 98 

APPENDIX E: MEETING WITH CONTROL GROUP CAREGIVERS 100 

APPENDIX F; DEMOGRAPHIC QUESTIONNAIRE 102 

APPENDIX G: MINI-MENTAL STATE EXAMINATION 104 

APPENDIX H: DESIRED CONTROL MEASURE 106 

APPENDIX I: PARTICIPANT QUESTIONNAIRE 118 

APPENDIX J: BEHAVIORAL CHECKLIST 121 

REFERENCES 123 



9 

LIST OF ILLUSTRATIONS 

Figure L Changes in group means pre- to post-measure on Part I of the DCM 66 

Figure 2. Changes in group means pre- to post-measure on Part 11 of the DCM 69 

Figure 3. Changes in group means pre- to post-measure on the Participant 
Questiormaire 72 

Figure 4. Changes in group means pre- to post-measure on the A.M. Behavioral 
Checklist 75 

Figure 5. Changes in group means pre- to post-measure on the P.M. Behavioral 
Checklist 76 

Figure 6. Changes in group means pre- to post-measure on the A.M. and P.M. 
Behavioral Checklist 77 



10 

LIST OF TABLES 

Table 1. Summary table for the analysis of variance with repeated measures on the 
DCM Part I; Desire of Outcomes 65 

Table 2. Summary table for the analysis of variance with repeated measures on the 
DCM Part 11; Beliefs and Attitudes 68 

Table 2-1. Summary table for Independent Samples t-test on the DCM Part IE; Beliefs 
and Attitudes 68 

Table 3. Summary table for the analysis of variance with repeated measures on the 
Participant Questionnaire 71 

Table 3-1. Summary table for Independent Samples t-test on the Participant 
Questionnaire 71 

Table 4. Summary table for the analysis of variance with repeated measures on the 
Behavioral Checklist: A.M. Shift 74 

Table 5. Summary table for the analysis of variance with repeated measures on the 
Behavioral Checklist; P.M. Shift 74 



11 

ABSTRACT 

The purpose of the present study was to examine the eflfects of a control-

enhancing intervention among older adults residing in an assisted living facility. The study 

was designed to investigate whether a control-enhancing intervention would (a) increase 

personal control among residents when the intervention was implemented by primary 

caregivers and (b) increase actual or observed control among residents when the 

intervention was implemented by primary caregivers. The relationship between control 

and age, gender, education, and socioeconomic status among residents living in the facility 

also was examined. 

A quasi-experimental pretest-posttest control group design was utilized. Two 

sample groups were evaluated in the study (a) a treatment group consisting of 10 residents 

that received a message designed to invoke increased responsibility for themselves and (b) 

a control group consisting of 11 residents that received a message encouraging them to 

allow staff to assume responsibility for them. The dependent measures used for the study 

were the Desired Control Measure [DCM], a Participant Questionnaire, and a Behavioral 

Checklist. The DCM and the Participant Questionnaire were administered to each study 

group at sbc week intervals. The Behavioral Checklist was rated at weekly intervals. 

A significant correlation was found between gender and desire for control. No 

significant correlations occurred between age, education, socioeconomic status and 

control. Significant within and between group differences were found on the DCM. 

Significant within group differences were obtained on the Participant Questionnaire. No 



significant control-related behavioral changes occurred within or between groups. 

The results of the study provided evidence that the control-enhancing intervention 

was effective for increasing personal control among residents living in an assisted living 

facility. The behavioral findings indicated that the intervention may have been 

unsuccessful for producing increased control-related behaviors. 
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CHAPTER 1 

INTRODUCTION 

Chapter 1 includes the background and rationale for the present study. A 

description of the problem, the purpose, and the importance of the study also are 

provided. The research question is presented and limitations of the study are addressed. 

A list of terras used in the present study is provided at the end of chapter 1. 

Background Information 

The number of older Americans in the United States is expected to grow very 

rapidly over the next 50 years as a result of birth and mortality trends and the aging of the 

baby boom cohorts. Currently, approximately one-tenth of the population is 65 years of 

age or older (United States Bureau of the Census, 1996). By the year 2020, 54 million 

people (20.2% of the population) will be age 65 or older (U.S. Bureau of the Census, 

1996). The U.S. Bureau of the Census (1996) projected that 16 million people (4.6% of 

the population) will be age 85 or over by 2020. By 2050, 79 million people (20.6% of the 

population) will be age 65 or older (U.S. Bureau of the Census, 1996). 

Given the projected population expansion among older Americans, long-term care 

institutions, including nursing homes, retirement communities, and assisted living facilities 

are likely to remain important living environments for older persons over the next five 

decades. Currently, 1.56 million persons aged 65 and over live in nursing homes (U.S. 

Bureau of the Census, 1996). Although the number of persons living in nursing homes is 

projected to decrease slightly over the next 30 years, approximately 35-40% of persons 
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who live to age 65 can expect to spend some time in a nursing home during their lives 

(U.S. Bureau of the Census, 1996). With fewer Americans living in nursing homes, the 

number of individuals residing in retirement communities is projected to dramatically 

increase over the next two decades (Pearce, 1998). The assisted living industry has 

experienced a period of phenomenal growth since its inception in the 1980s, with more 

than 1.5 million older persons currently residing in over 40,000 assisted living facilities 

across the U.S. (Arthur Clark Company, 1998). 

Most older persons who relocate to long-term care institutions do so because they 

are no longer capable of independently caring for themselves (Heumann, 1990). For 

many, relocation to a long-term care institution may be perceived as a stressfiil or tragic 

event. In addition to fears relating to loss of independence and autonomy, older persons 

often express fear of losing control over their environment once they relocate to a long-

term care institution (Feingold & Werby, 1990; Rosen et al., 1997). Consequently, the 

relationship between personal control or the belief that one has control over his/her 

environment and the well being of older persons who reside in long-term care institutions 

has received considerable emphasis in the gerontological and psychology of aging 

literature over the past twenty years (Arling, Harkins, & Capitman, 1986; Haight, Michel, 

& Hendrix, 1998; Kampfe, 1995; Langer & Rodin, 1976; Morganti, Nehrke, & Hulicka, 

1990; Reinardy, 1992; Rodin & Langer, 1977; Schulz, 1976; Slivinske & Fitch, 1987). 

Having personal control of one's immediate environment has been viewed as a 

major determinant of positive physical, psychological, social, and cognitive outcomes in 
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older persons (Blanchard-Fields & Irion, 1988; Brandtstadter, 1989; Brandtstadter & 

Baltes-Gotz, 1990; Eizenman, Nesselroade, Featherman, & Rowe, 1997; Fingerman & 

Pearlmutter, 1995; Grover & Hertzog, 1991; Lachman, 1986). Personal control is a 

hallmark of successfiil aging because it positively affects the adjustment of older persons in 

the aging process (Ryf^ 1989). Personal control has been known to modify the negative 

consequences associated with stressful events (e.g., declining physical health and 

functional abilities) which frequently present challenges for older persons (Menec & 

Chipperfield, 1997). Increased personal control has been correlated with enhanced 

adjustment to nursing homes (Baltes, Neumann, & Zank, 1994; Kampfe, 1995; Langer & 

Rodin, 1976; Rodin & Langer, 1977; Rosen et al., 1997) and retirement communities 

(Schulz, 1976; Slivinske & Fitch, 1987). In addition, increased personal control may help 

to postpone and circumscribe the need for some older persons to live in long-term care 

institutions (Fonda, Maddox, Clipp, & Reardon, 1996). 

Conversely, decreased personal control has been known to negatively affect many 

older persons. A lack of personal control or loss of control is associated with impaired 

physical and mental health and decreased personal and social well-being (Slivinske & 

Fitch, 1987). Individuals with diminished personal control are believed to show increased 

depression and decreased assertiveness (Burger, 1989; Lachman, Ziff, & Spiro, 1994). 

That individuals with reduced personal control tend to be less open-minded than 

individuals with increased personal control also has been suggested (Lachman, ZifiE^ & 

Spiro, 1994). In addition, beliefs that one has limited control over memory changes in late 
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life have been associated with diminished memory (Lachman, 1991; Lachman & Lefif, 

1989). Moreover, decreased personal control has been identified as an important 

predictor of mortality among older persons (Brothen, & Detzner, 1983; Kahn, 1994; 

Waller & Bates, 1992). 

For many older persons, major stressors such as retirement, chronic illness, sensory 

impairment, and bereavement issues are beyond the individual's control. However, 

despite a fi^equently held misconception that residing in a long-term care institution will 

inevitably result in a diminished sense of control among older persons (Arling et al., 1986; 

Catlett-Williams, 1992; Collins et al., 1997; Netting & Wilson, 1991), personal control-

enhancing interventions have been shown to be effective for improving the physical, 

psychological, and social well being among older persons residing in such institutions 

(Baltes et al., 1994; Banziger & Roush, 1983; Beck, 1982; Bensink, Godbey, Marshall, & 

Yarandi; 1992; Langer & Rodin, 1976; Moore & Schultz, 1987; Morganti et al., 1990; 

Moran & Gatz, 1987; Reich & Zautra, 1989; Reich & Zautra, 1990; Rodin & Langer, 

1977; Rosen et al., 1997; Schulz, 1976; Schulz & Hanusa, 1978; Slivinske & Fitch, 1987). 

Control-enhancing interventions designed to instill a sense of responsibility and 

interventions that provide residents with realistic opportunities for control of decisions 

regarding daily activities have been shown to be especially beneficial for enhancing 

personal control among older persons residing in long-term care institutions (Aasen, 1987; 

1983; Barry, 1984). Interventions designed to increase responsibility that are implemented 

by primary caregivers who typically provide the most day-to-day care for older persons 
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residing in long-tenn care institutions also have been shown to be highly effective for 

enhancing life satisfaction and well being among residents (Thomas, 1996). 

The effectiveness of personal control-enhancing interventions among older persons 

also is contingent upon the degree to which older persons' independence is encouraged. 

In many long-term care institutions, interactions between primary caregivers and residents 

often encourage unnecessary dependency and discourage independence (Schaie & Willis, 

1996). In some cases, the tendency to promote residents' dependence results from 

positive intentions. Yet many staff members often provide more care and personal 

assistance than is needed because such measures are perceived as being more efiBcient and 

more cost-effective than allowing residents to struggle along on their own (Baltes, Wahl, 

& Reichert, 1991). Designing control-enhancing interventions in ways that facilitate 

independence while managing the costs associated with long-term residential care for 

older persons has become increasingly difficult. 

In summary, the population expansion among older adults in the U.S. will result in 

a continued need for long-term care institutions over the next five decades. Because many 

older persons (faced with relocation) fear losing control over their environment, the 

relationship between personal control and the well being of older persons residing in long-

term care institutions has received considerable attention in the gerontological and 

psychology of aging literature. As a result, personal control-enhancing interventions have 

been designed specifically for older persons residing in nursing homes and retirement 

communities as a means for improving individuals' physical, psychological, and social well 
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being. The most effective types of control-enhancing interventions for older persons have 

been those designed to promote responsibility, those which provide opportunities for 

decision-making, and interventions that promote independence. Interventions 

implemented by primary caregivers also have been shown to be effective for enhancing the 

well being of residents living in long-term care institutions; however, some caregivers have 

been reluctant to carry out the interventions. 

Statement of the Problem 

The accelerated population growth among older Americans has led to an increase 

ui the number of residential options available to that segment of the population over the 

past two decades. The population expansion also has increased demands on the managed 

care industry to reduce costs associated with long-term care for older adults. One reason 

assisted living has become one of the fastest growing segments of long-term care for older 

adults is because the cost of assisted living is considerably lower (approximately half) than 

the cost of nursing home care in the same geographic area (Pearce, 1998). 

The differences between assisted living facilities and traditional models of care 

such as nursing homes and retirement communities are multifaceted. In theory, the goal of 

assisted living is to enhance residents' independence, to promote opportunities for 

residents to make choices regarding the methods of care they receive, and to encourage 

individualized lifestyles among residents. The majority of individuals residing in assisted 

living facilities function at a higher level than those living in nursing homes, yet they 

typically require more care than persons living in retirement communities (Pearce, 1998). 
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Because the level of functioning among individuals residing in assisted living facilities 

differs from individuals living in both nursing homes and retirement communities, control-

enhancing interventions designed to meet the specific goals established for assisted living 

may be more effective than relying on approaches currently being used in either nursing 

homes or retirement communities. 

Procedures designed to enhance personal control have consistently been identified 

in the psychology of aging and gerontological fields as important factors for promoting 

physical, psychological, and social well being among older adults. The majority of 

research on control-enhancing interventions has been conducted in nursing homes 

(Banziger & Roush, 1983; Beck, 1982; Bensink et al., 1992; Langer & Rodin, 1976; 

Morganti et al., 1990; Moran & Gatz, 1987; Reich & Zautra, 1990; Rodin & Langer, 

1977) and, to a lesser degree, in retirement communities (Schulz & Hanusa, 1978; 

Slivinske & Fitch, 1987). In addition, most control-enhancing interventions researched 

have yielded positive outcomes for many older adults. To fially assess the effects of 

control enhancing interventions, older adults residing in assisted living facilities need to be 

included in the research pool. Without information on individuals residing in assisted 

living facilities, decisions regarding the use of control-enhancing interventions to promote 

successful aging will be inadequate. 

To date, limited research on the effects of control-enhancing interventions in 

assisted living facilities has been conducted. Control-enhancing interventions in assisted 

living facilities, by necessity, have been based on research conducted on nursing home and 
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retirement community populations. Determining the most appropriate and effective 

strategies for instilling independence and responsibility for older persons residing in 

assisted living facilities is difficult when insufficient research has been conducted on the 

effects of control-enhancing interventions in assisted living facilities. 

Purpose of the Study 

The purpose of the present study was to examine the effects of a control-

enhancing intervention among older persons residing in an assisted living facility. Because 

significant improvements in physical, psychological, and social well being have been 

demonstrated among older persons living in nursing homes and retirement communities 

who have been exposed to interventions designed to enhance their level of personal 

control, there is a strong possibility that such improvements can be achieved by persons 

residing in assisted living facilities. Given the multiple differences between nursing homes, 

retirement communities, and assisted living facilities, there exists a need for control-

enhancing intervention designed to meet the specific goals established for assisted living. 

