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Statement of the Problem and Review 

Of the Literature 

One of the most striking problems in modern society 

is that of the geriatric patient. Medical science has success-

fully endeavored to prolong the lives of our citizens, and 

in so doing, the percentage of older citizens is steadily 

increasing. While we seem to lack the physical facilities to 

shelter these people, a greater problem is our inability to 

meet the psychological and social needs of the geriatric 

patient. The prevailing attitude towards the geriatric 

patient seems to be that they should remain in institutions 

until they die and what they do while they are there is of 

little consequence. 

The purpose of the present study was to attempt to use 

the principles of behavior therapy and group psychotherapy 

to enhance social adjustment of the geriatric patients in an 

institutional environment. 

A review of the literature reveals that very few studies 

of group psychotherapy have been attempted, using geriatric 

populations. Of the studies completed, however, most have 

found group psychotherapy to be fairly successful if two 

basic conditions were met: (a) the therapist played an active, 

facilitative role, and (bj insight therapy was not stressed 

(Dubey, 1968; Linden, 1953; Rechtschaffen, Atkinson, & Freeman, 



195^; Rustin & Wolk, 1963; Silver, 1950; Smith, Bryant, & 

Twitchell-Allen, 1951; Wolff, 1963; Yalom & Terrazas, 1968) 

Behavior therapy has shown considerable promise as a 

psychotherapeutic method for the treatment of psychotics 

(Ayllon, 1959a, 1959b, 1965; Cowden & Ford, 1962; Isaacs, 

Thomas, & Goldiamond, I960) and with the treatment of neurotic 

behavior (Lazarus, 1963; Wolpe, 1958). Behavior therapy has 

also been used successfully in the improvement of such groups 

as mental retardates (Barrett & Lindsley, 1962), delinquents 

(Schwitzgebel & Kolb, 1964), and emotionally disturbed child-

ren (Lazarus, i960). Adult social reinforcement/was used 

successfully on some problem behaviors of normal pre-school 

children by Harris, Wolf, & Baer (1964). A thorough review 

of the research, however, reveals very little discussion of 

the possibility of the application of behavior therapy to the 

geriatric patient. Lindsley (1966) discusses some of the 

many possibilities for research in this area in his paper. 

It can be concluded that there exists a definite need for an 

application of behavior therapy and group therapy to the prob-

lems of the geriatric patient, but what behavior(s) need to 

be enhanced and what behavior(s) need to be eliminated? 

As stated earlier, the purpose of this study was to en-

hance the social adjustment of the geriatric patient. There 

are several factors positively related to satisfactory ad-

justment to old age such as educational level, marital status, 

employment history, religion, health, and membership in groups 
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(Henley & Davis, 1967; Amen, 1959). The problem with this 

research is that it does not show how the factors are re-

lated, if at all. What is needed is a more practical 

definition of social adjustment. 

In addition to a definition of the goal of therapy, i.e., 

social adjustment, any attempt to use behavior therapy must 

be specific in defining the type of behavior to be modified 

and the type of reinforcement to be used. Several researchers 

have pointed out that one of the most powerful reinforcers for 

populations such as the geriatric patient is that of social 

reinforcement (Cautela, 1966; Harris, et al., 1964; Lindsley, 

1966). Social reinforcement has been used successfully as 

an operant conditioning reinforcer in the correction of faulty 

eating habits of geriatric patients (Aylion, 1965). As 

Lindsley (1966) pointed out, long range personal reinforcers 

such as education, and building a career or reputation have 

lost much of their former meaning for the older person. The 

geriatric patient is almost entirely under the controls of 

his immediate environment. Harris et al.(1964) used adult 

social reinforcement in the form of attention on some prob-

lem behaviors of normal pre-school children. Behavior which 

was immediately followed by a teacher's giving the child at-, 

tention rose rapidly to a high rate, and the rate fell markedly 

when the attention was withheld. 

The present study tested some of the findings of the 

Harris study on a geriatric population. Essential to the 
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theoretical design is the principle stated by Premack (1959), 

sometimes called "Premack's Principle." This principle 

states that reinforcement results when a response of a lower 

independent rate coincides, within temporal limits, with the 

stimuli governing the occurrence of another response of a 

higher independent rate. In the present study socially de-

sirable behavior will be systematically reinforced using 

attention. 

It is hypothesized that if the experimental group Sis* 

receipt of reinforcement can be made contingent upon their 

emission of socially desirable behavior, then the amount of 

socially desirable behavior will increase in a positive di-

rection during psychotherapy, as measured by a time sampling 

technique. Such an increase in the social behavior should 

also result in an increase in the general level of adjustment 

of the experimental group as measured by an objective rating 

scale. Furthermore, the predicted improvement exhibited by 

the experimental group should be significantly greater than 

that exhibited by a control group. 

Method 

Subj ects 

Ss included in pre-testing consisted of 20 institution-

alized geriatric patients selected from the patient list of 

a nursing home for the aged. Ss consisted of four males and 

16 females. All Ss were caucasian and the average age was 
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81.95 years. All Ss had resided at the home from at least 

one week to not more than two months. 

Environment 

The Ss' environment was a newly opened nursing home; 

therefore, the Ss were new residents and had not established 

definite routines nor did they know many other residents. 

All patients were placed in individual rooms except for two 

married couples. At the beginning of the experiment there 

were only a few organized social activities including bingo, 

television, meals, church services, and visits to the beauty 

shop. Games such as cards and dominoes were also available. 

Instruments 

Two measuring devices were used in this experiment. 

First, the Stockton Geriatric Rating Scale (SGRS) developed 

by Meer & Baker (1966) was used as a measure of general be-

havioral adjustment. The SGRS consists of 33 questions to 

be scored as two, one, or zero. The lower the score, the 

better the adjustment. The second device used was a time 

sampling behavior checklist similar to that emplpyed by 

Schaefer & Martin (1969). This device enabled an observer to 

classify any behavior, using three factors: (a) mutually 

exclusive behaviors, (bj concomitant , behaviors, and (c_) lo-

cation. 

Procedure 

Selection of subjects. The Ss used in both the control 

group and experimental group were selected after being 



6 

screened on the following criteria: (a) they had to be 

either ambulatory or capable of being transferred from one 

location to another without any difficulty; (b) they were 

reasonably coherentj (£) they could not have any serious dis-

orders such as deafness or blindness which would prevent 

participation in therapy; and (d) they had to have sufficient 

retainability to complete the experiment. After meeting these 

criteria, Ss were pre-tested and then randomly assigned to 

either the experimental group or to the control group by the 

flipping of a coin. Ten Ss were assigned to each group. Be-

fore therapy began, E, who also acted as the therapist, talked 

individually to each S in the experimental group. During 

that time E explained that he was going to have people get 

together for some discussions and encouraged the Ss to attend. 

The E gave no more information to the Ss concerning the pur-

pose of the experiment. 

Pre-testing. Before therapy, each S was rated by three 

nurses' aides using the SGRS. Each aide worked on a dif-

ferent eight-hour shift and was familiar with each S. Neither 

the raters nor E knew which Ss would be in the experimental 

group. The average of these three ratings was used as a 

general measure of behavioral adjustment. A t_ test was com-

puted to compare the two groups before starting therapy. At 

the same time, a time sampling of each S_'s behavior was made 

for the four-day period immediately preceding therapy. This 

included at least one weekend day, a Monday, and a Tuesday or 
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Thursday. E performed this procedure 25 times per day for 

each S at 30-minute intervals between 6:30 a.m. and 6:30 p.m. 

E was careful to remain as inconspicuous as possible during 

these observations. Each behavioral act was then classified 

as being desirable, neutral, or undesirable in accordance 

with the following definitions: 

a. Desirable behavior.—an activity performed in a 

social context with one or more people; a mutually 

exclusive behavior occurring with a concomitant be-

havior. For example, walking and talking with some-

one in the dining room. 

b. Neutral behavior.—an activity that is not social 

but is constructive and/or necessary. An activity 

which is mutually exclusive with concomitant behavior, 

but is asocial in nature. For example, listening 

to one's radio while sitting alone in one's room. 

c. Undesirable behavior.—mutually exclusive activities 

without concomitant behavior. For example, sleeping 

alone in one's room during the observation period. 

The total number of desirable behavioral acts were added for 

the four day period. The total number of neutral and unde-

sirable behavioral acts were treated in the same manner. The 

total number of each type of behavior was expressed as a per-

centage of the total behaviors observed. A t_ test was computed 

between the two groups comparing the percent of desirable be-

havior. 
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Therapy procedure. Immediately after pre-testing, the 

experimental group was started in group therapy consisting 

of two, 45-minute sessions per week lasting for eight weeks. 

E acted as the therapist. The sessions were conducted in 

the"afternoons about 45 minutes before the evening meal. 