In addition to assessing personal control, behavioral observations may be used to 

determine whether a person is actively engaged in exerting control over his/her 

environment. An additional purpose of the study was to measure the effects of a control-

enhandng intervention on the actual control (e.g., observable behaviors that reflected 

increased responsibility, independence, and decision-making) exhibited by residents living 

in the facility. The intervention was carried out by primary caregivers employed at the 

facility who had the most day-to-day contact with residents. 
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Significance of the Study 

Historically, the investigation of possible relationships between personal control-

enhancing interventions and various factors associated with well being among older 

persons has often focused on individuals residing in nursing homes. Several factors have 

contributed to the research on control-enhancing interventions in nursing homes, including 

environmental limitations in nursing homes and increased regulation of the nursing home 

industry. Nursing home environments are typically quite limiting in the range and number 

of outcomes over which an older person has control (Rodin, 1989). According to Rodin 

(1989), "It has been suggested that nursing homes create a set of iatrogenic difiSculties 

including increased dependency, depression, and social isolation among the aged" (p. 33). 

In addition, nursing homes are associated with increased regulations that mandate the 

types of treatment and care provided to residents (Thomas, 1996). Such regulations 

inherently promote a formal and impersonal atmosphere in nursing homes that often 

includes the loss of opportunity for residents to make routine decisions and carry out 

everyday responsibilities (Ryden, 1983). Nursing homes are designed primarily for older 

adults who require comprehensive medical services, assistance with personal care and 24-

hour medical persoimel and may therefore be unsuitable residences for some older 

persons. 

Interventions designed to enhance personal control among older residents living in 

retirement communities have been examined and have yielded positive outcomes for some 

older persons (Slivinske & Fitch, 1987; Schulz, 1976). Although retirement communities 



were created to provide privacy and respect for older persons at a lower cost than nursing 

homes, most retirement communities offer a very limited range of personal care services 

(ElderNet Incorporated, 1998). For older persons who require routine and even daily 

assistance with personal or medical care, retirement living may not be a viable option. 

Assisted living facilities were created to oflfer cost-eflFective, personalized 

supportive services and healthcare to meet the needs of older persons who require more 

assistance than is typically provided in a retirement community but who do not require the 

comprehensive services of a nursing home (Assisted Living Federation of America, 1998). 

Assisted living facilities were designed to enhance independence and responsibility which 

have been associated with personal control among residents (Pearce, 1998). However, 

research on the effects of control-enhancing interventions in assisted living facilities is 

quite limited. 

Studies that can demonstrate the positive effects of control-enhancing 

interventions among residents living in assisted living facilities may have a tremendous 

impact on a great number of older adults. First, retirement communities and nursing 

homes may be inappropriate living environments for many older persons. Second, policy 

making at both the state and federal governmental levels are driven by the desire to control 

the rapidly escalating costs associated with long-term care for older persons. However, in 

most situations, the cost for assisted living is lower than the cost of nursing home care 

(Arthur Clark Company, 1998; Pearce 1998). Third, assisted living facilities are not 

bound by rigid regulations found in nursing homes and therefore appear to be excellent 
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settings for studj^g the effects of control-enhancing interventions. Fourth, long-term 

care for older persons often entails a continuum of services, beginning with retirement 

community living, progressing to assisted living, and culminating in nursing home 

placement as individuals' level of functioning declines. The use of control-enhancing 

interventions in an assisted living facility could, however, delay or even circumvent the 

need for increased restrictive living arrangements such as nursing homes for some older 

adults. Postponing or eliminating nursing home placement could greatly enhance the 

quality of life for many of the nation's older adults. Fifth and finally, the results of the 

present study may provide additional insight for future research on the effects of control-

enhancing interventions among older persons residing in other assisted living facilities as 

well as for individuals living at home or in rehabilitation and medical settings. 

Research Questions 

The present study was designed to investigate whether a control-enhancing 

intervention that encouraged increased independence, responsibility, and opportunities for 

decision-making would increase personal control among older persons residing in an 

assisted living facility when the intervention was delivered by primary caregivers. The 

study also was designed to assess whether the control-enhancing intervention would lead 

to an increase in the actual control exhibited by residents in the facility. The major 

research questions were (a) Would residents living in an assisted living facility who 

participated in a control-enhancing intervention designed to encourage residents' 

responsibility and independence show a significantly greater increase in personal control 
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than residents living in the facility who did not receive the control-enhancing intervention? 

(b) Would residents living in an assisted living facility who participated in a control-

enhancing intervention designed to encourage residents' responsibility and independence 

show a significantly greater increase in actual control than residents living in the facility 

who did not receive the control-enhancing intervention? The independent variable was the 

control enhancing intervention. Since a number of demographic variables have been 

shown to correlate with personal control (Hickson, Housley, & Boyle, 1988; Johnson, 

Stone, Altmaier, & Berdahl, 1998; Lachmaa, 1990; NurmL, Puliiainen, & Salmela-Aro, 

1992; Wolinsky & Stump, 1996) several of these variables also were assessed. 

Specifically, the relationship between gender and control, between age and control, 

between education and control, and between socioeconomic status and control were 

examined. 

Limitations of the Study 

One limitation was that the study was conducted in an assisted living facility 

located in a large Southwestern metropolis and therefore may not be representative of the 

general older adult population in the U.S. A second limitation is that all individuals who 

participated in the study were Caucasian and do not represent a cross cultural sample of 

older Americans. The majority (71%) of the individuals who participated in the study 

were female. In addition, all participants reported they were of a middle to upper class 

socioeconomic status and the residents' beliefs about control may not reflect the control 

beliefs of less advantaged older adults. Almost half (48%) the individuals residing in the 
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assisted living facility declined participation in the study, making it impossible to ascertain 

if the study would have yielded different results if an increased number of residents had 

chosen to participate. The small sample size (N=21) also posed a threat to the external 

validity of the study. In addition, managers of an assisted living facility that permitted the 

study to be conducted may differ from adnainistrative personnel in other facilities who may 

be less inclined or less motivated to enhance residents' control over their environment. 

Researcher bias also was a limitation of the study in that the researcher was aware of 

residents assigned to the treatment and control groups. The researcher also administered 

and scored all questionnaires and assessments used in the study. That primary caregivers 

instructed to implement the control-enhancing intervention were aware that their role in 

the study and was to elicit certain changes among the residents (e.g., increased 

responsibility for personal care, increased involvement in social and recreational activities) 

may further have confounded the results of the study. 
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Definition of Terms 

The following terms are defined to clarify key concepts in the present study: 

Actual Control, The observable behaviors an individual displays over positive or 

negative events in his/her environment. 

Assisted Living Facility. A community-based residential facility designed to 

provide personalized supportive services and healthcare to meet the needs of older persons 

who require assistance with personal care and medical services. 

Desire for Control. The desire to gain mastery or authority over positive and 

negative events in one's environment. 

External Locus of Control. Perceptions that positive or negative events are not a 

consequence of one's actions. 

Institution. A facility for older adults in which extended medical and non-medical 

services are provided by employed staff. 

Internal Locus of Control. Perceptions that positive and negative events are a 

consequence of one's actions. 

Locus of Control. A personality factor that is acquired through a series of social 

learning experiences that is related to the degree to which an individual generally believes 

he/she has control over aspects of his/her life. 

Long Term Care. The provision of medical and non-medical services for 

individuals unable to live independently and care for themselves. Services may be needed 

while recovering fi-om an accident or illness, during an extended period of disability, or as 
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part of the normal aging process. Home health care, commimity care (e.g., assisted living 

fecilities, and adult day care), retirement communities, and nursing homes are recognized 

as the long term care domains for older adults. 

Nursing Homes. Facilities designed primarily for older adults who require 

comprehensive medical services and assistance with personal care, including 24-hour 

medical personnel. 

Older Persons. Individuals age 65 and over. 

Personal Care (Activities of Daily Living! Assistance with activities such as 

bathing, dressing, grooming, eating, toileting, and medication administration. 

Personal Control. Perceptions that one has mastery or authority of his/her 

environment. 

Primary Caregiver. An individual employed at a nursing home, a retirement 

community, or an assisted living facility who provides direct, "hands on" assistance for 

residents with activities such as bathing, dressing, grooming, eating, toileting, and 

medication administration. 

Resident. An individual who lives in an assisted living facility, a retirement 

community, or a nursing home. 

Retirement Community. A housing arrangement for older adults in which the 

individual does not require daily assistance with medical or personal care. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

In chapter 2, a review of the literature relevant to the present study is discussed. 

The first section provides an overview of locus of control theory. The second section 

describes the evolution of instruments designed to measure locus of control. The third 

section provides an overview of studies that have been conducted to examine the effects 

of control-enhancing interventions among older persons residing in institutions. The third 

section is divided into two subsections (a) two of the earliest interventions designed to 

enhance personal control in institutions, one in a nursing home and the other in a 

retirement community and (b) a review of studies conducted during the 1980s and 1990s 

that were designed to enhance personal control among residents in nursing homes and 

retirement communities. The fourth and final section provides a review of the literature on 

older adults residing in assisted living facilities. 

Locus of Control Defined 

Rotter (1966) introduced the concept of locus of control based on a construct that 

originated fi-om social learning theory. Locus of control orientation is considered to be a 

personality factor that is acquired through a series of social learning experiences related to 

the degree to which an individual generally believes he/she has control over aspects of 

his/her life. Rotter coined the term "internal locus of control" to refer to the perception 

that positive and negative events are a consequence of one's own actions. In contrast. 

Rotter introduced the term "external locus of control" to refer to the perceptions that 
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events are not contingent upon one's behavior, and are instead reliant upon factors such as 

fate, luck, or chance. The locus of control construct differs from other constructs such as 

self eflScacy in that locus of control is considered to be a generalized expectancy that 

events will occur as a result of one's behavior. Self eflScacy refers to one's belief that 

he/she has the necessary skill to carry out a specific behavior (Rotter, 1992). 

Locus of Control Instrumentation 

Numerous instruments which purportedly assess perceptions of control in a variety 

of domains and across diverse populations have been developed over the past IVi. decades 

(e.g.. Hill & Bale, 1980; Lachman, 1983; Lefcourt, von Baeyer, Ware, 8l COX, 1979; 

Nowicki & Duke, 1974; Paulhus 1983; Wallston, Wallston, & DeVellis, 1978). The first 

locus of control scale evolved out of two dissertations completed at Ohio State University 

(Lefcourt, 1981). The measure, referred to as the James-Phares Locus of Control Scale 

provided the source firom which Rotter's Internal-External [I-E] Scale subsequently was 

developed. Rotter's (1966) I-E Locus of Control Scale is a 23-item general forced choice 

questionnaire that assesses I-E expectancies. Using the I-E scale, individuals are classified 

as having either an internal or external locus of control orientation. 

Rotter's attempts to create a scale that focused on many different goal areas such 

as achievement, social recognition, love, and affection may be not be applicable for 

measuring specific control-related issues in certain populations. For example, item 5a 

states: "The idea that teachers are unfair to students is nonsense" and 5b states: "Most 

students don't realize the extent to which their grades are influenced by accidental 
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happenings" (Rotter, 1966, p. 11). Some researchers (Lachman, 1986; Wallston & 

Wallston, 1981) have criticized the validity of Rotter's I-E scale, suggesting that it is too 

generalized for measuring specijBc behavioral domains such as health and cognition. 

Despite its shortcomings, notably a lack of domain specificity. Rotter's scale continues to 

be used to assess control across a variety of populations world wide (Ferguson, 1993; 

Ralenzuela, 1984; Smith, Trompenaars, «& Ehigan, 1995). 

Shortly after the publication of Rotter's I-E Scale (1966), a third locus of control 

scale was introduced. That scale, known as the Intellectual Achievement Responsibility 

jTAR] Questioimaire (Crandall, Katovsky, & CrandeU, 1965) was designed to target 

achievement behavior of children. The lAR differed from Rotter's I-E scale in three 

important ways (a) the scale was designed to measure specific behavioral domains, (b) 

outcomes or experiences were explained in terms of success versus failure, and (c) 

external influences were viewed as being caused by others who have increased power over 

a person (Lefcourt, 1991). As researchers were becoming aware of the potential utility of 

the lAR Questionnaire, one investigator reported that Rotter's (1966) I-E Scale was not 

as unidimensional as was presumed (Mrels, 1970). Factor analyses showed that at least 

two factors (subsequently labeled personal control and social systems control) were 

measured using Rotter's scale. 

The fiiU utility of Rotter's I-E Scale went unrecognized imtil the I-E subscales 

were lengthened to include a third subscale. A newly revised scale developed by Reid & 

Ware (1974) resulted in one of the first locus of control measures to explore areas ranging 
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from control over one's inner space (self control) to perceptions of control over one's 

immediate environment (personal control), to person-system transactions (social control). 

Recognizing the influence that others perceived to be more powerful than oneself can have 

on control orientation, Levenson (1973) developed a three-subscale or multidimensional 

version of Rotter's I-E Scale. Like Reid and Ware's (1974) subscales, Levenson's 

Internal, Powerful Others, and Chance [IPC] subscales allowed for the possibility to 

measure a multitude of factors that can influence control orientation. 

Rotter's (1966) I-E Scale, the lAR Questionnaire (Crandall et al., 1965), and 

Levenson's (1973) IPC Scale have served as the models for a number of the locus of 

control scales currently being used (Lefcourt, 1992). However, the majority of the locus 

of control scales developed since 1965 have been normed using young or middle aged 

adults and may not represent valid measures of control in older persons. 

Recognizing the limitations of locus of control scales designed for young and 

middle aged adults, the Desired Control Measure [DCM] was designed to assess the 

degree to which older persons believe they are in control of desirable outcomes in 

everyday life (Reid & Ziegler, 1981). The DCM scale is comprised of two components. 

The first component is designed to assess whether an individual desires to be in control of 

certain aspects of his/her life and the second component is designed to assess the degree to 

which an individual believes he/she has control over certain aspects of his/her life. Since 

the 70-item long form of the DCM typically takes an hour or more to complete, a 

shortened version of the DCM consisting of 32 items also was developed. Both versions 
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of the DCM are typically administered orally (Reid & Ziegler, 1977). 