The therapy sessions were held in a room adjacent to the 

dining room in full view of the dining room. The therapist 

assumed an active facilitating role while simultaneously 

creating a warm, supportive atmosphere. Any socially de-

sirable behavior was reinforced by the therapist in the form 

of attention paid toward the particular S(s) exhibiting such 

behavior. Socially desirable responses included talking to 

E or to others, smiling, nodding, gesturing, calling people 

by their correct names, etG. Such behavior was reinforced by 

E by smiling, praising, gesturing, and by giving full attention 

to that S. Undesirable behavior such as silence and com-

plaining was punished by the therapist. Punishment consisted 

of the therapist actively ignoring such behavior or by giving 

a minimal, unemotional response. Reinforcement and punishment 

were administered on a continuous schedule. 

Post-testing. During the experiment three Ss failed to 

meet the above criteria and had to be eliminated from the 

experiment. One member ejf the experimental group and one 

member of the control group left the home during therapy. An-

other member of the experimental group had a stroke and was 

unable to be moved. Immediately after the final session of 
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therapy, the same two measurements were administered. Dif-

ferent persons were used to rate the patients on the post-

test. None of the post-test raters worked on the afternoon 

shift during which the therapy took place, so they were not 

aware of which Ss belonged to the experimental group. All 

other conditions were the same as for the pre-test procedures, 

Another t test was computed to compare the differences be-

tween the two groups' independent means on the pre- and post-

test measures. In addition, a t_ test was computed to compare 

the mean differences of each group from the pre- and post-

test measures. 

Results 

Using the method described by Winer (1964), the inter-

rater reliability coefficient for the pre-test SGRS ratings 

was r = 0.95. The reliability for the post-test SGRS ratings 

was r = 0.88. Both coefficients compared favorably with the 

inter-rater reliability coefficient of 0.87 reported for the 

SGRS (Meer, et al., 1966). 

The means of the experimental group and the control 

group for both measures obtained during pre-testing and post-

testing were compared using a one tailed t test. Table 1 

shows these statistics. 

To obtain a more sensitive measure of intra-group 

change, the mean change for Ss within each group was computed 

by subtracting the post-test measures from the pre-test 
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measures. The average change over therapy for each group was 

compared using a one tailed t_ test. Table 2 shows these 

statistics. 

Figure 1 illustrates the mean percent of desirable, 

neutral, and undesirable behavior observed in the control 

group during the pre-test and post-test periods. Similarly, 

Figure 2 illustrates the mean percent of desirable, neutral, 

and undesirable behavior observed in the experimental group 

during the pre-test and post-test periods. 



11 

TABLE 1 

PRE-TEST AND POST-TEST DATA 

Group Mean S.D. df t 

Pre-test Stockton Geriatric Rating Scale 

Experimental 20.267 10.61 
18 • 48 

Control 18.267 6.1406 

Pre-test Percent of Desirable Behavior 

Experimental 39.6 10.06 
18 1. 09 

Control 33.5 13.383 

Post-test Stockton Geriatric Rating Scale 

Experimental 17.71 8.41 
15 1. 08 

Control 21.99 9.033 

Post -test : Percent of Desirable Behavior 

Experimental 50. 10.714 
15 2. 8** 

Control 37.78 7.07 

**p < .01, one-tail t test. 
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TABLE 2 

COMPARISON OF MEAN CHANGE FOR EACH GROUP BETWEEN 

PRE-TEST AND POST-TEST MEASURES 

Group Mean S.D. df t 

Stockton Geriatric Rating Scale 

Experimental 2.29 5.885 
15 2.074* 

Control -3.628 5.166 

Percent of Desirable Behavior 

Experimental 12.75 11.41 
15 1.114 

Control 6.33 10.92 

*p < .05, one-tail 1: test. 
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Discussion 

Prom the pre-test results it can be seen that at the 

beginning of therapy the two groups were essentially equal 

on both measures. The control group was rated slightly 

better on the SGRS while the experimental group exhibited a 

slightly greater percentage of desirable behavior. Neither 

difference was significant. 

Post-test results were interpreted as supporting both 

hypotheses. The experimental group showed a highly signifi-

cant increase in socially desirable behavior while the control 

group's percentage of desirable behavior actually decreased. 

Using the average change scores, the experimental group ex-

hibited a significant improvement in adjustment as perceived 

by unbiased raters. The raters also perceived the control 

group as having deteriorated in their adjustment since the 

pre-test. In view of the obviously desirable trend of the 

experimental group, the treatment method described in this 

experiment has a real potential for the treatment of geri-

atrics . 

The most apparent limitation of this study was the pos-

sibility of E bias on the time sampling technique. Due to 

the amount of time required to conduct the time sampling, the 

E was forced to do all the observations. E then was the only 

rater who knew exactly which Ss were in each group during the 

post-testing. The nature of the time sampling technique was 

15 
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such however, that the possibility of bias was very low. 

This was further supported by the fact that both groups were 

approximately equal on this measure at the start of therapy. 

Another limitation of the present study which might 

limit its generalization to other findings was the relatively 

short length of therapy. Most other research employing group 

psychotherapy was reported on the basis of at least six 

months of treatment. Yalom (1968) recommended at least six 

months for most kinds of therapy. A study similar to the 

present one, but of longer duration, might well determine 

the nature and extent of the treatment effects over longer 

periods of time. 

A third limitation of the present study is the question 

of control stimuli as discussed by Schaefer & Martin (1969). 

Control stimuli may be the therapist, the nurses, or anyone 

in the S's environment who may act as a reinforcing agent. 

In view of the fact that there was only one therapist rein-

forcing the Ss on the present schedule, the results are very 

favorable. Optimal reinforcement conditions would include 

an environment in which all control stimuli agents were 

trained to consistently reinforce behavior on a prescribed 

schedule. It would be interesting to use several different 

therapists to determine if this would accelerate the rein-

forcement process and the generalization of desirable beha-

vior to other persons in the Ss* environment. 
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The results of the present study might not be general-

izable to other Institutions where the Ss have resided for 

longer periods of time. Such Ss may" have established behav-

ior patterns which would be more resistant to the experimental 

treatment introduced here. 

The significance of the results obtained may have prac-

tical implications for institutions such as nursing homes. 

In most cases it would be no real problem to start such ther-

apy designed for longer periods of time through cooperation 

with local colleges or other organizations. This type of 

treatment, along with a milieu program, might transform many 

nursing homes into socially active communities. 



Appendix A 

Time Sampling Behavior Checklist 

Patient 

Observer 

Date: 

General Code 

Mutually Exclusive Behaviors 

1 Walking 
2 Running 
3 Standing 

4 Sitting 
5 Lying down 

Concomitant Behaviors 

6 Drinking 
7 Eating-meals 
7a Eating other than meals 
8 Grooming (describe) 
9 Group meeting 
10 Medication 
11 Reading 
12 Receiving pay 
13 Rocking 
14 Pacing 
15 Smoking 
16 Talking to others 
17 TV 
18 Working-assigned 
19 Other 

Location 

A Dining room 
B Hall or lounge 
C Sleeping quarters 
D Lavatory 
E Outside 

0630 
0700" 
0730" 
0800" 
0830" 
0900" 
0930" 
1000" 
1030 
1100" 
1130" 
1200" 
1230" 
1300" 
1330" 
1400" 
1430" 
1500" 
1530' 
1600" 
1630" 
1700" 
1730" 
1800" 
1830" 

18 



Appendix B 

Stockton Geriatric Rating Scale 

Patient's Name:_ 

Your Name: 

Please answer the following questions concerning the above 
named patient by circling the appropriate number (2, 1, or 0). 

1. When eating, the patient requires: 0-no assistance 
(feeds himself); 1- a little assistance (needs encouragement); 
2-considerable assistance (spoonfeeding, etc.). 

2. The patient is incontinent of urine and/or feces (day or 
night): 0-never; 1-sometimes (once or twice per week); 
2-frequently (three times per week or more often). 

3. When bathing or dressing, the patient requires: 0-no 
assistance; 1-some assistance; 2-maximum assistance. 

The patient will fall from his bed or chair unless pro-
tected by side rails or soft ties (day or night): 0-never; 
1-sometimes; 2-frequently. 

5. The patient is objectionable to other patients during the 
day (loud or constant talking, pilfering, soiling furniture, 
interfering in the affairs of others): 0-rarely or never; 
1-sometimes; 2-frequently. 

6. The patient is objectionable to other patients during the 
night (loud or constant talking, pilfering, etc.): 0-rarely 
or never; 1-sometimes; 2-frequently. 

7. Close supervision is necessary to protect the patient, 
due to feebleness, from other patients: 0-rarely or never 
needs protection:; 1-sometimes needs protection; 2-frequently 
needs protection. 

8. With regard to walking, the patient: 0-shows no signs of 
weakness; 1-walks slowly without aid, or uses a cane; 2-is 
unable to walk or, if able to walk, needs walker, crutches, 
or someone by his side. 