The norm samples used by Reid and Ziegler (1977) and Ziegler and Reid (1979) 

consisted of 363 older individuals who were residing in (a) an institutional setting, (b) a 

high rise complex, (c) an extended care unit of a hospital, and (d) their own homes. Using 

the long version of the DCM, Reid and Ziegler found that reliability coeflBcients ranged 

from the high .80s and low .90s across five separate studies (Reid & Ziegler, 1981). The 

reliability coefl5cient for the short form was .73 (Reid & Ziegler, 1981). The DCM also 

has been positively correlated (.23-.72) with measures of life satisfaction, psychological 

adjustment, functional health, and positive affect among older persons (Reid & Ziegler, 

1977). In addition, the DCM was shown to be predictive of variables related to life 

satisfaction and physical and psychological status in follow up studies conducted 6, 12, 

and 18 months after the initial studies (Ziegler & Reid, 1979). 

The validity of the DCM continues to be supported in the gerontological literature. 

In one study, the relationship betv/een personal control and depression among 50 nursing 

home residents aged 65-90 (mean of 76.6) was examined using the DCM (Buschmarm & 

Hollinger, 1994). The authors found that residents with the lowest personal control 

scores also showed increased depression scores. Conversely, residents with the highest 

personal control scores showed increased levels of self esteem and more positive 

perceptions of affective support (measured by residents' response to physical touch by 

staff members) than residents with decreased control scores. 

The validity of the DCM has been supported in other long-term care institutions. 



33 

The DCM was administered to 57 residents (mean age of 77) living in a retirement 

community on 25 weekly occasions over a seven month period of time (Eizenman, 

Nesselroade et al., 1997). Although some of the residents' personal control varied from 

week to week, the DCM was considered to have been demonstrated to be a valid 

instrument for assessing short term personal control as well as for assessing personal 

control over an extended period of time. In addition to providing evidence for the utility 

of the DCM for assessing personal control, the results of the study underscore the benefits 

of a pretest-posttest design for assessing changes in personal control among older persons 

over time. 

That the DCM is not a valid measure of personal control also has been suggested. 

Changes in personal control was assessed among 28 patients living in 12 nursing units of a 

Health Science Centre using the DCM short form (Stirling & Reid, 1992). Patients 

included in the study scored 25 or greater on the Mini Mental State Examination [MMSE] 

and had no long-standing history of personality problems. An intervention designed to 

increase personal control was included in the study. Finding no change in personal control 

scores, the authors suggested that the DCM may be more a measure of personal 

disposition than one of personal control. However, the use of the DCM short form may 

have contributed to the lack of change detected in personal control scores. 

The design of the preceding study also may account for the absence of change in 

personal control among patients. Specifically, nurses employed on the units attended 

training designed to teach them (nurses) how to encourage increased patient involvement 
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and how to be less controlling of their patients. Although the involvement of staff 

members (e.g., nurses) may be an essential aspect for increasing personal control among 

older persons, a direct focus on the patients themselves may have yielded different results. 

In addition, the intervention did not include other staff members such as primary 

caregivers who typically have the most responsibility for the day-to-day care of older 

persons residing in institutions and who may therefore be in the best position to facilitate 

an increase in patients' personal control. Finally, the age and physical status of patients 

participating in the study were not identified. Ascertaining whether other factors such as 

chronic disease or sensory impairments may have negatively influenced changes in 

personal control is thus not possible. 

The DCM has been compared with other locus of control scales to determine 

whether the DCM is a valid instrument for measuring control among older adults. The 

DCM and Levenson's (1973) IPC Scale were administered to 363 community dwelling 

adults aged 65 to 97 (mean of 73.9) (Kelly, iCnox, & Gekoski, 1994). The perceived 

health ratings of individuals participating in the study ranged fi-om excellent (score of 1) to 

poor (score of 4) with a standard deviation of .70. Although results indicated that the 

DCM was substantially related to psychological adjustment, the authors concluded that 

only seven items on the DCM tapped beliefs about personal control. 

In summary, there appear to be more studies that support the validity of the DCM 

for measuring personal control among older persons than studies that have questioned the 

validity of the DCM. The construct validity of the DCM appears to be especially relevant 
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to older persons residing in institutions who are typically afforded limited control over 

their environments. The DCM also includes a subsection which inquires about an 

individual's desire for control in specific areas and desire for control has been shown to be 

a critical factor relating to personal control (Rodin, 1986). 

Classic Control-Enhancing Interventions 

The benefits of an intervention designed to increase personal control among older 

adults has been convincingly demonstrated in what has now become a classic study by 

Langer and Rodin (1976). A total of 91 residents living in a nursing home aged 65 to 90 

participated in the study. Residents selected for the study were matched according to 

similar physical and psychological health, although their precise levels of functioning was 

not specified. Residents in the experimental group attended a meeting in which making 

choices and assuming increased responsibility for themselves was emphasized. The 

message delivered to the control group was designed to stress staffs' responsibility for 

residents. Residents in both groups were given plants. However, residents in the 

experimental group were given the choice as to whether they wanted the responsibility of 

caring for their plants. Residents in the control group were informed that staff would care 

for their plants. 

Questionnaire ratings and behavioral measures showed a significant short term 

improvement for the experimental group over the control group on alertness, active 

participation, and a general sense of well being (Langer & Rodin, 1976). Although no 

significant difference in personal control was found between the two groups, active 
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participation and well being have been associated with increased personal control among 

older adults (Reich & Zautra, 1990). In addition, since 20% of the participants in Langer 

& Rodin's study indicated they were unable to understand what was meant by "control," 

the authors concluded that the questions designed to assess personal control were not 

adequate to discriminate between the two groups. Although scores for residents who 

received the control-enhancing message increased on a number of factors associated with 

personal control, the findings in Langer and Rodin's study underscore the need for the use 

of a valid and reliable instrument for examining personal control among older adults 

residing in nursing homes. 

In a follow up study conducted eighteen months later, Rodin and Langer (1977) 

were able to demonstrate sustained effects in active participation, alertness, and well being 

for the experimental group over the control group. Moreover, only 15% of the residents 

in the experimental group had died. The mortality rate for the control group was twice as 

great (30%). Based on the preceding studies (Langer & Rodin, 1976; Rodin & Langer, 

1977), evidence exists that control-enhancing interventions designed to facilitate increased 

responsibility and opportunities for choice-making can have therapeutic consequences for 

older persons residing in nursing homes. In addition, the interventions may have both 

short and long-term effects. 

The effects of a control-enhancing intervention also were shown in the classic 

studies conducted by Schulz (1976) and Schulz and Hanusa (1978). However, unlike 

Rodin and Langer's findings (1977), the long term efifects of the intervention were not 
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produced. Schuiz (1976) conducted an intervention among 36 residents (mean age of 

81.5) who were living in a retirement community. Residents were assigned to one of four 

conditions (a) a control-enhancing condition that allowed residents to determine both the 

frequency and duration of visits from college students, (b) a condition in which residents 

were informed when they would be visited by the students and how long visits could be, 

(c) a condition in which residents were visited by the students on a random basis, and (d) a 

condition in which no visits occurred. 

Results of the study indicated that residents who were able to control and predict 

the frequency and duration of visits were significantly more superior on indicators of 

physical and psychological status than residents who were visited on a random basis or not 

at all. The author concluded that a decline in residents' physical and psychological 

flmctioning may have been inhibited or reversed by making a significant and positive event 

(e.g., visits from students) available to older persons. However, a follow up study 

conducted 24 months later (Schuiz & Hanusa, 1978) indicated that the initial effects had 

disappeared. Residents who experienced gains by having control over visitations later 

experienced declines in both physical and psychological status. 

A number of reasons may exist for the discrepancies found between the preceding 

studies. First, residents in the Langer and Rodin (1976) and Rodin and Langer (1977) 

studies were given responsibility and opportunities to make choices for themselves in areas 

over which they actually had control. Residents in Schulz's (1976) study may have 

initially been able to control and predict when the visits from the college students would 
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occur, however, the visits were not typical activities that occurred in the retirement 

community. Thus, emphasizing choice-making and responsibility in areas where one 

actually has control may be more beneficial than creating a false sense of control in areas 

over which the person has little or no real control. Recognizing the limitations of their 

research design, Schuiz and Hanusa (1978) suggested that "subjects' expectations for 

controlling or predicting important events in their lives may have been raised by the 

interventions used and then abruptly violated when the study terminated and their 

experimenters and visitations disappeared" (p. 1199). Therefore, when increased personal 

control is attributed to unstable factors, the impact of the intervention may be temporary 

at best. The intervention may be damaging if control is given and then abruptly 

discontinued. 

Second, control-enhancing interventions may yield positive outcomes only when 

an individual desires an mcrease in control. For those residents living in the retirement 

community (Schuiz, 1976), receiving visits may not have been something they particularly 

desired. However, residents in Langer and Rodin's (1976) study may have found 

considerable value for enhancing their responsibility in an environment that typically 

emphasizes increased dependence on staff members. Being allowed to keep and care for 

the plants also may have encouraged residents' ongoing responsibility. 

Third, the differences in the samples used in the preceding studies (residents living 

in a nursing home versus a retirement community) may have influenced the effects of the 

control-enhancing interventions. Nursing homes typically exemplify a medical model of 
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care which is characterized by hierarchical and authoritarian organization and imposes 

inherent restraints on residents (Ryden, 1983). Retirement communities are typically less 

structured than nursing home facilities, thereby allowing for increased autonomy and 

freedom of choice for residents. In addition, residents living in nursing homes are often 

older than persons living in retirement communities and may suffer from increased 

functional limitations, chronic health problems, sensory limitations, reduced energy level, 

and serious cognitive deficits (Menec & Chipperfield, 1997). 

Fourth, the questionnaire used by Langer and Rodin (1976) was designed to 

measure personal control, alertness, level of activity and general well being. The 

questionnaire used by Schulz (1976) was designed to measure physical and psychological 

fimctioning. Without the use of a standardized personal control measure, determining 

whether personal control was assessed is difBcult. 

In summary, interventions designed to increase personal control among older 

persons residing in nursing homes and retirement communities were indeed shown to be 

effective in two of the earliest studies conducted in this area (Langer & Rodin 1976; 

Schulz, 1976). That positive outcomes associated with particular interventions may be 

relatively short lived and may even be damaging to some older persons when certain 

conditions are not met also was demonstrated. Encouraging residents' responsibility and 

providing opportunities for residents to make choices in areas over which they actually 

have control and in areas where control is desired appeared to produce the most positive 

and longest lasting outcomes. In addition, control-enhancing interventions used in nursing 
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homes may not necessarily be effective for older persons residing in retirement 

communities, suggesting that different interventions may be needed to produce positive, 

long lasting effects in different long-term care institutions. The questionnaires used in 

Schulz's (1976) and Langer and Rodin's (1976) studies also were designed to measure 

different factors associated with personal control. 

Control Enhancing Interventions in the 1980s and 1990s 

The positive effects of control-enhancing interventions designed to promote 

responsibility and opportunities for making choices among older persons have been 

illustrated throughout the 1980s and 1990s- By avoiding some of the design flaws 

identified above, researchers have used the Langer and Rodin (1976) and Schulz (1976) 

studies to serve as models for developing a variety of personal control- enhancing 

intervention in nursing homes as well as retirement communities. In one study, 

encouraging nursing home residents between the ages of 57-98 to (a) become more 

responsible for themselves, (b) increase their awareness surrounding decisions they could 

make for themselves, and (c) assume the responsibility of caring for a bird feeder produced 

a significant increase in personal control, happiness, and levels of activity (Banziger and 

Roush, 1983). In addition, most of the positive effects persisted for at least three months. 

Conversely, a comparison group of residents who did not receive bird feeders and who 

were given a dependency reinforcing message that emphasized accepting care from staff 

members did not show a significant increase in personal control. A no-treatment control 

group who received no message and no bird feeders also showed no significant increase in 



41 

personal control. However, the pretest-posttest questionnaire used by Banziger and 

Roush is similar to the one designed by Langer and Rodin (1976) and may have been less 

valid than a standardized scale for assessing personal control among residents. 

Positive control-enhancing effects also have been demonstrated by encouraging 

older residents to assume increased responsibility for other people. Residents (mean age 

of 75.3) living in a nursing home who were given the responsibility of serving as a 

"welcoming committee" to plan and implement ways of helping new residents showed 

significant increases in personal control and life satisfaction (Moran & Gatz, 1987). A 

second group of residents assigned to a "fiiendship committee" that enabled them to 

enhance their coping skills by encouraging them to share their concerns with nursing home 

staff members and other residents also showed a significant increase in personal control. 

However, no significant increase in life satisfaction occurred for residents assigned to the 

fiiendship committee. The authors found no significant differences in personal control or 

life satisfaction for residents in the control group who were not assigned to any 

committee. Based on the preceding findings, one might conclude that encouraging 

residents to assume responsibility for other residents and promoting active involvement 

with other residents may be more conducive to increasing overall life satisfaction than 

encouraging residents to take a more passive role in their lives (e.g., simply talking about 

their concerns). The authors' use of Rotter's (1966) I-E Scale lends support for the 

validity of the study. 

The benefits of control-enhancing interventions among older persons residing in 
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retirement communities have continued to be demonstrated. In one study, 63 residents 

with a mean age of 78.3 who attended classes designed to teach them that they were 

responsible for their lives and well being showed significant increases in personal control 

as assessed using Irey's Personal Control Scale (Slivinske & Fitch, 1987). No significant 

increase in personal control was found for the control group that did not attend the 

classes. The study provides additional support that older persons who function at higher 

levels than persons living in nursing homes (e.g., a retirement community) also may benefit 

fi-om interventions designed to increase personal control. 

The positive eflfects of staff training on control also have been shown. In one 

study, nursing staff received a 4-week training which focused on basic communication 

skills, knowledge about aging, and basic behavioral principles (Baltes et al., 1994). The 

transfer of these skills to everyday nursing care was then applied to residents aged 68-91 

(mean of 83.2) who were living in two nursing homes (one state run home and the other a 

religiously aflSliated home) and a ward in a geriatric hospital. Control groups were 

matched within all three facilities. The results revealed a significant increase in residents' 

independence in all three treatment groups as compared to the control groups, regardless 

of the setting. Although the authors were not directly assessing personal control, 

independence has been shown to correlate with enhanced adjustment among older 

individuals (Menec & Chipperfield, 1997; Ryfi^ 1989). By measuring residents' 

independence through direct behavioral observations, the authors were able to determine 

the degree to which residents actually increased their levels of independence. Thus, in 
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addition to assessing personal control, behavioral observations may be used to determine 

whether a person is actively engaged in exerting control over his/her environment. 