9. The patient's meals consist of: 0-a regular solid diet 
no limited diet; 1-a normal diet with modifications (extra 

I 
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milk, soft or ground food) or limitations (no additional salt 
or bread); 2-a special diet (diabetics, low salt, etc.). 

10. The patient communicates in any manner (by speaking, 
writing, or gesturing): 0-well enough to make himself 
easily understood at all times; 1-can be understood sometimes 
or with some difficulty; 2-can rarely or never be understood 
for whatever reasons. 

11. The patient is in bed during the day (bed does not in-
clude couch, etc.): 0-never; 1-sometimes; 2-almost always. 

12. If patient were allowed the freedom of the grounds 
alone, he would be able to protect himself from the weather 
(come in out of the rain or sun) or from getting lost: 
0-would never need supervision outdoors; 1-would sometimes 
need supervision outdoors; 2-would always need supervision 
outdoors. 

13. The patient is confused (unable to find his way around 
the yard, loses his possessions, etc.): 0-almost never con-
fused; 1-sometimes confused; 2-almost always confused. 

14. When left to his own devices, the patient's appearance 
(clothes and/or hair, including beard for males) is: 
0-almost never disorderly; 1-sometimes disorderly; 2-almost 
always disorderly. 

15. The patient knows the personnel by name: 0-knows names 
of more than one member of the personnel; 1-knows names of 
only one member of the personnel; 2-knows name of none of 
the personnel. 

16. The patient understands what you communicate to him (you 
may use speaking, writing or gesturing): 0-understands 
almost everything you communicate; 1-understands some of what 
you communicate; 2-understands almost nothing of what you 
communicate. 

17. The patient helps out in the yard (other than a regular 
work assignment): 0-often helps out; 1-sometimes helps out; 
2-never helps out. 

18. The patient has a regular work assignment: 0-away from 
the ward; 1-on the ward; 2-no regular work assignment. 

19. The patient keeps self occupied in constructive activity 
(works, reads, plays games, hobbies, etc.): 0-almost always 
occupied; 1-sometimes occupied; 2-almost never occupied. 

20. The patient knows his own name: 0-almost always responds 
to his name; 1-sometimes responds to his name; 2-almost never 
responds to his name. 
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21. The patient wants to go home or leave the hospital: 
0-expresses great eagerness in leaving; 1-expresses some in-
terest in leaving; 2-expresses almost no interest in leaving. 

22. The patient socializes with other patients: 0-does 
establish a good relationship with one or more patients; 
1-has some difficulty establishing a good relationship with 
one or more patients; 2-has a great deal of difficulty estab-
lishing good relationships with other patients. 

23. The patient's sleep pattern at night is: 0-almost never 
awake; 1-sometimes awake; 2-often awake. 

24. The patient is willing to do things suggested or asked 
of him: 0-often goes along; 1-sometimes goes along; 2-almost 
never goes along. 

25. The patient has priveleges to leave the yard (companion 
or full ground priveleges or town pass): 0-has priveleges 
and gets to use them often; 1-has priveleges but only some-
times gets to use them; 2- does not have priveleges; or has 
priveleges but never gets to use them. 

26. The patient engages in apparently useless repetitive 
movements (pacing, rocking, wringing of hands, etc.): 
0-never; 1-sometimes; 2-frequently. 

27. The patient engages in repetitive vocal sounds (yelling, 
moaning, talking to himself, etc.): 0-never; 1-sometimes; 
2-frequently. 

28. The patient takes the initiative to start conversation 
with others (exclude side remarks not intented to open con-
versations): 0-often takes the initiative; 1-sometimes takes 
the initiative; 2-never takes the initiative. 

29. The patient threatens to harm other patients, staff, or 
people outside the hospital either verbally or physically: 
0-never; 1-sometimes; 2-frequently. 

30. The patient accuses others (patients, staff, or people 
outside of the hospital) of doing him bodily harm or stealing 
his personal possessions (if you are sure the accusations 
are true, rate zero): 0-never; 1-sometimes; 2-frequently. 

31. The patient hoards apparently meaningless items (paper, 
string, food, etc.): 0-never; 1-sometimes; 2-frequently. 

32. The patient is destructive of materials around him 
(breaks furniture, tears up sheets, magazines, clothes, etc.): 
0-never; 1-sometimes; 2-frequently. 
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33. The patient without being asked, physically helps one 
or more patients in various situations (pushing wheelchairs, 
helps with the trays, etc.): 0-often helps without being 
asked; 1-sometimes helps without being asked; 2-never helps 
without being asked. 
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