The utility of one very creative intervention designed to improve the quality of life 

among residents in a nursing home also has been demonstrated. Providing residents with 

plants and animals to care for and setting up an after school day care center for children 

within the nursing home yielded a number of positive outcomes (Thomas, 1996). The 

study also demonstrated the benefits of increasing responsibility and decision-making 

authority for primary caregivers in the home. Specifically, Thomas reported (a) a 

reduction in the use of medications with a savings of $75,000 per year, (b) a significant 

reduction in the average number of resident infections, (c) a 25% decrease in mortality 

rates as compared to a nursing home in which residents received no intervention, and (d) 

a 25% reduction in primary caregiver turnover rates. Thomas' intervention, better known 

as the "Eden Alternative," provided evidence that interventions implemented by primary 

caregivers can have astounding and widespread effects on persons residing in even the 

most restrictive environments such as nursing homes. In fact, interventions designed to 

change environmental conditions to offer as much autonomy as possible within a 

"prosthetic setting" seem desirable for enhancing adjustment and the overall well being in 

older persons (Baltes, et al., 1994). 

In summary, the many benefits of control-enhancmg interventions designed to 

increase independence, responsibility, and opportunities for choice making among older 

persons residing in nursing homes and retirement communities have been demonstrated 
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throughout the 1980s and 1990s. Encouraging increased responsibility and decision

making authority for nursing staff and primary caregivers also has been correlated with 

positive outcomes for staff and residents. In addition, direct observation of residents' 

behavior may provide important information about how residents might behave when they 

feel in control of their environments. However, despite evidence that assisted living may 

be one way to delay or avert the need for some older persons to move into nursing homes 

(Netting & Wilson, 1991), studies on the effects of control-enhancing interventions 

continue to target individuals residing in nursing homes and retirement communities. 

Assisted Living Facilities 

The paucity of research on personal control among residents in assisted living 

facilities appears to exist for a number of reasons. Perhaps the most obvious explanation 

is due in part to the fact that assisted living was not established as an alternative means of 

congregate living until the 1980s (Fonda et al., 1996). Subsequent to the Rehabilitation 

Act of 1973, assisted living facilities were developed to postpone or minimize nursing 

home placement among older adults through environments which provide supportive 

services and creative options for leisure activities (Assisted Living Quality Coalition, 

1998). The principle underlying the assisted living model is one which promotes privacy, 

maximum independence, choice, dignity, and respect (Fonda et al., 1996). The majority of 

assisted living facilities consist of a limited number of units (usually not more than 60) and 

are designed to resemble homelike settings (Heumann, 1990). Individuals residing in 

assisted living facilities typically live in their own apartments and meals are provided in a 
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central dining room of the facility. Trained staff (including nurses and primary caregivers) 

are available to provide services based on individual need and are usually limited to 

minimal to moderate assistance with activities of daily living, housekeeping and laundry 

services, special meals, transportation, and social activities. Unlike nursing homes, 

support services in assisted living facilities are typically provided at the margin of 

individual need (Heumann, 1990). 

Recognition that one's living environment is positively correlated with one's well 

being has, however, prompted increased attention for alternatives to nursing home living. 

For example, levels of activities of daily living among residents in an assisted living facility 

were assessed to determine if environmental factors were correlated with functional status 

Fonda et al. (1996). The facility in this particular study was developed specifically to 

provide a rich social environment for low income residents and contained a library, sim 

rooms with potted plants, a walking trail, and a recreation lounge for the residents. Group 

lunches, birthday parties for the residents, health education clinics, and exercise classes 

also were scheduled on a regular basis. In addition, residents were encouraged to 

participate in a number of household tasks. Activities of daily living were assessed at the 

time individuals entered the home, six months following their admission, one year after 

their admission, and eighteen months from the time of admission. The majority of 

residents were able to maintain a relatively high levels of functioning over an eighteen 

month time period. Although the relationship between level of function and personal 

control was not directly assessed, functional status has been shown to be directly 
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correlated with personal control (Baltes at al., 1994; Beck, 1982; Langer & Rodin, 1976; 

Rosen et al., 1997; Slivinske & Fitch, 1987). 

The benefits for some older adults who are unable to live independently to reside in 

assisted living facilities are multifaceted. However, assisted living facilities are not without 

problems. In one study, older persons residing in an assisted living facility had 

significantly higher depressed mood scores than older adults living in the community 

(Grayson, Lubin, & Van Whitlock, 1995). One reason for residents' increased depression 

might be attributable to the fact that the individuals residing in the assisted living facility 

were significantly older than those living at home. A second confounding variable may 

have been that the individuals residing in the assisted living facility were sufiering fi-om 

declining physical health as this is often a factor which leads to assisted living. One might 

also conclude that assisted living may be viewed by some older persons as a transitional 

period which precedes nursing home placement. Persons residing in the assisted living 

facility may have considered their living arrangement as being a temporary one that would 

eventually result in relocation to a nursing home. 

The concept of "aging in place" emphasizes the need for long-term care 

institutions designed to accommodate older persons over an extended period of time. An 

excellent illustration of this type of facility was provided by Thompson (1994). The 

central characteristic of what Thompson referred to as "Woldenberg Village" was to 

develop a community that would not only promote a person's highest level of independent 

fimctioning, but one that would allow for persons to remain in the facility, regardless of 
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their changing needs. Instead of transferring older residents to a nursing home as they 

begin to present with increasing physical and cognitive impairments, the staff at 

Woldenberg Village relied on natural supports such as peers and environmental 

modifications (e.g., a barrier free single story structure and custom designed apartments) 

to meet residents' needs. If staff at Woldenberg were able to design measures that can 

provide such extensive support, the ability to implement a number of simpler personal 

control-enhancing interventions in assisted living facilities would appear to be quite viable. 

In summary, the limited research regarding the effects of control-enhancing 

interventions among older persons residing in assisted living facilities suggests a need for 

more research in this area for several reasons. First, positive effects have been 

demonstrated using control-enhancing interventions in nursing homes, retirement 

communities, and, more recently, in other residential settings designed specifically for 

older persons. Second, some researchers have begun to view the concept of control as an 

essential foundation for any residential fecility for older persons (Feingold & Werby, 

1990). Third, control-enhancing interventions appear to serve as critical elements in 

delaying or minimizing the need for older persons to move to nursing homes. In fact, it 

has been estimated that between 20 and 30 percent of the elderly living in nursing homes 

could live in the community (Heumann, 1990). Interventions designed to enhance 

personal control could enable an increased percentage of older Americans to live fiill an 

enriched lives in assisted living facilities. 
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CHAPTERS 

RESEARCH DESIGN AND METHODOLOGY 

In chapter 3, the design, methods, and procedures used in the present study are 

described. The chapter is organized into seven sections (a) research questions and 

hypotheses, (b) research participants, (c) setting, (d) research design, (e) treatment 

procedures, (f) instrumentation, and (g) data analysis. 

Research Questions and Hypotheses 

The major research questions were (a) Would residents living in an assisted living 

facility who participated in a control-enhancing intervention designed to encourage 

responsibility and independence show a significantly greater increase in personal control 

than residents living in the facility who did not receive the control-enhancing intervention? 

(b) Would residents living in an assisted living facility who participated in a control-

enhancing intervention designed to encourage responsibility and independence show a 

significantly greater increase in actual control than residents living in the facility who did 

not receive the control-enhancing intervention? The control-enhancing intervention was 

implemented by primary caregivers because primary caregivers are often in the best 

position to elicit increased responsibility among residents living long-term care institutions 

(Thomas, 1996). Demographic factors, including gender, age, education, and 

socioeconomic status all have been shown to correlate with personal control among older 

persons (Johnson et al., 1998; Lachman, 1986; Lachman & Lefi^ 1991) and were therefore 

examined to determine if there was a correlation between each of the variables and 
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personal and actual control among residents. 

The null hypothesis (Ho) was that no significant difference would be found 

between pre- and post-assessment on the Desired Control Measure, the Participant 

Questionnaire, and the Behavioral Checklist for the treatment and control groups. The 

alternate hypothesis (H,) was that a significant difference would be found between pre-

and post- assessment on the Desired Control Measure, the Participant Questionnaire, and 

the Behavioral Checklist for the treatment and control groups. 

Research Participants 

Individuals residing in an assisted living facility in the Southwestern part of the 

U.S. comprised the sample of the present investigation. A sample of 25 was derived fi-om 

a total of 52 residents. Four residents ceased participation during the first week of the 

study (two due to illness and two due to relocation fi-om the facility). Of the remaining 21 

residents, 10 comprised the treatment (control-enhancing group) and 11 served as the 

control. 

Demographic Information for Treatment Group 

All residents in the treatment group were Caucasian. Eight were female with ages 

ranging from 66 to 97 (mean age of 85.2). One resident had an S*** grade education, two 

graduated from high school, four completed one to two years of college or technical 

training beyond high school, and three had obtained a Bachelor's degree. Self reports by 

residents indicated that seven were middle class citizens, two were of an upper-middle 

class, and one was an upper class citizen. 



50 

Demographic Information for Control Group 

AH residents in the control group were Caucasian. The majority (seven) of the 

residents were female. Ages ranged from 75 to 104, with a mean age of 84.8. One 

resident reported an education level below the 8"" grade, two had an S"" grade education, 

one graduated from high school, three had completed one to two years of college or 

technical training, and three had obtained a Bachelor's degree. Self reported 

socioeconomic status indicated that seven residents were middle class citizens, three were 

of an upper-middle class, and one was of an upper class. 

Criteria for Inclusion in the Study 

The treatment and control groups were selected by floor to decrease the 

likelihood that treatment effects would be contaminated. Of the three floors in the facility, 

the second and third were selected because the first floor contains a dining room, a library, 

and a lounge and was therefore occupied by fewer residents than the second and third 

floors. The second and third floors were essentially the same in terms of environmental 

conditions and number of residents (21 and 19, respectively). The physical and 

psychological status of residents on all three floors appeared similar. Residents were 

allowed to choose which floor they wanted to live on based upon availability when they 

moved into the facility. 

All residents from the second and third floors were invited to attend a meeting with 

the researcher on the day the study commenced. Residents were informed that the 

purpose of the meeting was to determine if they wanted to participate in a study that was 
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designed to gather information related to one's thoughts and feelings about living in an 

institution. Participant Consent Forms (see Appendbc A) were distributed and read aloud 

by the researcher, explaining that residents could either refuse to participate or withdraw 

from the study at any time without consequences. Residents also were informed that any 

information derived from their responses would be used solely for research purposes and 

that individual identities would be kept confidential. 

Because cognitive deficits might have been a limiting factor in some residents' 

ability to participate in the study, all residents from the second and third floors were 

screened for cognitive impairment using the Mini Mental State Examination [MMSE] 

(Folstein, Folstein, & McHugh, 1975). An MMSE score of 24 or greater was initially 

required for inclusion in the study since a score below 24 could suggest cognitive 

impairment (La Rue, 1992). Almost half (10) of the residents scored below 24 on the 

MMSE. However, all residents were able to articulate the degree to which they believed 

they had control over particular aspects of their lives when assessed using the Desired 

Control Measure (Reid and Ziegler, 1981). Therefore, all residents were included in the 

study. 

Setting 

The assisted living facility chosen for the present study is part of a continuum of 

long-term care services for older persons that also includes a retirement community for 

independent adults, a facility for individuals with moderate to severe dementia, and a 

skilled nursing care facility for individuals requiring acute rehabilitative services and 
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personal care. Individuals residing in the assisted living facility generally function at a 

lower level than individuals residing in the retirement community but at a higher level of 

functioning than individuals living in the facility designed for persons with dementia. 

The assisted living facility is comprised of 62 apartments, with the option of both 

single and double occupancy living arrangements. The range of services provided 

included assistance with personal care (e.g., bathing, dressing, and grooming), medication 

administration, housekeeping, transportation, meals, social and recreational activities, and 

24-hour staffing. The aforementioned services are all characteristic of most assisted living 

facilities (Heumann, 1990). 

One unique aspect associated with the assisted living facility in the present study is 

that administrative staff subscribe to the Eden Alternative Model (Thomas, 1996). The 

model is designed to enhance the quality of life for older persons living in long-term care 

institutions by enlivening their environments and promoting maximum independence for 

residents. Long-term care institutions that are designed to meet the objectives described 

above have been shown to be conducive to enhancing personal control among residents 

(Langer & Rodin, 1976; Rodin, 1986; Slivinske «& Fitch, 1987; Stirling & Reid, 1992; 

Thomas, 1996). 

Research Design 

A quasi-experimental between subjects pretest-posttest control group design was 

used for the present study (Shavelson, 1988). No attempt at group matching was made. 

Residents living on the third floor were randomly assigned to the treatment group who 
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received the control-enhancing intervention. Residents on the second floor were randomly 

assigned to the control group. The decision to carry out the control-enhancing 

intervention for six consecutive weeks was based on a review of the literature which 

indicated that six weeks is an average length of time for implementation of control-

enhancing interventions among older persons residing in long-term care institutions 

(Banziger & Rousch, 1983; Bensink et al., 1992; Langer & Rodin, 1976; Rosen et al., 

1997; Schulz, 1976; Slivinske & Fitch, 1987). 

Treatment Procedures 

Treatment Group 

To introduce the control-enhancing intervention, the facility administrator of the 

assisted living facility who interacts with the residents on a regular basis met with the 

treatment group. The message delivered to the group (see Appendix B) was intended to 

encourage residents to (a) assume increased responsibility for their personal care and for 

events occurring within the facility and (b) to become actively involved in decisions 

surrounding their care and the types of activities offered at the facility. The administrator 

provided examples regarding the types of activities in which residents might have wanted 

to become involved, including developing a welcoming committee for new residents, 

celebrating birthdays and holidays, and growing a garden. Residents were informed that 

primary caregivers would spend 10-15 minutes per day with each of them for six 

consecutive weeks for the purpose of assisting residents in planning or carrying out their 

suggestions and to explore ways in which residents could increase involvement in their 
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personal care. 

Staff Training for Treatment Group 

Three days following the meeting with the treatment group, the facility 

administrator met with primary caregivers who worked the first and second shifts (6:30 

a.m. to 2:30 p.m. and 2:30 p.m. to 11:30 p.m., respectively) on the third floor. At that 

time, caregivers were instructed to spend 10-15 minutes per day with each of the 10 

residents assigned to the treatment group for six consecutive weeks (see Appendix C). 

Caregivers were informed that the purpose of the visits was to encourage residents to 

make suggestions about activities, to increase involvement in activities, and to increase 

responsibility for their care. Suggestions for activities paralleled the examples provided to 

residents in the treatment group. Caregivers also were asked to provide input on specific 

ideas they had for increasing residents' responsibility, independence, and decision-making 

abilities. There was one caregiver assigned to the third floor on each shift. Specific times 

for meeting with residents were not established to allow for a normal flow of residents' 

and caregivers' routines. 

Caregivers who worked with the treatment group also watched two videotapes 

that described the Eden Alternative philosophy and model of care (Thomas, 1996). In 

addition, caregivers attended a second meeting with the facility administrator, activities 

personnel, housekeeping personnel, maintenance personnel, and dietary personnel. The 

meeting was held to identify various supports caregivers may have needed to carry out the 

control-enhancing intervention. For example, housekeeping personnel were informed that 
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residents might request to have their apartments cleaned at different times or to clean 

portions of their apartments themselves. The activities personnel was asked to be 

prepared to provide additional activities that might be requested by residents. 

Maintenance personnel were asked to be prepared to respond to requests such as 

increasing the lighting in some areas of the facility. Dietary personnel were informed that 

residents' requests might include rescheduling mealtimes or menu changes. 

Control Group 

The control group also attended a meeting with the facility administrator; 

however, the message provided (see Appendix D) underscored staffs' responsibility for 

residents. Residents were reminded of the options provided by facility personnel to enrich 

their lives and to make their lives interesting. Residents were informed that caregivers 

would spend 10-15 minutes with them per day for six consecutive weeks, doing something 

the residents enjoyed. Examples included visiting with caregivers, having caregivers assist 

them in writing letters, or reading the newspaper with caregivers. In addition, residents 

were asked to notify caregivers if residents had any complaints or concerns. 

Staff Training for Control Group 

Three days after the meeting with the control group, the facility administrator met 

with primary caregivers who worked the first and second shifts (6:30 a.m- to 2:30 p.m. 

and 2:30 p.m. to 11:30 p.m., respectively) on the second floor. During the meeting, 

caregivers were informed of their responsibility for making the facility a home the 

residents would enjoy and one in which residents could be happy. Caregivers were 
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instructed to spend time with each of the 11 residents assigned to the control group for 

10-15 minutes per day for six consecutive weeks (Appendix E). The administrator 

explained that the purpose for the visits was to do things residents enjoyed. Suggestions 

for the visits paralleled the examples provided to residents in the control group. There 

was one caregiver assigned to the second floor on each shift. Specific times for meeting 

with residents were not established. Caregivers responsible for the control group received 

no additional training or support fi-om other facility personnel. 

Instrumentation 

The following instruments were used in the present study (a) Demographic 

Questionnaire, (b) Mini Mental State Examination [MMSE], (c) Desired Control Measure, 

(d) Participant Questionnaire, and (e) Behavioral Checklist. 

Demographic Questionnaire 

A Demographic Questionnaire (see Appendix F) was developed by the researcher 

to obtain information relating to the following variables: (a) age, (b) gender, (c) 

education, and, (d) socioeconomic status. The information was utilized to determine if 

any of the variables were correlated with pretest personal control scores among 

participants assigned to both the treatment and control groups. 

Mini-Mental State Examination 

The MMSE (Folstein, Folstein, & McHugh, 1975) was developed as a practical 

instrument to screen for cognitive impairment. The scale (see Appendix G) consists of 10 

orientation questions designed to assess immediate and delayed recall, measures of 
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attention and calculation, several simple language items, and one visuographic item. 

Errors are summed and subtracted from a total of 30 points. 

The original study of the MMSE (Folstein, Folstein, & McHugh, 1975) included 

206 hospitalized patients diagnosed as having dementia, affective disorders, personality 

disorders, cognitive impairment, and schizophrenia. A total of 63 "normal" older adults 

were included in the study. Mean scores on the MMSE ranged from 27.6 (normal adults) 

to 9.6 (adults with dementia). Based on the results of the study, the authors 

recommended that a score of 23 be used to raise the question of cognitive impairment. 

The MMSE is known to have acceptable internal consistency reliability. 

Specifically, the MMSE Cronbach coeflBcient alpha [a] for reliability ranges from .69 to 

.72 (Folstein, Anthony, Parhad, Duffy, & Gruenberg, 1985). 

Desired Control Measure 

The DCM long form (Reid and Ziegler, 1981) (see Appendix H) was used to 

assess personal control among residents. Designed specifically for older persons, the 

DCM is a 70-item instrument that is composed of two sections. Part I (Desire of 

Outcomes) was designed to assess whether an individual desires control of certain aspects 

of his/her life. For example, the first question in Part I asks; "How desirable is it to you 

that your fiiends come and visit you regularly?" (Reid & Ziegler, 1981, p. 153). 

Comprised in a 5-point Likert format, responses to all questions in Part I range from "very 

desirable" with a point value of five to "very undesirable" with a point value of one. A 

score of five indicates the highest expectancy of control and a score of one indicates the 
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lowest expectancy of control. 

Part n of the DCM (Beliefs and Attitudes) is designed to assess whether an 

individual expects to be able to control certain aspects of his/her life. Statements in Part EE 

were designed to parallel questions in Part I. For example, the &st statement in Part n is; 

"I find that I am able to arrange for fiiends to come and visit me regularly" (Reid & 

Ziegler, 1981, p. 155). Responses in Part n range fi-om "strongly agree" with point value 

of one or five, to "strongly disagree" with a point value of one or five. The value assigned 

to each response in Part n varies depending on the degree to which one believes he/she 

expects to be able to control a particular event or situation. A score of five indicates the 

highest expectancy of control and a score of one indicates the lowest expectancy of 

control. 

As indicated in chapter 2, the norm samples used by Reid and Ziegler (1981) 

consisted of 363 older adults, including individuals residing in institutions and persons 

living at home. Reliability coefficients of the DCM ranged fi-om the high .80s and low 

.90s across five separate studies (Reid & Ziegler, 1981). In addition, the DCM has been 

shown to be positively correlated with measures of life satisfaction, psychological 

adjustment, fiinctional health, positive affect, and well being in older adults (Lefcourt, 

1991). 

Participant Ouestfionnaire 

A 12-item Participant Questionnaire (see Appendix I) designed by the researcher 

was utilized as a means to assess the degree to which residents believed they were in 
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control of specific events or situations occurring wdthin the assisted living facility. Similar 

to Part n of the DCM, the Participant Questionnaire consisted of a 5-point Likert format. 

Responses ranged fi-om "strongly agree" with a point value of one to five, to "strongly 

disagree" with a point value of one to five. The value assigned to each response varied, 

with a score of five indicating increased personal control and a score of one indicating 

decreased personal control. 

Behavioral Checklist 

A Behavioral Checklist (see Appendix J) was developed by the researcher to 

determine the degree of control exhibited by residents. Specifically, the Checklist 

consisted of a 5-item Likert format that was designed to measure whether there was an 

observable change in residents' involvement in activities, whether residents made decisions 

surrounding their care, whether residents made suggestions for new activities or for 

changes in their routines, and whether residents showed increased participation in their 

care. Responses ranged fi'om "strongly agree" to "strongly disagree" with a value point of 

one to five, to "strongly disagree" also with a value point of one or five. The value 

assigned to each response varied depending on the degree to which residents were 

believed to display a particular behavior. A score of five was indicative of behaviors 

associated with increased personal control. The checklist also contained a comment 

section in which caregivers were instructed to write brief comments regarding any unusual 

behavior or situations which might have precluded residents fi-om participating in the study 

(e.g., a resident was ill or had left: the facility for the day). 



Data Collection 

The researcher administered and scored the Demographic Questionnaire, the 

MMSE, the DCM, and the Participant Questionnaire. Primary caregivers completed the 

Behavioral Checklists. The data was collected as follows: 

1. The Demographic Questionnaire was completed for both groups. 

2. The MMSE was administered and scored for both groups. 

3. The DCM was administered and scored for both groups following each group's 

meeting with the facility administrator. 

4. The Participant Questionnaire was administered and scored for both groups 

following each group's meeting with the facility administrator. 

5. Caregivers assigned to both groups were instructed to complete the Behavioral 

Checklists for each participant at the end of the first week of the study and at the end of 

the sixth week of the study. 

6. The DCM was re-administered and scored for both groups at the end of the 

sixth week. 

7. The Participant Questionnaire was re-administered and scored for both groups 

at the end of the sixth week. 

Data Analysis 

The independent variable in the present study was the control-enhancing 

intervention. The dependent measures were scores on the DCM, the Participant 

Questionnaire, and the Behavioral Checklist. A 2X2 repeated measures analysis of 
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variance (ANOVA) (Shavelson, 1988) was utilized to assess group differences on the 

DCM and the Participant Questionnaire at pretest and posttest times. A mixed design 

ANOVA (one between subjects and two within subjects factors) (Shavelson, 1988) was 

used to assess group differences on the Behavioral Checklist for both a.m. and p.m. shifts 

following the first and sixth weeks of the study. 

A Pearson product-moment correlation coeflBcient [r] (Shavelson, 1988) was used 

to determine if there was a relationship between demographic variables (i.e., age, gender, 

education, and socioeconomic status) and personal and actual control among both groups. 

Cronbach alpha coefiScients [a] ( Shavelson, 1988) were calculated to assess the internal 

consistency and reliability of the DCM, the Participant Questionnaire, and the Behavioral 

Checklist. 
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CHAPTER 4 

RESULTS 

The purpose of chapter 4 is to provide a description of the treatment effects of a 

control-enhancing intervention designed to encourage increased responsibility, 

independence, and choice-making among residents residing in an assisted living facility. 

The chapter is organized as follows (a) reliability of the dependent measures, (b) 

correlation effects between demographic variables (i.e., gender, age, education, and 

socioeconomic status) and personal and actual control, (c) results of the study, and (d) 

chapter summary. 

Reliability of Dependent Measures 

The dependent measures utilized in the present study were the Desired Control 

Measure (DCM) (Reid & Ziegler, 1981), the Participant Questionnaire, and the 

Behavioral Checklist. The DCM is comprised of two sections (a) Part I (Desire of 

Outcomes) which assesses whether an individual desires control of certain aspects of 

his/her life and (b) Part EE (Beliefs and Attitudes) which assesses whether an individual 

expects to be able to control certain aspects of his/her life. The Participant Questionnaire 

was designed by the researcher of the present study to assess whether residents believed 

they were able to exhibit control over certain aspects within the assisted living facility 

(e.g., had input regarding types of activities being offered at the facility). The Behavioral 

Checklist also was designed by the researcher of the present study to measure actual or 

observable behaviors that represented increased personal control (e.g., whether residents 
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made decisions surrounding their care). 

An estimate of internal consistency of the three dependent measures was obtained 

by applying a coefficient-alpha (a) formula to each of the scales (Shavelson, 1988). 

Separate coefficients were calculated for Parts I and n of the DCM. The resultant alpha 

for Part I of the DCM was .87 and .66 for Part EE. The resultant alpha for the Participant 

Questionnaire was .62. The alpha for the Behavioral Checklist was .85. Because 

coefficients in the .40 to .60 range are considered "high" when conducting research 

regarding the interrelationship of complex variables such as achievement, cognitive style, 

and motivation (Dinham, 1976), the reliability of all three dependent measures used in the 

present study was considered to be acceptable. 

Demographic Variables 

A Pearson product-moment correlation coefficient [r] (Cozby, 1993) was used to 

determine if there was a correlation between gender, age, education and socioeconomic 

status and each of the dependent measures at pretest assessment. With an alpha level of 

.05, the correlation between gender and Part I (Desire of Outcomes) of the DCM was 

statistically significant, p = .037. No significant correlations were found between control 

and age, control and education, and control and socioeconomic status on any of the 

dependent measures at pretest assessment. 

Results 

Desired Control Measure Part 1: Desire of Outcomes 

A repeated measures analysis of variance (Shavelson, 1988) was used to detect 
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between and within-group changes from pre- to post-assessment on the Desire of 

Outcomes Scale using the treatment and control group data. An alpha was set at the .05 

level of significance. As shown in Table 1, the achieved significance levels were greater 

than .05 (p = .073 for between-group effect and p = .367 for within-group interaction), 

indicating that no significant effects or interactions between or within-groups were found. 

The null hypothesis (that no difference on the Desire of Outcomes Scale for the treatment 

and control groups would occur) failed to be rejected. 
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Table 1 

Summary table for the analysis of variance with repeated measures on the Desired Control 

Measure Part I: Desire of Outcomes 

Source of Variance df SS F P 

Between (Group) 1 807.93 3.61 .073 
Error 19 4251.07 

Interaction (Time X Group) 1 72.81 ^85 .367 
*Ii<.05 
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Figure 1. Changes in group means pre to post-measure on Part I of the DCM 

Desired Control Measure 
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Desired Control Measure Part H: Beliefs and Attitudes 

A repeated measures analysis of variance (Shavelson, 1988) was used to detect 

between and within-group changes from pre- to post-assessment on the Beliefs and 

Attitudes Scale using the treatment and control group data. With an alpha level of .05, a 

statistically significant effect of group occurred, F (1,19) = 7.53, ji < .05 (ji = .013) (see 

Table 2). The results indicated that the mean for the treatment group was significantly 

different from the mean of the control group. The results also showed a significant 

interaction between group and test, F (1,19) = 12.86, g < .01 (p = .002), indicating that 

the treatment and control groups had significantly different scores on either the pre- or the 

posttests (see Table 2). In order to assess where the significant interaction occurred, an 

Independent Samples t-test (Shavelson, 1988) was conducted at the .05 level of 

significance. As illustrated in Table 2-1, the results indicated that the mean of the 

treatment group was significantly higher than the mean of the control group on the 

posttest assessment, t = -4.494, < .01 (j2 = .000). Therefore, the null hypothesis (that 

no difference between treatment and control groups on the Beliefs and Attitudes Scale 

would occur) was rejected. 
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Table 2 

Summary table for the analysis of variance with repeated measures on the Desired Control 

Measure Part II: Beliefs and Attitudes 

Source of Variance df SS F P 

Between (Group) 
Error 

1 
19 

790.46 
1994.54 

7.53 .013^ 

Interaction (Time X Group) 1 1198.40 12.86 .002** 

< .05 
**fi< .01 

Table 2-1 

Summary table for the independent samples t-test on the Desired Control Measure: Part 

IT: Beliefs and Attitudes 

Independent t-test df t P 

Between (Group) 19 -4.494 .000* 
*j2<.01 
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Figure 2. Changes in group means pre to post-measure on Part II of the DCM 

Desired Control Measure 
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Participant Questionnaire 

A repeated measures analysis of variance (Shavelson, 1988) was used to detect 

between and within-group changes from pre- to post-assessment on the Participant 

Questionnaire using the treatment and control group data. The alpha was set at the .05 

level of significance. As shown in Table 3, the results indicated that no significant effect 

of group occurred, F (1,19) = .49, p < .05 (p = .491), suggesting that no significant 

difference was found between the two groups. The results did, however, show that a 

significant interaction between group and test occurred, E (1,19) = 4.58, ji <.05 (ji = 

.045), indicating that the treatment and control groups had significantly different scores on 

either the pre- or the posttest. In order to assess where the significant interaction 

occurred, an Independent Samples t-test (Shavelson, 1988) was conducted at the .05 level 

of significance. As illustrated in Table 3-1, the results showed that the mean of the 

treatment group was significantly higher than the mean of the control group on the 

posttest for the Participant (Questionnaire, t = -2.171, g < .05 (p = .043). The null 

hypothesis (that no difference between treatment and control groups on the Participant 

Questionnaire would occur) was therefore rejected on the interaction between group and 

test. The null hypothesis failed to be rejected for between-group effect. 
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Table 3 

Summary table for the analysis of variance with repeated measures on the Participant 

Questionnaire 

Source of Variance df SS F P 

Between (Group) 1 
Error 19 

Interaction (Time X Group) 1 
< .05 

7.81 .49 .491 
301.09 

149.83 4.58 .045* 

Table 3-1 

Summary table for the independent samples t-test on the Participant Questionnaire 

Independent t-test df t P 

Between (Group) 19 
•li<.05 

-2.171 .043* 



72 

Figure 3. Changes in group means pre to post-measure on the Participant Questionnaire 
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Behavioral Checklist 

A repeated measures analysis of variance (Shavelson, 1988) was used to detect 

between and within group changes from pre to post-assessment on the Behavioral 

Checklist for a.m. and p.m. behavior using the treatment and control group data. The 

alpha level was set at .05. As illustrated in Table 4, the results indicated that no significant 

effect for a.m. behavioral ratings occurred, F (1, 19) = 2.16, p < .05 (ji = .158). The 

results also showed no significant interaction between group and test on a.m. behavioral 

ratings, E (1, 19) = 1.64, < .05 = .215) (see Table 4). As shown in Table 5, the 

results indicated that no significant effect of group occurred for p.m. behavioral ratings 

occurred, F (1, 19) = .04, p < .05 (ji = .838). No significant interaction between group or 

test was found for the p.m. behavioral ratings, E (1, 19) = 2.69, jj < .05 (^ = . 117) (see 

Table 5). The null hypothesis (that no difference in behaviors relating to increased control 

for the treatment and control groups would occur) failed to be rejected. 
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Table 4 

Summary table for the analysis of variance with repeated measures on the Behavioral 

Checklist: A.M. Shift 

Source of Variance df SS F P 

Between (Group) 1 89.49 2.16 .158 
Error 19 786.41 

Interaction (Time X Group) 1 13.85 1.64 .215 

Table 5 

Summary table for the analysis of variance with repeated measures on the Behavioral 

Checlcli.'rt: P.M. Shift 

Source of Variance df SS F P 

Between (Group) 1 1.00 .04 .838 
Error 19 441.62 

Interaction (Time X Group) 1 30.60 2.69 .117 
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Figure 4. Changes in group means pre to post-measure on the A.M. Behavioral Checklist 
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Figure 5. Changes in group means pre to post-measure on the P.M. Behavioral Checklist 
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Figure 6. Changes in group means pre to post-measure on the Behavioral Checklist 
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Chapter Summary 

Although previous studies have shown that gender, age, education, and 

socioeconomic status have been correlated with personal control (Johnson et al., 1998; 

Lachman, 1986; Lachman & Leff, 1991), results of the present study indicated that gender 

was the only variable that was significantly correlated with personal control. The internal 

reliability coefficients of the DCM, the Participant Questionnaire, and the Behavioral 

Checklist indicated that all three of the dependent measures were shown to be reliable 

instruments for measuring control among residents residing in the assisted living facility. 

Although analyses of the data did not show within or between group differences on Part I 

(Desire of Outcomes) on the DCM, the data for Part n (Beliefs and Attitudes) of the 

DCM and the Participant Questionnaire support the efficacy of the intervention for 

enhancing personal control among residents assigned to the treatment group. Analyses of 

the data produced no significant differences within or between-groups on the Behavioral 

Checklist, suggesting that the control-enhancing intervention may have been unsuccessful 

for producing control-related behavioral changes among residents. 
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CHAPTERS 

SUMMARY, DISCUSSION, AND FUTURE RESEARCH 

Chapter 5 contains a summary of the results of the present study. A discussion of 

the results and recommendations for future research are provided. Implications of the 

study are presented. 

Summary of Results 

The six main results of the present study indicated the following: 

1. Cronbach alpha coefiBcients [a] showed that internal consistency was high for 

Part I (Desire of Outcomes) of the DCM and the Behavioral Checklist (.87 and .85, 

respectively). Resultant alphas were moderately high for Part n (Beliefs and Attitudes) of 

the DCM and the Participant Questionnaire (.66 and .62, respectively). All the 

instruments were considered to be reliable for assessing control among residents 

participating in the study. 

2. A Pearson product-moment correlation coeflBcient [r] revealed a significant 

correlation between gender and Part I of the DCM at the .05 level of significance. No 

significant correlations were found between gender, age, education, and socioeconomic 

status and Part II of the DCM, the Participant Questionnaire, and the Behavioral Checklist 

at pretest assessment. 

3. A repeated measures ANOVA showed no significant between or within-group 

differences on Part I of the DCM (see Figure 1). Desire for control slightly decreased 

within the treatment group fi-om pre- to post-assessment. The control group showed a 
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considerable decline in desire for control from pre- to post-assessment. 

4. As illustrated in Figure 2, a repeated measures ANOVA showed significant 

within-group effects on Part n of the DCM, indicating that scores within each group 

changed fi-om pre- to post-assessment. Whereas the treatment group showed a significant 

increase in beliefs and attitudes relating to control, the control group showed a significant 

decrease in beliefs and attitudes from pre- to posttest-assessment. The significant within-

group differences indicated that the intervention may have served as a means to increase 

personal control among residents. The between-group differences found on Part n of the 

DCM indicated that a significant interaction effect occurred between the treatment and 

control groups. The between-group differences provided additional evidence that the 

control-enhancing intervention may have led to increased personal control among the 

treatment group. Independent Samples 1-tests showed that the mean of the treatment 

group was significantly higher than the mean of the control groups on Part II of the DCM 

at posttest assessment. Because no significant difference occurred at pretest assessment, 

the results suggested that the intervention may have accounted for the mean differences at 

posttest assessment. 

5. A repeated measures ANOVA revealed no significant differences between 

groups on the Participant Questionnaire (Figure 3). The preceding results suggested that 

scores on the Participant Questionnaire were not altered, regardless of group assignment. 

The results did, however, reveal a significant interaction effect within the treatment and 

control groups on the Questionnaire. Similar to the within-group differences found on 



Part n of the DCM, the control group showed a significant decrease in personal control 

fi-om pre- to post-assessment. The treatment group showed significantly increased 

personal control fi'om pre- to post- assessment. Significant within-group differences 

successfully indicated that the control-enhancing intervention may have served as a means 

to increase personal control among residents. An Independent Samples 1-test indicated 

that the mean of the treatment group was significantly higher than the mean of the control 

group at posttest assessment. The nonsignificant difference found at pretest assessment 

may have accounted for the mean differences at posttest assessment. 

6. A repeated measures ANOVA revealed no significant between or within-group 

differences on the Behavioral Checklist for either the a.m. or p.m. shifts (Figures 4, 5, and 

6). On the a.m. shift, both the treatment and control groups showed a decrease in control-

related behaviors. Although the interaction was not significant on the p.m. shift;, the 

treatment group showed increased control-related behaviors and the control group 

showed a decrease in control-related behaviors fi^om pre- to post-assessment. The 

absence of significant behavioral changes suggested that the intervention may have been 

unsuccessfizl for producing a significant change in behaviors associated with increased 

personal control. 

Discussion of Results 

The significant interaction obtained on Part n (Beliefs and Attitudes) of the DCM 

and the Participant Questionnaire indicated a time effect. The interaction effect, or within-

group differences, provided evidence that both groups reacted differently to time between 
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pre and posttest-measures on both scales. Whereas the treatment group showed a 

significant increase fi^om pre- to posttest on personal control, the control group showed a 

significant decline. The results indicated that what occurred during the time between tests 

contributed to the significant increases in personal control. Thus, the significant increases 

in personal control may have been attributable to the control-enhancing intervention. 

Since a significant positive change occurred only in the treatment group, rival hypotheses 

such as maturation can be ruled out. 

The significant between-group differences found on Part II of the DCM lend 

additional support for the benefits of the control-enhancing intervention. For residents in 

the treatment group, beliefs and attitudes relating to personal control significantly 

increased fi-om pre- to post-assessment. Conversely, residents assigned to the control 

showed a significant decrease in their perceptions of personal control firom pre- to post-

assessment. 

Although no significant within or between-group differences were found on the 

Behavioral Checklist, the results indicated that the treatment group exhibited increased 

control-related behaviors on the p.m. shift. The decrease in control-related behaviors on 

the a.m. shift for both the treatment and control groups was unexpected since the majority 

of activities, opportunities for decision-making, and opportunities for residents to assume 

increased responsibility for their well being occurred on the a.m shift. Narratives written 

by caregivers on the "Comment Section" of the Behavioral Checklist indicated that several 

residents in the treatment group were "sick" during the last week of the study, suggesting 
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that iUness may have accounted for the lack of significant group differences. Caregiver 

comments also indicated that residents assigned to the treatment group had increased their 

participation in activities up until the last week of the intervention. 

An alternative explanation for the nonsignificant findings on the Behavioral 

Checklist is that personal control (or perceptions that one has control over his/her 

environment) relating specifically to the facility may have needed to occur prior to 

observing an increase in control-related behaviors. The duration of the control-enhancing 

intervention (six weeks) may have been insufficient for producing control-related 

behavioral changes between groups. The decrease in residents' desire for control among 

the treatment and control groups also may have accounted for the findings on the 

Behavioral Checklist. In addition, staff attributes on the a.m and p.m. shiflis (e.g., a 

subconscious desire observe an increase in control-related behaviors on the p.m. shifl: 

when in fact residents' behaviors remained relatively stable fi^om pre- to posttest-

assessment) may have influenced behavioral findings. 

The treatment group mean for desire for control was considerably higher than the 

mean of the control group. Similar to previous studies designed to assess the effects of 

control-enhancing interventions (e.g., Langer & Rodin, 1976; Schulz, 1977; Stirling & 

Reid, 1992), the preceding results provided support that encouraging residents in the 

control group to allow staff to assume increased responsibility for them may have led to a 

decrease in the residents' desire to control events occurring within the assisted living 

facility. Encouraging residents assigned to the treatment group to increase their level of 



84 

responsibility may have accounted for the differences in desire for control scores between 

the two groups. 

Another plausible explanation for the decreased desire for control detected in the 

treatment and control groups is that a number of residents in both groups indicated to the 

researcher of the study that they were not necessarily interested in assuming increased 

responsibility for themselves. Physical, sensory, and cognitive impairments also may have 

contributed to residents reluctance to verbalize their desire for control. Several residents 

indicated that hearing impairments made it difficult for them to converse with others, some 

stated they suffered frequent medical problems, and others stated they feared leaving their 

apartments without a caregiver escort because they might become lost. 

The small sample size in the present study (N = 21) may explain the nonsignificant 

between-group differences on Part I of the DCM, the Participant Questionnaire, and the 

Behavioral Checklist. An increased sample size would have increased the power to detect 

between-group differences. The Repeated Measures ANOVA combines both pre and 

posttest data to determine between group differences. Consequently, information 

regarding significant between group differences occurring at either pre- or posttest-

assessment is not provided by the ANOVA analysis. Where groups started at pretest and 

ended at posttest in relation to one another may have reduced the measurable effect at 

posttest assessment. Since the treatment and control groups were assumed to be equal at 

pretest assessment, the magnitude of between-group differences at posttest assessment 

may have been reduced. Differences between the two groups may have existed at posttest 
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assessment; however, the small sample size decreased the power to detect such 

differences. 

Generalizability of the study merits consideration. The study was conducted in the 

Southwestern region of the U.S. and the results may not be representative of the general 

older U.S. population. All residents who participated in the study were Caucasian and do 

not reflect a cross cultural sample of older Americans. That the majority (71%) of 

residents were female also may have confounded the study. All residents reported that 

they were of a middle to upper middle class socioeconomic status and may not reflect the 

attitudes of less advantaged older Americans. In addition, all residents could afford to pay 

a considerable amount of money to live in the assisted living facility (e.g., more money 

than for most assisted living facilities in the same demographic region). A number of 

residents in both the treatment and control groups reported that they believed it was staffs' 

responsibility to care for them. Primary caregivers' awareness of their role to elicit 

increased personal control for the treatment group may also have confounded the results 

of the study. 

Despite some of the limitations of the present study, the results lend support for 

the utility of control-enhancing interventions designed to promote increased responsibility, 

increased decision-making, and increased independence in assisted living facilities. The 

benefits of having primary caregivers who have the most day-to-day contact with residents 

deliver the control-enhancing intervention also was illustrated in the study. In addition, 

the study showed that positive results of control-enhancing interventions can be produced 
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in a relatively short period of time. That residents in the control group who were 

encouraged to allow caregivers to assume responsibility for them showed reduced 

personal control from pre- to post-assessment demonstrated that in certain situations (e.g., 

where responsibility, independence, and choice making are discouraged), personal control 

can decrease over a brief period of time-

Recommendations for Future Research 

The positive outcomes of the present study underscore the need for continued 

research on control-enhancing intervention in assisted living facilities. As shown in 

previous control-enhancing studies (e.g., Bensink et al., 1992; Langer & Rodin, 1976; 

Morganti, Nehrke, & Hulicka, 1990; Schulz, 1976; Slivinske & Fitch, 1987), encouraging 

older persons to assume increased responsibility and independence has positively impacted 

the physical, psychological and social well being of many older persons residing in long-

term care settings. Interventions designed to enhance personal control among residents 

living in assisted living facilities may also serve as a means for postponing or 

circumventing the need for relocation to more restrictive long-term care settings such as 

nursing homes. Assisted living is also less expensive than nursing home living. Providing 

cost effective living arrangements for older persons who are unable to live independently 

will have great implications on the American economy over the next 50 years. 

Future research should include increased sample sizes from a variety of 

geographical regions across the U.S. to enhance generalizability of the results. Studies 

designed to assess the effects of control-enhancing interventions among older persons 
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living in rural areas as well as large metropolises could provide valuable information 

regarding older persons' responses to the interventions. Research on the control-

enhancing effects of culturally diverse populations also is needed to represent a cross 

cultural sample of older Americans. Studies assessing the effects of control-enhancing 

interventions among older men residing in long-term care institutions could also impact 

knowledge on gender differences that might effect the outcomes of control-enhancing 

interventions. Utilizing research technicians to conduct behavioral observations (e.g., time 

sample observations throughout the day) would also reduce the potential for caregiver 

bias. 

Comparative studies (e.g., treatment and control groups from different assisted 

living facilities) would most likely minimize contamination effects. Future studies 

investigating the effects of a control-enhancing intervention between facilities could 

provide essential information, including the types of managerial styles that are conducive 

to enhancing residents' control and differences among caregiver roles and responsibilities 

that might impact intervention outcomes. 

Although the internal consistency of the dependent measures ranged from 

moderately high to high, most standardized scales used to assess personal control were 

developed for young to middle aged adults. The DCM was designed specifically for 

assessing control among older persons; however, reliability and validity for the DCM was 

established among older persons residing in nursing homes, retirement communities, 

medical facilities, and their own homes. Future research on scales designed specifically to 
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assess control among individuals residing in assisted living environments are needed. For 

example, one question on Part n of the DCM asks if an individual believes he/she is 

allowed to watch television when he/she desires. The question was rhetorical for many 

residents since many of them owned their own televisions. 

Implications of the Study 

The projected population expansion among older persons in the U.S. is likely to 

result in a continued need for long-term care institutions over the next five decades. 

Because many older persons fear losing control over their environment after relocation 

from their homes, the relationship between personal control and the well being of older 

persons residing in long-term care institutions has received considerable attention in the 

gerontological and psychology of aging literature (Haight et al., 1998; Kampfe, 1995, 

Morganti et al., 1990; Reinhardy, 1992). Personal control-enhancing interventions 

emerged in the 1970s as a means of improving older individuals' physical, psychological, 

and social well being. The majority of control-enhancing interventions researched have 

yielded positive outcomes for many older adults (e.g., Bensink et al., 1992; Langer & 

Rodin, 1976; Schulz, 1976). The most effective control-enhancing interventions for older 

persons residing in long-term care institutions have been those designed to promote 

responsibility, those which provide opportunities for decision-making, and interventions 

that promote independence. Interventions implemented by primary caregivers have been 

shown to especially be effective for enhancing the well being of residents living in long-

term care institutions (Thomas, 1996). 
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Although assisted living has become one of the fastest growing areas of long-term 

care for older persons, the majority of research on control-enhancing interventions have 

been conducted in nursing homes (e.g., Banzdger & Roush, 1983; Beck, 1982; Langer & 

Rodin, 1976; Morganti et al., 1990) and in retirement communities (Schuiz & Hanusa, 

1977; Slivinske & Fitch, 1987). Since individuals residing in assisted living facilities 

typically require different levels of care and support than individuals living in both nursing 

homes and retirement communities, persons residing in assisted liviog facilities must be 

represented in the research pool to fiilly assess the effects of control-enhancing 

interventions in long-term care settings. Without input from individuals residing assisted 

living facilities, decisions regarding the use of control-enhancing interventions to promote 

successful aging will be inadequate. 

The present study was initiated to explore the effects of a control-enhancing 

intervention among persons residing in an assisted living facility. The study was designed 

to assess whether a control-enhancing intervention that promoted increased responsibility, 

choice-making, and independence would lead to increased personal control and behavioral 

changes related to increased control when the intervention was implemented by primary 

caregivers. Of the 21 residents who participated in the study, 10 were randomly assigned 

to a treatment group that received a six-week control-enhancing intervention and 11 

served as the control. Two dependent measures (the DCM and the Participant 

Questionnaire) were utilized to assess personal control. One dependent measure (the 

Behavioral Checklist) was designed to assess behavioral changes associated with increased 
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control. 

Although causality of the control-enhancing intervention cannot be inferred from 

the present study, the results provided evidence that the intervention may have contributed 

to the significant within and between-group differences found between the treatment and 

control groups. The behavioral findings indicated that behavioral ratings related to 

increased control were higher for the treatment group than for the control. Additional 

research on the effects of control-enhancing interventions in assisted living facilities could 

have a tremendous impact on many older Americans living in the U.S. 
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APPENDIX A 

PARTICIPANT CONSENT 

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 I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS 
FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND THAT IGRTE 
MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED 
CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO THAT I 
CAN KNOW THE NATURE AND RISKS OF MY PARTICIPATION AND CAN 
DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 
MANNER. 

PURPOSE: I am being invited to participate voluntarily in this research project which is 
designed to gather information related to one's thoughts and feelings about living in an 
institutional setting for older adults. The purpose of this study is to determine if engaging 
in a variety of activities will have a positive effect on participants in the study. 

SELECTION CRITERIA: I understand that I am being asked to voluntarily participate 
in this study because I am currently a resident at the Fountains Assisted Living Facility. I 
will be randomly selected to be in one of two groups. Approximately 38 participants will 
be enrolled in this study. 

PROCEDURE(S): By signing this form, I agree to participate in a short meeting with 
administrative personnel. I also agree to complete three (3) questionnaires on two (2) 
separate occasions which will be administered by the researcher of this study. The 
information obtained from this study will be scored and an analysis of the results will be 
completed. The results of the study will be used to determine if some activities have a 
more positive effect on participants than other activities. 

RISKS: There are no significant physical or psychological risks involved in this study. I 
will be asked questions about my age, ethnicity, race, former occupation, level of formal 
education, and circumstances surrounding my admittance to the Fountains Assisted Living 
Facility. It will be at my discretion as to whether I wish to participate in activities offered 
by the study. However, one possible risk is that I might experience a negative emotional 
reaction to the study. 
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BENEFITS: The information gathered during this study may help to improve the quality 
of residential institutional services for individuals residing in the Fountains Assisted Living 
Facility as well as other facilities in Arizona and across the United States. Participants 
may also benefit firom the activities offered by the study. 

CONFIDENTIALITY: This Participant Consent form will be added to my medical file at 
the Fountains Assisted Living Facility. A summary of the results of the study will be 
provided to administrative personnel of this facility; however, my name and my individual 
responses to the questionnaires will not be revealed in this summary. In addition, my 
name will be coded for the study so that no identifying information is contained in the final 
study results. The final results of this study may be published in a professional journal or 
may be used for professional/educational purposes. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION: The only cost I will 
incur for participating in this study is my time. I will not be compensated for participating 
in this study. 

I can obtain further information fi-om Eva Miller, M.S. at (520)621-5164. If I have 
questions concerning my rights as a research subject, I may call the Himian Subjects 
Committee at (520)626-6721. 

AUTHORIZATION: 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 MAY ASK QUESTIONS AT ANY TIME AND THAT I AM 
FREE TO WITHDRAW FROM THE STUDY AT ANY TIME WITHOUT CAUSING 
BAD FEELINGS OR AFFECTING MY CARE AT THE FOUNTAINS. MY 
PARTICIPATION IN THIS STUDY MAY BE ENDED BY THE INVESTIGATOR 
FOR REASONS THAT WOULD BE EXPLAINED TO ME. NEW INFORMATION 
DEVELOPED DURING THE COURSE OF THIS STUDY WHICH MAY AFFECT 
MY WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT 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, EVA MILLER, OR AN AUTHORIZED REPRESENTATIVE OF 
THE DEPARTMENT OF SPECIAL EDUCATION AND REHABILITATION- I 
UNDERSTAND THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY 
SIGNING THIS FORM. A COPY OF THIS SIGNED CONSENT FROM WILL BE 
GIVEN TO ME. 
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Subject's Signature Date 

Legal Guardian Date 

RESEARCHER'S STATEMENT: I have carefully explained to the subject the nature 
of the above project. I hereby certify that to the best of my knowledge, the person who is 
signing this consent form understands clearly the nature, the demands, benefits, and risks 
involved in his/her participation and his signature is legally valid. To my knowledge, a 
medical problem or language or educational barrier has not precluded this understanding. 

Researcher's Signature 
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APPENDIX B 

MEETING WITH TREATMENT GROUP 

I asked you here today to discuss some information about the Inn. It is my 

understanding that some of you don't know about the things that are available to you, and, 

more importantly, that many of you don't realize the influence you have over your own 

lives here. If you take a minute, you can probably think of many decisions you can and 

should be making about your care and the types of activities that you can become more 

involved in here at the Inn. You have the responsibility of caring for yourselves and of 

deciding whether this is a home you can be proud of and happy in. In other words, it's 

your life and you can make of it whatever you want. There are many ways in which you 

can become more involved in what goes on at the Inn. Some of the things you might want 

to consider include (a) serving on a welcoming committee for new residents, (b) 

celebrating holidays and birthdays by hosting small parties, (c) inviting family members to 

attend special events, and/or by preparing foods for special events and holidays, (d) 

deciding on the types of community events you are interested in attending and to 

participate in the planning and scheduling of these events, (e) growing a garden, (f) 

spending time visiting with or reading to some of the other residents living next door, (g) 

becoming more involved in your daily care and making decisions relating to your 

care, and (h) providing input on issues surrounding the daily routine at the Inn (e.g., 

mealtimes and activity times). 

This brings me to another point. If you are unsatisfied with anything here. 
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you have the influence to change it. It's your responsibility to make your concerns 

known, to tell us what you'd like to change, and to let us know what you would 

like. These are just a few things you should be deciding and thinking about now and 

everyday that you're living at the Inn. You made these decisions before you came here 

and you can and should be making them now. 

We're thinking about some ways for airing complaints, concerns, and suggestions. 

Let the caregivers or me know if you think this is a good idea and how you think we 

should go about doing it. The staff (caregivers) will be meeting with each of you for 10-

15 minutes each day to inquire about the types of activities and events you're interested in, 

to obtain your ideas for planning and scheduling activities and events, to inquire about 

some of the ways in which you'd like to become more involved in your care, and to hear 

your suggestions for making adaptations in your routines if you so desire. Schedules of 

activities are posted in the main lobby and in the monthly newsletter and all of are invited 

to sign up for preferred activities. We'd also like to encourage each of you to add 

suggested activities to the list. The caregivers will be available to assist you in obtaining 

information and supplies for activities and events you are planning and to work with you 

in setting up transportation if needed. 

Thank you all for coming to the meeting today. 
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APPENDIX C 

MEETING WITH TREATMENT GROUP CAREGIVERS 

I asked you here today to discuss some changes we are going to be implementing 

here at the Inn. We are in the process of trying a variety of new techniques to enhance 

residents' responsibility for their general well-being and to encourage them to make this a 

home they can be proud of Since all of you play a critical role in the residents' daily lives, 

we would like each of you to encourage residents to assume more responsibility for their 

well-being. You can probably think of many ways in which we can encourage the 

residents to become more involved in their day-to day care and the types of activities they 

engage in here at the Inn. Some examples of how you might encourage residents to 

assume more responsibility for themselves include asking them to (a) consider serving on 

a welcoming committee for new residents, (b) consider celebrating holidays and birthdays 

by hosting small parties, by inviting family members to attend special events, and/or by 

preparing foods for special events, (c) decide on the types of community events they are 

interested in attending and to participate in the planning and scheduling of these events, 

(d) consider whether they are interested in growing a garden, (e) consider spending time 

visiting with or reading to some of the other residents living here at the Fountains, (f) 

become more involved in their daily care and decisions relating to their care, and, (g) 

make suggestions surrounding changes in their daily routine. 

As you know, we put out a monthly newsletter which lists the dates and times we 

will be oflfering some of the activities described above. Please let me know if there are 
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activities or events you would like me to add to the list and the dates and times you think 

these activities should be offered. We're also interested in hearing your suggestions for 

encouraging the residents to become more involved in their care and increasing their 

independence. Your suggestions should be based on your own ideas as well as on the 

input you receive from the residents. I am asking that each of you spend 10-15 minutes 

each day with each of your assigned residents to invite them to participate in activities, to 

encourage them to provide suggestions about the types of activities they prefer (which 

may or may not be included on the list), to encourage them to begin making more 

decisions about their home, and to become more involved in their care. You do not need 

to set up special meetings with the residents to have these discussions. Instead, we would 

like you to hold these discussions during a time each day when you would normally be 

working with residents (e.g., while you are assisting them in getting ready for breakfast). 

We are also asking that you complete a short weekly checklist for each resident. 

The information on the checklist will provide us with additional information about the 

residents. 

Thank you for all your assistance. 
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APPENDIX D 

MEETING WITH CONTROL GROUP 

I asked you here today to discuss some information about the Inn. It is my 

understanding that some of you don't know about the things that are available to you here 

at the Iim. Take a minute to think about all the options we have provided for you in order 

to make your life fliller and more interesting. For example, you're allowed to attend all of 

the activities we offer, to visit people at the Gardens or Town Center, and to use the 

library for visiting. You're also allowed to invite guests to visit if you prefer. The staff 

have tried to make Inn as nice as it can be for you and we want you to be happy here. We 

believe that it is our responsibility to make this a nice home that you can be proud of and 

happy in, and we want to do all that we can to help you while you're here. 

This brings me to another point. We're thinking about some ways for airing 

complaints, concerns, and suggestions. If you have any complaints or suggestions, please 

let the caregivers or me know what they are. We want you to feel that you have free 

access to anyone on the stafl^ and we will do the best we can to provide individual 

attention and time for you. 

The caregivers will also be available each day for 10-15 minutes to spend time 

doing something you enjoy. This might include visiting together, discussing 

issues or concerns you may have, or reading together. The caregivers will be letting you 

know the times they have been scheduled to meet with each of you and we would like to 

encourage you to take advantage of this opportunity. 
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I would like to thank all of you for coniing to the meeting today. If there is 

anything we can do for you, please let us know. 

Thank you all for coniing to the meeting today. 
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APPENDIX E 

MEETING WITH CONTROL GROUP CAREGIVERS 

I asked you here today to discuss some changes we are going to be implementing 

at the Inn. We are in the process of trying a variety of new techniques to let the residents 

know that we are here for them and that we are responsible for their well-being. Since all 

of you play a critical role in the residents' daily care, we would like you remind them of 

the options available to them. For example, they are allowed to attend activities offered 

here at the Inn, they can visit residents at Town Center and the Gardens, they are allowed 

to use the library for visiting, and they are also allowed to invite guests to the Inn if they 

desire. I would also like you to assure the residents that we are available to assist them 

throughout the day. I'm sure that you can think of many ways in which we can show the 

residents that staff have tried to make the Inn as nice as it can be for them and that we 

want them to be happy here. However, we have come up with some ways that we think 

will best convey our belief that it's our responsibility to make this a nice home that they 

can be proud of and happy in, and that we want to do all that we can to help them while 

they're here. 

We would like each of you to spend 10-15 minutes each day with each resident 

assigned to you doing something they enjoy. This might include visiting together, 

discussing issues or concerns residents may have, or reading together. A list of the times 

you have been scheduled to meet with residents has been provided to each of them. I have 

also made a copy of the schedules for each of you. 
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We're also thinking of instituting some ways for residents to air complaints and 

concerns and to make suggestions for change. The residents have been informed that if 

they have any complaints or suggestions, to let you or myself know what they are. We 

want the residents to feel that they have free access to anyone on the stafi^ and that we 

will do the best we can to provide individual attention and time for them. 

We are also asking that you complete a short weekly checklist for each resident. 

The information on the checklist will provide us with additional information about the 

residents. 

Thank you for all your assistance. 
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DEMOGRAPHIC QUESTIONNAIRE 

Participant Name: 

Male Female Age: Primary Language: 

Ethnicity: 
^Caucasian 
^African American 
^Asian American 
Native American 
Mexican American/Latino 
Other 

Highest Level Of Education: 
^Below S* Grade 
^8*'' Grade 
12"' Grade 
Associate's Degree 
Bachelor's Degree 
Master's Degree 
Doctoral Degree 
Other 

Marital Status; Married Single Divorced Widowed 

Current Socioeconomic Status; 
Upper Class 
^Upper-Middle Class 
^ddle Class 
Lower-Middle Class 
Lower Class 

Reason(s) for Moving to this Facility; 

Length of Time at this Facility: 
^Less than 6 Months 
6 Months 
1 Year 
2 Years 
^3 Years 
More than 3 Years 

Former 
Occupation; 

Religious AfiBliation: 



Family Involvement: 
^Telephone Contact 
^Daily Visits 
^Weekly Visits 
^Monthly Visits 
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Quarterly Visits 
Annual Visits 
I am not Involved with My Family 
Other 

Types of Activities I Find Most Interesting: 



104 

APPENDIX G 

MINI-MENTAL STATE EXAMINATION 

Patient's Name: Patient #: 

Examiner's Name: Date: 

Patient Maximum 
Score Score 

ORIENTATION 
5 What is the (year) (season) (date) (day) (month)? 

5 Where are we (country) (state) (county) (city) (clinic)? 

REGISTRATION 

3 Name three objects, allotting one second to say each one. Then ask the patient 
to name all three objects after you have said them. GHve one point for each 
correct answer. Repeat them until he hears all three. Count trials and record 
niunber. 

APPLE ... BOOK . . . COAT # of Trials 

ATTENTION AND CALCULATION 
5 B^jn with 100 and count backward by 7 (stop after five answers): 93, 86, 79, 

72, 65. Score one point for each correct answer. If the patient will not 
perform this task, ask the patient to speU "WORLD" backwards (DLROW). 
Record the patient's spelling: . Score one point for each 
correctly placed letter. 

RECALL 
3 Ask the patient to repeat the objects above (see Registration). Give one point 

for each correct answer. 

LANGUAGE 

2 Naming: Show a pencil and a watch and ask the patient to name them. 

1 Repetition: Repeat the following: "No ife, ands, or buts." 

3 Three-Stage Command: Follow the three-stage command: 'Take a paper in 
your right hand, fold it in half, and put it on the table." 
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I Reading: Read and obey the following: "Close your eyes" (show the patient 
the item written on the reverse side). 

I Writing: Write a sentence (on reverse side). 
1 Copying: Copy the design of the intersecting pentagons (on the reverse side). 

30 Total Score Possible 

Adapted from Folstein M.F., Folstein S., & McHugh, P.R. (1975). 
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APPENDIX H 

DESIRED CONTROL MEASURE 

The purpose of this questionnaire is to determine your attitudes and beliefs on a variety of 
matters pertaining to everyday living. There are two parts to this study. The first part 
asks you to rate how desirable diflFerent events are to you. The second part asks you to 
rate the degree to which you agree or disagree with various statements. 

Parti: Desire of Outcomes 
There are many activities or events that happen to us in everyday living. Some of these 
events are more important or desirable to you than are others. Listed below are 
statements mentioning some of these activities or events. Working with the interviewer, 
would you please rate the extent to which each event described is important or not 
important to you. We emphasize that we are concerned here with the event's importance 
to you, not to others. 

1. How desirable is it to you that your fiiends come and visit with you regularly? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*2. How desirable is it to you that people ask you for advice and suggestions? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*3. How important is it to you that you maintain your health? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

4. Is getting involved in various activities important to you? 
veiy very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 
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*5. Is being able to get along with people you meet important to you? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

6. How desirable is it to you to be able to do the things you would like to do? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*7. Is being able to arrange for outings important to you? 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 

*8. Is being able to contact your family whenever you wish desirable to you? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*9. How important is being able to spend your time doing whatever you want? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*10. How important is it that you do the chores yourself without any help? 
very very 

desirable 
5 

desirable 
4 

undecided 
3 

undesirable 
2 

undesirable 
1 

11. How much do you enjoy getting mvolved in interesting activities? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 
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12. How important is it to you that you maintain your health? 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 

*13. Is having your friends and family visit when you invite them important to you? 
very very 

desirable 
5 

desirable 
4 

undecided 
3 

undesirable 
2 

undesirable 
1 

14. Is being able to arrange for outings important to you? 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 

15. How important is it that you have a say about where you are going to live? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

16. Is making people happy important to you? 
very 

desirable desirable undecided 
5 4 3 

undesirable 
2 

very 
undesirable 

1 

17. How important is it to you to be able to go to religious services? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

18. Is being able to visit your friends important to you? 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 
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19. How important to you is being able to contact your family whenever you wish? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

20. How important is it that you are given a chance to take on responsibility? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*21. How desirable is it to you that you can be active whenever you wish? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*22. How important is it that you find people who are interested in hearing what you 
have to say? 

very very 
desirable desirable undecided undesirable undesirable 

5 4 3 2 1 

23. How desirable is it for you to see your family whenever you want? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*24. How desirable is it to you to get away from the house (or home)? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*25. How desirable to you is having your family visit you? very 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 
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26. How important is it that you are able to return favors? 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 

*27. How desirable is it to you to be able to help others? 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 

28. Is being productive desirable to you? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*29. How important is it to you that you can have your friends over whenever you want? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*30. Is having your friends and family visit when you invite them important to you? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*31. Is keeping in contact with interesting ideas desirable to you? 
very 

desirable desirable undecided undesirable 
5 4 3 2 

very 
undesirable 

1 

*32. How desirable is it to you that you can be active whenever you wish? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

33. How desirable is it to you that your family writes or phones you? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 
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*34. Is being able to find privacy important to you? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

35. How important is it to you to be able to watch the T.V. programs you like? 
very very 

desirable desirable undecided undesirable undesirable 
5 4 3 2 1 

*16 Items in Desired Control-Short Form. 
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Part 11: Beliefs and Attitudes 

The following are statements that may describe either yourself or the beliefs you have. Would 
you please respond to each statement by designating on the scale given with each item the 
d^ee to which you agree or disagree with the item. Once again, we emphasize that we are 
interested in your own opinion, not your judgment of what others think. From time to time 
you may find that some items seem to be repeated. Don't worry about this, for each item is 
purposefully different in terms of its specific wording. Would you please go ahead and rate 
your degree of agreement or disagreement to each statement. 

1. I find that I am able to arrange for fiiends to come and visit me regularly. 
strongly strongly 

agree agree undecided disagree disagree 
5 4 3 2 1 

*2. People tend to ignore my advice and suggestions. 
strongly strongly 

agree agree undecided disagree disagree 
1 2 3 4 5 

*3. Maintaining my level of health strongly depends on my own efforts. 
strongly strongly 

agree agree undecided disagree disagree 
5 4 3 2 1 

4. The circumstances in which I live make it very difficult (if not impossible) for me to be 
involved in numerous activities. 
strongly strongly 
agree agree undecided disagree disagree 
12 3 15 

*5. It is diflBcult for me to get to know people. 
strongly strongly 
agree agree undecided disagree disagree 

1 2 3 4 5 
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6. 1 can rarely get out to do things when I want. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

*1. I can usually arrange to go on outings that I'm interested in. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 i 

*8. The situation in which I live prevents me from contacting my family as much as I wish. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

*9. I spend my time usually doing what I want to do. 
strongly strongly 

agree agree undecided disagree disagree 
5 4 3 2 1 

*10. Although it is sometimes strenuous, I try to do the chores by myself. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 i 

11. It is not possible for me to involve myself in interesting activities. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

12. The future state of my health depends on fate. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 
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*13. I find that if I ask my family (or fiiends) to visit me, they come. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 1 

14. It depends more on others and less on myself whether I get to go out for a good time 
(e.g., visiting, shopping, touring). 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

15. 1 would be very upset if I didn't have much say about where I was to live. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 1 

16. Making people happy is something that I don't get much opportunity to do. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

17. It is not possible for me to go to religious services. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

18. Going and visiting with fiiends is easy for me to do. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 1 

19. I often cannot get a hold of (e.g., by phone) members of my family when I want, 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 
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20. People don't give me a chance to take on a position of responsibility. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 1 

*21. I have quite a bit of influence on the degree to which I can be involved in activities, 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 1 

*22.1 can rarely find people who will listen closely to me. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 1 

23. Despite my circumstances, I can see my family when I want. 
strongly strongly 

agree agree undecided disagree disagree 
5 4 3 2 1 

*24. My getting away from the house (or home) generally depends on someone else 
making the decisions. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

*25. Visits from my femily (or friends) seem to be due to their own decisions and not to 
my influence. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

26. I find that I am able to return favors. 
strongly strongly 

agree agree undecided disagree disagree 
1 4 3 2 1 



*27. People generally do not allow me to help them. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

28. Circumstances prevent me from being more productive. 
strongly strongly 

agree agree undecided disagree disagree 
12 14 5 

*29. 1 can entertain friends when I want. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 1 

30. Despite my efforts, my children (or other members of family) will not (or cannot) 
and visit me as often as I would like. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

*31. Keeping in contact with interesting ideas is easy for me to do. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 1 

32. My living conditions prevent me from taking part in the activities I enjoy. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

33. It is exceedingly difficult for me to get my family to either write or phone me. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 
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*34. I am able to find privacy when I want it. 
strongly strongly 
agree agree undecided disagree disagree 

5 4 3 2 1 

35. People keep me from watching the TV programs I want to see. 
strongly strongly 
agree agree undecided disagree disagree 
1 2 3 4 5 

•16 items in Beliefs and Attitudes-Short Form 
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PARTICIPANT QUESTIONNAIRE 

Please complete the following questionnaire by circling the response 
that best fits your answer to each question. It is important that your responses 
reflect what YOU think and not what you believe others think about your 
circumstances. 

1. I believe that what happens to me at the Fountains Assisted Living Community is a 
result of my own actions. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

2. I believe I am responsible for my care at the Fountains. 
Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

3. I believe that what happens to me depends on other persons in my life (e.g., family 
members, physicians, friends). 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

1 2 3 3 4 

4. I believe staff" members at the Fountains are responsible for my care-
Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

1 2 3 3 4 

5. I believe that what happens to me depends on staff"at the Fountains. 
Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

1 2 3 3 4 
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6. I believe that I have opportunities to make decisions about the types of activities 
oflfered at the Fountains. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

7. I believe that I am able to arrange for family members and friends to visit me 
whenever they want. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

8. I believe that I have opportunities to make suggestions about my routine at the 
Fountains (e.g., mealtimes and activity times). 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

9. I believe that if I desire, I have plenty of opportunities to spend time away from the 
Fountains. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

10. The decision for me to live at the Fountains was based solely upon my decision to 
live here. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

11. I believe that someone other than myself was a contributing factor in my decision 
to live at the Fountains. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

1 2 3 3 4 
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12. If I could, I would choose to live somewhere else. 
Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

1 2 3 3 4 
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APPENDIX J 

BEHAVIORAL CHECKLIST 

DATE: 

WEEK OF: 

RESIDENT'S ESfTriALS and ROOM^: 

STAFF INTTIALS: 

SHIFT: 

1. The type(s) of activities the resident participated in did not vary from his/her 
normal routine. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

2. The resident made suggestions for a new/different type of activity he/she is 
interested in participating in. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

3. The resident was involved in the planning and scheduling of activities this week. 
Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

4. The resident made suggestions on changes they would like to see occur at the 
Fountains. 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 
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5. The resident was involved in instituting some of his/her suggestions for change. 
Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

6. The resident made suggestions surrounding changes in his/her daily routine (e.g., 
mealtimes, activity times). 

Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

7. The resident was more involved in his/her care this week. 
Strongly Strongly 
Agree Agree Undecided Disagree Disagree 

5 4 3 2 1 

COMMENTS; 

NOTE: Comments should include a brief statement about the t5^e(s) of activities the 
resident suggested, activities the resident participated in, any concerns or issues the 
resident raised as well as suggestions the resident made for resolving these issues, and 
reasons why the resident may not have participated in activities this week (e.g., was ill or 
was away from the facility for most of the day). 
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